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PART I: GENERAL INTRODUCTION TO FLORIDA HEALTH CHOICES
A. Established by the State of Florida 

The Florida Legislature created Florida Health Choices, Inc. during 2008 by enacting Section 408.910, Florida Statutes.  Recent changes adopted by the 2011 Florida Legislature can be found at the following links:


· House Bill 1125 (effective 7/1/2011)
· House Bill 1473 (effective 10/1/2011)
In establishing the Corporation and the Florida Health Choices Program, the Florida Legislature found that a significant number of the residents of this state did not have adequate access to affordable, quality health care.  

Specifically, the Florida Health Choices Program was established to: 

· Expand opportunities for Floridians to purchase affordable health insurance and health services

· Preserve the benefits of employment-sponsored insurance while easing the administrative burden for employers who offer these benefits

· Enable individual choice in both the manner and amount of health care purchased

· Provide for the purchase health care coverage

· Disseminate information to consumers on the price and quality of health services

· Sponsor a competitive market that stimulates product innovation, quality improvement, and efficiency in the production and delivery of health services

B. Eligibility of Employers and Individuals

Participation is voluntary and, while not specifically limited to the following list of employers and individuals, the Corporation intends to target the organizations named in Section 408.910, Florida Statutes:

· Small employers meeting criteria established by the program

· Employees of enrolled counties designated as fiscally constrained

· Employees of enrolled school districts in fiscally constrained counties

· Employees of enrolled municipalities having fewer than 50,000 residents

· Employees of enrolled statutory rural hospitals

Other individuals that may enroll include:

· Employees of the State of Florida not eligible for state health benefits

· Retirees of the State of Florida

· Medicaid reform participants who select the opt-out provision of Medicaid Reform


C. Eligible Agents 

Health Insurance Agents licensed by the State of Florida are eligible to register and participate in the marketplace.
D. Eligible Vendors 

The Corporation has established three classifications of vendors eligible for certification in the Marketplace.  The Vendor Certification Criteria is provided in Exhibit E.  Following are the vendor classifications:

1. Vendors Licensed by the Office of Insurance Regulation

Vendors meeting all requirements of the Florida Insurance Code may offer policies, products or contracts approved by the Office of Insurance Regulation.  These vendors include the following:

· Insurers 

· Health Maintenance Organizations

· Pre-paid Limited Health Service Organizations

· Discount Medical Plan Organizations

· Prepaid Health Clinics

2. Health Service Vendors

Other health vendors may offer service contracts and arrangements for a specified amount and type of health service or treatment in compliance with applicable state laws and as approved by the Corporation.  Health service vendors may include but are not limited to the following:

· Hospitals

· Licensed health facilities

· Health care clinics

· Licensed health professionals

· Pharmacies

· Licensed health care providers

· Provider organizations

· Service networks

· Group practices

· Professional associations

· Other incorporated organizations of providers 

· Corporate entities 

3. Other Vendors

As increasing Marketplace functionality is developed, other vendors may be invited to offer services in support of participating employers.  Examples of other vendors may include but are not limited to the following:

· Payroll service providers

· Human resource compliance providers

· Individual benefit account managers

· Other insurers may offer business insurance products

E. Implementation Is Phased 

The Corporation proposes to launch the program in three phases as described below:

The Quick Start Phase/Small Group Pilot Program will support limited offerings.  The Corporation proposes to support 3 to 9 vendor during this phase without imposing a specific limit on the number of vendors.   Vendors may offer small group policies or contracts that are regulated and approved by the Florida Office of Insurance Regulation.  

The Mid-Term Phase will expand the type and number of products offered through the program.  The offerings during this phase will include other entities that are regulated by the Florida Office of Insurance Regulation.  

The Long-Range Phase provides an opportunity for health service vendors to enter the marketplace.  Examples of allowable vendors and their offerings may include but are not limited to:

· Hospitals and other licensed health facilities, health care clinics, licensed health professionals, pharmacies, and other licensed care providers.  

· Provider organizations including service networks, group practices, professional associations, and other incorporated organizations of providers. 

· Corporate entities providing specific health services in accordance with applicable state law.

The following table provides a brief overview of the launch phases, proposed expansions of eligibility, vendors, products and services for each phase: 
	HEALTH CHOICES: FLORIDA’S INSURANCE MARKETPLACE

	Period
	Phase
	Target Population
	Vendor Offerings
	Products/Services

	2011/12
	Quick Start/Small Group Pilot
	· Small Employers
	· Major Medical Excluding Dental Benefits
	Small Group

	2012/13
	Mid-Term
	· Small Employers

· Other Eligible Employers


	· Major Medical Including Dental Benefits 

· Dental, Vision, and Other Risk-Bearing Coverage and other products regulated by the Florida Office of Insurance Regulation
	Small Group

	2013/14
	Long-Term
	· Small Employers

· Other Eligible Employers

· Eligible individuals
	· Major Medical Offerings

· Employer Offerings 

· Health Service Offerings
	Individual 

Small Group

Service Contracts


F. Potential Impact of Health Care Reform

Vendors are advised that Florida Health Choices, Inc. is not a State designated American Health Benefit Exchange (AHBE Exchange) for individuals or a Small Business Health Options Programs (SHOP Exchange) as defined by the Patient Protection and Affordable Care Act.  Likewise, the program the Corporation will implement is not subject to federal approval.

G. Purpose of this Solicitation of Interest: Small Group Pilot
The goal of this Solicitation of Interest is to assist the Corporation in identifying potential vendors and the products or services they may choose to offer during the Quick Start/Small Group Pilot.   

Vendors that are not interested in offerings products or services during the Quick Start/Small Group Pilot are encouraged to express interest in later phases.  Vendors doing so will be notified when additional Solicitations of Interest are issued.

In developing the Small Group Pilot, the Corporation’s board of directors convened several meetings and sought the input of potential vendors, agents, and health care professionals and advocates.  Membership of the Vendor Steering Committee is listed in Exhibit A.

PART II: QUICK START/SMALL GROUP PILOT
I. CALENDAR OF EVENTS 

Quick Start Review and Interest Phase 

______________________________________________________________________________

Vendor Review Period Begins:





September 15, 2011

Vendor Comments Accepted Through:




September 30, 2011

Response to Comments:






October 7, 2011

Quick Start Letter of Intent Due:





October 14, 2011

Vendor Discovery Conferences: 





October 24-28, 2011

Conference 1:

October 24, 2011 1-3 p.m.


Conference 2:

October 25, 2011 1-3 p.m.


Conference 3:

October 26, 2011 1-3 p.m.


Conference 4:

October 27, 2011 10-12 p.m.


Conference 5:

October 27, 2011 1-3 p.m. 


Conference 6:

October 28, 2011 1-3 p.m.

(Additional conferences can be scheduled if more than six vendors respond to this SOI.)
Vendor Confirms Participation in Quick Start
:



October 31, 2011


Quick Start Technical Phase

______________________________________________________________________________

Receive Vendor Detail







October 24 - November 4, 2011

Begin Loading Vendor Detail






October 31 – November 4, 2011
Testing Complete and Vendor Approval




December 16, 2011


Portal Update








December 30, 2011




II. DESIGNATED CONTACT
Lauren McCarthy

Florida Health Choices, Inc.

200 West College Avenue, Suite 203

Tallahassee, Florida 32301

Info@myfloridachoices.org
III. INTENT OF THE SMALL GROUP PILOT PROJECT

The Corporation elects to phase in a program to gradually establish the marketplace.  Marketplace operation is proposed to begin with a Small Group Pilot Project which would permit the Corporation to:

· Test the strength of the value proposition with small employers 

· Test a web-based, uniform application for health coverage

· Test the web-based quoting hub

· Test the web-based portal and its usability

· Test the scalability of the administrative platform

· Test the agent interfaces and electronic verification of agent eligibility

· Test the vendor certification and on-boarding process

· Test the marketing plan and approach

· Test reporting interfaces with the evaluator

The Small Group Pilot Project will encompass the entire State of Florida without geographic limitations where plans are available.  There will not be a limited placed on the number of employers, employees or dependents enrolled during the pilot.  The Corporation plans to support 3 to 9 vendors; However, there will be no specific limitation on the number of vendors.  

The duration of the pilot will be a minimum six month period and may be extended.  Regardless of the pilot duration, coverage issued during the pilot must continue for a full plan year. 

IV. VALUE PROPOSITION

For employers:

· We take the hassle out of establishing Section 125 Plans and allow them to offer benefits to employees while saving on health care premiums, taxes and ancillary products

· Informing qualified small employers about the potential financial benefit of small business tax credits for health insurance may reduce the cost impact on their business even further

· We cut the paperwork when we provide a one-stop shop where employers can find an agent and get quotes from several vendors using one on-line questionnaire

· As is more common with large employers, small employers can offer a wider range of choices to eligible employees

For employees:

· They can shop from among an expanded list of health plans when the employer recommends four

· The employee share of monthly premium can be treated on a pre-tax basis

For agents:

· We introduce agents to new client groups who are seeking assistance with coverage and services

· We streamline the process and save agents time spent seeking multiple quotes

For vendors:

· The marketplace will provide access to a distribution channel focused on the promotion of a competitive marketplace

· Provides convenient access to their products

V. ELIGIBLE VENDORS

During the Quick Start/Small Group Pilot, vendors meeting all requirements of the Florida Insurance Code may offer policies, products or contracts approved by the Office of Insurance Regulation.  Vendor certification criteria can be found in Exhibit E.  Vendors include the following:

· Insurers 

· Health Maintenance Organizations

· Pre-paid Limited Health Service Organizations

· Discount Medical Plan Organizations

· Prepaid Health Clinics
VI. SMALL GROUP OFFERINGS

The Corporation, through the centralized marketplace, will offer various products that enable employers and employees to pay for health care. 

Initially during the Small Group Pilot, the Marketplace will accept major medical small group plans without imbedded dental benefits.  

As functionality of the web-based portal increases, the Marketplace will support ancillary and Section 125 products.
VII. PROGRAM OPTIONS

The Corporation proposes establishing options for employers and their eligible employees.   


During the Small Group Pilot Project the eligible employer may shop and compare all vendors available in the Marketplace and may recommend up to four plan options offered by a single vendor by line of business.  

Eligible employees of a participating employer will shop and compare from among as many as four plan options as recommended by the employer.

Additional options may be developed in subsequent phases of the program.

VIII. ELIGIBLE AGENTS AND BROKERS

Health Insurance Agents licensed by the State of Florida are eligible to register and participate in the marketplace. 


· The system will compare an agent’s last name and Florida license number against data provided by the Florida Department of Financial Services. Confirmation of an agent’s active license status will determine the agent’s eligibility.


· Continuing agent eligibility will be re‐determined monthly.

· When they enroll, agents pay a one-time registration fee and a monthly fee thereafter.  Initially, the agent registration fee is $150.00.  Monthly participation fees are $25.00.  A recommendation to waive agent fees for early adopters is currently under consideration.

· The agent can assist a small employer with the shopping experience and vendor selection.  The Corporation will provide the group’s agent identifying information on each enrollment transmission.   The Corporation will not pay agent commissions on behalf of vendors and does not set the commission structure.  Vendors will direct compensation to agents as is their customary practice.   

IX. ELIGIBLE EMPLOYERS

Florida law outlines the target population for enrollment in the Florida Health Choices Program and the Corporation elects to phase in the program gradually.    Small employers that meet the following eligibility requirements may participate in the initial phase of the marketplace:
Employer Group Size

· Group size will be 4-50 participating employees, when the group also meets all other eligibility requirements.

Employer Does Business in Florida

· A company authorized to conduct business in the State of Florida and which shows evidence of business activity in the previous 24 months

· Eighty-five percent of employees must live in the State of Florida

Employer Establishes Waiting Period

· The waiting period established by the employer is 0-3 months.  Coverage must be offered to all eligible employees who have satisfied the employer’s waiting period.  

Employer Contribution Requirements

· The employer’s contribution toward employee premiums must be at least 50 percent of the lowest price plan offered by the selected vendor.

Group Participation Requirements

· At least 70 percent of eligible employees must participate in the health plans offered by their employer.

· All active employees working 25 hours or more per week, who have also satisfied the waiting period, are considered when determining group size.

· Employees excluded when calculating the participation requirement: 

· Employees with other group coverage

· Employees with Medicaid, SCHIP or Medicare coverage

Other Group Requirements

· Groups with Common Ownership/Controlled Groups where the total eligible employees for all groups commonly owned are 50 or less will still be rated as a small group.  One or all of the groups may be enrolled with common ownership.  A subset of the groups, i.e. 2 out of 3, may not be covered.

· If a participating employer exceeds 50 employees after initial enrollment, it may continue to be treated as a small employer for the remainder of the plan year.  Upon renewal, the group’s status will be reassessed and subsequently redefined, if necessary, in accordance with Florida’s Small Group law, 627.669, F.S.

X. ELIGIBLE EMPLOYEES

Eligible Employees

Eligible employees are identified as employees actively engaged in the conduct of the business of an enrolled employer who works at least 25 hours per week. This includes a self-employed individual, a sole proprietor, a partner of a partnership, or an independent contractor if included as an employee under a health benefit plan of a small employer. For example, an individual whose income is reported by a 1099 and who works at least 25 hours each week should be included as an eligible employee.

Employer Eligibility Waiting Period 

Eligible employees include those that have satisfied the eligibility waiting period established by the employer.

XI. INELIGIBLE EMPLOYERS AND EMPLOYEES 

Employees who have not satisfied the employer’s chosen eligibility waiting period and those working less than 25 hours per week, temporary, or substitute employees are not considered eligible employees.

Groups formed strictly for purposes of insurance are not eligible (clubs, fraternal organizations, and consortia).  Groups offering employee benefits through other mechanisms such as a professional employer organization, are also excluded.

XII. ENROLLMENT AND ELIGIBILITY PERIODS

Enrollment periods are summarized in Exhibit B and include the following:

Initial Open Enrollment Period

· A maximum 60 day period established by the eligible employer

· For new groups purchasing through the marketplace, coverage is effective on the group’s original enrollment date, provided the eligibility waiting period has been satisfied and application is made during the initial enrollment period

· Employees that do not submit an application within the open enrollment period are not eligible to enroll until the next annual open enrollment.

Annual Open Enrollment Period

· A maximum 60 day period, occurring no less than 60 days prior to the group anniversary date
Waiting Periods

· The eligibility waiting period is 3 months unless the employer elects a waiting period that is 0, 1 or 2 months at the time of initial set-up

· A group may not waive the waiting period for key employees, unless the waiting period is waived for all employees of the group

· Small groups can only have one eligibility waiting period

Special Enrollment Periods

· A qualifying life event will establish a special enrollment period.

· During special enrollment periods participants are permitted to change coverage during the plan year (proposed qualifying life events are listed in Exhibit C)

· A maximum 60 day period immediately following a special event.  During this time, an eligible employee or eligible dependent may apply for coverage.  

· If the reported change causes a change in the monthly premium, the system will calculate the revised premium based on the rating methodology utilized during the current benefit year’s calculation.

· After the initial enrollment of a new group, employees must apply for coverage within 60 days of satisfying their eligibility period

Effective Dates 

· A new employee becomes eligible for enrollment on the 1st of the month following the date of eligibility.

· No retro‐active coverage will occur.

XIII. QUOTING HUB

The Corporation seeks to establish a quoting hub to facilitate the small group pilot project and the proposed underwriting process.  The Corporation will consider implementing this functionality under its contract with the Third Party Administrator or another established provider of similar services.

Uniform Questionnaires for Small Groups

When the quoting hub is implemented, a uniform employer group questionnaire will screen an employer’s eligibility for the small group pilot.  Information requested on the employer group questionnaire will likely include the following:

· Employer legal name and contact information

· Type of organization

· Employer contribution to health care coverage

· Length of employer’s waiting period for new hires

· Worker’s compensation coverage 

· Number of eligible employees

· Number of employees working outside of Florida 

· Number of ineligible employees

· Number of excluded employees

· Number and names of formers employees on COBRA

· Current or previous health insurance coverage of the group

Employers reporting a group size of 10 to 50 will also complete an employer medical questionnaire.  This on-line questionnaire seeks an employer’s response to medical questions about the overall group.  The information sought may include, but is not limited to, the following:

· Number of employees currently pregnant and their dues dates

· Previous employee hospitalizations

· Diagnosis or treatment of a variety of diagnosis within the previous five year period

Employers reporting a group size of 4 to 9 will be asked to have employees complete the employee and family medical questionnaire.  This on-line form seeks detailed medical information about each employee and eligible family members related to the following categories:

· Heart/Circulatory

· Eyes/Ears/Nose/Throat

· Immune

· Cancer/Tumors

· Neurological

· Arthritis

· Bones/Muscles/Joints

· Transplants

· Psychological

· Diabetes/Endocrine

· Reproductive

· Lung/Respiratory

· Intestinal

· Live/Kidney/Urinary

For all “yes” answers to a condition found under the above categories, employees are asked to provide detail information by identifying the family member, their diagnosis and treatment, date of onset, medication prescribed, etc.  Additional questions about tobacco use, pregnancies, pending test results and other prescription medications are also posed.  

The proposed questionnaires are found in Exhibit D in draft form.  When finalized, the forms will be assigned a form number and will contain the appropriate fraud statement required for use in the State of Florida.

Small Group Underwriting

When submitting their completed questionnaires, small employers will indicate the vendors from which small group health insurance quotes are desired.  The quoting hub will notify the chosen participating vendors that a group is requesting a quote through the hub and the group will be subject to the vendor’s internal underwriting guidelines.

Initially, the Quoting Hub will not interface electronically with a vendor’s internal systems.  When reviewing any potential hub solution, the Corporation will consider the solution’s capability for future interactivity with vendor systems in the event a vendor prefers such an interface.  

Quote Generation and Presentation

Vendors will respond with a small group quote within two weeks or less on average.  The quote, when returned, may deviate from the vendor’s base rate (1.0) by offering a rate deviation in compliance with the Florida Insurance Code (.90-1.15).   Vendor quotes will be presented to the employer for consideration.

Questionnaire Approval

The Corporation will file the employer group questionnaire, the employer medical questionnaire, and the employee and family medical questionnaire, with the appropriate regulatory body.  The Corporation proposes that, when filed, the form will be utilized by all vendors participating in the small group pilot.   

Employer Decision

Based on the quotes provided, an employer or representing agent will decide to continue shopping for coverage through traditional means or will decide to register and pursue coverage through the marketplace and its small group pilot project.  

Hub Financing

The FHC is currently soliciting potential hub solutions through a Request for Information/Invitation to Negotiate.  The deadline for interested hub providers to request an exploratory conference and to schedule a web demonstration of a proposed solution is Friday, October 7.  The identification of potential hub providers and solutions will permit the FHC to better understand the potential development and maintenance costs of the proposed hub.

In conducting initial research, the FHC developed the following estimates:

Configuration, set up, customization 3-400K

Hosting 3-5K per month

Licensing 50-100K per year

Support, changes 150-185/hour

The actual costs of the selected solution will likely vary from the above initial estimates.  The FHC will consider one time grants, on-boarding fees, or financing for initial development.  The FHC is committed to developing a reasonable method to pay for ongoing maintenance by assessment of participation fees for those vendors utilizing the quoting hub.

XIV. THIRD PARTY ADMINISTRATION 

The Corporation contracts with Ceridian Exchange Services, LLC (CES) to provider third party administration services.  The range of services provided by CES includes:

A. Web-Based Portal
In partnership with eHealth, CES is establishing and will maintain a web-based choice portal.  CES will design and deploy the web-based choice portal with a wide range of functions.  The functions will include:

· Provide information to interested persons about available offerings and  vendors

· Facilitate eligibility and enrollment of:

· Employers

· Employees of enrolled employers

· Health insurance agents

· Allow comparison of benefit, plan and service options utilizing a standardized presentation of information

Information about each product and service available through the program will be made available through this interactive website.  The presentation of plan and service options will allow comparison when reasonable comparisons exist.   The purpose is to allow the interested groups, agents and individuals to search through plan and service offerings based on a variety of search criteria.  The search criteria will permit the user to identify options available in their geographic area and may also organize the options using other criteria selected by the user. 

B. Eligibility Determination

CES will accept registrations and validate eligibility of employers and health insurance agents.  Forms for enrollment will be accepted by the Administrator through electronic means.  Upon validation of eligibility, the information collected during the enrollment process will generate an account for the applicant employer or health insurance agent.

C. Employee Enrollment

Eligible employees of enrolled employers will complete the enrollment process when the employer’s unique URL and security code are provided by the employer.   From the employer’s URL, employees can complete the enrollment form on-line, choose the plan option that best suits that employee’s individual or family needs, and submit the enrollment form for approval by the employer.  

D. Enrollment Management

CES will maintain a comprehensive, automated, enrollment management system and the capabilities described below:

· Correspondence generation

· Account history maintenance

· Late/delinquent payment notification

· Outgoing correspondence

· Transmittal of participant data to participating plans and service providers

· Provide verifications to vendors  

· Transfer enrollment to another insurer or service provider when a vendor withdraws from the program or when the participant elects a new choice

· Changes in contact information

· Account update due to change in family composition 

· Process returned mail and update address changes received from the U.S. Postal Service

· Continuing eligibility verification

· Renewal processing 

D.
Financial Services

The Administrator will calculate and facilitate the collection of participant and third party contributions toward the cost of multiple program offerings.  

CES is responsible for maintaining all financial activity on employer and agent accounts and provides the following financial services:

· Premium Calculation – Based upon information collected as to participant choice, and contribution amounts designated by the employer, CES will calculate the amount of funds due from each source for each participant.  The Administrator will make the detail available to enrolled employers and aggregate the total amount due from the employer for the payroll frequency established by the employer.  
· Premium Collection - Options for premium collection will include checks, automatic deductions from checking accounts, automatic deductions from credit card accounts and any other payment methods accepted by CES.  Vendors are not responsible for credit card fees when credit card payments are made to the marketplace.

· Remittance Processing - At least twice monthly, CES will generate detailed reports the Corporation will use for remittance of premiums and other contributions to participating vendors.  Vendors will receive a detailed premium distribution reports that will reflect premiums remitted and will do so by enrollee.
E. Customer Contact Center

The Administrator provides customer service via a toll-free hotline, email and regular U.S. mail service.  The Statewide Customer Contact Center (Center) is located in St. Petersburg, Florida and will: 

· Assist employers with establishment and administration of cafeteria plans

· Disseminate information to consumers on the price and quality of services available 
· Provide access to account information

· Assist individual participants with managing available resources

· Respond to inquiries from employers, employees and agents

· Distribute materials that are unique to the program
· Provide general program information and answer inquiries about eligibility and enrollment

· Provide account payment and coverage verification

· Return calls left on voice mail

· Refer calls to a participating agents as appropriate

· Return calls requiring additional research

Professional, accurate, courteous customer service is a high priority for the Corporation. The Administrator is prepared to accurately and timely processing of all incoming correspondence, all outgoing correspondence, and all telephone or email inquiries related to application and enrollment in the marketplace.

The Center provides customer service days and hours of operation which are conducive to participant needs and include regular business hours on Monday through Friday, from 8:00 a.m. until 8:00 p.m. Eastern Standard Time, excluding approved holidays.  The Center provides the option of a live call agent for all callers during these hours of operation.  

The Center will manage customer communications in a professional, culture and language sensitive manner.  At a minimum, the Center will make sufficient numbers of English and Spanish speaking staff during all hours of Center operations.  The Administrator has the ability to communicate timely, accurately and efficiently with non-English speaking callers, and callers that are hearing impaired.  

XV. MARKETING

Several sources of data have been identified that will be useful in designing and implementing marketing and outreach efforts to employers and potential participants.  The Corporation proposes to establish partnerships with public and private agencies that may share information on businesses, professionals, Corporations, and contractors licensed by, doing business with, or associated with the partner agency.  

The Corporation intends to develop targeted marketing and outreach efforts for the purpose of educating potential participant employers and their employees about the Florida Health Choices Program.  Marketing materials may be designed and distributed based on a variety of elements including county of residence, zip code, type or status of professional license, business type, association membership, etc.  

A comprehensive approach to establish awareness of the program will be developed.  A Marketing and Outreach Committee of the FHC has been established and will begin meeting in the coming weeks.  Vendor input and suggestions on developing the marketing approach are solicited.

Vendors offering products in the Marketplace will have the ability to co-market and promote the Marketplace subject to the approval of the Corporation.

XVI. VENDOR RESPONSIBILITIES

Participating vendors have the following responsibilities:

· Timely response to any request for small group quotes

· Distribution of group contracts, certificates of coverage, identification cards and other enrollment materials unique to the participating vendor 

· Compliance with timely claims and complaint handling requirements established by the State of Florida

· Adherence to the terms of the participation agreement 

XVII. ENROLLMENT PROCESS OUTLINE
In this section, the Corporation outlines the steps employers, their agents and eligible employees will take to achieve enrollment in the marketplace and obtain small group coverage with a participating vendor.

The steps in the process include the following:

· Window Shop and Learn More

· Agent Enrollment

· Pre-Test Eligibility

· Get a Quote

· Registration and Set Up, Choose a Vendor

· Employee Shop, Compare, Enroll

· Group Eligibility Validated

· Coverage Begins 

Window Shop the Learn More 

· Upon implementation, anyone will be able to enter the marketplace by accessing a link provided at www.myfloridachoices.org or by visiting www.floridahealthchoices.com
· To window shop, the agent, employer or individual enters basic demographic information for the shopper

· Vendors and plans available in the county will be displayed along with the basic rates. (1.0)

· Users can browse through informational links for tips on navigating the site, view frequently asked questions, watch a tutorial, and learn more 

· Customer Service available by phone during business hours

Agent Enrollment 

To register and participate with the marketplace, agents complete a four step process:

· At initial registration, the agent enters the Florida License Number issued by the Florida Department of Financial Services and the agent’s last name
· At validation, the system compares the information entered and compares it to data on file with the Florida Department of Financial Services to confirm the license is in an active status with the State of Florida
· At verification, the agent data on file with the state is auto-populated into the registration record
· Upon completion of agent registration and payment of registration fees, an email notification confirms the agent’s active status in the marketplace
After registration is complete, an agent may choose to explore an employer’s options in the marketplace.  The agent can use the window shopping option to determine vendors, plans and the basic rates available to the client employer.

An interested shopper without an agent can also pick one.  After clicking on “find an agent” the user is prompted to enter a zip code and the system will display a list of agents in the area that participate in the Marketplace.  

Get a Group Quote 
After window shopping and identification of participating vendors, the group can be reviewed for possible eligibility by accessing the quoting hub at www.myfloridachoices.org.  The employer group questionnaire is completed by all employers and includes questions about employer eligibility.  All employers complete this questionnaire and, depending on the size of the group, they will also complete either the employer medical questionnaire or ask employees to fill out the employee and family medical questionnaire on-line.

The group may request quotes from one, some or all vendors available in their area and quoting responses will typically be returned in two weeks or less for the employer’s consideration.

Registration and Set Up

After deciding to purchase through the Marketplace, the agent or employer can register as an applicant group at www.floridahealthchoices.com.  When complete, an implementation analyst will contact the registrant to:

· Assist with IRS Section 125 requirements

· Confirm plan year, enrollment dates, billing and payment selection, employer contribution, etc.

· Review the employer’s vendor choice and identify up to four plans offered by the chosen vendor that the employer will recommended to eligible employees
When employer set up is confirmed, the employer’s customized URL is enabled.  The system will send the newly enrolled employer the employer-specific URL and security key to access their site within the system.  Employers or their agent will provide the secure access to eligible employees and invite them to complete the enrollment process.

Employee Shop, Compare, Enroll

Once received, the employee uses the employer URL, enters security key and is prompted to enter basic demographic information.  Upon doing so, up to four plans recommended by the employer and provided by the chosen vendor are displayed for consideration.  The on-line calculator shows the total monthly premium, employer contribution, and employee share of premium.   

After choosing a plan, the employee completes the on-line enrollment form.  The employer is then notified electronically that an employee application is pending and awaiting verification  by the employer. 

Group Eligibility Validated

The last step in the enrollment process is to validate that the employer group met all of the employer eligibility criteria.  During group validation, the Marketplace or its Third Party Administrator verify the minimum 50% employer contribution requirements was met, review employee participation to ensure at least 70% of eligible employees completed enrollment and, after all of the above, verifies that the final group enrollment count is at least 4  but no more than 50.  

Coverage Begins 

Upon confirmation that all eligibility requirements continue to be met after the group has completed the enrollment process, employers are invoiced for the first monthly premium and their payment is processed.  The chosen vendor is notified of group enrollment and the plan chosen by eligible employees.  Upon receipt of the new enrollment notice, the vendor issues the group contract, enrollment materials and identification cards.  Coverage is effective on the first of a month.

XVIII. OTHER PROGRAM RULES

A. Open Enrollment Periods

· An eligible employee may enroll in health coverage during the employer’s established 60-day open enrollment period.  

· Participants are locked into their plan selection for one year unless a life event qualifies them to make a change in plan selection.  

B. Special Enrollment Periods

· A qualifying life event will permit participants to change coverage during the plan year and will establish a special enrollment period for the qualified family or individual.  (Proposed qualifying life events are listed in Exhibit C.)

· If the reported change causes a change in the monthly premium, the system will calculate the new rate based on the rate that was in effect for the group at the time the participant enrolled in the plan.

C. Timely Premium Payment


· Participating employers must agree to payroll deduction of employee contributions.
 

· Employers are required to make full payment of their invoice by the due date.   Employees will not be billed directly. 


· Employees associated with an employer who is cancelled for non‐payment may pursue enrollment into COBRA or a medically underwritten individual policy offered by their vendor.  Such coverage is offered and purchased outside of the FHC marketplace and is not included in the Small Group Pilot Project.

· Accounts on which a notice of insufficient funds are received, will be assessed a $25.00 non-sufficient fund fee.
D. Premium Management

· When the enrollment is complete, the employer will be advised how much of the full premium is their responsibility and how much is their employee's.  

· Monthly billing to employers for their enrolled employees will be run on or about the 23rd of the month to generate invoices for coverage that is effective the 1st of the second month (approx. 5 weeks out).   

· Employers will be invoiced for the full premium for each of their active employees, aggregated into a single monthly invoice. 

· The system will set the employer invoice method automatically based on whether the employer has ACH set up.  If ACH is set up, the employer will get electronic notification when their bill is ready to view and pay online.  Paper invoices will be mailed to employers who do not have ACH set up.  These employers may view their invoice detail online, but the Pay My Bill button will not display.

· The on-line invoice detail will display the amount owed by the employee and the amount owed by the employer which, added together, will equal the total premium

· Employers can recalculate their invoice by canceling employees via the Manage My Employees functionality.

E. Methods of Payment

· Employers will have the option to pay by check or sign up for ACH.  

· The ACH option will require them to take action each billing period.  Clients using the ACH option review their invoice online, update employee status to remove employees as applicable, and click the “Make Payment” link.  

· Employers that select the option to mail in a check each month will be provided with a paper invoice.   

· The system will pull the funds from the employers designated bank account and apply the payments to the employee accounts. 

F. Premium Disbursement to Vendors

· The vendor disbursement process will be run on or around the 5th (for funds received by the 1st) and the 15th (for funds received by the 10th) of each month.

· The disbursement process will generate a Premium Distribution Report indicating what funds should be disbursed to each vendor.  The Corporation will transmit funds to the vendor.

XIX. PROPOSED VENDOR PROCESSES

Florida Health Choices is committed to a successful partnership with interested vendors throughout implementation and during ongoing program administration.  The vendor implementation delivery model is structured using best-practices and industry standards for excellence within Florida’s insurance marketplace.  

The Corporation, working with CES and eHealth, offer the following processes for consideration by interested vendors.  Vendor comments and suggestions for improving upon the initial recommendations are desired.  

A. Plan Documentation

1. Interested vendors are provided with the plan template below.  The template will be used to obtain the plan description/benefits, rates, rate rules (age, gender, location, etc.), eligibility rules (location), zip code tables, provider directory, billing rules, pre-existing exclusions and effective dates.  
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2. CES will work with the vendor to set the plan up in the system. The vendor will test and approve plan setup before it is released to production.  The Corporation will also have access to review the plan information prior to it being released to production. 

B. Discovery Calls

CES will conduct discovery calls with vendors.  During the call, CES will gather eligibility file requirements.  Following are some examples of items that will be discussed:

· Transmission methods are sent via Secure File Transmission Protocol (SFTP)

· File frequency

· EDI file format version to be utilized

· EDI 834 - 5010 Version (Included record counts)

· EDI 834 - 4010 Version (Does not include record count)

· Verification of Consolidated File Acceptance

· Full or Changes File

· Coverage types to be reported

· Passing Terminated Records

· Paid through date requirements

· SSN and/or Alternate ID reporting

· Carrier specific structure requirements

· Error Reporting

· Capability of notifications of file receipt and load successful

· There are two different file types for carrier reporting purposes, batch files or consolidated files can be supported by the program. 

XX. PARTICIPATION AGREEMENT AND TERMS

The vendor will execute a participation agreement with the Corporation.  The Corporation intends to develop a standard participation agreement for vendor consideration.  At a minimum, vendors must agree:

· To ensure the availability of covered services and benefits to participating individuals for an enrollment year.  

· To submit required information, including a complete description of the coverage, services, provider network, payment restrictions, and other requirements of each product or service offered through the program

· To comply with grievance and other procedures established by the Corporation  

· To participate in reporting and evaluation efforts

· To a prohibition on refusal to sell any offered non-risk-bearing product to a participant who elects to buy it 

· To accept payment for enrolled participants from the Corporation.  

The Corporation will assess all vendors a surcharge on products and services purchased through the marketplace.  The maximum surcharge permissible in 408.910, F. S. is 2.5%.  Therefore, the Corporation will remit a minimum of 97.5% of the premium or service amount collected.

Once collected, and based upon remittance reports generated by CES, the Corporation will distribute the appropriate amount to the recipient vendors.  

Vendors will benefit from the marketing efforts of the Corporation and from the activities conducted by its Third Party Administrator.  Vendors are not responsible for any payments to the Corporation’s Third Party Administrator.

A proposed Participation Agreement is provided as Exhibit F and vendor suggestions or comments on the draft agreement are encouraged.

XXI. SOLICITATION OF INTEREST

A.
Comments and Questions 

Please direct comments, questions or suggestions about this SOI to info@myfloridachoices.org as noted in the Designated Contact section.

B. Letter of Interest for Quick Start/Small Group Pilot

Potential vendors are invited to submit a non-binding Letter of Interest.  If choosing to submit a letter of interest for the quick start phase, please submit it by 5:00 p.m., Eastern Standard Time, October 14, 2011 and direct it to the address info@myfloridachoices.org as noted in Designated Contacts.   Letters of Interest received by the time and date indicated above, will receiving first consideration when the on-boarding process commences.  Letters of Interest submitted after October 14, 2011 may also be accepted.  However, the on-boarding of plan detail may not commence on the schedule provided in this SOI.

Please provide the formal name, title, type of insurer, and business address. 

With the Letter of Interest, please provide evidence of appropriate licensure and indicate the Florida file numbers issued by the Office of Insurance Regulation, Life and Health Product Review unit, for each of the small group plans the vendor proposes to offer during the quick start phase.  If the vendor proposes to offer a new small group major medical plan, and an approved Florida file number has not yet been issued, please indicate the date on which the new plan was submitted for review to the Office of Insurance Regulation.

C. Letters of Interest For Future Phases

Vendors that are not interested in offering products or services during the Quick Start/Small Group Pilot are encouraged to express interest in later phases.  Vendors doing so will be notified when additional Solicitations of Interest are issued.  To express interest in a future phase, please provide the formal name, title, type of insurer, and business address.  Indicate the phase(s) during which the vendor is eligible to introduce offerings to the marketplace and the type of offering.

D. Discovery Conferences and Vendor Set-Up Packages

The Corporation will establish 1-2 hour blocks of time during the week of October 24-28, for each vendor requesting a discovery conference.  Interested vendors eligible for the Quick Start phase will be invited to register for a discovery conference.  Meeting locations will be established in Tallahassee, St. Petersburg and by telephone conference.
The vendor set up package is provided as an imbedded object on page 25 of this Solicitation of Interest.   
Questions regarding plan detail set-up and implementation may be submitted prior to the vendor’s scheduled discovery conference to the address info@myfloridachoices.org as noted in Designated Contacts.  
E. Quick Start Technical Phase
After reviewing the vendor set-up package and participating in a discovery conference, eligible vendors will submit the information required for plan set-up using the template provided by the Corporation.  Upon submission of the plan detail, it will be loaded into the test web-portal and prepared for vendor approval.  Only after receiving vendor approval, and final negotiation of the participation agreement, will the plan detail be loaded to www.floridahealthchoices.com.

In the absence of a fully executed participation agreement, and at the vendor’s request, the corporation will provide an interim letter of understanding that may remain in effect through the quick start technical phase.  When requested, the letter may provide further assurance that no plan detail will be loaded for public viewing until the Corporation receives confirmation from the vendor that plan detail has loaded accurately.  
XXII. GENERAL CONDITIONS

A. Corporation Furnished Property 

No material, labor, or facilities will be furnished by the Corporation unless otherwise provided for in this SOI. 

B.
Special Note 

The Corporation is a private, not-for-profit Corporation, and is not subject to the bid requirements of the State of Florida.  The Corporation is not a state agency.  

C.
Excluded Organizations 

The Corporation will not consider, directly or indirectly, any vendor that is debarred, suspended, ineligible or voluntarily excluded from doing business with any state or federal agency.

Otherwise eligible vendors may be excluded from participating in the marketplace for deceptive or predatory practices, financial insolvency, or failure to comply with the terms of the participation agreement or other standards set by the Corporation.

D. Performance Standards

The Corporation places a high priority on customer service including the timely and accurate handling of all vendor functions.  Please know that the Corporation is committed to negotiation of reasonable standards of performance.  

E. Announcements

To ensure the accuracy of any public communication, the content of any announcement, press release or statement issued by a vendor concerning acceptance to or withdrawal from the Corporation’s marketplace must be submitted to, and approved by, the Corporation prior to release.   

XVII. EXHIBITS

EXHIBIT A

Vendor Steering Committee

	Representative
	Vendor/Organization

	Sherry R. Baker
	Aetna

	Joy Ryan
	America's Health Insurance Plans 

	Nicholas M. Kavouklis, DMD
	Argus Dental Plan

	Javier Mendoza
	AvMed Health Plans

	V. Sheffield "Chip" Kenyon
	Blue Cross Blue Shield of Florida 

	Joseph Rogers
	Broward Health

	Tom Glennon 
	Capital Health Plan

	Holly Benson
	Centene Corporation/Sunshine State Health Plan

	Greg Mellowe
	Florida C.H.A.I.N.

	Vincent DiBenedetto
	Consumer Health Alliance and Coverdell

	Heather Grzych
	Delta Dental

	Josh Babyak
	Dentalplans.com

	Lourdes T. Rivas
	DentaQuest

	Michael W. Garner
	Florida Association of Health Plans

	David C. Schandel
	Florida Health Care Plans

	Les Beitsch
	FSU School of Medicine

	Tim Love
	Humana

	Scot Giambruno
	Liberty Dental Plan of FL

	Carlos Lacasa and Glen Feingold
	MCNA Dental Plan

	Alberto F. Arca
	Preferred Medical Plan

	Glenn Baker
	United Healthcare of Florida

	Darcy Gartner
	Vista/Coventry


EXHIBIT B

Enrollment Periods

	Enrollment Periods Applying to Risk-Bearing Products Only


	Type
	Duration
	Allowable Activity
	Established By
	Reference

	Initial Open Enrollment Period
	60 days
	Shop and Compare
	Employer


	408.910(7)(a)

Participation in the program may begin at any time during a year after the employer completes enrollment and meets the requirements specified by the Corporation.

	
	
	
	
	408.910(7)(b)

Initial selection of products and services must be made by an individual participant within 60 days.

	Annual Open Enrollment Period
	60 days
	Shop and Compare


	Based on initial enrollment
	408.910(7)(d)

Changes in selected products and services may only be made during the annual enrollment period.

	Change Period
	
	
	
	

	Special Open Enrollment Period
	Up to 60 days
	Add/Remove/Change as determined by the qualifying event
	Board of Directors
	Qualifying life events 

	Enrollment Period
	12 month duration
	Continuation in chosen offerings
	
	408.910 (7)(c)

12 months unless the individual participant specifically agrees to a different period of coverage or service duration.

	Non-Open Enrollment Period
	Year-round
	Enrollment in Flexible spending Account Services is Permitted
	
	408.910 (7)(b)

Initial selection of products and services must be made by an individual participant within 60 days after the date the individual employer qualified for participation.  An individual who fails to enroll in products and services by the end of this period is limited to participation in flexible spending account services until the next annual enrollment period. 


EXHIBIT C

Qualifying Life Events

	Event
	Example
	Action

	Employee Events

	Employee gains dependent
	Marriage
	Add dependent

· If reported within 30 days of event, coverage retroactive to the event date with no retroactive premium.

· If reported 31-60 days of the event, coverage is retroactive to the event date when any retroactive premium is paid

	
	Birth
	

	
	Adoption
	

	
	Fostering
	

	Employee loses dependent
	Death
	Remove dependent

	
	Divorce
	

	
	Placed for adoption
	

	Employee becomes eligible
	New hire
	Add employee/family

	
	Job status change
	

	Employee loses eligibility
	Employment ends
	Add independent

	
	Job status change
	

	Employee loses eligibility in dependent plan
	Dependent employment ends
	Add employee/family

	
	Divorce
	

	
	Dependent job status change
	

	Employee moves out of service area
	Relocation by employer
	Remove employee/family

	
	Residence address change
	

	Eligible employee moves to new service area
	Relocation by employer
	Add employee/family

	
	Residence address change
	

	Employee enrolls in public coverage
	Enrolls in Medicare 
	Remove employee/family

	
	Enrolls in Medicaid/SCHIP
	

	Eligible employee loses public coverage
	Public coverage canceled due to ineligibility.
	Add employee/family

	Dependent enrolls in another plan
	Enrolls in employer’s plan
	Remove dependent

	Dependent loses eligibility in another plan
	Dependent employment ends
	Add dependent

	
	Job status change
	

	Dependent become ineligible
	Overage dependent 
	Remove dependent 

	Dependent moves out of service area
	Out of service area college student
	Remove dependent 

	Dependent moves to service area
	Returning college student
	Add dependent 

	Dependent enrolled in public coverage
	Enrolls in Medicare
	Remove dependent

	
	Enrolls in Medicaid/SCHIP
	

	Eligible dependent loses public coverage
	Public coverage canceled due to ineligibility.
	Add dependent

	Judgment, decree or order to add
	Court order requiring coverage for employee’s dependent
	Add dependent

	Judgment, decree or order to release
	Court order releasing required coverage for employee’s dependent
	Remove dependent


EXHIBIT D

Draft Questionnaires
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EXHIBIT E

Vendor Certification Criteria

	Certification of Vendors Licensed by the Office of Insurance Regulation

	Vendor Type
	Vendor Sub-type
	Licensing Reference
	License  Requirement
	Issued By
	Limitations
	Verification = Certification

	Insurer
	
	Chapter 624
	Certificate of Authority 
	Office of Insurance Regulation
	
	www.floir.com/companysearch

	Health maintenance organization
	
	Chapter 641
	HMO Certificate of Authority 
	Office of Insurance Regulation
	Geography
	www.floir.com/companysearch

	
	
	
	Health Care Provider Certificate
	Agency for Health Care Administration
	
	www.floridahealthfinder.gov/HealthPlans

	Prepaid limited health service organization
	· Dental 

· Ambulance

· Vision

· Mental Health 

· Substance Abuse

· Chiropractic

· Podiatric

· Pharmaceutical
	Part I

Chapter 636 
	Certificate of Authority
	Office of Insurance Regulation
	
	www.floir.com/companysearch

	Discount medical plan 
	
	Part II

Chapter 636
	Certificate of Authority

or 

Discount Medical Plan license 
	Office of Insurance Regulation
	
	www.floir.com/companysearch

	Prepaid health clinic
	
	Part II

Chapter 641 
	Certificate of Authority
	Office of Insurance Regulation
	Geography
	www.floir.com/companysearch

	
	
	
	Health Care Provider Certificate
	Agency for Health Care Administration
	
	www.floridahealthfinder.gov/HealthPlans


	Certification of Health Service Vendors

	Vendor Type
	Vendor Sub-type
	Licensing Reference
	License  Requirement
	Issued By
	Limitations
	Verification and Satisfactory Assessment = Certification

	Health care provider


	· Hospitals and licensed health facilities
	Applicable state law
	Appropriate Florida regulatory agency
	
	· Verification of appropriate, active license at www.myflorida.com/? and verification of business entity at www.sunbiz.org
· Assessment will vary depending on the vendor type and experience.  Certification is at the absolute discretion of the Corporation.  Assessment may include but is not limited to the following:

If in business at least three years:

    Credit history for previous 3 years

    Absence of actions against licenses                     

    Performance bond required

If in business less than 3 years:

    Principal background and experience

    Principal credit history

    Business plan

    Principal credit history

    Performance bond required 

And, if indicated

    Solvency review

    Actuarial review

	
	· Health care clinics
	
	
	
	

	
	· Licensed health professionals
	
	
	
	

	
	· Pharmacies
	
	
	
	

	
	· Other licensed health care providers
	
	
	
	

	Provider organization
	· Service networks
	Applicable state law
	Appropriate Florida regulatory agency
	
	

	
	· Group practices
	
	
	
	

	
	· Professional associations
	
	
	
	

	
	· Other incorporated organizations of providers
	
	
	
	

	Corporate entities 
	
	Applicable state law
	Appropriate Florida regulatory agency
	
	


EXHIBIT F

FLORIDA HEALTH CHOICES, INC.

VENDOR PARTICIPATION AGREEMENT

This Agreement is entered into between Florida Health Choices, Inc. (“FHC”), a Florida not-for-profit corporation, pursuant to Chapter 617, Florida Statutes and [enter VENDOR’s COMPLETE LEGAL name], [name of state and state type of business entity] VENDOR (“VENDOR”) to participate in the Program and Marketplace as herein described.


WHEREAS, FHC administers a Program and Marketplace (“Program” and “Marketplace”) as created by and governed under Section 408.910, F.S., and related state and federal laws, for health care insurance and related products and services; and


WHEREAS, Section 408.910 authorizes certain entities to participate in the Program and to sell certain approved Offerings in the Marketplace as a Participating Vendor if such entities meet the criteria set forth in Section 408.910, F.S., and if it complies with the procedures established by FHC; and


WHEREAS, VENDOR wishes to participate in the Program and sell Offerings through the Marketplace; and 


WHEREAS, FHC certifies that VENDOR meets the criteria set forth in Section 408.910, F.S., and has complied with the procedures established by FHC to become a Participating Vendor; and


THEREFORE, in consideration of the mutual covenants and conditions hereinafter set forth, the parties agree as follows:

Section 1
 Definitions
1-1
“Applicant” means those employers, individuals, vendors, and health insurance 
agents as set forth in Section 408.910, F.S.

1-2
“Calendar Quarter” means the three month periods ending on 3/31, 6/30, 9/30 
and 12/31 of each calendar year.

1-3
“Corporation” means Florida Health Choices, Inc. (“FHC”), established under 
Section 408.910, F.S.

1-4
“Dependent” means a child, spouse, parent, or certain other relative to whom one contributes all or a major amount of necessary financial support.

1-5
“Enrollee Employer” means eligible employers that comply with the enrollment procedures established by the Corporation and elect to make their employees eligible through the Program.

1-6
“Florida Statutes” (“F.S.”) means the Florida Statutes as amended from time to time by the Florida Legislature during the term of this Agreement.

1-7
“Health insurance agent” means an agent licensed under Part IV of Chapter 626, F.S.

1-8
“Insurance Products” are those products which are regulated by the Office of Insurance Regulation under the Florida Insurance Code.

1-9
“Insurer” means an entity licensed under Chapter 624, F.S., which offers an individual health insurance policy or group health insurance policy, a preferred provider organization as defined in Section 627.6471, F.S., an exclusive provider organization as defined in Section 627.6472, F.S., or a health maintenance organization licensed under part I of Chapter 641, F.S., or a prepaid limited health service organization licensed under Chapter 636, F.S.

1-10
“Marketplace” means the single, centralized market established by the Program that facilitates the purchase of Offerings made available in the marketplace.  

1-11
“Non-risk-bearing” means not assuming the risk of loss.  

1-12
“Offering” is a product or service made available for purchase through the Program and Marketplace, and may include insurance products regulated by the Office of Insurance Regulation or service contracts as defined in 1-18 herein.

1-13
“Offering Agreement” is a written agreement between FHC and the VENDOR that specifies the insurance product, services and other requirements unique to each Offering to be made by the VENDOR in the Marketplace.  

1-14
“Office of Insurance Regulation” means the office within the Financial Services Commission pursuant to Section 20.121(a)1., F.S., which is responsible for all activities concerning entities licensed under the Florida Insurance Code. 

1-15
“Participant individual” means an eligible individual who has enrolled in the Program. 

1-16
“Participating agent” or “Buyer’s Representative” is a health insurance agent who voluntarily participates in the Program by complying with the procedures established by FHC for participating agents.  

1-17
“Program” means the program administered by FHC as created by and governed under Section 408.910, F.S., and related state and federal laws.

1-18
“Risk-bearing” means assuming the risk of insuring individuals without the protection of a reinsurance program under the Florida Insurance Code.  

1-19
“Service contract” means a contract for products or services which are not regulated by the Office of Insurance Regulation, but are the type of product or service which VENDOR may legally provide and for which VENDOR has the capability to provide in the normal course of its business.

1-20
“Vendor” means a vendor as defined in Section 408.910, F.S., and certified by FHC as complying with the requirements and procedures set forth by FHC.

Section 2
Term and Termination of this Agreement

2-1
This Agreement is effective for one (1) year from the date of execution of this Agreement by FHC, and automatically renew from year to year unless terminated by FHC or VENDOR in accordance with Paragraph 2.2 of this Contact. 
2-2
Termination of Agreement

2-2.1
Termination for Lack of Funding

This Agreement is subject to the continuation and approval of funding to FHC from state, federal and other sources.  FHC shall have the absolute right, in its sole discretion, to terminate this Agreement if funding for the Program is to be changed or terminated such that this Agreement could not be sustained.  FHC shall send VENDOR notice of termination and include a termination date of not less than thirty (30) calendar days from the date of the notice.

2-2.2
Termination for Lack of Payment

If FHC fails to make payments in accordance with the terms of this Agreement, VENDOR may terminate this Agreement and pursue the appropriate remedies for FHC’s breach of its payment obligations.  VENDOR must provide FHC at least thirty (30) calendar days written notice of any termination due to lack of payment and allow FHC an opportunity to correct the default prior to such termination.

2-2.3
Termination for Lack of Performance or Breach

The continuation of this Agreement is contingent upon the satisfactory performance of the VENDOR and corresponding evaluations by FHC.  If VENDOR fails to make timely progress on the objectives of this Agreement or fails to meet the deliverables described under this Agreement in the time and manner prescribed, FHC reserves the right to terminate this Agreement, or any part herein, at its discretion and such termination shall be effective at such times as is determined by FHC.  In its sole discretion, FHC may allow VENDOR to cure any performance deficiencies prior to termination.

FHC further reserves the right to terminate this Agreement by written notice to the VENDOR for breach of any provision of the Agreement by the VENDOR, for the VENDOR’s failure to perform satisfactorily any requirement of this Agreement, or for any defaults in performance of this Agreement, as determined in FHC’s sole discretion. 
Waiver of the failure to perform satisfactorily or of breach of any provision of this Agreement shall not be deemed to be a waiver of any other failure to perform or breach and shall not be construed to be a modification of the terms of this Agreement.

2-2.4
FHC may terminate this Agreement in the event of a Material Breach of any material term or condition hereof, if such breach is not cured to the reasonable satisfaction of the non-breaching party within ten (10) calendar days after the non-breaching party has given written notice thereof to the breaching party.  In the event the VENDOR cannot perform the cure within ten (10) days after the receipt of notice from FHC, and FHC is satisfied, in its sole discretion, that the ability to cure is not the fault of the VENDOR, FHC may establish a timetable for cure and such decision by FHC shall be final.  A “Material Breach” shall mean the failure to perform any of the duties, requirements, terms or conditions set forth herein, and shall mean a violation of any duty, responsibility of the VENDOR required under this Agreement, or any applicable state or federal laws or a rule or regulation.


It is expressly understood that evidence of VENDOR’s refusal to substantially comply with this Agreement or such failure by VENDOR’s subcontractors, assignees or affiliates performing under this Agreement shall constitute a Material Breach of this Agreement.

2-2.5
Termination upon Revision of Applicable Law

FHC and VENDOR agree if federal or state revisions of any applicable laws or regulations restrict FHC’s ability to comply with the Agreement, make such compliance impracticable, frustrate the purpose of the Agreement or place the Agreement in conflict with FHC’s ability to adhere to its statutory purpose, FHC may unilaterally terminate this Agreement.  FHC shall send VENDOR notice of termination and include a termination date of not less than thirty (30) calendar days from the date of notice. 

2-2.6
Termination upon Mutual Agreement  

With mutual agreement of both parties, this Agreement, or any part herein, may be terminated on an agreed date prior to the end of the Contract without penalty to either party. 
2-2.7
Either party may terminate this Agreement without cause by providing 
written notice to the other party at least thirty (30) days prior to the beginning of a Calendar Quarter. Such termination shall be effective at the end of the Calendar Quarter which the notice preceded.

Section 3
Payments
3-1
VENDOR agrees to accept payment directly from FHC for all premiums and/or fees of Enrollees or Participants of the Program who utilize the Offerings of VENDOR, as set forth in all executed Offering Agreements which are then in effect. 

3-2
FHC will make payment to VENDOR bi-monthly on the 15th day of the month and the last day of the month in accordance with enrollment data and at the prices set forth in all executed Offering Agreements which are then in effect.  

3-3
In the event VENDOR disagrees with or questions any amount paid by FHC, VENDOR agrees to communicate such disagreement to FHC in writing within thirty (30) calendar days of payment.  Any disagreement or question about an amount that is not made within the 30-day period is waived.  In the event VENDOR is entitled to a reimbursement regarding a timely claim, FHC will credit the reimbursement to the next payment due under 3-2 of this Agreement.  

3-4
If VENDOR or FHC discovers that FHC has made payments in excess of the amounts due to VENDOR, such party shall notify the other party within thirty (30) days of such discovery, and VENDOR shall either refund the amount to FHC within thirty (30) days, or notify FHC that the amount should be deducted from the next payment due to VENDOR under 3-2 of this Agreement.

Section 4
Duties of VENDOR

4-1
Vendor Status

4-1.1
VENDOR agrees and acknowledges that its participation in the Program is voluntary.

4-1.2
VENDOR understands and agrees that it may not sell products that provide risk-bearing coverage unless VENDOR is authorized under a Certificate of Authority issued by the Office of Insurance Regulation under the provisions of the Florida Insurance Code.  

4-1.3
Excluded Vendor: A vendor that is otherwise eligible to participate in the Program may be excluded from participating in the Program for engaging in deceptive or predatory practices, financial insolvency, for failure to comply with the terms of this Vendor Participation Agreement, any Product or Services Contract, or any of the standards or policies established by FHC; or for failure to comply with applicable laws and regulations pertaining to the Florida Insurance Code. 
4-2
Deliverables

4-2.1
Offerings


VENDOR Offerings may be Insurance Products or Service Contracts, or both.  VENDOR agrees that prior to sale of any Offering through the Program that VENDOR must submit to FHC the type of Offering, a complete description of the covered service and benefits, the provider network, any payment restrictions, the price, the frequency of rate or price changes, compliance with the insurance code, initial effective date, and any other pertinent details of such Offering in a form prescribed by FHC. Upon approval by FHC, VENDOR must execute an Offering Agreement with FHC which shall incorporate all the terms and conditions of this Vendor Participation Agreement, and which shall set forth all the details of the Offering in a form prescribed by the FHC. 
4-2.2
Appointment of Agents

VENDOR agrees to appoint agents who participate with FHC and is responsible for their compensation. VENDOR may appoint additional participating agents.

4-2.3
Reporting



FHC may conduct a vendor performance review no more than annually, unless otherwise determined necessary by FHC.  Standard statewide monitoring instruments outlining the performance standards, requirements and best practices, and the methodology (including source documents) to be used for each, shall be given to all VENDORS in advance of the monitoring activity.

4-2.4
Responsiveness to FHC 


VENDOR agrees to be responsive to all inquiries of FHC, and shall respond orally or in writing within no less than five (5) business days of a FHC inquiry.

4-2.5
Grievance Procedures

VENDOR agrees to establish a method to accept and consider complaints or grievances received by the FHC or its Third Party Administrator when the complaint or grievance is most appropriately handled by the VENDOR.

4-3
Records Retention and Accessibility

4-3.1
VENDOR agrees to maintain books, records and documents in accordance with generally accepted accounting principles.

 4-3.2
VENDOR shall have all records used or produced in the course of the performance of this Agreement available to FHC at all reasonable times for inspection, review, audit or copying, by any vendor contracted with FHC or any state or federal regulatory agency as authorized by law or FHC.  Access to such records shall be during normal business hours and shall be either through on-site review of records or through the mail. These records shall be retained for a period of at least five (5) years following the term of this Agreement, except if an audit is in progress or audit findings are yet unresolved, in which case, records shall be kept until all tasks are completed. 

4-3.3
VENDOR agrees to cooperate in any evaluative efforts conducted by FHC or an authorized subcontractor of FHC, or both during and for a period of at least five (5) years following the term of this Agreement.  These efforts may include a post-Agreement audit. 

4-3.4
VENDOR shall include all the requirements of this subsection in all approved subcontracts and assignments and VENDOR agrees to require subcontractors and assignees to meet these requirements.

4-4
Use of Subcontractors or Affiliates

VENDOR may contract with subcontractors or affiliates to deliver services under this Agreement provided that all such agreements between VENDOR and its subcontractors or affiliates to provide services under this Agreement shall be reduced to writing and shall be executed by both parties, and shall require that the subcontractor or affiliate fully comply with all terms and conditions of this Agreement between VENDOR and FHC. Failure of VENDOR to comply with the provisions of this section shall constitute a breach and renders this Agreement subject to cancellation by FHC.

4-5
Indemnification

VENDOR shall indemnify, defend and hold FHC, its officers, directors, agents and employees harmless from all claims, losses, suits, judgments or damages, including court costs and attorneys’ fees, arising out of:

A.
Negligence, intentional torts or breach of contract by VENDOR; or

B.
Any failure of VENDOR, its officers, employees to observe the requirements of applicable Florida or federal law, regardless of whether FHC knew or should have known of such failure.

4-6
Insurance

VENDOR shall not commit any work in connection with this Agreement until it has obtained all types and levels of insurance required and approved by FHC.  Such coverage may include but is not limited to workers’ compensation, general liability, professional liability, fire insurance, and property insurance depending upon the types of services being provided and shall be attached as Attachment F to this Agreement.  VENDOR shall, upon the request of FHC, provide FHC proof of coverage of insurance by a Certificate of Insurance.  FHC shall be provided proof of coverage of insurance by a Certificate of Insurance within five (5) business days of such request.  Failure to provide proof of coverage when requested may result in the Agreement being terminated.

FHC shall be exempt from and in no way liable for any sums of money that may represent a deductible, copay, or other cost sharing mechanisms in any insurance policy.  FHC shall also be exempt from and in no way liable for any premiums paid on any insurance policy pursuant to this Agreement. The payment of such a deductible, copay, other cost sharing mechanisms, or premiums shall be the sole responsibility of VENDOR and/or subcontractor holding such insurance. 
Section 5
General Terms and Conditions

5-1
Amendment

This Agreement may be amended by mutual written consent of the parties at any time. This Agreement shall automatically be amended to the extent necessary from time to time to comply with state or federal laws upon notice by FHC to VENDOR to that effect.

5-2
Attachments

Attachments A through F are incorporated into this Agreement by reference.  For any conflict between these Attachments and this Agreement, the Attachment shall control.

5-3
Attorneys’ Fees

In the event of any legal action, dispute, litigation or other proceeding with relation to this Agreement, the prevailing party shall be entitled to recover reasonable attorneys’ fees and costs incurred, whether or not suit is filed, and if filed, at both trial and appellate levels.  Legal actions are defined to include administrative proceedings. 

5-4
Bankruptcy

VENDOR shall give FHC notice of the intent to petition for bankruptcy or reorganization or arrangement at the time of the filing and immediately provide a copy of such filing to FHC. FHC shall have thirty (30) calendar days to elect continuation or termination of this Agreement.

5-5
Change of Controlling Interest

FHC shall have the absolute right to elect to continue or terminate this Agreement, at its sole discretion, in the event of a change in the ownership or controlling interest of VENDOR.  VENDOR shall give FHC notice of regulatory agency approval, if applicable, prior to any transfer or change in control of documentation of the change of regulatory agency approval is inapplicable.  FHC shall have thirty (30) calendar days after receipt of such notice to elect continuation or termination of this Agreement.

5-6
Confidentiality

Certain information held by the Corporation is deemed to be “proprietary confidential business information” or is otherwise exempt from the Florida Public Records Act pursuant to Section 408.910, F.S.  VENDOR shall treat all proprietary confidential business information, particularly personal or identifying information relating to Applicants,  Enrollees, and FHC client or customers lists, that is obtained through its performance under this Agreement, as confidential information to the extent confidential treatment is provided under state and federal laws.  
VENDOR shall not use any information obtained in any manner except as necessary for the proper discharge of its obligations and to secure its rights under this Agreement.  Such information shall not be divulged without written consent of FHC, the Applicant or the Enrollee.  This provision does not prohibit the disclosure of information in summary, statistical or other form which does not identify particular individuals or entities.

VENDOR and FHC mutually agree to maintain the integrity of all proprietary information to the extent provided under the law.  All proprietary information of VENDOR will be so designated. Neither party will disclose or allow others to disclose proprietary information as determined by law by any means to any person without prior written approval of the other party. This requirement does not extend to routine reports and other disclosures necessary for efficient management of the Program.  

VENDOR understands that FHC is subject to the Florida Public Records Act, Section 119.07, F.S., and therefore all such information may be considered a public record and open to inspection. Thus, unless otherwise confidential or exempted by law, VENDOR shall allow public access to all documents, papers, letters, electronic correspondence or other material subject to the provisions of Chapter 119, F.S., and made or received by VENDOR in conjunction with this Agreement.  However, VENDOR agrees to advise FHC prior to the release of any such information.

5-7
Conflicts of Interest

5-7.1
Conflicts of Interest

VENDOR confirms that to the best of its knowledge, the responsibilities and duties assumed pursuant to this Agreement are not in conflict with any other interest to which VENDOR is obligated or from which VENDOR benefits.  Further, VENDOR agrees to inform FHC immediately after becoming aware of any conflicts of interest which it may have with the interests of FHC, as set forth in this Agreement and which may occur in the future. 

Within ten (10) days of Agreement execution, VENDOR shall submit a disclosure form identifying any relationships, financial or otherwise with any FHC Board Member, or any employee of FHC.

5-7.2
Gift Prohibitions

In accordance with FHC Corporate Policies, VENDOR affirms its understanding that FHC Board Members and FHC Employees are prohibited from accepting any gifts, including but not limited to, any meal, service or item of value even de minimus from those entities that conduct or seek to conduct business with FHC.

5-7.3
Non-Solicitation

A.
VENDOR recognizes and acknowledges that as a result of this Agreement VENDOR will come into contact with employees of FHC and that these employees have received considerable 
training by FHC.  VENDOR agrees not to solicit, recruit or hire any individual who is employed by FHC during the term of this Agreement. 

B.
VENDOR agrees that it will not solicit FHC Enrolled Employers or Participant Individuals for products or services which are similar to 
or which compete with Offerings in the Marketplace, nor shall VENDOR attempt to encourage Enrolled Employers or Participant Individuals to un-enroll in the Program. 

C.
The prohibitions in this Paragraph 5-7.3 shall be in effect for both the term of this Agreement and for the twelve (12) months 
immediately following its termination. 
5-8
Force Majeure

Neither party shall be responsible for delays of failure in performance of its obligations under this Agreement resulting from acts beyond the control of the party.  Such acts shall include, but are not limited to, blackouts, riots, acts of war, terrorism, epidemics, government regulations or statutory amendments adopted following the date of execution of this Agreement, fire, communication line failure, computer hardware failure, computer executive software failure, power failure or shortage, fuel shortages, hurricanes or other natural disasters.

5-9
Governing Law; Venue

This Agreement shall be governed by applicable state and federal laws and regulations as such may be amended during the term of the Agreement, whether or not expressly included or referenced in this Agreement.  Any legal action with respect to the provisions of this Agreement shall be brought in state court in Leon County, Florida.
VENDOR agrees to comply with the following provisions as such may from time to time be amended during the term of this Agreement:

A.
Title VI of the Civil Rights Act of 1964, as amended, 42 U.S.C. 2000d et seq., which prohibits discrimination on the basis of race, color or national origin.

B.
Section 504 of the Rehabilitation Act of 1973, as amended, 29 U.S.C. 794, which prohibits discrimination on the basis of handicap.

C.
Title XI of the Education Amendments of 1972, as amended 29, U.S.C. 601 et seq., which prohibits discrimination on the basis of sex.

D.
The Age Discrimination Act of 1975, as amended, 42 U.S.C. 6101 et seq., which prohibits discrimination on the basis of age. 

E.
Section 654 of the Omnibus Budget Reconciliation Act of 1981, as amended, 42 U.S.C. 9848, which prohibits discrimination on the basis of race, creed, color, national origin, sex, handicap, political affiliation or beliefs. 

F.
The Americans with Disabilities Act of 1990, P.L. 101-336, which prohibits discrimination on the basis of disability and requires accommodation for persons with disabilities.
G.
Section 274A (e) of the Immigration and Nationalization Act. FHC shall consider the employment by any VENDOR of unauthorized aliens a violation of this Act.

H.
OMB Circular A-102, A-87, 45 CFR-92, and Attachment A of this Agreement which identifies procurement procedures which conform to applicable federal law and regulations with regard to debarment, suspension, ineligibility, and involuntary exclusion of contracts and subcontracts.  Covered transactions include procurement contracts for services equal to or in excess of one hundred thousand dollars ($100,000.00) and all non-procurement transactions.

I.
The Health Insurance Portability and Accountability Act of 1996, Pub. L. No. 104-191, as amended from time to time (“HIPAA”).

J.
All applicable state and federal laws and regulations governing FHC.

K.
All regulations, guidelines and standards as are now or may be lawfully adopted under the above statutes. 


VENDOR agrees that compliance with this paragraph 5-9 constitutes a condition of VENDOR’s continued participation in the Program through this Agreement and such compliance is binding upon VENDOR, its successors, transferees and assignees for the period during which services are provided.  It is expressly understood that evidence of VENDOR’s refusal or failure to substantially comply with this section or such failure by VENDOR in performing under this Agreement shall constitute a breach and renders this Agreement subject to unilateral cancellation by FHC.

5-10
Independent Contractor
The relationship of VENDOR to FHC shall be solely that of an independent contractor.  The parties acknowledge and agree that neither party has the authority to make any representation, warranty or binding commitment on behalf of the other party, except as expressly provided in this Agreement or as otherwise agreed to in writing by the parties, and nothing contained in this Agreement shall be deemed or construed to (i) create a partnership or joint venture between the parties or any affiliate, employee or agent of a party; or (ii) constitute any party or any employee or agent of a party as an employee or agent of the other party. 
5-11
Name and Address of Payee

Unless otherwise specified in an Offering Agreement, the name and address of the official payee to whom any payment shall be made:
For VENDOR:

Name

Address

Phone/fax

Email

5-12
Notice and Contact

All notices required under this section shall be in writing and may be delivered by certified mail with return receipt requested, by facsimile with proof of receipt, by electronic mail with proof of receipt or in person with proof of delivery.

Notice required or permitted under this Agreement shall be directed as follows:
For FHC:

Administrative Services Manager





Florida Health Choices, Inc.


200 W. College Avenue, Suite 203

Tallahassee, FL  32301

850-222-0933 (Phone)

850-222-8222 (Fax)

For VENDOR:

Name

Address

Phone/fax

Email

In the event that different contact persons are designated by either party after execution of this Agreement, notice of the name and address of the new contact shall be sent to the other party and be attached to the originals of this Agreement.

5-13
Severability

If any of the provisions of this Agreement are held to be inoperative by a court of competent jurisdiction, such a provision shall be severed from the remaining provisions of this Agreement which shall remain in full force and effect.

5-14
Survival

The provisions of the following sections: Records Retention and Accessibility; Attorneys’ Fees; Confidentiality; Conflicts of Interest; Non-Solicitation and Governing Law; and Venue shall survive any termination of this Agreement. 

5-15
Entire Understanding

This Agreement with all Attachments incorporated by reference embodies the entire understanding of the parties relating to the subject matter of this Agreement, and supersedes all other agreements, negotiations, understandings, or representations, verbal or written, between the parties relative to the subject matter hereof.

(TWO (2) SIGNATURE PAGES FOLLOW)
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IN WITNESS WHEREOF, the parties have caused this Agreement to be executed by their undersigned officials as duly authorized.  This Agreement shall be effective upon execution by FHC.

FOR  VENDOR:


_______________________________________

NAME:_________________________________

TITLE:_________________________________

DATE SIGNED:_________________________

STATE OF ______________
COUNTY OF ____________


The foregoing instrument was acknowledged before me this ______ day of __________________, 20__, 
by ________________________________, as _________________ on behalf of 
________________________.  He/She is personally known to me or has produced ________________ 
as identification.

____________________________________

Signature

Notary Public – State of Florida

____________________________________

Print, Type or Stamp Name of Notary Public

My Commission Expires:   _______________

WITNESS #1 SIGNATURE 
 ________________________________

WITNESS #1 PRINT NAME
________________________________

WITNESS #2 SIGNATURE
 ________________________________

WITNESS #2 PRINT NAME
 ________________________________

FOR FLORIDA HEALTH CHOICES, INC.:

______________________________________

NAME:  
Rose M. Naff

TITLE:

Chief Executive Officer

DATE SIGNED: _________________________

STATE OF FLORIDA


COUNTY OF ____________)

The foregoing instrument was acknowledged before me this ______ day of ________, 20__, by Rose M.
 Naff, as Chief Executive Officer on behalf of Florida Health Choices, Inc.  She is personally known to me 
or has produced ________________ as identification.

___________________________________

Signature 

Notary Public – State of Florida

____________________________________

Print, Type or Stamp Name of Notary Public

My Commission Expires:________________

WITNESS #1 SIGNATURE      
_______________________________

WITNESS #1 PRINT NAME
_______________________________

WITNESS #2 SIGNATURE      
_______________________________

WITNESS #2 PRINT NAME
_______________________________

Reviewed by:

______________________________ Date:____/_____/20___


Wilbur E. Brewton 

Fla Bar Number:  110408

ATTACHMENT A

CERTIFICATION REGARDING DEBARMENT, SUSPENSION, INELIGIBILITY and VOLUNTARY EXCLUSION

CONTRACTS AND SUBCONTRACTS

This certification is required by the regulations implementing Executive Order 12549, Debarment and Suspension, signed February 18, 1986. The guidelines were published in the May 29, 1987, Federal Register (52 Fed. Reg., pages 20360-20369).

INSTRUCTIONS

A.
Each VENDOR whose contract\subcontract equals or exceeds twenty five thousand dollars ($25,000) in federal monies must sign this certification prior to execution of each contract\subcontract.  Additionally, entities which audit federal programs must also sign, regardless of the contract amount. Florida Health Choices, Inc., chooses not to contract with these types of entities if they are debarred or suspended by the federal government.

B.
This certification is a material representation of fact upon which reliance is placed when this contract\subcontract is entered into.  If it is later determined that the signer knowingly rendered an erroneous certification, the federal government may pursue available remedies, including suspension and/or debarment.

C.
VENDOR shall provide immediate written notice to the contract manager at any time VENDOR learns that its certification was erroneous when submitted or has become erroneous by reason of changed circumstances.

D.
The terms “debarred,” “suspended,” “ineligible,” “person,” “principal,” and “voluntarily excluded,” as used in this certification, have the meanings set out in the Definitions and Coverage sections of rules implementing Executive Order 12549.  You may contact the contract manager for assistance in obtaining a copy of those regulations.

E.
VENDOR agrees by submitting this certification that, it shall not knowingly enter into any subcontract with a person who is debarred, suspended, declared ineligible, or voluntarily excluded from participation in this contract/subcontract unless authorized by the federal government.

F.
VENDOR further agrees by submitting this certification that it will require each subcontractor of this contract/subcontract whose payment will equal or exceed twenty five thousand dollars ($25,000) in federal monies, to submit a signed copy of this certification.

G.
Florida Health Choices, Inc., may rely upon a certification of VENDOR that it is not debarred, suspended, ineligible, or voluntarily excluded from contracting\subcontracting unless it knows that the certification is erroneous.

H.
This signed certification must be kept in the contract manager’s file.  Subcontractors’ certifications must be kept at the VENDOR’s business location.

CERTIFICATION

VENDOR certifies, by signing this certification, that neither VENDOR nor its principals is presently debarred, suspended, proposed for debarment, declared ineligible, or voluntarily excluded from participation in this contract/subcontract by any federal agency.

Where VENDOR is unable to certify to any of the statements in this certification, VENDOR shall attach an explanation to this certification.

_____________________________________
 
________________________

Signature (Above)




Date of Signature

Name and Title of Authorized Signatory:


Name of VENDOR and Business Address:

ATTACHMENT B

CERTIFICATION REGARDING LOBBYING

CERTIFICATION FOR CONTRACTS, GRANTS, LOANS AND COOPERATIVE CONTRACTS

The undersigned certifies, to the best of his or her knowledge and belief, that:

(1)
No federal appropriated funds have been paid or will be paid, by or on behalf of the undersigned, to any person for influencing or attempting to influence an officer or employee of any agency, a member of congress, an officer or employee of congress or an employee of a member of congress in connection with the awarding of any federal contract, the making of any federal grant, the making of any federal loan, the entering into of any cooperative Contract and the extension, continuation, renewal, amendment or modification of any federal contract, grant, loan or cooperative Contract.

(2)
If any funds other than federal appropriated funds have been paid or will be paid to any person for influencing or attempting to influence an officer or employee of any agency, a member of congress, an officer or employee of congress or an employee of a member of congress in connection with this federal contract, grant, loan or cooperative Contract, the undersigned shall complete and submit Standard Form-LLL, “Disclosure Form to Report Lobbying,” in accordance with its instructions.

(3)
The undersigned shall require that the language of this certification be included in the award documents for all subawards at all tiers (including subcontracts, subgrants and contracts under grants, loans and cooperative Contracts) and that all subrecipients shall certify and disclose accordingly.

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.  Submission of this certification is a prerequisite for making or entering into this transaction imposed by section 1352, Title 31, U.S. Code.  Any person who fails to file the required certification shall be subject to a civil penalty of not less than ten thousand dollars ($10,000.00) and not more than one hundred thousand dollars ($100,000.00) for each such failure.

_____________________________________


_______________________

Signature (Above)





Date of Signature

Name and Title of Authorized Signatory:

Name of VENDOR and Business Address:

ATTACHMENT C

REGARDING HEALTH INSURANCE PORTABILITY AND ACCOUNTABILITY ACT OF 1996 COMPLIANCE:

CERTIFICATION

CERTIFICATION
VENDOR certifies, by signing this certification, that:

1.
 VENDOR is a Covered Entity under the Health Insurance Portability and 
Accountability Act of 1996, Pub. L. No. 104-191, as amended from time to time 
(“HIPAA”), and is in compliance with HIPAA. 

2.
VENDOR will, in accordance with HIPAA, appropriately safeguard the individually identifiable health information which is personal health information (“PHI”) and/or electronic protected health information (“EPHI”) received or exchanged under the terms of this Vendor Participation Agreement in accordance with HIPAA.  

3.
VENDOR will notify Florida Health Choices, Inc. in writing within fifteen (15) days in the event that VENDOR no longer qualifies as a Covered Entity, or is not in compliance with HIPAA. 

This certification is a material representation of fact upon which reliance was placed when this transaction was made or entered into.  Submission of this certification is a prerequisite for making or entering into this transaction.

_____________________________________
 
________________________

Signature (Above)




Date of Signature

Name and Title of Authorized Signatory:_________________________________



Name of VENDOR:_________________________________________________

Business Address of VENDOR:_______________________________________________

ATTACHMENT D
DISCLOSURE FORM

VENDOR NAME:
_____________________________

The following are relationships, business and personal, that may create a conflict of interest that VENDOR is hereby disclosing:

	Type of Relationship

(Business, Personal)
	Name of Organization or Individual
	Status of Organization or Individual

(Current VENDOR, Applicant, Enrollee, etc.)
	Term of Relationship

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


By my signature, I certify that the information contained in this report and any attachments to this document are true representations. INSURER understands that if any information is found to be false, that the Agreement between FHC and VENDOR may be terminated at FHC’s sole discretion.

Submitted By:




Date of Submission:

____________________________

________________________

(Signature Above)

Name:
______________________

Title:____________________

ATTACHMENT F

Insurance Coverage
Without limiting any of VENDOR’s obligations or liabilities hereunder, VENDOR further agrees to procure and maintain at VENDOR’s sole cost and expense the following insurance on an occurrence basis: 
                (1) 
Commercial General Liability Insurance, including but not limited to products and completed operations and contractual liability coverage, for bodily injury, death, and property damage with limits of liability of not less than $1,000,000 for each occurrence and $2,000,000 in the aggregate;  and

                (2) 
Automobile Liability, covering all owned, non-owned, and hired vehicles with a combined limit of at least $500,000 per person and $1,000,000 per occurrence for bodily injury and $1,000,000 per occurrence for property damage; and

                 (3) 
VENDOR shall provide Workers’ Compensation benefits to its employees as required by and in compliance with Florida law; and

                (4) 
Professional Liability Insurance in the amount of $10,000,000.  

FHC shall be an additional Insured on VENDOR’s policies of insurance specified in above Paragraphs (1), (2) and (4). 

� Limitation on open enrollment do not apply to flexible spending plans or any product offering individual participants a specific amount and types of health service and treatments at a contracted price. 408.910(7)(e) 
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Requirements Overview

		Requirements Overview

		The following provides an overview of the Requirements when adding a new carrier to the program.

		A). Contact Information Tab

		1). Please complete the Contact Information tab.

		B) Medical Benefit Information Tab

		1) Complete the Medical Benefit Template tab of this document for all medical plans to be added.

		Show the plan names (62-character limit), and plan benefits as you would like them displayed on the site.

		Do not add or remove rows since this document mirrors the "Benefit Details" on the site and must remain consistent for all carriers.

		2) Provide a PDF of the benefit brochure and E&Ls for each plan on the site. Files will be used in "More Details" and "E&L" links.

		We can use separate files for each plan, or one file that shows all plan. Smaller files are better for dial-up users.

		3) For all other optional benefits (Term Life, Maternity, and Vision), a PDF of the plan brochure listing the plan details is needed.

		C). Rating Information Tab

		1). Please complete the Rating Information tab.

		2) Please provide rates in electronic format (excel preferred). If there is a rating formula, provide a step-by-step example for development.

		Include rates for optional benefits, if applicable.

		3) What is the rate expiration date?

		Requested effective dates beyond the rate expiration date will produce a rate disclaimer message on the site as follows:

		"The carrier is in the process of updating the monthly premium and/or benefits of this plan.  You can continue with your

		application and we will notify you of the updated premium and/or benefits within 10 days.  If you are not satisfied you may

		decline the policy and return to this Website to select another plan with no obligation."

		4) Is there a source (other than rate sheet) to verify our rate results (rating engine disk, Web site, will test cases be provided).

		5) Define the service area for each plan or plan type by including a comprehensive list of zip codes, or counties/regions/areas.

		D). Provider Search Tab

		1). Please complete the provider search tab.

		E). Other Information

		10) Logo

		Provide a small logo  – Size: 116 X 35 px    Preferred Format: .gif file (or .eps file which will be converted to a .gif)

		Provide a large logo  – Size: 232 X 70 px    Preferred Format: .gif file (or .eps file which will be converted to a .gif)

		If these sizes are not available, we prefer a larger size than listed (.eps preferred) so we can shrink to the appropriate size.

		File Format Reference:

		.gif (Graphics Interchange Format) - is a compressed graphic file normally used for images (e.g. logos, cartoons, etc)

		that do not require too many colors (maximum 256). It is a common format for image files, especially suitable for images

		containing large areas of the same color.

		.eps (Encapsulated PostScript) - A file format used to transfer PostScript image information from one program to another.

		It is the preferred file format for saving images, as it is resolution independent.

		.jpg (Joint Photographic Experts Group) - A common file format for photo-realistic images. Not as common as GIF for

		banners because JPEG compression has a tendency to blur small text.

		11) Company profile. When you click on a company logo on the Compare quotes page, the profile will display.

		Visit www.qa.ehealthinsurance.com to see how this is displayed.

		a) Carrier description with address and phone number

		b) Network and coverage data including Founded In, Number of Employees, Coverage Area, Membership, Network

		c) Awards and Recognitions

		d) Subsidiaries

		12) Provider Data File Sample.  Most carriers want to participate in this sales advantage asap, but not essential for initial release.  eHealth hosts our own provider search service on the Compare Quotes page.  To participate, the first step is to send eHealth a sample of your current provider data file so we can verify compatibility. If this is not a simple request, or a third party manages your provider network, you may also show your provider/IT stakeholders the requirements in the attached Provider Search tab.

		13) Underwriting guidelines and/or Sales Guide. Not being used for programming, will be for reference only.

		14) Commission Information.

		15) Complete the Word Document within the Call Center Questions tab.
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Contact Information

		Contact Information:  Vendor & Ceridian Contact's Information

		Vendor/Carrier Information & Contact's

		Vendor/Carrier Name*

		State(s)*

		Product Line*

		AM Best Rating; ID; Date

		Appointed Broker Name*		how ehealth gets paid by carriers

		Appointed Broker Number*

		Carrier Website

		Broker Access/Password

		EPI Status*		Standard

		Vendor/Carrier Contact(s)		Purpose		Name		Phone		Email		Notes

		Sales		Benefit/rate questions

		Broker Services		Pre-Enrollment

		Broker Services		Post-Enrollment

		Electronic Applications (EPI)		Application Printing Issues

		Underwriting		Underwriting Processes

		Customer Service		For members to call

		Management		Management/Escalations

		eHI Extranet User**		Primary Contact

		Commissions		Primary Contact

		Street Address		FedEx Paper Applications

		Mailing Address		Premium Payments

		Ceridian Contacts		Name		Phone		Email

		FHC Program Manager		Patrick Foggia				patrick.foggia@ceridian.com

		FHC, Sr. Manager		Barbara Longhini				Barbara.longhini@ceridian.com

		FHC, Implementation Analyst

		Data Exchange Specialist

		eHealth Contacts		Name		Phone		Email

		Director*		Michael Marfell				michael.marfell@ehealthinsurance.com

		eOD Program Manager*

		Account Manager*		Paul Burke				paul.burke@ehealthinsurance.com

		Account Coordinator*

		Account Specialist*

		Broker Bulletins*						supervisor@ehealthinsurance.com

		* eHealth will complete, if known.

		**eHealth's system to retrieve electronic application information.
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supervisor@ehealthinsurance.com

patrick.foggia@ceridian.com

Barbara.longhini@ceridian.com

paul.burke@ehealthinsurance.com

michael.marfell@ehealthinsurance.com



Medical Benefit Template

		Medical Benefit Template

		Medical Benefit Information		Please try to follow the standardized plan descriptions provided. Please provide plan names and benefits as they should appear on our site.  If you feel more pertinent information is required in the benefit description, type the additional information in red font and we will try to accommodate your request. Do not add or remove rows. This document mirrors the "Benefit Details" on our site and must remain consistent for all carriers.		This Colum is to be utilized as an example		Plan #		Plan #		Plan #		Plan #		Plan #		Plan #		Plan #		Plan #		Plan #		Plan #		Plan #		Plan #

				Standardized Plan Descriptions		Example		1		2		3		4		5		6		7		8		9		10		11		12

		Plan Name				PPO Value 1500

		Primary Care 
Physician Required		Y/N		N

		Specialist 
Referrals Required		Y/N		N

		HSA Eligible		Y/N		Y

		Out-of-Network Coverage		Y/N		N

		Out-of-Country Coverage		Y/N (Add brief description)		Y - Emergency Care Only
or
Y - Paid at Out-of-Network benefit level

		Admin Fees		Choose one:
None
$X Monthly		None

		Plan Type		INDEMNITY, PPO, POS, EPO, HMO		PPO

		Deductible		Choose one:
None
$X Individual/$X Family		$500 Individual/$1500 Family

		Coinsurance		Choose one:
None
X% after deductible
X% before deductible		25% after deductible

		Out of Pocket Limit		Choose one:
None
$X Individual/$X Family

Choose one:
Includes deed. 
Does not include ded.		$1500 Individual/$3000 Family
(Includes deductible)

		Office Visit

		Primary Doctor		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		25% Coinsurance after deductible

		Specialist		Choose one:
Not Covered
No Charge
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		25% Coinsurance after deductible

		Periodic Health Exam		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		$50 Copay

		Periodic OB-GYN Exam		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		No Charge

		Well Baby Care		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		No Charge

		Chiropractic		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible  
Choose one (if applicable):		25% Coinsurance after deductible. 
24 Visits Per Year./$25 Max. Per Visit

		Mental Health		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible 
Choose one (If applicable)		25% Coinsurance after deductible. 
12 Visits Per Year

		Prescription Rx

		Prescription Drugs (Generic)		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		$20 Copay

		Prescription Drugs (Brand)		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		$40 Copay

		Prescription Drugs (Non-Formulary)		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		Not Covered

		Prescription Drugs (Annual deductible)		Choose one:
None 
$X Individual/$X Family
Medical Plan Deductible Applies                            
Applies to: 
Generic and/or Brand and/or Non-Formulary		$1,000 Individual. Applies to Brand and Non-formulary

		Mail Order (Generic)		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		$10 Copay

		Mail Order (Brand)		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		$25 Copay

		Mail Order (Non-Formulary)		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		Not Covered

		Mail Order (Annual Deductible)		Choose one:
None 
$X Individual/$X Family
Medical Plan Deductible Applies                                  
Applies to: 
Generic and/or Brand and/or Non-Formulary		$750 Individual. Applies to Brand and Non-formulary

		Other

		Lab/X-Ray		Choose one:
Not Covered                                   
No Charge                                                
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		25% Coinsurance after deductible

		Emergency Room		Choose one:
Not Covered
No Charge
$X Copay
No charge (after deductible)
X% Coinsurance after deductible
X% Coinsurance before deductible
Continuation of benefit description 
(if applicable):
Plus $X coinsurance after deductible
Plus $X Coinsurance before		$100 Copay 
plus 25% Coinsurance after deductible
 (waived if admitted)

		Outpatient Surgery		Choose one:
Not Covered                                   No Charge                                                No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		25% Coinsurance after deductible

		Hospitalization		Choose one:
Not Covered
No Charge
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible
Choose (If applicable):
Per Admission/ Per Day
Maximum Stay X Days		25% Coinsurance after deductible

		Out-of-Network Coverage

		Out-of-Network authorization required

		Is Out-of-Network Coverage Different than In-Network Coverage?

		Out-of-Network Individual/Family Deductible

		Out-of-Network Coinsurance

		Out-of-Network Individual/Family Annual Out-of-Pocket Limit

		Substance Abuse Coverage

		Pre & Postnatal office Visit		Choose one:
Not Covered                                   No Charge                                                No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible		Not Covered

		Labor & Delivery Hospital Stay		Choose one:
Not Covered
No Charge
No Charge after deductible
$X Copay
X% Coinsurance after deductible
X% Coinsurance before deductible                        
Choose (If applicable):
Per Admission/ Per Day                      Maximum Stay X Days		Not Covered
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Rating Information

		Rating Questions

		This information will be used to program eHealth's rating engine

		Accurate information is critical in order to quote properly.

		Should some of the questions not be applicable, please provide N/A for answer.

		Question		Example		Answer

		The following questions are for applications with a primary adult applicant [not a child(ren)-only application]:

		Is student status considered for eligibility?		Y/N

		Maximum age for a non-student dependent living in household		26 means <=26

		Maximum age for student dependent		30 means <=30

		Minimum age gap between the primary applicant and the dependent? We use 14 as default.		14 means >=14

		Minimum through Maximum spouse age		18-64 means >=18 and <=64

		Maximum primary adult applicant age		64 means<=64

		Minimum primary adult applicant age		18 means >=18

		Quote for same sex couples?		Y/N

		Do spouses need to be quoted in age order?		No; Oldest as primary; Youngest as primary

		Do spouses need to be listed in age order on application?		Y/N

		Minimum dependent age		0 means >=0; 15 days means >=15 days

		The following questions are for child(ren)-only applications:

		Do you allow child-only applications?		Y/N

		If Yes, please complete the section below. If No, skip to next section.

		Minimum primary age		0 means >=0

		Can multiple children be quoted on one application, or should each child be a single applicant?		S/M

		Maximum primary age for a non-student applicant		18 means <=18

		Maximum primary age for a student applicant		23 means <=23

		Maximum age for a non-student dependent		18 means <=18

		Maximum age for a student dependent		23 means <=23

		Is the primary applicant quoted with adult or child rate?		(if applicable)

		Do children need to be quoted in age order?		No; Oldest as primary; Youngest as primary

		Do children need to be listed in age order on application?		Y/N

		Do children get smoker rates?		Y/N

		Is there a limit on number of children when calculating rate? (include primary)		No; Primary + 3 Maximum

		Additional Questions:

		Is accumulation towards the family deductible an aggregate of all family members, or do separate members satisfy their individual deductible before the family deductible applies?		If different per plan or plan type, please specify.

		Is accumulation towards the family out-of-pocket (OOP) maximum an aggregate of all family members, or do separate members satisfy their individual PPO before the family OOP applies?		If different per plan or plan type, please specify.

		Does the OOP limit include the deductible?		If different per plan or plan type, please specify.

		What is the effective start date of the rates provided?		XX/XX/XX

		What is the effective end date of the rates provided?		XX/XX/XX

		How often do rate updates typically occur?		Quarterly, Yearly

		URL to carrier web site physician directory		If different per plan, please specify

		Do you have smoker rates?		Y/N

		If yes, does one smoker in family mean all family members get smoker rate?		Y/N

		Will we be required to quote any other rate categories?		If yes, please explain.

		Is approval based on accept/decline only, or is there a possible rate up based on health conditions?		Accept/Decline;
Rate Up

		Are their separate applications per plan?		If yes, provide form numbers

		Does carrier obtain and pay for medical records?		Does carrier request medical records?

		What effective dates are available?		Any day; 1st and 15th of month

		Can we remove the carrier's address from the application?		To ensure eHI receives application first

		Is initial payment required?		Y/N

		What are initial payment options?		No payment required; credit card, EFT, check

		What are ongoing payment options?		Credit card, EFT, check

		When do you process initial payment?		Receipt of application or when approved?

		Optional rider questions. When a medical plan is chosen, the site will then quote option riders such as dental and vision. Indicate if different for each type. If none are being added, skip to next section.

		What are effective start dates for rates provided?		mm/dd/yy

		What are effective end dates for rates provided?		mm/dd/yy

		Can riders be quoted with all medical plans?		Y/N; If "N", provide details

		URL to carrier web site physician directory		If different from medical

		Minimum age to quote		1 means >=1

		Maximum age to quote		64 means <=64

		How are rates calculated?		Member, Family, Gender? If different per plan, please specify

		Are there minimum participation requirements?		If yes, please explain.

		Should rider be quoted for primary only?		Y/N

		Who can rider be quoted for?		(S)pouse, (D)ependent, (S&D), (N)one

		Is rider restricted to any gender?		No/Male/Female

		Carrier Fees - If not applicable, skip to next section.

		What fees are charged?		Application, Billing, Other

		How should we describe these fees to the consumer?		Provide wording

		Is each fee recurring or one-time only?		Recurring/One time

		Should this fee be included in the initial payment?		Y/N

		What payment options trigger fees?

		Are fees per member? Provide all per-member rules.		Is it per member for primary and spouse only? Or up to maximum of 3 members?

		Is separate payment needed for fee(s)?		If yes, what are payment options?

		For billing fees only, how are they calculated?		Per month; per payment. Provide calculation example for quarterly payment option.

		Application Health Questions - For questions on your application, such as the examples below, do they require your standard additional follow-up details? If "No", which detail questions are needed? If the details are self-contained in the question or the question does not apply, use "N/A".

		Health Question		Follow-Up Detail Questions

		Example: Pregnancy Question		Which member, Date, etc.

		Example: Tobacco Usage Question		N/A

		Please Note: Any information provided by the applicant that will not fit on the application will be populated to an "Additional Information Page" and will be submitted with the application PDF.

		Eligibility Questions:

		Is U.S. citizenship required?		What proof is needed?

		How long must an applicant be a state resident?		What about double residency?

		Will you accept PO Box for street address?		Y/N

		Can someone apply before moving to the state if the effective date is after they move?		Y/N

		If client has a broker, can they change to us?		How?

		Are there any Y/N questions (other than health) that would cause an applicant to not be eligible?		Which?; Can any information be provided to continue processing application?

		Rating Questions:

		If occupation is requested, is description required?		Do you exclude or rate up?

		Effective Date Questions:

		Is there a cut off date to receive applications for a requested effective date?		20th of month prior; 5th of month

		If received by cut off date, but not approved by requested effective date, will that effective date still apply?		Y/N

		If not received by cut off, or if there is no cut off, how are effective dates assigned?		Please explain

		Underwriting Questions:

		Do you require any medical exams before processing applications?		What is the criteria?

		Will eHealth be given personal health information to inform clients while application is processing?		If not, is there a form for release of PHI?
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Provider Search

		Provider Search Information

		eHealth adapts to most file transfer mechanisms.   We prefer carrier delivering to our SFTP server, IP address: 12.130.143.207

		§Here is the provider data requirement eHealth would prefer:

		•Provider name

		•Office address, including zip code

		•Office phone

		•Provider type (i.e. Physician, Hospital, Clinic, Lab, Pharmacy, Other facility)

		•Specialty (Pediatrics, Internal Medicine, if applicable)

		•Credential Title (MD, DO, DDS, if applicable)

		•National Provider ID (NPID), if available

		•Some unique ID for every provider, if not NPID

		•PCP # (if applicable)

		•Carrier’s provider ID Network affiliation (available with which network? HMO? PPO subset?)

		•Accepting new patients?

		•Physician gender, education, languages (if available)

		•Physician hospital, clinic, or medical group affiliation (if available)
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FLORIDA’S INSURANCE MARKETPLACE 


EMPLOYER GROUP QUESTIONNAIRE


Group’s Legal Name ________________________________________________________________________ EID#_____________________


Group Name to appear on ID Card ___________________________________________________________ SIC#_____________________


Address______________________________________________________________________________________________________________


City ____________________________________________________________ State______________________  Zip______________________


Contact Person_ _______________________________ Telephone____________________________________ Fax______________________


Contact Email__________________________________________________ # of Years in Business_ _________________________________	


Billing Address (If Different)___________________________________________________________________________________________


Organization Type
q Partnership   q C-Corp   q S-Corp   q LLC/LLP   q Ind. Contractor   q Non-Profit   q Sole Proprietor   q Other____________________


Employer Contribution:__________________________ %  Or  $_____________  per employee


Waiting period for new hires:  q None   q One month after hire date   q Two months after hire date   q Three months after hire date


Have Worker’s Comp? q Yes   q No   _ Worker’s Comp Carrier Name_______________________________________________________


Names of Owners/Partners not covered by Worker’s Comp_______________________________________________________________


# Eligible Employees working in FL____________________________	 _# Eligible Employees working outside FL______________


# Ineligible Employees ______________________________________ 	 # Excluded Employees_______________________________
(Have not satisfied waiting period or work less than 25 hours per week)       	  (Have other group or public coverage)


# Total Employees___________________________________# Persons currently on COBRA/Continuation_______________


Names of Persons currently on COBRA/Continuation:____________________________________________________________________


Does the group currently have health coverage?  q Yes   q No    If yes, Name of Carrier is__________________________________	


Has the group had coverage in previous 12 months? q Yes   q No  If yes, Name of Carrier was______________________________ 


Do you offer benefits to your employees through a professional employer organization or similar mechanism?    q Yes   q No


Signature Section
I understand that Florida Health Choices and participating vendors will rely on the information I provide in determining eligibility for coverage, setting 
premium rates, compliance with applicable laws, and other purposes, and that any material misrepresentation or fraudulent statement may result 
in rescission of the group policy, termination of coverage, increase in premiums, or other consequences. Florida Health Choices and its participating 
vendors reserve the right to audit and to request documentation as evidence of business activity at any time and from time to time in order to validate 
my compliance with eligibility and underwriting guidelines as well as validate the applicability of State and Federal laws. I understand that my failure 
to comply with any such request may also result in termination of coverage, increase in premiums, or other consequences.  


Employer Business Name_ _______________________________________________________ Date__________________________________


Authorized Signature_ ______________________________  Print Authorized Name______________________________________________


Agent Name___________________________ Agent Marketplace I.D.____________________ Agent Signature________________________


ANY PERSON WHO, WITH INTENT TO DEFRAUD OR KNOWING THAT HE OR SHE IS FACILITATING A FRAUD AGAINST AN INSURER,  
SUBMITS AN APPLICATION OR FILES A CLAIM CONTAINING A FALSE OR DECEPTIVE STATEMENT IS GUILTY OF INSURANCE FRAUD.
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q Cancer
q Tumor
q Heart/Circulatory
q Stroke
q Reproductive Disorder
q Intestinal Disorder
q Endocrine Disorder


q Diabetes
q Brain/Nervous/Seizures
q Multiple Sclerosis
q Immune Disorder
q Chronic Lung Disorder
q Kidney Disease/Failure
q Liver Disorders (Hepatitis)


q Back Disorder
q Rheumatoid Arthritis
q �Connective Tissue 


Disorder


q Lupus
q Growth Hormones
q Transplants


q �Hemophilia/Blood 
Disorders


q Cerebral Palsy
q Sickle Cell Anemia
q Immuno Deficiency
q Autism
q Other Conditions


Please provide details to all “YES” responses in the spaces provided below. Additional sheets may be used if needed.


Question#	 Date(s)	 Diagnosis	 Amount of Claim	 Current Health Status


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


FLORIDA’S INSURANCE MARKETPLACE 


EMPLOYER MEDICAL QUESTIONNAIRE


Group’s Legal Name ________________________________________________________________________________________


Contact Person______________________________Contact Email__________________________________________________


Contact Telephone____________________________ Contact Fax__________________________________________________


Group Medical Profile for Groups Size 10-50


Answer the following questions to the best of your knowledge for all eligible employees and dependents.   
Your answers to these questions must include all COBRA individuals covered by your present plan.   


q Yes     q No  	 1. �Have any employees or dependents been diagnosed or treated by a licensed 
medical provider during the past five years for:


q Yes     q No
 
 
q Yes     q No 
 


q Yes     q No 
 


q Yes     q No 


q Yes     q No 	


2. �Are any employees or dependents currently pregnant?   
If yes, how many and what are the expected delivery dates?___________________________


3. �Have any employees or dependents been hospitalized (inpatient or outpatient) or had any 
surgical operations during the past 12 months? 


4. �Have any employees been absent from work, confined to the home or incapacitated for 
more than 2 consecutive weeks due to illness or injury during the past 12 months? 


5. �Are any employees or dependents receiving disability benefits of any type including  
Social Security Income, Worker’s Compensation and Medicare?


6. �Has anyone had claims more than $7500 in the last 12 months?
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FLORIDA’S INSURANCE MARKETPLACE 


Employee and Family Medical Questionnaire 
 


Section 1: Employee Information


Employer Name ________________________________________________________________________________________________________


Name of Family Members 
Applying for Coverage


Relationship Social Security 
Number Date of Birth


Gender 
Male/Female


Height 
(feet,inches)


Weight 
(pounds)


Employee


Spouse


Dependent


Dependent


Dependent


Dependent


Dependent


Section 2: Employee Information


Within the past two (2) years has a licensed member of the medical profession diagnosed or treated you or anyone in your family applying 
for coverage, or is anyone currently getting treatment from a licensed member of the medical profession? Use an “X” to mark “YES” or “NO” 
in the boxes heading each category of conditions below and mark with an “X” any of the following conditions that apply. For all “YES” 
answers and conditions that you mark with an “X”, provide details in the table on the next page.


A. Heart/Circulatory  q YES   q NO
___ A1. Anemia 
___ A2. Angina 
___ A3. Angioplasty/Stent 
___ A4. Aneurysm 
___ A5. Blood Clots 
___ A6. Blood Disorder 
___ A7. Bypass 
___ A8. Cardiac Arrhythmia 
___ A9. Chest Pain 
___ A10. Congestive Heart Defect 


Type ________________ 
Operated ____________


___ A11. Congestive Heart Failure 
___ A12. Coronary Heart Disease 
___ A13. Heart Murmur 
___ A14. Hemophilia 
___ A15. High/Low Blood Pressure 
___ A16. High Cholesterol 
___ A17. Pacemaker (Reason Implanted:___) 
___ A18. Palpitations 
___ A19. Sickle Cell Anemia 
___ A20. Stroke/TIA 


___ A21. Varicose Veins 
___ A22. Ventricular Tachycardia 
___ A23. Other ______________________


B. Eyes/Ears/Nose/Throat  q YES   q NO
___ B1. Acoustic Neuroma 
___ B2. Cataracts 
___ B3. Chronic Sinusitis 
___ B4. Cleft Lip/Palate 
___ B5. Detached Retina 
___ B6. Deviated Septum 
___ B7. Ear Infections 
___ B8. Glaucoma 
___ B9. Retinopathy
___ B10. Other ______________________ 


C. Immune     q YES   q NO
___ C1. ALS 
___ C2. Lupus
___ C3. Psoriasis
___ C4. Scleroderma 
___ C5. Other ______________________ 


D. Cancer/Tumors   q YES   q NO
___ D1. Brain 
___ D2. Breast 
___ D3. Colon 
___ D4. Cyst 
___ D5. Hodgkin’s Disease 
___ D6. Leukemia 
___ D7. Liver 
___ D8. Lung 
___ D9. Lymphoma 
___ D10. Melanoma 
___ D11. Ovarian 
___ D12. Pituitary 
___ D13. Prostate
___ D14. Skin   Type __________


Occurrences _________  
Dates __________


___ D15. Stomach 
___ D16. Testicular 
___ D17. Thyroid 
___ D18. Stage of Cancer if known______ 
___ D19. Cancer Treatment: 


q Surgery  q Chemo  q Radiation 
___ D20. Other ______________________ 
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FLORIDA’S INSURANCE MARKETPLACE 


Employee and Family Medical Questionnaire 
 


Section 2: Employee Information (Continued)


E. Neurological      q YES   q NO
___ E1. Alzheimer’s Disease 
___ E2. Asperger’s Syndrome
___ E3. Cerebral Palsy 
___ E4. Epilepsy 
___ E5. Head Injury 
___ E6. Migraines 
___ E7. Multiple Sclerosis 
___ E8. Neuritis 
___ E9. Paralysis/Hemiplegia 
___ E10. Parkinson’s Disease 
___ E11. Seizures/Convulsions 


Date Diagnosed?_______  
Date last seizure?_______ 


___ E11. Other ______________________ 


F. Transplants      q YES   q NO
___ F1. Pending 
___ F2. On Waiting List 
___ F3. Completed Transplant 
___ F4. Bone Marrow 
___ F5. Stem Cell 
___ F6. Organ (Type: ________________) 
___ F7. Other ______________________ 


G. Arthritis      q YES   q NO
___ G1. Arthritis 
___ G2. Osteoarthritis 
___ G3. Rheumatoid Arthritis  
___ G4. Other ______________________ 


H. Bones/Muscles/ 
    Joint Disorders              q YES   q NO
___ H1. Bulging/Herniated Disk 
___ H2. Carpal Tunnel Syndrome 
___ H3. Fibromyalgia/CFS 
___ H4. Fractures (Open or Closed) 
___ H5. Gout 
___ H6. Joint Replacement (Type:______) 
___ H7. Knee 
___ H8. Muscular Dystrophy 
___ H9. Neck/Back 
___ H10. Shoulder 
___ H11. Spina Bifida 
___ H12. Sprain/Strain  
___ H13. Other ______________________ 


I Psychological      q YES   q NO
___ I1. ADD/ADHD 
___ I2. Alcoholism 
___ I3. Anxiety 
___ I4. Autism 
___ I5. Bipolar 
___ I6. Depression 
___ I7. Drug Abuse 
___ I8. Eating Disorder 
___ I9. Mental/Nervous disorder
___ I10. Schizophrenia 
___ I11. Suicide Attempt 
___ I12. Other ______________________ 


J. Diabetes/Endocrine      q YES   q NO 
___ J1. Diabetes controlled by: 


___ a. Diet 
___ b. Oral Medication 
___ c. Insulin 
Date Diagnosed (___________) 


___ J2. Adrenal Glands 
___ J3. Growth Hormones 
___ J4. Other ______________________ 


K. Reproductive     q YES   q NO 
___ K1. Breast Disorder
___ K2. Complications of Pregnancy
___ K3. Endometriosis 
___ K4. Fibroids 
___ K5. Menstrual Disorder 
___ K6. Ovarian Cysts 
___ K7. Pelvic Inflammatory Disease
___ K8. Sexually transmitted  Disease
___ K9. Other ______________________ 


L. Lung/Respiratory        q YES   q NO 
___ L1. Allergies 


Injections q YES   q NO 
How Often?____ 


___ L2. Asthma 
___ L3. COPD (On Oxygen? ________) 
___ L4. Cystic Fibrosis 
___ L5. Emphysema 
___ L6. Lung Disorder 
___ L7. Pneumonia 


___ L8. Sarcoidosis 
___ L9. Sleep Apnea 
___ L10. Tuberculosis 
___ L11. Valley Fever 
___ L12. Other ______________________ 


M. Intestinal         q YES   q NO 
___ M1. Acid Reflux/GERD 
___ M2. Colitis/IBS 
___ M3. Colon Disorder
___ M4. Colon Polyps
___ M5. Crohn’s Disease 
___ M6. Diverticulitis/Diverticulum 
___ M7. Gallbladder 
___ M8. Gastric Bypass 
___ M9. Hiatal Hernia/Reflux 
___ M10. Pancreatitis 
___ M11. Ulcer 
___ M12. Ulcerative Colitis 


___ Colectomy ___ Partial ___ Total 


___ Ileostomy ___ Partial ___ Total 


___ M13. Other ______________________ 


N. Liver/Kidney/Urinary    q YES   q NO 
___ N1. Bladder Disorder 
___ N2. Cirrhosis 
___ N3. Gaucher’s Disease 
___ N4. Hepatitis (Type: ___________) 
___ N5. Jaundice 
___ N6. Kidney Disorder 
___ N7. Kidney Stones 


(How Many? _____) 
___ N8. Liver Disorder 
___ N9. Polycystic Kidney 
___ N10. Prostate 
___ N11. Prostate Disorder
___ N12. Renal Failure 


___ End Stage Renal 
___ Exhausted Part A Medicare


q YES   q NO
___ N13. Other ______________________ 
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FLORIDA’S INSURANCE MARKETPLACE 


Employee and Family Medical Questionnaire 
 


Section 2: Employee Information (Continued)


In addition to the information provided above, have you or anyone applying for coverage sought medical advice or treatment from a li-
censed member of the medical profession for any condition not previously mentioned in this form, including a Workers Compensation injury 
or illness? q YES   q NO    If yes, please provide details below.


Please use this table to explain any “YES” answers or items that you marked in Section 2. You may attach additional sheets.


Question 
Number


Name
Diagnosis/
Treatment 


Date of 
Onset 


Date 
Treatment 


Ended 


Medications 
Prescribed


Medications 
Prescribed


Dosage
Still Taking 
Medication


q Y  q N


q Y  q N


q Y  q N


q Y  q N


q Y  q N


q Y  q N


q Y  q N


q Y  q N


If you are providing additional sheets, check here  q  and insert the sheets before sealing this enrollment form.
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FLORIDA’S INSURANCE MARKETPLACE 


Employee and Family Medical Questionnaire 
 


Section 3: Questions


Any person who knowingly and with intent to injure, defraud, or deceive any insurer files a statement of claim or an application  
containing any false, incomplete, or misleading information is guilty of a felony of the third degree.


PLEASE NOTE: If you leave out or misrepresent any information, it may result in cancellation of insurance, non-renewal of coverage or a change in premium for 
your group coverage retroactive to the date the policy became effective.  You or your authorized agent are entitled to receive a copy of this form. 


I authorize any health care provider, pharmacy benefit manager, other insurer or reinsurer, hospital, clinic or other medical facility, health care clearinghouse, 
and any of their affiliates, representatives or business associates, to disclose my information to (name of insurer).  I understand the purpose of the disclosure 
and use of my information is to allow (name of insurer) to make decisions regarding underwriting and premium risk rating.
  
Employee Signature: ___________________________________________________________Date Signed: _______________________________


Please answer the following questions for yourself and for anyone in your family applying for coverage: 


1. q YES   q NO Is anyone currently pregnant or an expectant parent?        Due date: __________________ 
a. Has the pregnancy been confirmed by a physician or practitioner?   	 q Yes  q No
b. Pregnancy complications?	 q Yes  q No
c. Multiple births expected?   	 q Yes  q No
d. Planned C-Section?   	 q Yes  q No


2. q YES   q NO  Is anyone currently, or in the past five years has anyone been, a patient in a: 


q hospital   q clinic   q surgi-center   q urgent care facility, or   q other medical facility as an inpatient or outpatient?  


3. q YES   q NO   �Does anyone currently use tobacco products? If Yes, check applicable boxes: 


Employee   	 Spouse 
q cigarettes   q pipes   q cigars   q chewing tobacco	 q cigarettes   q pipes   q cigars   q chewing tobacco 


 
4. q YES   q NO   �Is any person to be covered currently, or in the past 12 months, been advised by a licensed member of the 


medical profession to have any of the following? 
q abnormal test or physical results 	 q health condition, illness or injury that may require treatment or surgery  
q tests advised	 q treatment advised
q surgery advised	 q unexplained weight gain/loss 
q unexplained fatigue 


5. q YES   q NO   �Does any person to be covered currently have any pending test results requested by a 
licensed member of the medical profession? 


6. q YES   q NO   �Has anyone applying for coverage had medical claims in excess of $7,500 in the past 2 years?


7. q YES   q NO   �Has any one applying for coverage, ever tested positive for exposure to the HIV infection or been diagnosed 
as having ARC or AIDS caused by the HIV infection or other sickness or condition derived from such infection?


8. q YES   q NO   �In addition to the information provided above, are you taking any other prescription medications?  






