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UNITED STATES OFFICE OF PERSONNEL MANAGEMENT

FEDERAL EMPLOYEES HEALTH BENEFITS PROGRAM

APPLICATION TO PARTICIPATE AS A CARRIER UNDER 5 U.S.C. 8903(4)

EFFECTIVE JANUARY 1,       
NAME OF HEALTH PLAN
                                                                         Mailing Address 
                                                                         Street
City, State, Zip Code


NAME OF LEGAL CONTRACTING ENTITY                ("CARRIER")

                                                                        Mailing Address 
Street
City, State, Zip Code

NAME OF EXECUTING INDIVIDUAL   (AUTHORIZED CONTRACTING OFFICIAL)

Title

Telephone/FAX Numbers

                                                                                                                                                       NAME AND TITLE OF CONTACT DURING APPLICATION REVIEW          
          Telephone/FAX Numbers

MAILING ADDRESS  (Street, P.O. Box, City, State, Zip Code)

Is the above certified as either a Federally qualified Health Maintenance Organization (HMO) or an approved Competitive Medical Plan (CMP) by the U.S. Department of Health and Human Services?   YES [  ]  NO  [  ]

Have you been awarded a Medicare contract by DHHS (HCFA)?  YES  [  ]  NO  [  ]

HHS COMPLIANCE OFFICER (if applicable)

              
     Telephone Number

APPLYING AS SPONSOR OF A [See 5 U.S.C. Section 8903(4)]:

Group-Practice Prepayment Plan

[  ]

Experience-rated

[  ]

Individual-Practice Prepayment Plan
[  ]

Community-rated

[  ]

Mixed Model Prepayment Plan

[  ]

Other (specify)


[  ]

DATE MEDICAL CARE WAS FIRST PROVIDED UNDER THE PLAN                         FEDERAL TAX STATUS

TO ENROLLED COMMERCIAL GROUP MEMBERS WHO                                       [ ] For Profit

WERE NEITHER CARRIER EMPLOYEES NOR EMPLOYEES                                    [ ] Not for Profit

OF A CARRIER AFFILIATE:                  

All information and statements made in this application are true, accurate, and current to the best of my knowledge and belief, and are made in good faith.  (See the instructions on the following pages before signing.)

            (Signature of Contracting Official)


INSTRUCTIONS TO APPLICANTS

General
The Federal Employees Health Benefits (FEHB) Program is offered under the authority of the FEHB law (Chapter 89 of title 5 of the U.S. Code) and is administered by the Office of Personnel Management (OPM) in accordance with the FEHB law and its implementing regulations (5 CFR Part 89, and 48 CFR Chapter 16).  The requirements that must be met by carriers seeking to participate (and remain) in the FEHB Program are set forth in the law and regulations, copies of which are attached.  Also attached are sample copies of OPM's current standard community-rated and experience-rated prepaid plan contracts.

In this application, the following definitions are intended:

   "Health benefit plan" means a group insurance policy, contract, medical or hospital service      agreement, membership or subscription contract, or similar group arrangements provided       by a carrier for the purpose of providing, arranging for, delivering, paying for, or                reimbursing any of the costs of health care services.

   "Health carrier" means a voluntary association, corporation, partnership, or other                  nongovernmental organization which is lawfully engaged in providing, delivering, paying       for, or reimbursing the cost of health care services under group insurance policies or            contracts, medical or hospital service agreements, membership or subscription contracts,        including a health maintenance organization, a nonprofit hospital and health service               corporation, or any other entity providing a plan of health insurance, health benefits or          health services, in consideration of premiums or other periodic charges payable to the           carrier.

Some features of the FEHB Program may be different from the features you are used to.  By submitting this application, you agree that you understand and will abide by the following FEHB requirements:

?  You must accept the enrollment of all eligible Federal employees and annuitants (retirees)     regardless of age or Medicare eligibility.

?  You may not require Federal members to have or enroll in Medicare Parts A or B.

?  You may not require a waiting period for a covered benefit offered any Federal                  member (except for dental and cosmetic surgery benefits).

?  You may not deny a benefit for a Federal member solely because of a preexisting               condition.

?  You must cover all unmarried children of Federal enrollees until age 22  regardless of student status or financial dependence on the parent.

?  You may not require Federal enrollees to pay an initiation, service, or other                      enrollment fee in addition to premium.

?  You must provide each enrollee with an identification card or cards.  

?  You may not terminate a Federal member's enrollment unless instructed or                        authorized to do so by the Government.

?  You must offer conversion contracts for disenrolled Federal members that are                    guaranteed renewable except for fraud, nonpayment of premiums, or overinsurance.              (Enrollment in Medicare does not constitute overinsurance.)

?  You must keep reasonable financial and statistical records and furnish such reports as           OPM may request.

?  You must make all records and accounts pertaining to the plan available to                        representatives of OPM and the General Accounting Office (GAO).

?  Any plan physician who is not accepting new patients must agree to accept Federal              members who were his/her patients before they enrolled in the plan.

In addition, you should be aware of the premium rating methods used in the FEHB Program:

?  Community Rating.  The FEHB Program allows three types of community rating.

   1.  Traditional Community Rating (TCR) usually begins with a capitation (per member per         month) rate or a tiered rating system.
   2.  Community Rating by Class (CRC) usually adjusts a capitation rate by a factor that              reflects the distribution of the group by age and sex.

   3.  Adjusted Community Rating (ACR) is actually prospective experience rating. You               may use actual incurred claims to rate the Federal group but must meet certain criteria          for doing so, including using a standard administrative loading, a common trend                  factor, and a standard set of completion factors for all ACR rated groups.

?  Experience Rating.  If you use retrospective experience rating, you must meet the               following criteria:

   1.  You must be able to track FEHB claims separately from the claims for other groups.

   2.  You must be capable of allocating the administrative costs separately for the Federal group.

   3.  You must carry over gains and losses from year to year and incorporate them                     into the annual rating process.

   4.  You must agree to annual limits on your administrative costs.

   5.  You must be able to demonstrate that you have criteria for retrospective experience              rating and that you use these criteria to experience rate other employer groups. 
The Application
NOTE: A separate application must be submitted for each plan you want to offer for participation in the FEHB Program. If you propose more than one service/enrollment area for a plan, the following conditions apply: The areas must be served by the same legal entity with the same license to operate, the areas must all be managed by the same carrier, the benefits must be the same in all areas, all areas must be marketed under the same name, and they must operate as a single entity and be represented by a single plan; otherwise, you must submit separate applications for each area. 

Review these instructions carefully and read the entire application before you start to prepare your response.  To avoid a premature or unacceptable application, you should understand the requirements of the FEHB law and regulations and be able to show how you comply. 

TO BE CONSIDERED FOR PARTICIPATION IN THE FEHB PROGRAM, AT THE TIME OF APPLICATION YOU MUST ACTUALLY BE PROVIDING PREPAID MEDICAL CARE TO ENROLLED COMMERCIAL GROUP MEMBERS WHO ARE NEITHER CARRIER EMPLOYEES NOR EMPLOYEES OF A CARRIER AFFILIATE.
Any information in your application may be subject to public disclosure after negotiations are complete.  Please identify each item in your application that you believe is exempt from disclosure under the Freedom of Information Act.  Also, specify which exemption you believe applies to that item, in accord with 5 U.S.C. Section 552, and give full justification for your belief that the justification(s) applies.  We will decide on disclosure only when a request for information is made.  In making our decision, we will consider your justification for nondisclosure.  If we decide that an item of information that you believe is exempt is not exempt from disclosure, we will so inform you before it is disclosed.

The entire application, including assurances and statements of compliance with the FEHB law and regulations, updated transmittals, and signed representations are considered to be official documents.  Therefore, the application face sheet must be signed by an authorized contracting official.  Please call the Insurance Contract Division 3 at (202) 606-0737 or (202) 606-0755 if you have any questions about the application.

YOUR APPLICATION MUST BE POSTMARKED BY JANUARY 31 TO BE CONSIDERED.  PLEASE NOTIFY ONE OF THE ABOVE INDIVIDUALS WHETHER OR NOT YOU DECIDE TO APPLY.   
An application may be withdrawn without prejudice at any time prior to a final determination by OPM.  Future applications will be treated as new applications, without regard to previous applications submitted; a complete application document will be required.

APPLICANTS SHOULD BE AWARE THAT A FALSE RESPONSE TO ANY QUESTION IN THIS APPLICATION MAY BE GROUNDS FOR DENIAL OF THE APPLICATION AND MAY BE PUNISHABLE BY FINE OR IMPRISONMENT (18 

U.S.C. 1001).  ALL STATEMENTS AND INFORMATION PROVIDED ARE SUBJECT TO INVESTIGATION, INCLUDING CONFIRMATION THROUGH THIRD PARTIES AND OTHER GOVERNMENT AGENCIES.

Preparation of the Application
If this application requests information you have already submitted to someone else as part of another application, you may duplicate it and submit it with this application if the information is still applicable.

Bind pages securely along the left margin; three-ring binders are preferred.  Binders should not exceed two inches in thickness; use as many binders as necessary.  Make sure the plan and carrier names are on the front and side of each binder and identify each binder, e.g., 1 of 4, 2 of 4, etc.

Attach index tabs to the first page of each section (e.g., I. ORGANIZATION) and subsection (e.g., I. A. Overview) and be sure they are clearly visible.  Where several copies of contracts are batched together, place a tab on the front page of each contract. 

Show the location of all sections and subsections in the Table of Contents that follows this section and place a copy in each binder.

Submit any documentation requested immediately after the subsection to which it applies.  Place brochures, pamphlets, and other such items in sturdy envelopes and insert them behind the appropriate subsection.  Label each envelope.

When executed documents are requested, provide documents that are signed and dated.

Number all pages sequentially, including both the narrative and the documentation.  Count envelopes as one page.

Restate each question, single-spaced, before presenting your double-spaced narrative response.  Allow an ample left margin.

If you reduce the original material, the final copy should not be reduced to less than 70 percent of the original.  Copies of legal documents and other materials must be clear and legible.

FAILURE TO PROVIDE THE INFORMATION CALLED FOR AND/OR FAILURE TO COMPLY WITH THE SPECIFIED FORMAT MAY RESULT IN REJECTION OF THE APPLICATION AS NON-RESPONSIVE.

Submission of the Application
Submit one complete application, an additional copy of Section III. Financial Information (if applicable), and one original face sheet signed by an authorized contracting official.  Please ship all binders in the same box, if possible.

Use one of the following addresses:

?  By 24-hour delivery service
   U.S. Office of Personnel Management

   Office of Insurance Programs

   1900 E Street, NW

   Room 3424

   Washington, DC 20415-0001

?  By US Postal Service 

   U.S. Office of Personnel Management

   Office of Insurance Programs

   P.O. Box 707

   Washington, DC 20044-0707

Public Burden Statement
We think this information collection takes an average of 100 hours per response to complete, including the time for reviewing instructions, gathering and maintaining the data needed, and reviewing the completed collection of information.  Send comments regarding our estimate or 


any other aspect of this collection of information, including suggestions for reducing completion time, to the Office of Personnel Management, Reports and Forms Management Officer, 1900 E Street, NW, Washington, DC 20415-0001.

TABLE OF CONTENTS

PLEASE COMPLETE THIS FORM AFTER YOU HAVE NUMBERED ALL PAGES AND PLACE A COPY IN THE FRONT OF EACH BINDER YOU SUBMIT.

I.   ORGANIZATION                                                                                                                                                                                 Binder#   Page#

     A. Overview

     B. Sponsoring Organization

II.  MARKETING AND ENROLLMENT


III. FINANCIAL INFORMATION
     A. Fiscal Soundness

     B. Provisions for the Event of Insolvency

IV.  HEALTH CARE DELIVERY AND COVERED SERVICES
V.   UTILIZATION CONTROLS AND QUALITY ASSURANCE 

VI.  GENERAL INFORMATION      

VII. CERTIFICATIONS
I.   ORGANIZATION

A.   Overview

1.
Briefly describe your plan's history and present operations.  Cite significant aspects of    your current financial, marketing, management, and health services activities.  Discuss   your recent legal history, including reorganizations, mergers, changes of ownership, and name changes.  State your current type of legal entity.

2.
Provide copies of executed articles of incorporation, bylaws and, if applicable,  partnership agreement(s).

3.
Any prior FEHB Program participation?  If yes, when and why did it cease?

4.
Are you a governmental entity or affiliated with one?  If yes, explain.

5.
Provide a signed opinion by legal counsel that you comply with the State HMO law and regulations and any other applicable health or insurance laws and regulations.

6.
Describe, and provide copies of, any licenses, certifications, and other approvals  applicable to the plan.

7.
Provide a signed opinion by legal counsel that you are not debarred, suspended, or  ineligible to participate in Government contracting for any reason, including fraudulent   health care practices in other Federal health care programs.

B.   Sponsoring Organizations
1.
Are you owned by, affiliated with, or sponsored by another organization that provides  management and/or financial support?  If yes, identify the organization and answer the  next three questions.  If not, proceed to II.

2.
Does the organization sponsor more than one health plan?  If yes, identify each by  name and location.

3.
What administrative, management, financial or other services does the sponsor provide? 

4.
To what extent does the sponsor provide financial support to you? 

5.
Explain the legal relationship between the sponsoring organization and the carrier of the  plan and state whether this relationship creates any financial liability on the part of the    sponsor.

II.  MARKETING AND ENROLLMENT

1.
List all employer groups enrolled as of December 31 of the year prior to your  submission and show the number of enrollees (subscribers) and members in each group.  If you offer other options, such as Point of Service, show those enrollees and members   in separate columns.

2.
Provide actual and projected membership data (enrollees and members) by quarter for  the last three years.  Include your disenrollment rates for these years. 

3.
Provide the total cumulative member months for your most recent fiscal year.

4.
On what date did your first employer group enroll in the plan?  If that date falls within    the 12 months preceding this application, provide a copy of a signed contract with an      employer group.

5.
Describe the service area(s) you are approved to operate in terms of zip codes or geographic subdivisions, such as counties, cities, or townships.  Is this service area(s) the same as the service area to be proposed to the FEHB Program?  If no, describe the service area to be proposed to the FEHB Program.

6.
Provide a copy of the State's approval of the plan's service/enrollment area.  The  document must include a description of the approved area.

III. FINANCIAL INFORMATION

[If Federally qualified/approved by the Department of Health and Human Services as an HMO/CMP, you may submit evidence of that status and go directly to Section IV.; otherwise, answer the following questions.]

A.   Fiscal Soundness
1.   When does your fiscal year end?

2.   List the total amount and sources of financing currently available to you.

3.
Provide the following financial information for your most recent fiscal year: current ratio, working capital, debt/equity ratio, gross profit margin, fund balance, retained earnings (accumulated deficit), and cash and cash equivalents.  Also provide this  information for your sponsor, if applicable.  (Financial statements should include  balance sheet, income statement, and statement of cash flow.)

4.
Has the plan operated for less than six months preceding the date of the application?  If yes, provide the following information on a monthly basis until you have been notified of the results of our review.  Submit the January information by  February 20, the February information by March 20, etc.

?  Actual and projected* balance sheet, change in financial condition statement, and  revenue and expense statement;

?  Actual and projected* enrollment (enrollees and members) and the number of  employer groups.

*(Submit your projections with the application) 

5.
Provide a CPA statement, with management letters, for the most recent fiscal year.

6.
In addition, provide a copy of the most recent annual financial statement you submitted   to your State's Insurance Commissioner (or equivalent).

7.
If you do not report to your State and your CPA statement is more than six months old  or is not available, provide an unaudited balance sheet, income statement, and statement  of cash flow as of December 31 of the year preceding the date of your application.

8.
If you have received a qualified opinion about the plan from your audit firm in the last three years, include those opinions and associated management letters, and describe the steps taken to resolve them.

9.
If your financial statements for the plan show a negative cash flow, describe the sources  of financing available to cover shortages and the agreements covering the financing  arrangements.

10.
Also provide the information requested by the preceding two questions for your  sponsoring organization, if applicable.

11.
Provide a copy of your projected balance sheet as of December 31 of the year of the application.

B.   Provisions for the Event of Insolvency
1.
Describe your approach to the risk of insolvency:

a. To pay for continuation of services until a hospitalized member is discharged, and

b. Protect members from liability for services provided prior to your insolvency.

2.
Describe any insolvency insurance as well as any reinsurance/stop-loss insurance you  have for excessive operating losses.

3.
Provide signed copies of any reinsurance contracts.

4.
Describe the reserve requirements and other financial requirements imposed by the  State in which you are based, and explain how those requirements are met. If you are  not in compliance with those requirements, please explain.  Describe any corrective  action plan that may be underway.

5.
Are reserves held by you or by the State?  Show the reserves accumulated to date and describe any restrictions on using those reserves.  From what source(s) did you meet  your reserve requirements?

IV.  HEALTH CARE DELIVERY AND COVERED SERVICES

1.
Does your State require hold-harmless clauses in contracts with providers?  If not, do  your contracts with physicians, hospitals, and ancillary providers contain hold-harmless  clauses?  If they do, provide a sample copy of each type of provider contract containing  a hold-harmless clause.

2.
Do you contract with an IPA or other physician organization?  If so, identify each by  name.

3.
Provide a copy of your most recent provider directory, including primary and specialty physicians, hospitals, and ancillary providers.  If the directory does not do so, indicate which physicians are not accepting new patients.

4.
Do you contract with physicians practicing in groups?  If so, please identify the groups.

5.
Provide a copy of your standard community package of benefits, as well as any  standard riders.  This should be in contractual form, such as a Group Subscription  Agreement or Master Group Contract.  If experience-rated, provide a copy of the  benefits package purchased by most employer groups.

V.   UTILIZATION CONTROLS AND QUALITY ASSURANCE
1.
Are you currently accredited by any national HMO accrediting organizations, such as  the National Committee for Quality Assurance (NCQA) or the Joint Commission on  Accreditation of Healthcare Organizations?  If so, by which organization are you  accredited, what type of accreditation (full, provisional, etc.) is it, and when does it  expire?  Provide evidence of the accreditation. If not accredited, are you planning to  seek accreditation?  From which organization?  When?

2.
Are you able to supply information in Health Plan Employer Data and Information Set  (HEDIS) format?  (OPM requires HEDIS information be reported.)  If not, do you expect to be able to do so in the future?  When?

[If you are a Federally qualified/approved HMO/CMP or are accredited by a national accrediting organization, go to Section VI.; otherwise, answer the following questions.]

3.
Discuss the process you use to determine or verify that providers are and remain  appropriately licensed.

4.
Discuss any requirements you have concerning board certification of primary and  specialty physicians under the various specialty certification programs of the American   Board of Medical Specialties and the American Osteopathic Association.

5.
Discuss how you monitor utilization of the following:

a. Physician services

b. Laboratory and X-ray services

c. Hospital services

d. Out-of-area hospital services

6.
Discuss your approach to quality control, including control of primary care services, referrals, and hospitalization, with particular emphasis on how you evaluate (and  correct, if necessary) whether inappropriate or substandard care services have been  furnished.

7.
Describe your procedures for handling member complaints, and submit the results of the most recent member satisfaction survey, if any.  Describe how member appeals of  denied claims or services are handled.  How are malpractice claims handled?

VI.  GENERAL INFORMATION

1.
List, by name, title, and phone number the persons who are responsible for the  following key management functions of the plan:  executive, medical, utilization  review, finance, and marketing.  Provide a current resume’ for each person.

2.
List State regulatory officials with authority over you, including your usual contact,  with phone numbers.

3.
Describe how your physicians are paid (salary, fee-for-service, capitation, etc.). 

4.
Discuss your risk-sharing features with respect to primary care physicians, referral  physicians, hospitals, and ancillary providers.  Are providers required to have  reinsurance when they assume direct risk?  Summarize how any risk pools operate.  May you use risk pool funds, or increase the withhold to cover deficits?

VII. CERTIFICATIONS

Complete the attached Drug Free Work Place and Anti-Lobbying certifications and have them signed by a carrier contracting official.
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