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Attachment 2
Bidder’s Assurances
Part A: Medicaid Utilization Review and Quality Improvement Activities
The Bidder’s Assurances form MUST be signed in ink by an official authorized to bind the organization to the provisions of the RFP and Proposal.  Proposals which do not include this signed form will be considered non-responsive, resulting in rejection of the Proposal.

· The bidder accepts the terms and conditions as stated in the RFP. 

· The bid is valid for a period of two hundred forty (240) calendar days from the date of submission of the proposal.

· The bidder agrees to be responsible to the Department for performance of all work specified in the RFP, including work assigned to subcontractors.

· The bidder assures that the detailed work plan and schedule of deliverables set forth by the organization as its Technical Proposal will fulfill all statewide requirements as described in the RFP and will provide for the dedicated qualified staff, space, expertise and capacity to fulfill contract deliverables.

· The bidder assures that the organization and its employees, subcontractors, consultants, volunteers, and subsidiaries, are not and will not be directly or indirectly involved with any provider or parties whose activities would represent a conflict of interest with respect to conducting the duties and responsibilities outlined in this RFP.  
· The bidder assures the organization and its employees, subcontractors, consultants and volunteers will implement and maintain policies and procedures to assure the confidentiality of personally identifiable data and information or records pertaining to patient care including compliance with all pertinent Health Insurance Portability and Accountability Act (HIPAA) requirements and Article 27F of the Public Health Law.
· The bidder assures its ability to secure an indemnity (for at least $5,000,000) to protect the organization and, in turn, the State against any loss of claim incurred as a result of carrying out the duties and responsibilities of this program.
· The bidder assures that no funds were paid or will be paid, by or on behalf of the bidder, to any person for the purpose of influencing or attempting to influence any officer or employee of the federal or state government with regard to obtaining a contract.
· The bidder assures that it conforms to vendor responsibility requirements of State Finance Law.  The bidder has completed the Vendor Responsibility Questionnaire and Attestation Attachment 9.
________________________________


________________

Signature of Authorized Official



Date

Printed Name of Authorized Official

Attachment 3

NEW YORK STATE

DEPARTMENT OF HEALTH

BID FORM

PROCUREMENT TITLE: _______________________________FAU #_____________

Bidder Name:   


Bidder Address:


Bidder Fed ID No:


A. _________________________________bids a total price of  $________________


(Name of Offerer/Bidder)

B. Affirmations & Disclosures related to State Finance Law §§ 139-j & 139-k:

Offerer/Bidder affirms that it understands and agrees to comply with the procedures of the Department of Health relative to permissible contacts (provided below) as required by State Finance Law §139-j (3) and §139-j (6) (b).
Pursuant to State Finance Law §§139-j and 139-k, this Invitation for Bid or Request for Proposal includes and imposes certain restrictions on communications between the Department of Health (DOH) and an Offerer during the procurement process. An Offerer/bidder is restricted from making contacts from the earliest notice of intent to solicit bids/proposals through final award and approval of the Procurement Contract by the DOH and, if applicable, Office of the State Comptroller (“restricted period”) to other than designated staff unless it is a contact that is included among certain statutory exceptions set forth in State Finance Law §139-j(3)(a).  Designated staff, as of the date hereof, is/are identified on the first page of this Invitation for Bid, Request for Proposal, or other solicitation document.  DOH employees are also required to obtain certain information when contacted during the restricted period and make a determination of the responsibility of the Offerer/bidder pursuant to these two statutes.  Certain findings of non-responsibility can result in rejection for contract award and in the event of two findings within a 4 year period, the Offerer/bidder is debarred from obtaining governmental Procurement Contracts.  Further information about these requirements can be found on the Office of General Services Website at: http://www.ogs.state.ny.us/aboutOgs/regulations/defaultAdvisoryCouncil.html

1. Has any Governmental Entity made a finding of non-responsibility regarding the individual or entity seeking to enter into the Procurement Contract in the previous four years?  (Please circle):



No


Yes

If yes, please answer the next questions:

1a.  Was the basis for the finding of  non-responsibility due to a violation of State    Finance Law §139-j (Please circle):



No


Yes

1b. Was the basis for the finding of  non-responsibility due to the intentional provision of false or incomplete information to a Governmental Entity?  (Please circle):



No


Yes

1c. If you answered yes to any of the above questions, please provide details regarding the finding of non-responsibility below.

Governmental Entity:__________________________________________

Date of Finding of Non-responsibility:  ___________________________

Basis of Finding of Non-Responsibility:  __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

(Add additional pages as necessary)

2a. Has any Governmental Entity or other governmental agency terminated or withheld a Procurement Contract with the above-named individual or entity due to the intentional provision of false or incomplete information?  (Please circle):



No
Yes

2b. If yes, please provide details below.

Governmental Entity:  _______________________________________

Date of Termination or Withholding of Contract:  _________________

Basis of Termination or Withholding:       __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
(Add additional pages as necessary)

C. Offerer/Bidder certifies that all information provided to the Department of Health with respect to State Finance Law §139-k is complete, true and accurate.

D. Offerer/Bidder agrees to provide the following documentation either with their submitted bid/proposal or upon award as indicated below:
With Bid
Upon Award

(
(
1.  A completed N.Y.S Taxation and Finance Contractor Certification Form ST-220-CA (for procurements greater than or equal to $100,000)

(
(

2.  A completed N.Y.S. Office of the State Comptroller Vendor Responsibility Questionnaire (for procurements greater than or equal to $100,000)
(
(
 3. A completed State Consultant Services Form A, Contractor's Planned Employment From Contract Start Date through End of Contract Term
-----------------------------------------------------------------------------------------------------------

________________________________________

___________________________________

(Officer Signature)




          
          (Date)

_________________________________________

___________________________________

(Officer Title)






      (Telephone)

____________________________________

(e-mail Address)

Attachment 4

NEW YORK STATE

DEPARTMENT OF HEALTH

NO-BID FORM

PROCUREMENT TITLE: _______________________________FAU #_____________

Bidders choosing not to bid are requested to complete the portion of the form below:

· We do not provide the requested services.  Please remove our firm from your mailing list

· We are unable to bid at this time because:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________
________________________________________________________________________

· Please retain our firm on your mailing list.

________________________________________________________________________________

(Firm Name)

____________________________________
_____________________________________




(Officer Signature)




          (Date)

____________________________________
_____________________________________




(Officer Title)





      (Telephone)

__________________________________
(e-mail Address)

FAILURE TO RESPOND TO BID INVITATIONS MAY RESULT IN YOUR FIRM BEING REMOVED FROM OUR MAILING LIST FOR THIS SERVICE. 

Attachment 5

Vendor Responsibility Attestation

To comply with the Vendor Responsibility Requirements outlined in Section V, Administrative, J. Vendor Responsibility Questionnaire, I hereby certify:

Choose one:


An on-line Vender Responsibility Questionnaire has been updated or created at OSC's website: https://portal.osc.state.ny.us within the last six months.


A hard copy Vendor Responsibility Questionnaire is included with this proposal/bid and is dated within the last six months.  



A Vendor Responsibility Questionnaire is not required due to an exempt status.  Exemptions include governmental entities, public authorities, public colleges and universities, public benefit corporations, and Indian Nations.

Signature of Organization Official:









Print/type Name:











Title:













Organization:












Date Signed:







Attachment 6

Contractor’s Planned Employment

From Contract Start Date through End of Contract Term


[image: image1]
	Employment Category
	Number of Employees
	Number of Hours to be Worked
	Amount Payable Under the Contract

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Totals this page:
	0
	0
	$  0.00

	Grand Total:
	0
	0
	$  0.00


Name of person who prepared this report:

Title:






Phone #:

Preparer’s signature:

Date Prepared:     /     /



Page      of    







(use additional pages if necessary)






[image: image2]
Contractor’s Annual Employment Report

Report Period:  April 1, ____ to March 31, ____



[image: image3]
Scope of Contract (Chose one that best fits):

	Analysis
	Evaluation
	Research

	Training
	Data Processing
	Computer Programming

	Other IT Consulting
	Engineering
	Architect Services

	Surveying 
	Environmental Services
	Health Services

	Mental Health Services
	Accounting
	Auditing

	Paralegal
	Legal
	Other Consulting


	Employment Category
	Number of Employees
	Number of Hours to be Worked
	Amount Payable Under the Contract

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Totals this page:
	0
	0
	$  0.00

	Grand Total:
	0
	0
	$  0.00


Name of person who prepared this report:

Title:






Phone #:

Preparer’s signature:

Date Prepared:     /     /



Page      of    







(use additional pages if necessary)

Instructions

State Consultant Services

Form A: Contractor’s Planned Employment

And

Form B: Contractor’s Annual Employment Report

Form A: 
This report must be completed before work begins on a contract.  Typically it is completed as a part of the original bid proposal.  The report is submitted only to the soliciting agency who will in turn submit the report to the NYS Office of the State Comptroller.

Form B:
This report must be completed annually for the period April 1 through March 31.  The report must be submitted by May 15th of each year to the following three addresses:

1. The designated payment office (DPO) outlined in the consulting contract.

2. NYS Office of the State Comptroller

Bureau of Contracts

110 State Street, 11th Floor

Albany, NY 12236

Attn: Consultant Reporting

or via fax to –

(518) 474-8030 or (518) 473-8808

3. NYS Department of Civil Service

Alfred E. Smith Office Building

Albany, NY 12239

Attn: Consultant Reporting

Completing the Reports:

Scope of Contract (Form B only): a general classification of the single category that best fits the predominate nature of the services provided under the contract.

Employment Category: the specific occupation(s), as listed in the O*NET occupational classification system, which best describe the employees providing services under the contract.  Access the O*NET database, which is available through the US Department of Labor’s Employment and Training Administration, on-line at online.onetcenter.org to find a list of occupations.)

Number of Employees: the total number of employees in the employment category employed to provide services under the contract during the Report Period, including part time employees and employees of subcontractors.

Number of hours (to be) worked: for Form A, the total number of hours to be worked, and for Form B, the total number of hours worked during the Report Period by the employees in the employment category.

Amount Payable under the Contract: the total amount paid or payable by the State to the State contractor under the contract, for work by the employees in the employment category, for services provided during the Report Period.
Attachment 7

COST PROPOSAL Forms

Medicaid UtilIzation Review /Quality Improvement  

The following Cost Proposal Forms are to be used in submitting a proposal in response to Part A of this RFP – Medicaid UR/QI:

 Note:  All forms must be completed.

Annual Cost Proposal Form 1- Annual Cost Proposal Form (UR/QI BF-1)
UR/Cost Proposal Form 1.1–  Medicaid UR/QI 




 Annual Price Schedule (UR/QI BF-1.1)
UR/QI Cost Proposal Form 1.2 – QIPs Annual Expenses (UR/QI BF-1.2)
UR/QI Cost Proposal Form 1.3 –
Price Sheet for Unanticipated Work 

	ORGANIZATION:  
	
	
	MEDICAID UR/QI

	CONTRACT PERIOD:
	
	
	

	
	COST PROPOSAL FORM 1
	
	

	
	
	
	


 ANNUAL COST PROPOSAL FORM
Instructions: For each category area provide a fixed price amount.  Please refer to individual cost proposal form to provide information on detailed deliverables.

ALL AMOUNTS MUST BE ROUNDED TO THE NEAREST DOLLAR.

	Category
	Deliverables
	Total Dollars Requested

	Utilization and Review:
	
	

	Chart Reviews
	Refer to UR/QI Cost Proposal Form 1.1 (Category 1)
	$

	D & T Surveys
	Refer to UR/QI Cost Proposal Form 1.1 (Category 2)
	$

	Home-Based Services:
	
	

	Retrospective Case Reviews 
	Refer to UR/QI Cost Proposal Form 1.1 (Category 3)
	$

	Quality Improvement:
	
	

	QIP 1
	Refer to UR/QI Cost Proposal Form 1.2
	$

	QIP 2
	Refer to UR/QI Cost Proposal Form 1.2
	$

	Unanticipated Work
	Refer to UR/QI Cost Proposal Form 1.3
	$

	Total Annual Bid:
	$

	Total 5 Year Bid:
	$

	Start Up Fees:
	$

	* Total Final Bid:
	$


* Total Final Bid is determined by the following: 

(Annual Bid x 5) + Start Up Fees = Total Final Bid
            

COST PROPOSAL FORM 1.1 
ANNUAL EXPENSES

ANNUAL PRICE SCHEDULE

	Category  1 (see Section III.O.1)

Chart Reviews
	ESTIMATED ANNUAL REVIEW VOLUME
	UNIT PRICE
	AMOUNT

REQUESTED

	Two Days to Home – ALC
	200
	
	

	Cost Outliers
	2,500  
	
	

	Readmission
	15,000
	
	

	Discharge Review
	500
	
	

	Diagnostic Medical Admissions/Short Stays UR
	25,000 
	
	

	Transfers
	1,000
	
	

	Random/Focused
	5,000
	
	

	Specialty Hospital/Exempt Unit/Psychiatric Review
	7,000 
	
	

	DRG Concerns
	46,000 
	
	

	Mortality/Complications
	10,000
	
	

	NYPORTS Reviews
	2,100
	
	

	Concurrent Quality of Care
	20,000
	
	

	Additional Quality of Care
	5,000
	
	

	Specialist Consultant Review
	800
	
	

	Category 1 *Total Amount Requested 
	140,100 
	
	


	Category 2 (III.O.2)

	*Diagnostic and Treatment Center Surveys
	18
	
	


	Category 3 (III.O.3.a.)

	*Home-Based Services Retrospective Case Reviews
	5,000
	
	


     *  Carry forward to Cost Proposal Form 1





UR/QI BF-1.

	ORGANIZATION:

CONTRACT PERIOD:


	  COST PROPOSAL FORM 1.2
	

	 QUALITY IMPROVEMENT PROJECTS (QIPs)
Section III.D and III.O.4

	The UR/QI agent will conduct two annual Quality Improvement Projects (QIPs) per contract year.  Using the below form, the UR/QI agent will provide a firm fixed annual price for all costs associated with conducting these projects. The bidder will develop and implement an annual QIP work plan and schedule of deliverables subject to DOH approval.  The UR/QI agent will receive quarterly payments based upon workplan activities successfully completed each quarter and their associated percent of the annual amount requested for each QIP.  

	CATEGORY OF EXPENSE
	 Amount

Requested

	* QIP 1: 
	$

	

	* QIP 2:
	$


* Carry forward to Cost Proposal Form 1











UR/QIBF-1.2

ORGANIZATION:



CONTRACT PERIOD:

COST PROPOSAL FORM 1.3 (See III.O.5 of Scope of Work)

UNANTICIPATED WORK EXPENSE/PRICE

	A. Item – Personal Cost (Including any Fringe and Overhead Costs)

	Price/Hour
	Hours
	Total Dollars

	Physician Reviewers
	
	500
	

	RN Reviewers
	
	1,000
	

	Medicaid Record Coders
	
	300
	

	Administrative Staff (Professional)
	
	400
	

	Data Staff
	
	200
	

	Support Staff
	
	300
	

	Subtotal A
	
	
	$


	B. Other Direct Costs as a % of Personal Cost
	% of Personal Cost
	Subtotal A

Total Percent Costs

	Total Dollars

	Subtotal B
	
	
	$


	C. Total

	(Subtotal A + B)

	Total Dollars Bid for Unanticipated Work

Carry forward to Medicaid Budget 
Proposal Form 1

	$


UR/QI BF-1.3

Attachment 8

TECHNICAL PROPOSAL FORMS

Medicaid UTILIZATION REVIEW /QUALITY IMPROVEMENT 
The following Technical Proposal Forms are to be used in submitting a proposal in response to Part A of this RFP – Medicaid UR/QI:

All forms must be completed.

1. Direct Staffing Summary Form (UR/QI TP-1) 
2. Indirect Personnel Services Summary (UR/QI TP-2) 
3. Position Description form (UR/QI TP-3)

Technical Proposal Form 1 
Direct Staffing Summary

For each activity, list all position titles that will be utilized for that activity including the percent of full time equivalent of each tile and responsibilities and duties of each title.  Use attachment if necessary.  

	ACTIVITY*
	TITLES
	FTE
	TITLE RESPONSIBILITIES/DUTIES

	Utilization and Review:
	
	
	

	Chart Reviews
	
	
	

	D & T Surveys
	
	
	

	Home-Based Services:
	
	
	

	Retrospective Case Reviews
	
	
	

	Quality Improvement:
	
	
	

	QIP 1
	
	
	

	QIP 2
	
	
	


*PLEASE NOTE: Staffing for Unanticipated Work is not required 
























UR/QI TP-1









Technical Proposal Form 2 
*INDIRECT PERSONNEL SERVICES SUMMARY 

For all UR/QI contract deliverables, list all individual titles and the percent of full time equivalent of each tile(s) that will be utilized to support contract deliverables.  Use additional pages as necessary.  
	ACTIVITY
	TITLES

(List individual titles)
	% Of FTE FOR EACH TITLE

	ALL UR/QI

Contract Deliverables
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


* Indirect Personnel Services: Staff used to support contract deliverables
















UR/QI TP- 2


	ORGANIZATION:  
	

	CONTRACT PERIOD:
	
	

	
	
	

	
	TECHNICAL PROPOSAL FORM 3
	

	POSITION DESCRIPTION FORM

	
	
	

	
	
	

	For all funded positions, include a brief paragraph summarizing the duties/responsibilities the individual is performing directly related to this contract.  Attach additional sheets as necessary.

	
	
	

	


Attachment 21

BIDDER’S PROPOSED M/WBE UTILIZATION PLAN
	Bidder Name:       

	RFP Title:       
	RFP Number

 0712071036-R     


Description of Plan to Meet M/WBE Goals

	     


PROJECTED M/WBE USAGE     

	
	%
	Amount

	1.     Total Dollar Value of  Proposal Bid
	100
	$                    

	2.     MBE Goal Applied to the Contract
	    
	$                    

	3.     WBE Goal Applied to the Contract
	    
	$                    

	4.     M/WBE Combined Totals
	    
	$                    


MINORITY OWNED BUSINESS ENTERPRISE (MBE) INFORMATION

In order to achieve the MBE Goals, bidder expects to subcontract with New York State certified MINORITY-OWNED entities as follows: 

	MBE Firm

(Exactly as Registered)
	Description of Work (Products/Services)  [MBE]
	Projected MBE Dollar Amount

	Name

     
Address

     
City, State, ZIP

     
Employer I.D.

     
Telephone Number

(   )     -     
	     
	$                


	Name

     
Address

     
City, State, ZIP

     
Employer I.D.

     
Telephone Number

(   )     -     
	     
	$                


	Name

     
Address

     
City, State, ZIP

     
Employer I.D.

     
Telephone Number

(   )     -     
	     
	$                



WOMEN OWNED BUSINESS ENTERPRISE (WBE) INFORMATION 

 In order to achieve the WBE Goals, bidder expects to subcontract with New York State certified WOMEN-OWNED entities as follows: 

	WBE Firm

(Exactly as Registered)
	Description of Work (Products/Services)  [WBE]
	Projected WBE Dollar Amount



	Name

     
Address

     
City, State, ZIP

     
Employer I.D.

     
Telephone Number

(   )     -     
	     
	$                


	Name

     
Address

     
City, State, ZIP

     
Employer I.D.

     
Telephone Number

(   )     -     
	     
	$                


	Name

     
Address

     
City, State, ZIP

     
Employer I.D.

     
Telephone Number

(   )     -     
	     
	$                






ORGANIZATION:


CONTRACT PERIOD:




















MEDICAID UR/QI












































MEDICAID UR/QI












































MEDICAID UR/QI












































ORGANIZATION:


CONTRACT PERIOD:





ORGANIZATION:


CONTRACT PERIOD:





MEDICAID UR/QI


























MEDICAID UR/QI





MEDICAID UR/QI





OSC Use Only  


Reporting Code:


Category Code:


Date Contract Approved:





State Consultant Services


FORM A








New York State Department of Health		Agency Code 12000


Contractor Name:					Contract Number:





Contract Start Date:    /      /			Contract End Date:     /      /





OSC Use Only  


Reporting Code:


Category Code:





State Consultant Services


FORM B








New York State Department of Health		Agency Code 12000


Contract Number:


Contract Start Date:    /      /			Contract End Date:     /      /


Contractor Name:


Contractor Address:





Description of Services Being Provided: 
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