
ATTACHMENT 1

Cover Sheet

Attachment 1
RFP # 0908250410
COVER SHEET

Name of Bidder (Legal name as registered with the New York State Department of State)

Mailing Address (Street address, P.O. Box, City, State, ZIP Code)
Federal Employer Identification Number:
Specialty Categories for Bid (Please Initial and Check Box for each Specialty Category Bidder is Proposing to Provide)
Specialty Category






Check Box


Initial

Specialty Drug Products







 FORMCHECKBOX 



     
Drugs for Treatment of Cystic Fibrosis





 FORMCHECKBOX 



     
Human Growth Hormones






             
 FORMCHECKBOX 




Clotting Factor Products







 FORMCHECKBOX 




By checking and initialing the boxes above, the bidder is agreeing to the reimbursement rate specified in Attachment 7e, Defined Specialty Drug Category Reimbursement and is agreeing to supply all the products in the specified category.
	Name/Title of person authorized to act as the contact for this firm in matters regarding this proposal:
	Name/Title of person authorized to obligate this firm in matters regarding this proposal or the resulting contract:

	Printed Name (First Last):

Title:

Telephone number: (     )

Fax number: (     )

E-mail:
	Printed Name (First Last):

Title:

Telephone number: (     )

Fax number: (     )

E-mail:



The above named individual attests that:

 FORMCHECKBOX 
 The bidder is licensed as a pharmacy by NYS Department of Education;

 FORMCHECKBOX 
 The bidder has 5 years experience in the operation of a specialty pharmacy; 

 FORMCHECKBOX 
 The bidder is accredited by JCAHO, ACHC, or CHAP; and
 FORMCHECKBOX 
 The bidder is enrolled in Medicare 
By signing the cover sheet, the above named individual attests to his/her express authority to sign on behalf on the above named entity and acknowledges and accepts that:

All specifications, general and specific appendices, including Appendix-A, the Standard Clauses for all New York State contracts, and all schedules and forms contained herein will become part of any contract entered, resulting from the Request for Proposal.  Anything which is not expressly set forth in the specification, appendices and forms and resultant contract, but which is reasonable to be implied, shall be furnished and provided in the same manner as if specifically expressed.
Signature of Bidder’s Authorized Representative:




Date:

ATTACHMENT 7

Bidder’s Response Forms

 Response Forms (ATT 7a-7d)
Bidder Name:  ___________________

TP FORM – 1:  Summary of Corporate Experience and References
****Each client referenced must be submitted on a separate TP-Form-1****
Name of Organization:







Telephone Number:

Contact Name and Title:









Address:









E-Mail Address:

	Specific Nature of Services Provided for a Specialty Pharmacy Program

Provide and overview of the nature and extent of service provided to this referenced client.
	Service Dates From/To
	Project Scale

Number of covered lives

	
	
	

	


Bidder Name:  

Name of Client:

Contact Name and Title:

Address:

Telephone Number:

E-Mail Address:

****Each client referenced must be submitted on a separate TP-Form-2****
Describe Bidder’s Experience with the Development, Implementation and Operation of a Specialty Pharmacy Program

1) Maintaining inventories of specialty pharmacy drugs and coordination of ancillary medical supplies and equipment.

2) Implementing and operating a specialty pharmacy dispensing and delivery 
system, specifically detailing experiences with Medicaid programs, providers 
and beneficiaries, if any.

3) Operating provider and member call centers to make and receive requests for 
prescriptions and refills, and to respond to general inquiries and complaints.

4) Implementing and operating a clinical support system, including therapy 
management programs and a clinical call center.

5) Assessing patient adherence and compliance.

6) Operating patient assistance programs that include individualized education, 
guidance, support and ongoing communication.

7) Educating providers and enrollees on topics such as specialty pharmacy 
drugs, therapy management programs and coordination of home 
administration services, supplies and equipment.

8) Evaluating specialty drug programs and developing recommendations for new 
specialty pharmacy drugs, requirements for prior authorization, quantity limits 
and requirements for prospective and retrospective drug utilization review 
(DUR).

9)  Providing government agencies, health plans or insurers with relevant 
statistics on specialty pharmacy program data.

10)  Using IT systems to exchange information with clients.

Cost Savings:   The bidder must describe how they have reduced expenditures for the client by providing services similar to those described by the RFP.  
1)
A description of how the Bidder reduced expenditures for 
specialty pharmaceuticals, while maintaining access for enrollees including the dollar amount and percentage of the expenditure reduction.

2)
A description of the method by which the bidder quantified the reductions in expenditures.

Bidder Name:____________________

TP Form – 3:  Job Description

Job Title:

	Primary Objectives


	

	Nature of Responsibilities+
	

	Job Qualifications
	Minimum
	

	
	Preferred
	

	Educational Requirements
	

	Reporting Relationships
	


Bidder Name:  __________________
TP Form – 4: Personnel Resume

Name:







Title:

Organization:






Years of Service:

Pharmaceutical Program Experience

	Reference
	Responsibilities
	% of Time dedicated to NYS Medicaid Account

	From
	To
	Contact Person Name, Title, Address & Telephone #
	
	

	
	
	
	
	


Other Related Experience

	Reference
	Responsibilities

	From
	To
	Contact Person Name, Title, Address & Telephone #
	

	
	
	
	


Bidder Name:  __________________
TP Form – 4: Personnel Resume

Educational & Certification

	From
	To
	Institution
	Degree/Hours

	
	
	
	


 Experience (i.e. Hardware/Software)
	

	

	


ATTACHMENT 8

NYS DOH Bid Form

NEW YORK STATE

DEPARTMENT OF HEALTH

BID FORM

PROCUREMENT TITLE: NYS Medicaid Specialty Pharmacy Program  

FAU # 0908250410
Bidder Name:   


Bidder Address:


Bidder Fed ID No:


A. _________________________________agrees to the reimbursement rate provided in
(Name of Offerer/Bidder)
Attachment 7e of this RFP







                     











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.

ATTACHMENT 9

NYS DOH No Bid Form

NEW YORK STATE

DEPARTMENT OF HEALTH

NO-BID FORM

PROCUREMENT TITLE: NYS Medicaid Specialty Pharmacy Program   FAU # 0908250410
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 10

Vendor Responsibility Attestation

Vendor Responsibility Attestation

To comply with the Vendor Responsibility Requirements outlined in Section E, Administrative, 8. 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 16

Minority and/or Women Owned Business Enterprises (M/WBE) Forms

New York State Department of Health
M/WBE Procurement Forms
The following forms are required to maintain maximum participation in M/WBE procurement and contracting:

1.
Bidders Proposed M/WBE Utilization Form 

2.
Minority Owned Business Enterprise Information

3.
Women Owned Business Enterprise Information

4.
Subcontracting Utilization Form

5
M/WBE Letter of Intent to Participate

6.
M/WBE Staffing Plan

New York State Department of Health
BIDDERS PROPOSED M/WBE UTILIZATION PLAN

	Bidder Name:       

	RFP Title:       
	RFP Number
      


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
	    
	$                    


New York State Department of Health
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

(   )     -     
	     
	$                



New York State Department of Health
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

(   )     -     
	     
	$                



New York State Department of Health

SUBCONTRACTING UTILIZATION FORM

Agency Contract:______________________________________  Telephone:______________________

Contract Number:______________________________________  Dollar Value:____________________

Date Bid:________________  Date Let:__________________  Completion Date:___________________

Contract Awardee/Recipient:___________________________________

                                                   Name

                                              _____________________________________________________________

                                                   Address

                                              _____________________________________________________________

                                                   Telephone

Description of Contract/Project Location:___________________________________________________

Subcontractors Purchase with Majority Vendors:

Participation Goals Anticipated:________________ % MBE __________________% WBE

Participation Goals Achieved:   ________________ % MBE __________________% WBE

Subcontractors/Suppliers:

	Firm Name

and City
	Description of

Work
	Dollar

Value
	Date of

Subcontract
	Identify if

MBE or WBE or

NYS Certified

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Contractor’s Agreement: My firm proposes to use the MBEs listed on this form

	Prepared By:

(Signature of Contractor)

	Print Contractor’s Name:
	Telephone #:
	Date:

	Grant Recipient Affirmative Action Officer Signature (If applicable):



	FOR OFFICE USE ONLY

	Reviewed: By:


	Date:

	M/WBE Firms Certified:_______________                      Not Certified:_____________________



	CBO:_______________                          MCBO:_____________________




New York State Department of Health
MWBE ONLY
MWBE SUBCONTRACTORS AND SUPPLIERS

LETTER OF INTENT TO PARTICIPATE

To: ________________________________   Federal ID Number: ___________________

        (Name of Contractor)

Proposal/ Contract Number: _______________________

Contract Scope of Work: ______________________________________________________

The undersigned intends to perform services or provide material, supplies or equipment as:_________________________________
____________________________________________________________________


Name of MWBE: ______________________________________________________________


Address: _____________________________________________________________________


Federal ID Number: ____________________________________________________________


Telephone Number: ____________________________________________________________


Designation:



MBE - Subcontractor

  Joint venture with:



WBE - Subcontractor

  Name: ____________________________







  
  Address: _________________________



MBE - Supplier


  ________________________________



WBE - Supplier


  Fed ID Number: ___________________







                             MBE              







                             WBE         




               

Are you New York State Certified MWBE?  ____________Yes    __________No

The undersigned is prepared to perform the following work or services or supply the following materials, supplies or equipment in connection with the above proposal/contract.   (Specify in detail the particular items of work or services to be performed or the materials to be supplied): ___________________

______________________________________________________________________________

at the following price: $ _____________________________

The contractor proposes, and the undersigned agrees to, the following beginning and completion dates for such work.

Date Proposal/ Contract to be started: _______________________________________

Date Proposal/ Contract to be Completed: _____________________________________

Date Supplies ordered: __________________________   Delivery Date: __________

The above work will not further subcontracted without the express written permission of the contractor and notification of the Office.   The undersigned will enter into a formal agreement for the above work with the contractor ONLY upon the Contractor’s execution of a contract with the Office.

____________________


______________________________________

Date                                           Signature of M/WBE Contractor                    

                                         ______________________________________                                        Printed/Typed Name of M/WBE Contractor

INSTRUCTIONS FOR M/WBE SUBCONTRACTORS AND SUPPLIERS LETTER OF INTENT TO PARTICIPATE


This form is to be submitted with bid attached to the Subcontractor’s Information Form in a sealed envelope for each certified Minority or Women-Owned Business enterprise the Bidder/Awardee/Contractor proposes to utilize as subcontractors, service providers or suppliers.


If the MBE or WBE proposed for portion of this proposal/contract is part of a joint or other temporarily-formed business entity of independent business entities, the name and address of the joint venture or temporarily-formed business should be indicated.

Page 2

New York State Department of Health

M/WBE STAFFING PLAN
Check applicable categories:
(   Project Staff
(   Consultants
(   Subcontractors

Contractor Name_________________________________________________________________________
Address _________________________________________________________________          _________________________________________________________________

	
	Total
	Male
	Female
	Black
	Hispanic
	Asian/

Pacific

Islander
	Other

	STAFF
	
	
	
	
	
	
	

	Administrators
	
	
	
	
	
	
	

	Managers/Supervisors
	
	
	
	
	
	
	

	Professionals
	
	
	
	
	
	
	

	Technicians
	
	
	
	
	
	
	

	Clerical
	
	
	
	
	
	
	

	Craft/Maintenance
	
	
	
	
	
	
	

	Operatives
	
	
	
	
	
	
	

	Laborers
	
	
	
	
	
	
	

	Public Assistance Recipients
	
	
	
	
	
	
	

	TOTAL
	
	
	
	
	
	
	


____________________________________________     

(Name and Title)                                                                                                                  

____________________________________________

Date

