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I EVALUATION CRITERIA I 
RFP NUMBER 6102 Z1, Administrative Support Services for the State of 

Nebraska Employee Health Care Benefits Plans 
Opening Date: August 08, 2019 at 2:00 P.M. Central Time 

Request for Proposal/Proposal Requirements 
The proposals will first be examined to determine if all requirements listed below have been 
addressed and whether further evaluation is warranted. Proposals not meeting the requirements may 
be rejected as non-responsive. The requirements are: 

1. Original Request for Proposal for Contractual Services form signed using an indelible 
method; 

2. Clarity and responsiveness of the proposal; 
3. Completed Corporate Overview (Attachment A Bidder Questionnaire); 
4. Completed Sections 11 through VI; 
s. Completed Technical Approach (Attachment A Bidder Questionnaire); and 
s. Completed State Cost Proposal Template. 

Evaluation Criteria 
All responses to this Request for Proposal, which fulfill all proposal requirements, will be evaluated. 
Each category will have a maximum possible point potential. Areas that will be addressed and scored 
during the evaluation include: 

Evaluation Criteria Possible Points 

Corporate Overview 2,300 

Technical Approach 8,720 

Cost Proposal Points 3,706 

Total Points without Oral Interviews 14,726 

Oral Interviews, (if required) 2,594 

Total Points with Oral Interviews 17,320 

Cost Proposal Points 
Cost points should be calculated as follows: 

1. The highest savings submitted receives the maximum points. 
2. To assign points to all others, the following formula should be followed: 

Savings Submitted + Highest Savings Submitted x Maximum Possible Cost 
Points = Cost Points to Award (see samples below) 

Formula Sample Sample Sample 

Savings Submitted $100,000 $200,000 $150,000 

Highest Savings Submitted $200,000 $200,000 $200,000 

X Maximum Possible Cost Points 40 40 40 

= Points To Award 20 40 30 

Noted. 
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Executive Summary State of Nebraska RFP 6021 Z1 

Since 2012, UnitedHealthcare (UHC) has had the privilege to strategically partner with the 
State of Nebraska to build a best in class benefits programs focused on the needs of the 
State's teammates. We know from our history of serving you that your goal is to provide a 
simple, integrated and engaging experience for your members while providing the right 
care at the right place at the right price. 

Member Experience 

From the very beginning, UnitedHealthcare has actively engaged your teammates to help 
them embrace a culture of health ownership where they become informed consumers 
empowered to make smart health care decisions. We are committed to continue to do this 
through: 

• Advocate4me customer service model - 1st call resolution and engaging the member 
with communication on all programs and tools that would be helpful to the member 

• Myuhc.com/Health4me app - Award winning technology with access to personalized 
benefits information and education 

• Medical and Pharmacy Cost Transparency Tools - Compare cost of care 

• Real Appeal® - 52-week Weight Loss and Lifestyle intervention program 

• 24/7 Nurseline program 

• Virtual Visits - Online medical and behavioral health providers available 24/7 

• Premium Provider Program - Helps members find provider that demonstrate the best 
treatment outcomes at the best cost 

• HealtheNotes - Reminders sent to members on gaps in care/screening needs 

• Rally - A simple and fun integrated member experience providing tools focused on 
personalized health and wellness 

The State of Nebraska teammates know that UnitedHealthcare truly cares about their 
health and wellness journey, and have told us so by responding to our member satisfaction 
surveys with very high scores averaging 9 on a 10 point scale. 

Plan Performance 

In the first year with UHC, the State paid $13.3M less in plan costs compared to the 
amount paid with the prior carrier. Through our cost management solutions, we have 
kept annual trend numbers well below national norms. In addition, UnitedHealthcare's 
administration of the plan has helped the State of Nebraska keep teammate premiums 
lower and allowed the State to continue to offer a strong benefits package to their 
teammates. 
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The solutions UHC has brought to the table for the State of Nebraska benefits plan have 
shown impressive results for the policy year ending 6/30/18: 

Medical Network Discount Savings $97 .OM 

Cost Management Reductions $35.4M 

Pharmacy Clinical Program Savings $5.5M 

Clinical Program Savings $2.9M 

Total 2018 Savings for the State of Nebraska $140.BM 

We are confident we will continue to provide savings to the State of Nebraska. Our strong 
financial and performance guarantees show we are committed to this important aspect of 
administering the benefit plans for the State. 

Service, Simplicity and Care Integration 

Clifton Sumrall who is the designated Service Account Manager for the State of 
Nebraska goes above and beyond on a daily basis to resolve any complex claim or 
benefit concerns for your members with a turnaround time of less than 24 hours. 

In Jelena Edward's role as the Client Manager, she manages all aspects of open 
enrollment including making sure members have access to accurate timely ID cards and 
updated Benefit Plan material. 

Your UnitedHealthcare Account Manager, Jane Perez meets with the State weekly to 
keep ahead of any needs of the State. She is also the advocate for the State of 
Nebraska within UHC, and is responsible for every aspect of the relationship. 

The full Account Team including your medical director and clinical pharmacist meets 
with the State on a quarterly basis to discuss the benefit plan performance, cost drivers, 
and any strategic recommendations to improve the member experience or control costs 
associated with the plan. 

As the Director of the UHC Nebraska office and the executive sponsor for the State of 
NE, Matt Milam stays current with the State by participating in bi-weekly service call and 
attending every quarterly review meeting. 

Our fully integrated solution links medical, pharmacy, clinical and wellness data creating a 
powerful, high-touch solution for the State of Nebraska's teammates. UnitedHealthcare 
offers a holistic view of a member's health profile and a simplified road map for members 
to access benefits and improve health outcomes. 

UnitedHealthcare Pharmacy 
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With our integrated pharmacy solution in place today, we are able to interact with members 
more frequently. During these interactions, we are able to help members make better 
healthcare decisions and close any identified gaps in care. When members call us (rather 
than us calling them) they are much more likely to engage with us to close a gap in care, 
refill a prescription or enroll in a condition management program. Through Briovalive we 
also offer a face to face live video consultation with one of our specialty pharmacists 
providing support to your member's right in their own homes. 

We understand that for your teammates to have the best possible health outcomes we 
need to ensure our solutions help both the members and their health care providers make 
better decisions with ease and transparency. With our PreCheck MyScript™ tool we have 
empowered physicians at the point of prescribing to access their patient's information and 
understand the member's benefits. This tool allows physicians to select the lower cost 
option and provide a better experience for the member at the pharmacy. 

Your OptumRx Account Manager, Jessica Czajka continually monitors all aspects of the 
Pharmacy environment to provide consultation to the State of Nebraska regarding new 
products as well as anything that is likely to affect members or the Plan in general. 

Wellness and Condition Management Solutions 

Our in-depth understanding of the needs of your members, your organization, your team
and Nebraska-is a strong foundation for integrating the current member experience with 
our proposed multi-year wellness solution. We've worked side-by-side with you to navigate 
the ever-challenging health care environment-and we'll do the same for your wellness 
program. Further, we'll find ways to weave these programs together to make access more 
intuitive and satisfying for your teammates and their families. We're excited about this great 
opportunity to add wellness solutions and to demonstrate to the State of Nebraska the 
many advantages of a highly integrated program. 

Overall Summary 

Our proposal combines integrated solutions, aggressive financials, and strong performance 
guarantees. Our medical administration services are integrated with best in class 
pharmacy solutions and leading edge disease and care management programs. Every 
decision UnitedHealthcare makes is to drive to the lowest cost for plan sponsors, better 
health for members, and a better experience for everyone involved in the patients' total 
health care management. 

You have the personal commitment of your current designated account management team 
at UnitedHealthcare and our senior leadership to: 
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• Proactively keep you informed of market trends and opportunities to improve the 
health of State of Nebraska teammates 

• Engage the State of Nebraska in consistent, open and transparent dialogue so we 
can partner with you to achieve continued high satisfaction for members 

• Partner with the State to develop a wellness strategy to promote healthier lives for 
members, and encourage a culture of health and well-being 



• Enhance and report on UHC cost management programs to ensure that tax payer 
dollars are spent to provide the right care at the right place in the right price. 

Thank you for the opportunity to demonstrate why UnitedHealthcare is the right partner 
to continue to provide medical, pharmacy and well-being benefits to the State of 
Nebraska teammates and their families. We stand ready to offer the full spectrum and 
scale of our products, capabilities, and most importantly, our people, to the State of 
Nebraska. 

Robert Broomfield 
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Form A 
Bidder Contact Sheet 

Request for Proposal Number 6102 

Form A should be completed and submitted with each response to this RFP. This is intended to provide the State with 
information on the bidder's name and address, and the specific person(s} who are responsible for preparation of the bidder's 
response. 

Preparation of Response Contact Information 

Bidder Name: United Healthcare 

Bidder Address: 
9900 Bren Road East 
Minnetonka, Minnesota 55343 

Contact Person & Title: Jane Perez, Strategic Account Executive 

E-mail Address: jane_l_perez@uhc.com 

Telephone Number (Office): (763) 283-3597 

Telephone Number (Cellular): (402) 312-3282 

Fax Number: (866) 745-1551 

Each bidder should also designate a specific contact person who will be responsible for responding to the State if any 
clarifications of the bidder's response should become necessary. This will also be the person who the State contacts to set 
up a presentation/demonstration, if required. 

Communication with the State Contact Information 

Bidder Name: United Healthcare 

Bidder Address: 
9900 Bren Road East 
Minnetonka, Minnesota 55343 

Contact Person & Title: Jane Perez, Strategic Account Executive 

E-mail Address: jane_l_perez@uhc.com 

Telephone Number (Office): (763) 283-3597 

Telephone Number (Cellular) : (402) 312-3282 

Fax Number: (866) 7 45-1551 
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REQUEST FOR PROPOSAL FOR CONTRACTUAL SERVICES FORM 

BIDDER MUST COMPLETE THE FOLLOWING 
By signing this Request for Proposal for Contractual Services form, the bidder guarantees compliance 
with the procedures stated in this Request for Proposal, and agrees to the terms and conditions 
unless otherwise indicated in writing and certifies that bidder maintains a drug free work place. 

Per Nebraska's Transparency in Government Procurement Act, Neb. Rev Stat § 73-603 DAS is required 
to collect statistical information regarding the number of contracts awarded to Nebraska Contractors. This 
information is for statistical purposes only and will not be considered for contract award purposes. 

NEBRASKA CONTRACTOR AFFIDAVIT: Bidder hereby attests that bidder is a Nebraska 
Contractor. "Nebraska Contractor" shall mean any bidder who has maintained a bona fide place of 
business and at least one employee within this state tor at least the six (6) months immediately preceding 
the posting date of this RFP. 

N/A I hereby certify that I am a Resident disabled veteran or business located in a designated 
enterprise zone in accordance with Neb. Rev. Stat. § 73-107 and wish to have preference, if applicable, 
considered in the award of this contract. 

_NIA __ I hereby certify that I am a blind person licensed by the Commission for the Blind & Visually 
Impaired in accordance with Neb. Rev. Stat. §71-8611 and wish to have preference considered in the 
award of this contract. 

FORM MUST BE SIGNED USING AN INDELIBLE METHOD (NOT ELECTRONICALL V) 

FIRM: UnitedHealthcare 

COMPLETE ADDRESS: 9900 Bren Road East 
Minnetonka, Minnesota 55343 

TELEPHONE NUMBER: 1-913-802-5602 

FAX NUMBER: 1-866-942-5981 

DATE: August 6, 2019 . 
..,.-, .,f 

SIGNATURE: ~~/ C)./ _ _. 

TYPED NAME & TITLE OF SIGNER: Robert Broomfield / !::Walth Plan CEO 
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RETURN TO: 
State of Nebraska State Purchasing Bureau 

REQUEST FOR PROPOSAL FOR CONTRACTUAL SERVICES 
State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, NE 68508 
Phone: 402-471-6500 

'.,OLICITATION NUMBER RELEASE DATE 
RFP 6102 21 May 31, 2019 
OPENING DATE AND TIME PROCUREMENT CONTACT 
August OB, 2019 2:00 p.m. Central Time Julie Schiltz/f eresa Fleming 

PLEASE READ CAREFULLY! 
SCOPE OF SERVICE 

The State of Nebraska (State), Department of Administrative Services (DAS), Materiel Division, State Purchasing Bureau (SPB), is 
issuing this Request for Proposal (RFP) Number 6102 Z1 for the purpose of selecting a qualified Bidder to provide Administrative 
Support Services for the State of Nebraska Employee Health Care Benefits Plans. A more detailed description can be found in Section 
V. The resulting contract may not be an exclusive contract as the State reserves the right to contract for the same or similar services 
from other sources now or in the future. 

The term of the contract will be commencing upon execution of the contract by the State and the Bidder (Parties) through June 30, 
2023. The Contract includes the option to renew for four (4) additional one (1) year periods upon mutual agreement of the Parties. The 
State reserves the right to extend the period of this contract beyond the termination date when mutually agreeable to the Parties. 

ALL INFORMATION PERTINENT TO THIS REQUEST FOR PROPOSAL CAN BE FOUND ON THE INTERNET AT: 
http://das.nebraska.gov/materiel/purchasing.html. 

IMPORTANT NOTICE: Pursuant to Neb. Rev. Stat.§ 84-602.04, State contracts in effect as of January 1, 2014, and contracts 
entered into thereafter, must be posted to a public website. The resulting contract, the RFP, and the successful bidder's 
proposal or response will be posted to a public website managed by DAS, which can be found at 
http:1/statecontracts.nebraska.qov. 

In addition and in furtherance of the State's public records Statute (Neb. Rev. Stat. § 84-712 et seq.), all proposals or responses 

1 
•qceived regarding this RFP will be posted to the State Purchasing Bureau public website. 

\ 1ese postings will include the entire proposal or response. Bidders must request that proprietary information be excluded 
dom the posting. The bidder must identify the proprietary information, mark the proprietary information according to state 
law, and submit the proprietary information in a separate container or envelope marked conspicuously in black ink with the 
words "PROPRIETARY INFORMATION". The bidder must submit a detailed written document showing that the release of the 
proprietary information would give a business advantage to named business competitor(s) and explain how the named 
business competitor(s) will gain an actual business advantage by disclosure of information. The mere assertion that 
information is proprietary or that a speculative business advantage might be gained is not sufficient. (See Attorney General 
Opinion No. 92068, April 27, 1992) THE BIDDER MAY NOT ASSERT THAT THE ENTIRE PROPOSAL IS PROPRIETARY. COST 
PROPOSALS WILL NOT BE CONSIDERED PROPRIETARY AND ARE A PUBLIC RECORD IN THE STATE OF NEBRASKA. The 
State will then determine, in its discretion, if the interests served by nondisclosure outweighs any public purpose served by 
disclosure. (See Neb. Rev. Stat. § 84-712.05(3)) The Bidder will be notified of the agency's decision. Absent a State 
determination that information is proprietary, the State will consider all information a public record subject to release 
regardless of any assertion that the information is proprietary. 

If the agency determines it is required to release proprietary information, the bidder will be informed. It will be the bidder's responsibility 
to defend the bidder's asserted interest in non-disclosure. 

To facilitate such public postings, with the exception of proprietary information, the State of Nebraska reserves a royalty-free, 
nonexclusive, and irrevocable right to copy, reproduce, publish, post to a website, or otherwise use any contract, proposal, or 
response to this RFP for any purpose, and to authorize others to use the documents. Any individual or entity awarded a 
contract, or who submits a proposal or response to this RFP, specifically waives any copyright or other protection the 
contract, proposal, or response to the RFP may have; and, acknowledges that they have the ability and authority to enter into 
such waiver. This reservation and waiver is a prerequisite for submitting a proposal or response to this RFP, and award of a 
contract. Failure to agree to the reservation and waiver will result in the proposal or response to the RFP being found non
responsive and rejected. 

Any entity awarded a contract or submitting a proposal or response to the RFP agrees not to sue, file a claim, or make a 
demand of any kind, and will indemnify and hold harmless the State and its employees, volunteers, agents, and its elected 
and appointed officials from and against any and all claims, liens, demands, damages, liability, actions, causes of action, 

( · ,sses, judgments, costs, and expenses of every nature, including investigation costs and expenses, settlement costs, and 
\ 1torney fees and expenses, sustained or asserted against the State, arising out of, resulting from, or attributable to the 

posting of the contract or the proposals and responses to the RFP, awards, and other documents. 
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GLOSSARY OF TERMS 

Accreditation: The process by which an organization recognizes a provider, a program of study or an institution as meeting 
predetermined standards. Two organizations that accredit managed care plans are the National Committee for Quality 
Assurance (NCQA) and the Joint Commission on Accreditation of Health Care Organizations (JCAHO). JCAHO also 
accredits hospitals and clinics. 

Noted. 

Addendum: Something to be added or deleted to an existing document; a supplement. 

Noted. 

After Receipt of Order (ARO): After Receipt of Order 

Noted. 

Agency: Any state agency, board, or commission other than the University of Nebraska, the Nebraska State colleges, the 
courts, the Legislature, or any other office or agency established by the Constitution of Nebraska. 

Noted. 

Agent/Representative: A person authorized to act on behalf of another. 

Noted. 

Amend: To alter or change by adding, subtracting, or substituting. 

Noted. 

Amendment: A written correction or alteration to a document. 

Noted. 

Annual Open Enrollment Period: A period during which members can elect to change from plan to plan. 

Noted. 

Appropriation: Legislative authorization to expend public funds for a specific purpose. Money set apart for a specific use. 

Noted. 

Average Wholesale Price (AWP): The price determined by a nationally recognized source that is utilized by pharmacies to 
determine the drug discount at the point of service in accordance with the contract with a particular Pharmacy Benefit 
Manager (PBM). AWP will be based on date sensitive (i.e. , point of sale), 11-digit NOC as supplied by a nationally 
recognized pricing source (e.g., MediSpan) for retail , mail order, and specialty adjudicated claims 

We define average wholesale price (AWP) as the average wholesale price, as reflected on the Medi-Span 
Prescription Pricing Guide (with supplements) ("Medi-Span"), of a Prescription Drug based on the 11-
digit NDC of the Drug on the date dispensed. UnitedHealthcare will rely on Medi-Span as updated by 
UnitedHealthcare no less frequently than every seven days to determine AWP for purposes of 
establishing the pricing provided to Customer under this agreement. UnitedHealthcare will not establish 
AWP, and UnitedHealthcare will have no liability to Customer arising from use of Medi-Span. 

Award: All purchases, leases, or contracts that are based on competitive proposals will be awarded according to the 
provisions in the RFP. The State reserves the right to reject any or all proposals, wholly or in part, or to award to multiple 
bidders in whole or in part. The State reserves the right to waive any deviations or errors that are not material, do not 
invalidate the legitimacy of the proposal, and do not improve the bidder's competitive position. All awards will be made in a 
manner deemed in the best interest of the State. 

Noted. 
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Best and Final Offer (BAFO): In a competitive bid, the final offer submitted which contains the bidder's most favorable 
terms for price. 

Noted. 

Bid/Proposal: The offer submitted by a vendor in a response to a written solicitation. 

Noted. 

Bid Bond: An insurance agreement, accompanied by a monetary commitment, by which a third party (the surety) accepts 
liability and guarantees that the vendor will not withdraw the bid. 

Noted. 

Bidder: A vendor who submits an offer bid in response to a written solicitation. 

Noted. 

Brand Prescription: For purposes of claim administration and pharmacy financial guarantee reconciliation, a Brand drug will 
be defined by the Medispan Brand Name Code of B or T and Multi-Source Indicator of M, N or O on the date of claim 
adjudication. 

We define brand drug as a single-source or multi-source prescription drug product which is 
manufactured and marketed under-a trademark or name by a specific drug manufacturer and that the 
Medi-Span Prescription Pricing Guide (with supplements) or other available data resources that identify 
as a Brand product. 

Business: Any corporation, partnership, individual, sole proprietorship, joint-stock company, joint venture, or any other 
private legal entity. 

Noted. 

Business Day: Any weekday, except State-recognized holidays. 

Noted. 

Calendar Day: Every day shown on the calendar including Saturdays, Sundays, and State/Federal holidays. 

Noted. 

Cancellation: To call off or revoke a purchase order without expectation of conducting or performing it at a later time. 

Noted. 

Certificate of Coverage: A document given to a member that describes the benefits, limitations and exclusions of 
coverage. 

Noted. 

Change Order: Document that provides amendments to an executed purchase order or contract. 

Noted. 

Cleared claims: The Contractor has made the ACH payment for claims that were incurred by the State's members, and the 
ACH has been completed and processed through the dedicated bank account. 

Noted. 

Collusion: An agreement or cooperation between two or more persons or entities to accomplish a fraudulent, deceitful, or 
unlawful purpose. 
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Noted. 

Competition: The effort or action of two or more commercial interests to obtain the same business from third parties. 

Noted. 

Confidential Information: Unless otherwise defined below, "Confidential Information" shall also mean proprietary trade 
secrets, academic and scientific research work which is in progress and unpublished, and other information which if released 
would give advantage to business competitors and serve no public purpose (see Neb. Rev. Stat. §84-712.05(3)). In 
accordance with Nebraska Attorney General Opinions 92068 and 97033, proof that information is proprietary requires 
identification of specific, named competitor(s) who would be advantaged by release of the information and the specific 
advantage the competitor(s) would receive. 

Noted. 

Contract: An agreement between two or more parties creating obligations that are enforceable or otherwise recognizable at 
law; the writing that sets forth such an agreement. 

Noted. 

Contract Administration: The management of the contract which includes and is not limited to; contract signing, contract 
amendments and any necessary legal actions. 

Noted. 

Contract Award: Occurs upon execution of the State document titled "Service Contract Award" by the proper authority. 

Noted. 

Contract Management: The management of day-to-day activities at the agency that includes and is not limited to ensuring 
deliverables are received, specifications are met, handling meetings and making payments to the Contractor. 

Noted. 

Contract Period: The duration of the contract. 

Noted. 

Contractor: Any individual or entity having a contract to furnish commodities or services. 

Noted. 

Copyright: A property right in an original work of authorship fixed in any tangible medium of expression, giving the holder 
the exclusive right to reproduce, adapt and distribute the work. 

Noted. 

Coordination of Benefits (COB): A provision in the contract that applies when a person is covered under more than one 
medical plan. It requires that payment of benefits be coordinated by all plans to eliminate over insurance or duplication of 
benefits. 

Noted. 

Customer Service: The process of ensuring customer satisfaction by providing assistance and advice on those products or 
services provided by the Contractor. 

Noted. 

Default: The omission or failure to perform a contractual duty. 
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Noted. 

Dedicated: Contractor's staff members who are solely assigned to perform services in furtherance of this Contract, which 
means the Contractor does not assign them to work for any other client or customer. 

Noted. 

Dependent child(ren): Qualifying child or relative whose custodian is covered by the State health plan. 

Noted. 

Designated: Contractor's staff members who are assigned to perform Services in furtherance of this Contract, but may also 
be assigned by Contractor to work for other clients or customers. 

Noted. 

Deviation: Any proposed change(s) or alteration(s) to either the terms and conditions or deliverables within the scope of the 
written solicitation or contract. 

Noted. 

Direct Primary Care Health Plan: A health plan, which includes primary care services provided by a participating provider 
and health care coverage for medical specialists, hospitals, pharmacy and other medical coverage the Department, deems 
appropriate. 

Noted. 

Discount off of Allowed: The difference between the amount allowed under the plan and the amount paid, either by the 
plan itself or the member. The amount allowed under the plan is the net amount after excluding amounts for duplicate 
charges, coordination of benefits, etc. that are not allowable charges under the plan. 

Noted. 

Employee: A benefit-eligible State of Nebraska Employee. 

Noted. 

Enrollee: Benefits eligible State of Nebraska Employee enrolled in the Medical program. 

Noted. 

Evaluation: The process of examining an offer after opening to determine the vendor's responsibility, responsiveness to 
requirements, and to ascertain other characteristics of the offer that relate to determination of the successful award. 

Noted. 

Evaluation Committee: Committee(s) appointed by the requesting agency that advises and assists the procuring office in 
the evaluation of bids/proposals (offers made in response to written solicitations). 

Noted. 

Explanation of Benefits (EOB): A detailed statement sent to an insured that shows each treatment or medication submitted 
as part of a health insurance claim, an insurer's decision concerning payment of each charge, any amount that is considered 
as a deductible or a co-payment, an explanation of any charge for which part or all of the charge will not be paid, and the 
total amount sent to a health care provider. 

Noted. 

Extension: Continuance of a contract for a specified duration upon the agreement of the parties beyond the original 
Contract Period. Not to be confused with "Renewal Period". 
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Noted. 

Foreign Corporation: A foreign corporation that was organized and chartered under the laws of another state, government, 
or country. 

Noted. 

Generic Code Number (GCN): A five-character numeric figure that represents the clinical formulation; it is specific to active 
ingredient list, route of administration, dosage form, and drug strength. 

Noted. 

Generic Prescription: For the purposes of claim administration and pharmacy financial guarantee reconciliation, a Generic 
drug will be defined by the Medispan by the Brand Name Code of G and/or Multi-Source indicator of Y on the date of claim 
adjudication. 

We define generic drug as a prescription drug product that is chemically equivalent to a Brand drug and 
that Medi-Span Prescription Pricing Guide (with supplements) or other available data resource identify 
as a Generic product. 

Healthcare Effectiveness Data and Information Set (HEDIS): A set of standard performance measures that can give you 
information about the quality of a health plan. You can find out about the quality of care, access, cost, and other measures 
to compare managed care plans. 

Noted. 

HIPAA: A federal law passed in 1996 that allows persons to qualify immediately for comparable health insurance coverage 
when they change their employment or relationships. It also creates the authority to mandate the use of standards for the 
electronic exchange of health care data; to specify what medical and administrative code sets should be used within those 
standards; to require the use of national identification systems for health care patients, providers, payers (or plans), and 
employers (or sponsors); and to specify the types of measures required to protect the security and privacy of personally 
identifiable health care. Full name is "The Health Insurance Portability and Accountability Act of 1996." 

Noted. 

In-Network: Providers or health care facilities that are part of a health plan's network of providers with which it has 
negotiated a discount. Insured individuals usually pay less when using an in-network provider, because those networks 
provide services at lower cost to the insurance companies with which they have contracts. 

Noted. 

Interested Party: A person, acting in their personal capacity, or an entity entering into a contract or other agreement 
creating a legal interest therein. 

Noted. 

Late Bid/Proposal: An offer received after the Opening Date and Time. 

Noted. 

Mandatory/Must: Required, compulsory, or obligatory. 

Noted. 

Maximum Allowable Cost (MAC): A predetermined amount assigned by the Pharmacy Benefit Manager (PBM) for each 
generic drug category. 

We define maximum allowable cost (MAC) as: The maximum allowable cost of a Prescription Drug as 
specified on a list established by UnitedHealthcare. UnitedHealthcare may have multiple MAC lists, each 
of which is subject to UnitedHealthcare's periodic review and modification. 
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May: Discretionary, permitted; used to express possibility. 

Noted. 

Member: All eligible employees and their eligible dependents enrolled under the State's benefit program. 

Noted. 

Member Copay: Members will pay the lowest of the following: plan copay, plan-negotiated discounted price plus dispensing 
fee, usual and customary (U&C), MAC (maximum allowable cost) or retail cash price. Excess copayment retention is not 
permitted. 

Noted. 

Module (see System): A collection of routines and data structures that perform a specific function of software. 

Noted. 

Must: See Mandatory/ Must and Shall/Will/Must. 

Noted. 

Network: A group of doctors, hospitals and other health care providers contracted to provide services to insurance 
company's customers for less than their usual fees. Provider networks can cover a large geographic market or a wide range 
of health care services. Insured individuals typically pay less for using a provider network. 

Noted. 

Network Manager: Responsible for monitoring and assisting in resolving provider contract disputes and monitors and 
reports to the State on network access. Monitors State utilization and is proactive in expanding networks as needed to adjust 
to changes in member demand, access needs and/or gaps in care. Monitors provider coding and claims submission patterns 
for potential waste, fraud and abuse. Facilitates the expansion and increased awareness of tiered networks and centers-of
excellence. Three (3) years of experience as a Network Manager and experience with groups 15,000 and larger are also 
required. 

Noted. 

Opening Date and Time: Specified date and time for the public opening of received, labeled, and sealed formal proposals. 

Noted. 

Operations Director: Responsible for all claims operations and reporting, including overseeing the file transfer process of 
eligibility data, interfaces between vendors, reporting, and data sharing. Monitors provider coding and claims submission 
patterns for potential waste, fraud and abuse. Three {3) years of experience as an Operations Director and experience with 
groups 15,000 and larger are also required 

Noted. 

Out-of-Plan Out-of-Network: This phrase usually refers to physicians, hospitals or other health care providers who are 
considered nonparticipants in an insurance plan {usually a PPO). Depending on an individual's health insurance plan, 
expenses incurred by services provided by out-of-plan health professionals may not be covered, or covered only in part by 
an individual's insurance. 

Noted. 

Outsourcing: The contracting out of a business process that an organization may have previously performed internally or 
has a new need for, to an independent organization from which the process is purchased back. 

Noted. 

Paid Claims: Defined as all transactions made on eligible members that result in a payment to pharmacies or members from 
the State or State member copays. {Does not include reversals and adjustments.) Each unique prescription that results in 
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payment shall be calculated separately as a paid claim. 

Noted. 

Participating Provider: A direct provider who is participating in the pilot program. 

Noted. 

Payroll & Financial Center (PFC): Electronic procurement system of record. 

Noted. 

Per Employee Per Month (PEPM): This refers to the unit of measure for the fees, costs or other representation of 
information or analysis of data. This is based on enrolled employees only and does not include spouse and/or dependents, 
if they are covered under the plan. 

Noted. 

Performance Bond: An insurance agreement, accompanied by a monetary commitment, by which a third party (the surety) 
accepts liability and guarantees that the Contractor fulfills any and all obligations under the contract. 

Noted. 

Per Member Per Month (PMPM): This refers to the unit of measure for the fees, costs or other representation of 
information or analysis of data. This is based on members and does include spouse and/or dependents, covered under the 
plan. 

Noted. 

Performance Guarantees: Commitment of a level of performance that must be delivered and continue to be delivered up to 
or above certain guarantee target. 

Noted. 

Pilot Program: The Direct Primary Care Pilot Program established under the Direct Primary Care Pilot Program Act. 

Noted. 

Point of Contact (POC): The person designated to receive communications and to communicate. 

Noted. 

Point of Service (POS): The primary care doctors in a POS plan usually make referrals to other providers in the plan. 
However, in a POS plan, members can refer themselves outside the plan and still get some coverage. If the doctor makes a 
referral outside the network and the service is covered by the plan, you will have to pay coinsurance. 

Noted. 

Pre-Bid/Pre-Proposal Conference: A meeting scheduled for the purpose of clarifying a written solicitation and related 
expectations. 

Noted. 

Preferred Provider Organization (PPO): A PPO is a form of managed care that has contracts with doctors, hospitals, and 
other providers of care who offer medical services to enrollees on a fee-for-service basis. As a result, members may use 
any provider within or outside of the PPO network, but have a financial incentive to stay within the network. 

Noted. 

Project: The total scheme, program, or method worked out for the accomplishment of an objective, including all 
documentation, commodities, and services to be provided under the contract. 
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Noted. 

Proposal: See Bid/Proposal. 

Noted. 

Proprietary Information: Proprietary information is defined as trade secrets, academic and scientific research work which 
is in progress and unpublished, and other information which if released would give advantage to business competitors and 
serves no public purpose (see Neb. Rev. Stat.§ 84-712.05(3)). In accordance with Attorney General Opinions 92068 and 
97033, proof that information is proprietary requires identification of specific named competitor(s) advantaged by release of 
the information and the demonstrated advantage the named competitor(s) would gain by the release of information. 

Noted. 

Protest/Grievance: A complaint about a governmental action or decision related to a RFP or resultant contract, brought by 
a vendor who has timely submitted a bid response in connection with the award in question, to AS Materiel Division or 
another designated agency with the intention of achieving a remedial result. 

Noted. 

Public Proposal Opening: The process of opening correctly submitted offers at the time and place specified in the written 
solicitation and in the presence of anyone who wished to attend. 

Noted. 

Quality Assurance: An organized program to protect or improve quality of care by evaluating medical care, correcting 
problems and monitoring corrective actions. 

Noted. 

Rebates: Compensation or remuneration of any kind received or recovered from a pharmaceutical manufacturer attributable 
to the purchase or utilization of covered drugs by eligible persons, including, but not limited to, incentive rebates categorized 
as mail order purchase discounts; credits; rebates, regardless of how categorized; market share incentives; promotional 
allowances; commissions; educational grants; market share of utilization; drug pull-through programs; implementation 
allowances; clinical detailing; rebate submission fees; and administrative or management fees. Rebates also include any 
fees that Contractor receives from a pharmaceutical manufacturer for administrative costs, formulary placement, and/or 
access 

We define rebates as any discount, rebate administration fee, price concession or other direct or 
indirect remuneration UnitedHealthcare receives from a drug manufacturer under a rebate agreement 
that is contingent upon and related directly to Participant use of a prescription drug under the Plan's 
pharmacy benefit or the medical benefit during the Term. Rebate does not include any discount, price 
concession or other direct or indirect remuneration UnitedHealthcare receives from a drug 
manufacturer for direct purchase of a prescription drug. 

Release Date: The date of public release of the written solicitation to seek offers. 

Noted. 

Renewal Period: Optional contract periods subsequent to the original Contract Period for a specified duration with 
previously agreed to terms and conditions. Not to be confused with Extension. 

Noted. 

Request for Proposal (RFP): A written solicitation utilized for obtaining competitive offers. 

Noted. 

Responsible Bidder: A bidder who has the capability in all respects to perform fully and lawfully all requirements with 
integrity and reliability to assure good faith performance. 

Noted. 
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Responsive Bidder: A bidder who has submitted a bid which conforms to all requirements of the solicitation document. 

Noted. 

Rural: Are areas that are not urbanized and are described country towns and smaller cities. They have a low population 
density, and typically much of the land is devoted to agriculture. 

Noted. 

Self-Insure: A group insurance plan in which the group sponsor, not an insurance company, is financially responsible for 
paying the claims of the group insured's. 

Noted. 

Self Insured Group Plan: A group insurance plan in which the group sponsor, not an insurance company, is financially 
responsible for paying the claims of the group insureds. A group may be partially or fully self-insured. 

Noted. 

Shall/Will/Must: An order/command; mandatory. 

Noted. 

Should: Expected; suggested, but not necessarily mandatory. 

Noted. 

Specifications: The detailed statement, especially of the measurements, quality, materials, and functional characteristics, 
or other items to be provided under a contract. 

Noted. 

Specialist: A doctor or other health professional whose training and expertise are in a specific area of medicine, such as 
cardiology or dermatology. 

Noted. 

Statutory: These clauses are controlled by state law and are not subject to negotiation. 

Noted. 

Subcontractor: Individual or entity with whom the Contractor enters a contract to perform a portion of the work awarded to 
the Contractor. 
Noted. 

Suburban: Refers to a residential area that is a separate community within commuting distance of a city. 

Noted. 

System (see Module): Any collection or aggregation of two (2) or more Modules that is designed to function, or is 
represented by the Contractor as functioning or being capable of functioning, as an entity. 

Noted. 

Termination: Occurs when either Party, pursuant to a power created by agreement or law, puts an end to the contract prior 
to the stated expiration date. All obligations which are still executory on both sides are discharged but any right based on 
prior breach or performance survives. 

Noted. 

Therapeutic Interchange: The practice of replacing, with the prescribing physician's approval, a prescription medication 
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originally prescribed for a patient with a chemically different (but therapeutically equivalent) medication. 

Noted. 

Third Party: Any person or entity, including but not limited to fiduciaries, shareholders, owners, officers, managers, 
employees, legally disinterested persons, and sub-Contractors or agents, and their employees. It shall not include any entity 
or person who is an interested Party to the contract or agreement. 

Noted. 

Trade Secret: Information, including, but not limited to, a drawing, formula, pattern, compilation, program, device, method, 
technique, code, or process that (a) derives independent economic value, actual or potential, from not being known to, and 
not being ascertainable by proper means by, other persons who can obtain economic value from its disclosure or use; and 
(b) is the subject of efforts that are reasonable under the circumstances to maintain its secrecy (see Neb. Rev. Stat. §87-
502(4)). 

Noted. 

Trademark: A word, phrase, logo, or other graphic symbol used by a manufacturer or vendor to distinguish its product from 
those of others, registered with the U.S. Patent and Trademark Office. 

Noted. 

Transparent: The services requested will be provided on a pass-through basis to the State, such that the amount billed to 
the State is equal to the amount reimbursed to the pharmacy for all retail prescriptions dispensed. In addition, all 
manufacturer revenue tied to the utilization for the State will be passed to the State. Any and all such costs and revenue will 
be reported to and made available to the State in order to confirm pricing. 

Noted. 

Upgrade: Any change that improves or alters the basic function of a product or service. 

Noted. 

Urban: An urban area is a higher population density in comparison to areas surrounding it. 

Noted. 

Utilization Review (UR): A formal review of utilization for appropriateness of health care services delivered to a member on 
a prospective, concurrent, or retrospective basis. In a hospital, this includes review of the appropriateness of admissions, 
services ordered and provided, length of stay, and discharge practices, both on a concurrent and retrospective basis. UR is 
a method of tracking, reviewing and rendering opinions regarding care provided to patients. Usually UR involves the use of 
protocols, benchmarks or data with which to compare specific cases to an aggregate set of cases. Those cases falling 
outside the protocols or range of data are reviewed individually. UR involves the review of patient records and patient bills 
primarily but may also include telephone conversations with providers. 

Noted. 

Vendor: An individual or entity lawfully conducting business in the State of Nebraska, or licensed to do so, who seeks to 
provide goods or services under the terms of a written solicitation. 

Noted. 

Vendor Performance Report: A report issued to the Contractor by State Purchasing Bureau when products or services 
delivered or performed fail to meet the terms of the purchase order, contract, and/or specifications, as reported to State 
Purchasing Bureau by the agency. The State Purchasing Bureau shall contact the Contractor regarding any such report. The 
vendor performance report will become a part of the permanent record for the Contractor. The State may require vendor to 
cure. Two such reports may be cause for immediate termination. 

Noted. 

Will: See Shall/Will/Must. 
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Noted. 

Work Day: See Business Day. 

Noted. 
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ACRONYM LIST 

ABA - American Bankers Association 

ACA - Affordable Care Act 

ACH - Automated Clearing House 

ASO - Administrative Services Only 

AWP - Average Wholesale Price 

BAA - Business Associate Agreement 

CM - Case Management 

COB - Coordination of Benefits 

COBRA - Consolidated Omnibus Budget Reconciliation Act of 1985 

DEA - Drug Enforcement Administration 

OM - Disease Management 

DPC - Direct Primary Care 

DUR - Drug Utilization Review 

EDI - Electronic Data Interchange 

EOB - Explanation of Benefits 

FDA - Federal Drug Administration 

GCN - Generic Code Number 

HEDIS - Healthcare Effectiveness Data and Information Set 

HIPAA - Health Insurance Portability and Accountability Act 

HITECH - Health Information Technology for Economic and Clinical Health 

HRIG - Human Resource Information Group 

HSA - Health Savings Account 

ID - Identification 

JCAHO - Joint Commission on Accreditation of Health Care Organizations 

MAC - Maximum Allowable Cost 

NCQA - National Committee for Quality Assurance 

NCPDP - National Council for Prescription Drug Programs 

NOA - Non-Disclosure Agreement 

NOC - National Drug Code 

OE - Open Enrollment 

OTC - Over-the-Counter 

PA - Prior Authorization 

PBM - Pharmacy Benefit Manager 

PEPM - Per Employee Per Month 
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PHI - Personal Health Information 

PMPM - Per Member Per Month 

POS - Point of Service 

PPACA - Patient Protection and Affordable Care Act 

PPO - Preferred Provider Organization 

ROI - Return on Investment 

SFT - Secure File Transfer 

SOC - System and Organization Controls 

SPD - Summary Plan Documents 

U&C - Usual and Customary 

UM - Utilization Management 

UR - Utilization Review 

Noted. 
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I. PROCUREMENT PROCEDURE 

A. GENERAL INFORMATION 
The RFP is designed to solicit proposals from a qualified Bidder to provide Administrative Support Services for the 
State of Nebraska Employee Health Care Benefits Plans. Annual Open Enrollment for the State of Nebraska occurs 
in the month of May. 

Proposals shall conform to all instructions, conditions, and requirements included in the RFP. Bidders should 
carefully examine all documents, schedules, and requirements in this RFP, and respond to each requirement in the 
format prescribed. Proposals may be found non-responsive if they do not conform to the RFP. 

Noted. 

8. PROCURING OFFICE AND COMMUNICATION WITH STATE STAFF AND EVALUATORS 
Procurement responsibilities related to this RFP reside with the State Purchasing Bureau. The point of contact 
(POC) for the procurement is as follows: 

Name: 
Agency: 
Address: 

Telephone: 

E-Mail: 

Julie Schiltz/Teresa Fleming, Buyers 
State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, NE 68508 
402-471-6500 

as. materielpurchasing@nebraska.gov 

From the date the RFP is issued until the Intent to Award is issued, communication from the Bidder is limited to the 
POC listed above. After the Intent to Award is issued, the Bidder may communicate with individuals the State has 
designated as responsible for negotiating the contract on behalf of the State. No member of the State Government, 
employee of the State, or member of the Evaluation Committee is empowered to make binding statements 
regarding this RFP. The POC will issue any clarifications or opinions regarding this RFP in writing. Only the Buyer 
can modify the RFP, answer questions, render opinions, and only the SPB or awarding agency can award a 
contract. Bidders shall not have any communication with, or attempt to communicate or influence any evaluator 
involved in this RFP. 

The following exceptions to these restrictions are permitted: 

1. Contact made pursuant to pre-existing contracts or obligations; 
2. Contact required by the schedule of events or an event scheduled later by the RFP POC; and 
3. Contact required for negotiation and execution of the final contract. 

The State reserves the right to reject a bidder's proposal, withdraw an Intent to Award, or terminate a contract if the 
State determines there has been a violation of these procurement procedures. 

Noted. 

C. SCHEDULE OF EVENTS 
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The State expects to adhere to the procurement schedule shown below, but all dates are approximate and subject 
to change. 

ACTIVITY DATEITIME 
1. Release RFP May 31, 2019 
2. Last day to submit written questions 1 s, Round June 23, 2019 
3. State responds to written questions through RFP "Addendum" and/or 

"Amendment" to be posted at: July 03, 2019 
htto ://das. nebraska. aov/materiel/ourchasina. html 

4. Last day to submit written questions 2nu Round July 14, 2019 

5. State responds to written questions through RFP "Addendum" and/or 
"Amendment" to be posted at: July 19, 2019 
htto://das.nebraska.aov/materiel/ourchasina.html 

6. Proposal opening August 08, 2019 
Location: State Purchasing Bureau 

2:00 PM 1526 K Street, Suite 130 
Central Time Lincoln, NE 68508 

7. Review for conformance to RFP requirements August 08, 2019 
8. Evaluation period August 14, 2019 through 

September 12 2019 
9. "Oral Interviews/Presentations and/or Demonstrations" (if required) TBD 

10. Post "Intent to Award" to at: 
September 18, 2019 htto://das.nebraska.aov/materiel/ourchasina.html 

11. Contract finalization period September 18, 2019 through 
November 01, 2019 

12. Contract award November 01, 2019 
13. Contractor start date November 01, 2019 
14. Plan start date July 01 , 2020 

Noted. 

D. WRITTEN QUESTIONS AND ANSWERS 
Questions regarding the meaning or interpretation of any RFP provision must be submitted in writing to the State 
Purchasing Bureau and clearly marked "RFP Number 6102 Z1 ; Administrative and Support Services for the State 
of Nebraska Employee Health Care Benefit Plans Questions". The POC is not obligated to respond to questions 
that are received late per the Schedule of Events. 

Bidders should present, as questions, any assumptions upon which the Bidder's proposal is or might be developed. 
Proposals will be evaluated without consideration of any known or unknown assumptions of a bidder. The contract 
will not incorporate any known or unknown assumptions of a bidder. 

It is preferred that questions be sent via e-mail to as.materielpurchasing@nebraska.gov, but may be delivered by 
hand or by U.S. Mail. It is recommended that Bidders submit questions using the following format. 

RFP Section RFP Page Question 
Reference Number 

Written answers will be posted at http://das.nebr.aska.gov/materiel/purchasing.html per the Schedule of Events. 

Noted. 

E. PRICES 
Prices submitted on the cost proposal form shall remain fixed for the initial three (3) years of the contract. Any 
request for a price increase subsequent to the initial three (3) years of the contract shall not exceed three and a half 
percent (3.5%) of the previous Contract period. Increases will be cumulative across the remaining periods of the 
contract. Requests for an increase must be submitted in writing to the State Purchasing Bureau a minimum of six 
(6) months prior to the end of the current contract period. Documentation may be required by the State to support 
the price increase. The State reserves the right to deny any requested price increase. No price increases are to be 
billed to any State Agencies prior to written amendment of the contract by the parties. 
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The State shall receive fixed discounts throughout the initial contract period in addition to the optional periods. If 
further discounts are achieved, those discounts shall be passed on to the State. Discounts less than the fixed 
discounts in the initial contract shall not be allowed. 

Noted. 

F. SECRETARY OF STATE/TAX COMMISSIONER REGISTRATION REQUIREMENTS (Statutory) 
The Contractor must be authorized to transact business in the State of Nebraska and comply with all Nebraska 
Secretary of State Registration requirements. The bidder who is the recipient of an Intent to Award may be required 
to certify that it has complied and produce a true and exact copy of its current (within ninety (90) calendar days of 
the intent to award) Certificate or Letter of Good Standing, or in the case of a sole proprietorship, provide written 
documentation of sole proprietorship and complete the United States Citizenship Attestation Form, available on the 
Department of Administrative Services website at http://das.nebraska.gov/materiel/purchaslnq.html. This must be 
accomplished prior to execution of the contract. 

Noted. 

G. ETHICS IN PUBLIC CONTRACTING 
The State reserves the right to reject bids, withdraw an intent to award or award, or terminate a contract if a bidder 
commits or has committed ethical violations, which include, but are not limited to: 

1. Offering or giving, directly or indirectly, a bribe, fee, commission, compensation, gift, gratuity, or anything 
of value to any person or entity in an attempt to influence the bidding process; 

2. Utilize the services of lobbyists, attorneys, political activists, or consultants to influence or subvert the 
bidding process; 

3. Being considered for, presently being, or becoming debarred, suspended, ineligible, or excluded from 
contracting with any state or federal entity: 

4. Submitting a proposal on behalf of another Party or entity; and 
5. Collude with any person or entity to influence the bidding process, submit sham proposals, preclude 

bidding, fix pricing or costs, create an unfair advantage, subvert the bid, or prejudice the State. 

The Bidder shall include this clause in any subcontract entered into for the exclusive purpose of performing this 
contract. 

Bidder shall have an affirmative duty to report any violations of this clause by the Bidder throughout the bidding 
process, and throughout the term of this contract for the successful Bidder and their subcontractors. 

Please note that we are unable to agree to include these provisions in every subcontract, as our 
subcontractors are engaged across our book of business, rather than for one specific customer. 
However, we will be responsible for services provided by our subcontractors to the same extent 
that we would have been had we performed those services without the use of a subcontractor. 

H. DEVIATIONS FROM THE REQUEST FOR PROPOSAL 
The requirements contained in the RFP become a part of the terms and conditions of the contract resulting from this 
RFP. Any deviations from the RFP in Sections II through VI must be clearly defined by the bidder in its proposal 
and, if accepted by the State, will become part of the contract. Any specifically defined deviations must not be in 
conflict with the basic nature of the RFP, requirements, or applicable state or federal laws or statutes. "Deviation", 
for the purposes of this RFP, means any proposed changes or alterations to either the contractual language or 
deliverables within the scope of this RFP. The State discourages deviations and reserves the right to reject 
proposed deviations. 

We anticipate that the administrative services agreement (ASA) to be entered into between the 
parties shall reflect the material terms of the proposal and the final understanding and agreement 
between the parties; however, we do not think it is appropriate to incorporate the entire proposal 
into an agreement, as many of the materials do not take the form of a representation, warranty or 
covenant. Moreover, proposals often address markets, products, funding arrangements or 
services that are not part of the final arrangement, making the document unwieldy and difficult to 
understand. 
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We encourage our customers to use our standard ASA. The agreements relating to our products 
and services are designed to clearly, accurately and mutually define the roles of the parties to the 
agreement, including the services that our organization will be providing to the State of Nebraska 
(the State). Our proposed pricing is also contingent upon certain assumptions built into our 
agreement. 

Noted. 

I. SUBMISSION OF PROPOSALS 
Bidders should submit one proposal marked on the first page: "ORIGINAL". If multiple proposals are submitted, the 
State will retain one copy marked "ORIGINAL" and destroy the other copies. The Bidder is solely responsible for 
any variance between the copies submitted. Proposal responses should include the completed Form A, "Bidder 
Contact Sheet". Proposals must reference the RFP number and be sent to the specified address. Please note that 
the address label should appear as specified in Section I 8. on the face of each container or bidder's bid response 
packet. If a recipient phone number is required for delivery purposes, 402·471-6500 should be used. The RFP 
number should be included in all correspondence. 

Emphasis should be concentrated on conformance to the RFP instructions, responsiveness to requirements, 
completeness, and clarity of content. If the bidder's proposal is presented in such a fashion that makes evaluation 
difficult or overly time consuming the State reserves the right to reject the proposal as non-conforming. 

By signing the "Request for Proposal for Contractual Services" form, the bidder guarantees compliance with the 
provisions stated in this RFP. 

Noted. 

The State shall not incur any liability for any costs incurred by bidders in replying to this RFP, in the demonstrations 
and/or oral presentations, or in any other activity related to bidding on this RFP. 

The Technical and Cost Proposals should be packaged separately (loose-leaf binders are preferred) on standard 8 
W' by 11 " paper, except that charts, diagrams and the like may be on fold-outs which, when folded, fit into the 8 W' 
by 11 " format. Pages may be consecutively numbered for the entire proposal, or may be numbered consecutively 
within sections. Figures and tables should be numbered and referenced in the text by that number. They should be 
placed as close as possible to the referencing text. The Technical Proposal should not contain any reference to 
dollar amounts. However, information such as data concerning labor hours and categories, materials, subcontracts 
and so forth, shall be considered in the Technical Proposal so that the bidder's understanding of the scope of work 
may be evaluated. The Technical Proposal shall disclose the bidder's technical approach in as much detail as 
possible, including, but not limited to, the information required by the Technical Proposal instructions. 

Noted. 

J . BID PREPARATION COSTS 
The State shall not incur any liability for any costs incurred by Bidders in replying to this RFP, including any activity 
related to bidding on this RFP. 

Noted. 

K. FAILURE TO COMPLY WITH REQUEST FOR PROPOSAL 
Violation of the terms and conditions contained in this RFP or any resultant contract, at any time before or after the 
award, shall be grounds for action by the State which may include, but is not limited to, the following: 

1. Rejection of a bidder's proposal; 
2. Withdrawal of the Intent to Award; 
3. Withdrawal of the Award; 
4. Termination of the resulting contract; 
5. Legal action; and 
6. Suspension of the bidder from further bidding with the State for the period of time relative to the 

seriousness of the violation, such period to be within the sole discretion of the State. 

Noted. 
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L. BID CORRECTIONS 
A bidder may correct a mistake in a bid prior to the time of opening by giving written notice to the State of intent to 
withdraw the bid for modification or to withdraw the bid completely. Changes in a bid after opening are acceptable 
only if the change is made to correct a minor error that does not affect price, quantity, quality, delivery, or 
contractual conditions. In case of a mathematical error in extension of price, unit price shall govern. 

Noted. 

M. LATE PROPOSALS 
Proposals received after the time and date of the proposal opening will be considered late proposals. Late 
proposals will be returned unopened, if requested by the bidder and at bidder's expense. The State is not 
responsible for proposals that are late or lost regardless of cause or fault. 

Noted. 

N. PROPOSAL OPENING 
The opening of proposals will be public and the bidders will be announced. Proposals WILL NOT be available for 
viewing by those present at the proposal opening. Vendors may contact the State to schedule an appointment for 
viewing proposals after the Intent to Award has been posted to the website. Once proposals are opened, they 
become the property of the State of Nebraska and will not be returned. 

Noted. 

0. REQUEST FOR PROPOSAL/PROPOSAL REQUIREMENTS 
The proposals will first be examined to determine if all requirements listed below have been addressed and whether 
further evaluation is warranted. Proposals not meeting the requirements may be rejected as non-responsive. The 
requirements are: 

1. Original Request for Proposal for Contractual Services form signed using an indelible method; 
2. Clarity and responsiveness of the proposal; 
3. Completed Corporate Overview (Attachment A Bidder Questionnaire); 
4. Completed Sections II through VI; 
5. Completed Technical Approach (Attachment A Bidder Questionnaire); and 
6. Completed State Cost Proposal Template. 

Noted. 

P. EVALUATION COMMITTEE 
Proposals are evaluated by members of an Evaluation Committee(s). The Evaluation Committee(s) will consist of 
individuals selected at the discretion of the State. Names of the members of the Evaluation Committee(s) will not 
be published prior to the intent to award. 

Any contact, attempted contact, or attempt to influence an evaluator that is involved with this RFP may result in the 
rejection of this proposal and further administrative actions. 

Noted. 

Q . EVALUATION OF PROPOSALS 
All proposals that are responsive to the RFP will be evaluated. Each evaluation category will have a maximum 
point potential. The State will conduct a fair, impartial, and comprehensive evaluation of all proposals in 
accordance with the criteria set forth below. Areas that will be addressed and scored during the evaluation include: 

1. Corporate Overview: 
2. Technical Approach; and, 
3. Cost Proposal. 

Neb. Rev. Stat. §73-107 allows for a preference for a resident disabled veteran or business located in a 
designated enterprise zone. When a state contract is to be awarded to the lowest responsible bidder, a resident 
disabled veteran or a business located in a designated enterprise zone under the Enterprise Zone Act shall be 
allowed a preference over any other resident or nonresident bidder, if all other factors are equal. 

Resident disabled veterans means any person (a) who resides in the State of Nebraska, who served in the 
United States Armed Forces, including any reserve component or the National Guard, who was discharged 
or otherwise separated with a characterization of honorable or general (under honorable conditions), and 
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who possesses a disability rating letter issued by the United States Department of Veterans Affairs 
establishing a service-connected disability or a disability determination from the United States Department 
of Defense and (b)(i) who owns and controls a business or, in the case of a publicly owned business, more 
than fifty percent of the stock is owned by one or more persons described in subdivision (a) of this 
subsection and (ii) the management and daily business operations of the business are controlled by one or 
more persons described in subdivision(a) of this subsection. Any contract entered into without compliance 
with this section shall be null and void. 

Therefore, if a resident disabled veteran or business located in a designated enterprise zone submits a proposal in 
accordance with Neb. Rev. Stat. §73-107 and has so indicated on the RFP cover page under "Bidder must 
complete the following" requesting priority/preference to be considered in the award of this contract, the following 
will need to be submitted by the vendor within ten (10) business days of request: 

1. Documentation from the United States Armed Forces confirming service; 
2. Documentation of discharge or otherwise separated characterization of honorable or general (under 

honorable conditions); 
3. Disability rating letter issued by the United States Department of Veterans Affairs establishing a service

connected disability or a disability determination from the United States Department of Defense; and 
4. Documentation which shows ownership and control of a business or, in the case of a publicly owned 

business, more than fifty percent of the stock is owned by one or more persons described in subdivision 
(a) of this subsection; and the management and daily business operations of the business are controlled 
by one or more persons described in subdivision (a) of this subsection. 

Failure to submit the requested documentation within ten (10) business days of notice will disqualify the bidder from 
consideration of the preference. 

Evaluation criteria will be released with the RFP. 

Noted. 

R. ORAL INTERVIEWS/PRESENTATIONS AND/OR DEMONSTRATIONS 
The State may determine after the completion of the Technical and Cost Proposal evaluation that oral 
interviews/presentations and/or demonstrations are required. Every bidder may not be given an opportunity to 
interview/present and/or give demonstrations; the State reserves the right, in its discretion, to select only the top 
scoring bidders to present/give oral interviews. The scores from the oral interviews/presentations and/or 
demonstrations will be added to the scores from the Technical and Cost Proposals. The presentation process will 
allow the bidders to demonstrate their proposal offering, explaining and/or clarifying any unusual or significant 
elements related to their proposals. Bidders' key personnel, identified in their proposal, may be requested to 
participate in a structured interview to determine their understanding of the requirements of this proposal, their 
authority and reporting relationships within their firm, and their management style and philosophy. Only 
representatives of the State and the presenting bidder will be permitted to attend the oral interviews/presentations 
and/or demonstrations. A written copy or summary of the presentation, and demonstrative information (such as 
briefing charts, et cetera) may be offered by the bidder, but the State reserves the right to refuse or not consider the 
offered materials. Bidders shall not be allowed to alter or amend their proposals. 

Once the oral interviews/presentations and/or demonstrations have been completed, the State reserves the right to 
make an award without any further discussion with the bidders regarding the proposals received. 

Any cost incidental to the oral interviews/presentations and/or demonstrations shall be borne entirely by the bidder 
and will not be compensated by the State. 

Noted. 

S. BEST AND FINAL OFFER 
If best and final offers (BAFO) are requested by the State and submitted by the bidder, they will be evaluated (using 
the stated BAFO criteria), scored, and ranked by the Evaluation Committee. The State reserves the right to 
conduct more than one Best and Final Offer. The award will then be granted to the highest scoring bidder. 
However, a bidder should provide its best offer in its original proposal. Bidders should not expect that the State will 
request a best and final offer. 

Noted. 

T. REFERENCE AND CREDIT CHECKS 
The State reserves the right to conduct and consider reference and credit checks. The State reserves the right to 
use third parties to conduct reference and credit checks. By submitting a proposal in response to this RFP, the 
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bidder grants to the State the right to contact or arrange a visit in person with any or all of the bidder's clients. 
Reference and credit checks may be grounds to reject a proposal, withdraw an intent to award, or rescind the 
award of a contract. 

Noted. 

U. AWARD 
The State reserves the right to evaluate proposals and award contracts in a manner utilizing criteria selected at the 
State's discretion and in the State's best interest. After evaluation of the proposals, or at any point in the RFP 
process, the State of Nebraska may take one or more of the following actions: 

1. Amend the RFP; 
2. Extend the time of or establish a new proposal opening time; 
3. Waive deviations or errors in the State's RFP process and in bidder proposals that are not material, do not 

compromise the RFP process or a bidder's proposal, and do not improve a bidder's competitive position; 
4. Accept or reject a portion of or all of a proposal; 
5. Accept or reject all proposals; 
6. Withdraw the RFP; 
7. Elect to rebid the RFP; 
8. Award single lines or multiple lines to one or more bidders; or, 
9. Award one or more all-inclusive contracts. 

The RFP does not commit the State to award a contract. Once intent to award decision has been determined, it will 
be posted at: http://das.nebraska.gov/materiel/purchasing.html 

Grievance and protest procedure is available at: http://das.nebraska.gov/materiel/purchasing.html 

Any protests must be filed by a bidder within ten (10) business days after the intent to award decision is posted. 

Noted. 
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II. TERMS AND CONDITIONS 

Bidders should complete Sections II through IV as part of their proposal. Bidder is expected to read the Terms and 
Conditions and should initial either accept, reject, or reject and provide alternative language for each clause. The bidder 
should also provide an explanation of why the bidder rejected the clause or rejected the clause and provided alternate 
language. By signing the RFP, bidder is agreeing to be legally bound by all the accepted terms and conditions, and any 
proposed alternative terms and conditions submitted with the proposal. The State reserves the right to negotiate rejected or 
proposed alternative language. If the State and bidder fail to agree on the final Terms and Conditions, the State reserves the 
right to reject the proposal. The State of Nebraska is soliciting proposals in response to th is RFP. The State of Nebraska 
reserves the right to reject proposals that attempt to substitute the bidder's commercial contracts and/or documents for this 
RFP. 

The bidders should submit with their proposal any license, user agreement, service level agreement, or similar documents 
that the bidder wants incorporated in the Contract. The State will not consider incorporation of any document not submitted 
with the bidder's proposal as the document will not have been included in the evaluation process. These documents shall be 
subject to negotiation and will be incorporated as addendums if agreed to by the Parties. 

If a conflict or ambiguity arises after the Addendum to Contract Award have been negotiated and agreed to, the Addendum 
to Contract Award shall be interpreted as follows: 

1. If only one Party has a particular clause then that clause shall control; 
2. If both Parties have a similar clause, but the clauses do not conflict, the clauses shall be read together; 
3. If both Parties have a similar clause, but the clauses conflict, the State's clause shall control. 

A. GENERAL 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
(Initial) 

xffJ 
The contract resulting from this RFP shall incorporate the following documents: 

1. Request for Proposal and Addenda; 
2. Amendments to the RFP; 
3. Questions and Answers; 
4. Contractor's proposal (RFP and properly submitted documents); 
5. The executed Contract, and Addendum One to Contract (if applicable); and, 
6. Amendments/Addendums to the Contract. 

These documents constitute the entirety of the contract. 

Unless otherwise specifically stated in a future contract amendment, in case of any conflict between the 
incorporated documents, the documents shall govern in the following order of preference with number one (1) 
receiving preference over all other documents and with each lower numbered document having preference over 
any higher numbered document: 1) Amendment to the executed Contract with the most recent dated amendment 
having the highest priority, 2) executed Contract and any attached Addenda, 3) Amendments to RFP and any 
Questions and Answers, 4) the original RFP document and any Addenda, and 5) the Contractor's submitted 
Proposal. 

Any ambiguity or conflict in the contract discovered after its execution, not otherwise addressed herein, shall be 
resolved in accordance with the rules of contract interpretation as established in the State of Nebraska. 

8. NOTIFICATION 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
(Initial) 
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1£D I 
Contractor and State shall identify the contract manager who shall serve as the point of contact for the executed 
contract. 

C. GOVERNING LAW (Statutory) 
Notwithstanding any other provision of this contract, or any amendment or addendum(s) entered into 
contemporaneously or at a later time, the parties understand and agree that, (1) the State of Nebraska is a 
sovereign state and its authority to contract is therefore subject to limitation by the State's Constitution, statutes, 
common law, and regulation; (2) this contract will be interpreted and enforced under the laws of the State of 
Nebraska; (3) any action to enforce the provisions of this agreement must be brought in the State of Nebraska per 
state law; (4) the person signing this contract on behalf of the State of Nebraska does not have the authority to 
waive the State's sovereign immunity, statutes, common law, or regulations; (5) the indemnity, limitation of liability, 
remedy, and other similar provisions of the final contract, if any, are entered into subject to the State's Constitution, 
statutes, common law, regulations, and sovereign immunity; and, (6) all terms and conditions of the final contract, 
including but not limited to the clauses concerning third party use, licenses, warranties, limitations of liability, 
governing law and venue, usage verification, indemnity, liability, remedy or other similar provisions of the final 
contract are entered into specifically subject to the State's Constitution, statutes, common law, regulations, and 
sovereign immunity. 

The Parties must comply with all applicable local, state and federal laws, ordinances, rules, orders, and regulations. 

Confirmed. 

D. BEGINNING OF WORK 

Accept 
(Initial) 

~ 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

The bidder shall not commence any billable work until a valid contract has been fully executed by the State and the 
successful Contractor. The Contractor will be notified in writing when work may begin. 

E. CHANGE ORDERS 

Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
Initial 

NOTES/COMMENTS: 

The State and the Contractor, upon the written agreement, may make changes to the contract within the general 
scope of the RFP. Changes may involve specifications, the quantity of work, or such other items as the State may 
find necessary or desirable. Corrections of any deliverable, service, or work required pursuant to the contract shall 
not be deemed a change. The Contractor may not claim forfeiture of the contract by reasons of such changes. 

The Contractor shall prepare a written description of the work required due to the change and an itemized cost 
sheet for the change. Changes in work and the amount of compensation to be paid to the Contractor shall be 
determined in accordance with applicable unit prices if any, a pro-rated value, or through negotiations. The State 
shall not incur a price increase for changes that should have been included in the Contractor's proposal, were 
foreseeable, or result from difficulties with or failure of the Contractor's proposal or performance. 

No change shall be implemented by the Contractor until approved by the State, and the Contract is amended to 
reflect the change and associated costs, if any. If there is a dispute regarding the cost, but both parties agree that 
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immediate implementation is necessary, the change may be implemented, and cost negotiations may continue with 
both Parties retaining all remedies under the contract and law. 

F. NOTICE OF POTENTIAL CONTRACTOR BREACH 

Accept 
(Initial) 

X 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
Initial 

NOTES/COMMENTS: 

If Contractor breaches the contract or anticipates breaching the contract, the Contractor shall immediately give 
written notice to the State. The notice shall explain the breach or potential breach, a proposed cure, and may 
include a request for a waiver of the breach if so desired. The State may, in its discretion, temporarily or 
permanently waive the breach. By granting a waiver, the State does not forfeit any rights or remedies to which the 
State is entitled by law or equity, or pursuant to the provisions of the contract. Failure to give immediate notice, 
however, may be grounds for denial of any request for a waiver of a breach. 

G. BREACH 

Accept 
(Initial) 

X 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
(Initial) 

NOTES/COMMENTS: 

Please note our suggested change (from current contract): 

In addition, this contract will terminate under the following 
circumstances: (i) Contractor gives the State notice of termination 
because the State did not pay the fees or other amounts owed 
Contractor when due under the terms of the contract, (ii) the State 
fails to provide the required funds for payment of benefits under 
the terms of this contract, or (iii) the State is in material breach of 
this contract, other than by non-payment or late payment of fees 
owed by the State or the funding of Plan benefits, and does not 
correct the breach within thirty (30) days after being notified in 
writing. 

Either Party may terminate the contract, in whole or in part, if the other Party breaches its duty to perform its 
obligations under the contract in a timely and proper manner. Termination requires written notice of default and a 
thirty (30) calendar day (or longer at the non-breaching Party's discretion considering the gravity and nature of the 
default) cure period. Said notice shall be delivered by Certified Mail, Return Receipt Requested, or in person with 
proof of delivery. Allowing time to cure a failure or breach of contract does not waive the right to immediately 
terminate the contract for the same or different contract breach which may occur at a different time. In case of 
default of the Contractor, the State may contract the service from other sources and hold the Contractor responsible 
for any excess cost occasioned thereby. 

The State's failure to make payment shall not be a breach, and the Contractor shall retain all available statutory 
remedies and protections. 

H. NON-WAIVER OF BREACH 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
(Initial) 
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The acceptance of late performance with or without objection or reservation by a Party shall not waive any rights of 
the Party nor constitute a waiver of the requirement of timely performance of any obligations remaining to be 
performed. 

I. SEVERABILITY 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(lnltlal) (Initial) Alternative within 

RFP Response 
(Initial) 

X IJJ) 
If any term or condition of the contract is declared by a court of competent jurisdiction to be illegal or in conflict with 
any law, the validity of the remaining terms and conditions shall not be affected, and the rights and obligations of 
the parties shall be construed and enforced as if the contract did not contain the provision held to be invalid or 
illegal. 

J . INDEMNIFICATION 

Accept 
(Initial) 

X 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
Initial 

1. GENERAL 

NOTES/COMMENTS: 

The Contractor agrees to defend, indemnify, and hold harmless the State and its employees, volunteers, 
agents, and its elected and appointed officials ("the indemnified parties") from and against any and all third 
party claims, liens, demands, damages, liability, actions, causes of action, losses, judgments, costs, and 
expenses of every nature, including investigation costs and expenses, settlement costs, and attorney fees 
and expenses ("the claims"), sustained or asserted against the State for personal injury, death, or property 
loss or damage, arising out of, resulting from, or attributable to the willful misconduct, negligence, error, or 
omission of the Contractor, its employees, Subcontractors, consultants, representatives, and agents, 
resulting from this contract, except to the extent such Contractor liability is attenuated by any action of the 
State which directly and proximately contributed to the claims. 

2. INTELLECTUAL PROPERTY 
The Contractor agrees it will , at its sole cost and expense, defend, indemnify, and hold harmless the 
indemnified parties from and against any and all claims, to the extent such claims arise out of, result from, 
or are attributable to, the actual or alleged infringement or misappropriation of any patent, copyright, trade 
secret, trademark, or confidential information of any third party by the Contractor or its employees, 
Subcontractors, consultants, representatives, and agents; provided, however, the State gives the 
Contractor prompt notice in writing of the claim. The Contractor may not settle any infringement claim that 
will affect the State's use of the Licensed Software without the State's prior written consent, which consent 
may be withheld for any reason. 

If a judgment or settlement is obtained or reasonably anticipated against the State's use of any intellectual 
property for which the Contractor has indemnified the State, the Contractor shall, at the Contractor's sole 
cost and expense, promptly modify the item or items which were determined to be infringing, acquire a 
license or licenses on the State's behalf to provide the necessary rights to the State to eliminate the 
infringement, or provide the State with a non-infringing substitute that provides the State the same 
functionality. At the State's election, the actual or anticipated judgment may be treated as a breach of 
warranty by the Contractor, and the State may receive the remedies provided under this RFP. 

3. PERSONNEL 
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The Contractor shall, at its expense, indemnify and hold harmless the indemnified parties from and against 
any claim with respect to withholding taxes, worker's compensation, employee benefits, or any other claim, 
demand, liability, damage, or loss of any nature relating to any of the personnel, including subcontractor's 
and their employees, provided by the Contractor. 

4. SELF-INSURANCE 
The State of Nebraska is self-insured for any loss and purchases excess insurance coverage pursuant to 
Neb. Rev. Stat. § 81-8,239.01 (Reissue 2008). If there is a presumed loss under the provisions of this 
agreement, Contractor may file a claim with the Office of Risk Management pursuant to Neb. Rev. Stat. §§ 
81-8,829 - 81-8,306 for review by the State Claims Board. The State retains all rights and immunities 
under the State Miscellaneous (Section 81-8,294), Tort (Section 81-8,209), and Contract Claim Acts 
(Section 81-8,302), as outlined in Neb. Rev. Stat.§ 81-8,209 et seq. and under any other provisions of law 
and accepts liability under this agreement to the extent provided by law. 
Confirmed. 

5. The Parties acknowledge that Attorney General for the State of Nebraska is required by statute to 
represent the legal interests of the State, and that any provision of this indemnity clause is subject to the 
statutory authority of the Attorney General. 

K. ATTORNEY'S FEES 

Accept 
(Initial) 

x~ 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

UnitedHealthcare agrees but would also like to address Plan 
Benefits Litigation to address the defense of plan benefits 
litigation arising out of matters relating to the agreement. 

In the event of any litigation, appeal, or other legal action to enforce any provision of the contract, the Parties agree 
to pay all expenses of such action, as permitted by law and if order by the court, including attorney's fees and costs, 
if the other Party prevails. 

L. PERFORMANCE BOND 

Accept 
(Initial) 

X (JJ> 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

The Contractor will be required to supply a bond executed by a corporation authorized to contract surety in the 
State of Nebraska, payable to the State of Nebraska, which shall be valid for the life of the contract to include any 
renewal and/or extension periods. The amount of the bond must be $1,500,000.00. The bond will guarantee that 
the Contractor will faithfully perform all requirements, terms and conditions of the contract. Failure to comply shall 
be grounds for forfeiture of the bond as liquidated damages. Amount of forfeiture will be determined by the agency 
based on loss to the State. The bond will be returned when the service has been satisfactorily completed as solely 
determined by the State, after termination or expiration of the contract. 

M. ASSIGNMENT, SALE, OR MERGER 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
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(Initial) 
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Either Party may assign the contract upon mutual written agreement of the other Party. Such agreement shall not 
be unreasonably withheld. 

The Contractor retains the right to enter into a sale, merger, acquisition, internal reorganization, or similar 
transaction involving Contractor's business. Contractor agrees to cooperate with the State in executing 
amendments to the contract to allow for the transaction. If a third party or entity is involved in the transaction, the 
Contractor will remain responsible for performance of the contract until such time as the person or entity involved in 
the transaction agrees in writing to be contractually bound by this contract and perform all obligations of the 
contract. 

N. CONTRACTING WITH OTHER NEBRASKA POLITICAL SUB-DIVISIONS 

Accept 
(Initial) 
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Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

The Contractor may, but shall not be required to, allow agencies, as defined in Neb. Rev. Stat. §81-145, to use this 
contract. The terms and conditions, including price, of the contract may not be amended. The State shall not be 
contractually obligated or liable for any contract entered into pursuant to this clause. A listing of Nebraska political 
subdivisions may be found at the website of the Nebraska Auditor of Public Accounts. 

0 . FORCE MAJEURE 

Accept 
(Initial) 

x ~ 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

Neither Party shall be liable for any costs or damages, or for default resulting from its inability to perform any of its 
obligations under the contract due to a natural or manmade event outside the control and not the fault of the 
affected Party ("Force Majeure Event"). The Party so affected shall immediately make a written request for relief to 
the other Party, and shall have the burden of proof to justify the request. The other Party may grant the relief 
requested; relief may not be unreasonably withheld. Labor disputes with the impacted Party's own employees will 
not be considered a Force Majeure Event. 

P. CONFIDENTIALITY 

Accept 
(Initial) 

x~ 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

All materials and information provided by the Parties or acquired by a Party on behalf of the other Party shall be 
regarded as confidential information. All materials and information provided or acquired shall be handled in 
accordance with federal and state law, and ethical standards. Should said confidentiality be breached by a Party, 
the Party shall notify the other Party immediately of said breach and take immediate corrective action. 

It is incumbent upon the Parties to inform their officers and employees of the penalties for improper disclosure 
imposed by the Privacy Act of 1974, 5 U.S.C. 552a. Specifically, 5 U.S.C. 552a (i)(1), which is made applicable by 
5 U.S.C. 552a (m)(1 ), provides that any officer or employee, who by virtue of his/her employment or official position 
has possession of or access to agency records which contain individually identifiable information, the disclosure of 
which is prohibited by the Privacy Act or regulations established thereunder, and who knowing that disclosure of the 
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specific material is prohibited, willfully discloses the material in any manner to any person or agency not entitled to 
receive it, shall be guilty of a misdemeanor and fined not more than $5,000. 

Q. EARL V TERMINATION 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
(Initial) 

x ~ 

EARLY TERMINATION 
The contract may be terminated as follows: 

1. The State and the contractor, by mutual written agreement, may terminate the contract at anytime. 

2. The State, in its sole discretion, may terminate the contract for any reason upon 30 days written notice to 
the contractor. Such termination shall not relieve the contractor of warranty or other service obligations 
incurred under the terms of the contract. In the event of cancellation the contractor shall be entitled to 
payment, determined on a pro rata basis, for products or services satisfactorily performed or provided. 

3. The State may terminate the contract immediately for the following reasons: 

a. if directed to do so by statute; 
b. contractor has made an assignment for the benefit of creditors, has admitted in writing its inability 

to pay debts as they mature, or has ceased operating in the normal course of business; 
c. a trustee or receiver of the contractor or of any substantial part of the contractor's assets has 

been appointed by a court; 
d. fraud, misappropriation, embezzlement, malfeasance, misfeasance, or illegal conduct pertaining 

to performance under the contract by its contractor, its employees, officers, directors or 
shareholders; 

e. an involuntary proceeding has been commenced by any party against the contractor under any 
one of the chapters of Title 11 of the United States Code and (i) the proceeding has been pending 
for at least sixty (60) days; or (ii) the contractor has consented, either expressly or by operation of 
law, to the entry of an order for relief; or (iii) the contractor has been decreed or adjudged a 
debtor; 

f. a voluntary petition has been filed by the contractor under any of the chapters of Title 11 of the 
United States Code; 

g. contractor intentionally discloses confidential information; 
h. contractor has or announces it will discontinue support of the deliverable; 
i. non-compliance with Federal and/or State Laws; 
j. second or subsequent documented "vendor performance report" form deemed acceptable by the 

State Purchasing Bureau; 

a. Applies to PART Ill - PART I MEDICAL ADMINISTRATION AND PART II PHARMACY 
BENEFIT MANAGER in its sole discretion, the State may terminate the contract upon thirty 
days written notice to the contractor because of a termination of a participating provider or 
providers in the preferred provider network (PPO) which results in a projected loss of 5% or 
more of the in-network claims paid under the plan. The projected loss of in-network claims 
paid under the plan will be based upon the total in-patient, out-patient and professional 
services claims paid during the 12 months prior to the termination of the provider(s); and 

I. Applies to PART Ill - PART I MEDICAL ADMINISTRATION and PART II PHARMACY 
BENFIT MANAGER in its sole discretion, the State may terminate the contract upon thirty 
days written notice to the contractor because either an independent contractor or any 
pharmacy or pharmacies associated with the PBM/contractor has discontinued service which 
results in greater than 20 percent reduction in the total filled prescriptions over the prior 12 
months extended to state employees. 
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4. Contractor may terminate contract for the following reasons : 

a. In addition, this contract will terminate under the following circumstances: (i) Contractor gives 
the State notice of termination because the State did not pay the fees or other amounts owed 
Contractor when due under the terms of the contract, (ii) the State fails to provide the 
required funds for payment of benefits under the terms of this contract, or (iii) the State is in 
material breach of this contract, other than by non-payment or late payment of fees owed by 
the State or the funding of Plan benefits, and does not correct the breach within thirty (30) 
days after being notified in writing. 

R. CONTRACT CLOSEOUT 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
{Initial) 

34 
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~ 
Please note, Item 1 and 2 would not apply for a claims 
administration contract. If run-out services are elected 
UnitedHealthcare will continue to administer claims incurred prior 
to the termination of the contract. For item 3, UnitedHealthcare 
already knows it must retain data post termination to support its 
work product, and UnitedHealthcare is required to do so by law. 
Please keep in mind, even after termination of the contract, 
UnitedHealthcare will provide run-out claims administration 
services and will continue to address appeals. 

For items 4 and 5, United agrees it will reasonably cooperate with 
any successor administrator who is assuming any of the work 
under the contract. United shall provide the State or its designee 
with a one-time standard accumulated extract, which shows 
deductible, out-of-pocket and lifetime maximum amounts for the 
current and prior year for the employee and any listed 
dependents, at no additional charge. United will also provide 
other reasonable claim and other pertinent administrative 
information requested by the State, which may be subject to an 
additional fee to be mutually agreed upon at the time the request 
is made. 

As identified in item 6, United agrees it will vacate any state owned 
property United may use to provide the services, and return any 
state owned real or personal property. Records are destroyed only 
when they have met their retention requirements and authorization 
is received from the business area and corporate legal. Please 
keep in mind, United must maintain a copy of our records for 
archival purposes, and for our legal and regulatory requirements; 
once a claim has been processed, United is unable to extract a 
customer's data from our claim records and PHI becomes 
integrated into our systems and part of the permanent record. 

For 7, 8 and 9, UnitedHealthcare will make available to the State or 
their designees at no additional cost relevant information 
reasonably necessary for them to perform planning, 
administration, audit and financial functions, except as may be 
prohibited by law or by third-party contract, provided there are 
appropriate confidentiality and hold harmless agreements in 
place. Claim records also contain UnitedHealthcare proprietary 
business information which is not contemplated as becoming the 
property of the State upon termination. 

Normally, when we transfer information on termination, we agree 
to provide all reasonably necessary information to the succeeding 
carrier or third-party administrator upon execution of a mutually 
agreed-upon confidentiality agreement. If the State wants more 
data, particularly historical claim files, we would be willing to 
reach an agreement with the State and would require a hold 
harmless agreement for the release of such information. There 
may be a significant charge for pulling several years of such claim 
records. 

Upon contract closeout for any reason the Contractor shall within 30 days, unless stated otherwise herein: 

1. Transfer all completed or partially completed deliverables to the State; 
2. Transfer ownership and title to all completed or partially completed deliverables to the State; 
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3. Return to the State all information and data, unless the Contractor is permitted to keep the information or 
data by contract or rule of Jaw. Contractor may retain one copy of any information or data as required to 
comply with applicable work product documentation standards or as are automatically retained In the 
course of Contractor's routine back up procedures; 

4. Cooperate with any successor Contactor, person or entity in the assumption of any or all of the obligations 
of this contract; 

5. Cooperate with any successor Contactor, person or entity with the transfer of information or data related to 
this contract; 

6. Return or vacate any state owned real or personal property; 
7. Return all data in a mutually acceptable format and manner; 

a. Contractor must provide, at no additional cost to the State, up to five (5) files of historical data, for 
three (3) previous contract years, to any new vendor(s) selected by the State immediately following 
notification of termination and must be complete within ninety (90) days of notification. 

b. Contractor must agree to include a clause to the effect that, upon contract termination, the cost of 
any work required by a new Contractor to bring records in unsatisfactory condition up to date shall 
be the obligation of Contractor and Contractor shall reimburse such expenses. 

8. All records (including the provisions of service, participant and data processing documents) shall become 
the property and be provided to the State of Nebraska at no additional cost to the State; and, 

9. All records that are the property of the State will be returned to the State within thirty (30) days. 

Nothing in this Section should be construed to require the Contractor to surrender intellectual property, real or 
personal property, or information or data owned by the Contractor for which the State has no legal claim. 
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Ill. CONTRACTOR DUTIES 

Q. INDEPENDENT CONTRACTOR I OBLIGATIONS 

Accept 
(Initial) 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 
X UnitedHealth Group would be unable to notify each of our 

~ 
customers of any changes with our subcontractors. 

UnitedHealth Group and its affiliates manage their respective 
Shared Service Operations comprised of comprehensive 
processes and systems that support all our customers across 
various markets and product platforms. Likewise, UnitedHealth 
Group closely manages entrusted third-party subcontractors for 
their unique health care service delivery capabilities to support 
specific areas of our internal operations. As such, these Shared 
Service Operations are intended to leverage breadth and depth in 
our capabilities to ensure we excel on our customer commitments 
(e.g., cost, quality and performance, etc.) in health care delivery 
and health plan management. 

It is agreed that the Contractor is an independent contractor and that nothing contained herein is intended or should 
be construed as creating or establishing a relationship of employment, agency, or a partnership. 

The Contractor is solely responsible for fulfilling the contract. The Contractor or the Contractor's representative 
shall be the sole point of contact regarding all contractual matters. 

The Contractor shall secure, at its own expense, all personnel required to perform the services under the contract. 
The personnel the Contractor uses to fulfill the contract shall have no contractual or other legal relationship with the 
State; they shall not be considered employees of the State and shall not be entitled to any compensation, rights or 
benefits from the State, including but not limited to, tenure rights, medical and hospital care, sick and vacation 
leave, severance pay, or retirement benefits. 

By-name personnel commitments made in the Contractor's proposal shall not be changed without the prior written 
approval of the State. Replacement of these personnel, if approved by the State, shall be with personnel of equal 
or greater ability and qualifications. 

All personnel assigned by the Contractor to the contract shall be employees of the Contractor or a subcontractor, 
and shall be fully qualified to perform the work required herein. Personnel employed by the Contractor or a 
subcontractor to fulfill the terms of the contract shall remain under the sole direction and control of the Contractor or 
the subcontractor respectively. 

With respect to its employees, the Contractor agrees to be solely responsible for the following: 

1. Any and all pay, benefits, and employment taxes and/or other payroll withholding; 
2. Any and all vehicles used by the Contractor's employees, including all insurance required by state law; 
3. Damages incurred by Contractor's employees within the scope of their duties under the contract; 
4. Maintaining Workers' Compensation and health insurance that complies with state and federal law and 

submitting any reports on such insurance to the extent required by governing law; and 
5. Determining the hours to be worked and the duties to be performed by the Contractor's employees. 
6. All claims on behalf of any person arising out of employment or alleged employment (including without limit 

claims of discrimination alleged against the Contractor, its officers, agents, or subcontractors or 
subcontractor's employees) 

If the Contractor intends to utilize any subcontractor, the subcontractor's level of effort, tasks, and time allocation 
should be clearly defined in the bidder's proposal. The Contractor shall agree that it will not utilize any 
subcontractors not specifically included in its proposal in the performance of the contract without the prior written 
authorization of the State. 
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The State reserves the right to require the Contractor to reassign or remove from the project any Contractor or 
subcontractor employee. 

Contractor shall insure that the terms and conditions contained in any contract with a subcontractor does not 
conflict with the terms and conditions of this contract. 

The Contractor shall include a similar provision, for the protection of the State, in the contract with any 
Subcontractor engaged to perform work on this contract. 

R. BUSINESS ASSOCIATE AGREEMENT 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
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\ib UnitedHealthcare accepts the BAA. We would appreciate the 
opportunity to discuss edits that would reflect UnitedHealthcare's 
administration of HIPAA. 

Contractor will execute and be in full compliance with Attachment B Business Associate Agreement (BAA) with the 
State. Contractor acknowledges that it is compliant with the Electronic Data Interchange ("EDI"), Privacy and 
Security Rules of the Health Insurance Portability and Accountability Act ("HIPAA"), and will execute the appropriate 
Business Associate Agreement ("BAA") as provided by thei State. 

S. EMPLOYEE WORK ELIGIBILITY STATUS 

Accept 
(Initial) 

x¢? 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

The Contractor is required and hereby agrees to use a federal immigration verification system to determine the 
work eligibility status of employees physically performing services within the State of Nebraska. A federal 
immigration verification system means the electronic vmification of the work authorization program authorized by 
the Illegal Immigration Reform and Immigrant Responsibility Act of 1996, 8 U.S.C. 1324a, known as the E-Verify 
Program, or an equivalent federal program designated by the United States Department of Homeland Security or 
other federal agency authorized to verify the work eligibility status of an employee. 

If the Contractor is an individual or sole proprietorship, the following applies: 

1. The Contractor must complete the United States Citizenship Attestation Form, available on the 
Department of Administrative Services website at http://das.nebraska.gov/materiel/purchasinq.html 

The completed United States Attestation Form should be submitted with the RFP response. 

2. If the Contractor indicates on such attestation form that he or she is a qualified alien, the Contractor agrees 
to provide the US Citizenship and Immigration Services documentation required to verify the Contractor's 
lawful presence in the United States using the Systematic Alien Verification for Entitlements (SAVE) 
Program. 

3. The Contractor understands and agrees that lawful presence in the United States is required and the 
Contractor may be disqualified or the contract terminated if such lawful presence cannot be verified as 
required by Neb. Rev. Stat. §4-108. 

T. COMPLIANCE WITH CIVIL RIGHTS LAWS AND EQUAL OPPORTUNITY EMPLOYMENT/ 
NONDISCRIMINATION (Statutory) 

The Contractor shall comply with all applicable local, state, and federal statutes and regulations regarding civil 
rights laws and equal opportunity employment. The Nebraska Fair Employment Practice Act prohibits Contractors 
of the State of Nebraska, and their Subcontractors, from discriminating, against any employee or applicant for 
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employment, with respect to hire, tenure, terms, conditions, compensation, or privileges of employment because of 
race, color, religion, sex, disability, marital status, or national origin (Neb. Rev. Stat. §48-1101 to 48-1125). The 
Contractor guarantees compliance with the Nebraska Fair Employment Practice Act, and breach of this provision 
shall be regarded as a material breach of contract. The Contractor shall insert a similar provision in all Subcontracts 
for services to be covered by any contract resulting from this RFP. 

U. COOPERATION WITH OTHER CONTRACTORS 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
(Initial) 

x ~ 

Contractor may be required to work with or in close proximity to other contractors or individuals that may be working 
on same or different projects. The Contractor shall agree to cooperate with such other contractors or individuals, 
and shall not commit or permit any act which may interfere with the performance of work by any other contractor or 
individual. Contractor is not required to compromise Contractor's intellectual property or proprietary information 
unless expressly required to do so by this contract. 

V. PERMITS, REGULATIONS, LAWS 

Accept 
(Initial) 

Reject 
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The contract price shall include the cost of all royalties, licenses, permits, and approvals, whether arising from 
patents, trademarks, copyrights or otherwise, that are in any way involved in the contract. The Contractor shall 
obtain and pay for all royalties, licenses, and permits, and approvals necessary for the execution of the contract. 
The Contractor must guarantee that it has the full legal right to the materials, supplies, equipment, software, and 
other items used to execute this contract. 

W. OWNERSHIP OF INFORMATION AND DATA/ DELIVERABLES 
Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
(Initial) 
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X 
Please refer to our deviations in bold text, below: 

The State shall have the unlimited right to publish, duplicate, use, and 
disclose all information and data developed or obtained by the 
Contractor on behalf of the State pursuant to this contract. 

We agree the State shall have the unlimited right to publish, 
duplicate, use, and disclose all information and data developed or 
obtained by us on behalf of the State pursuant to this contract, 
except if such information and/or data contains our proprietary 
business information (e.g., reasonable & customary amounts, 
network discounts, reimbursement methodologies); we have 
proprietary business rights to that information and/or data. 

All eligibility and claims records are the sole property of the State, and 
must be made available upon request to the State and its 
representatives. 

Within a reasonable time frame we will make available to the State 
or its representatives relevant information (e.g., eligibility and 
claim records) reasonably necessary for them to perform 
planning, administration, audit and financial functions, except as 
may be prohibited by law or by third-party contract, provided there 
are appropriate confidentiality and hold harmless agreements in 
place. 

Selling of the State's data to ANY outside entities must be approved in 
advance, reported on a monthly basis and all income derived must be 
disclosed and shared per agreement with the State. Even if Contractor 
has not "sold" the data, they are NOT free to use the data for analyses 
that they publish or provide at a fee to outside industries. 

UnitedHealthcare and its affiliates do not sell the State's 
identifiable data to any outside entities. We use de-identified data 
in accordance with HIPAA standards for research, or creating 
comparative databases, statistical analysis or other studies. 

The State shall own and hold exclusive title to any deliverable 
developed as a result of this contract. 

The State shall own and hold exclusive title to any deliverable 
developed as a result of this contract, except if such deliverables 
contain our proprietary business information (e.g., reasonable & 
customary amounts, network discounts, reimbursement 
methodologies), we have proprietary business rights to that 
portion of any deliverable. 

Contractor shall have no ownership interest or title, and shall not 
patent, license, or copyright, duplicate, transfer, sell, or exchange, the 
design, specifications, concept, or deliverable. 

We do not anticipate creating works or inventions (e.g., design, 
specifications, concept or deliverables) on behalf of this specific 
customer. Our services are universally provided to our entire book 
of business, and are not created through a means that would pass 
ownership interest or title to any one customer. 
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The State shall have the unlimited right to publish, duplicate, use, and disclose all information and data developed 
or obtained by the Contractor on behalf of the State pursuant to this contract. 

All eligibility and claims records are the sole property of the State, and must be made available upon request to the 
State and its representatives. Selling of the State's data to ANY outside entities must be approved in advance, 
reported on a monthly basis and all income derived must be disclosed and shared per agreement with the State. 
Even if Contractor has not "sold" the data, they are NOT free to use the data for analyses that they publish or 
provide at a fee to outside industries. 

The State shall own and hold exclusive title to any deliverable developed as a result of this contract. Contractor 
shall have no ownership interest or title, and shall not patent, license, or copyright, duplicate, transfer, sell, or 
exchange, the design, specifications, concept, or deliverable. 

X. INSURANCE REQUIREMENTS 

Accept 
(Initial) 

Reject Reject & Provide NOTES/COMMENTS: 
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RFP Response 
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x ~ We have included necessary deviations to the specific 
requirements within H. Insurance Requirements below. 

The Contractor shall throughout the term of the contract maintain insurance as specified herein and provide the 
State a current Certificate of Insurance/Acord Form (COi) verifying the coverage. The Contractor shall not 
commence work on the contract until the insurance is in place. If Contractor subcontracts any portion of the 
Contract the Contractor must, throughout the term of the contract, either: 

1. Provide equivalent insurance for each subcontractor and provide a COi verifying the coverage for the 
subcontractor; 

2. Require each subcontractor to have equivalent insurance and provide written notice to the State that the 
Contractor has verified that each subcontractor has the required coverage; or, 

3. Provide the State with copies of each subcontractor's Certificate of Insurance evidencing the required 
coverage. 

The Contractor shall not allow any Subcontractor to commence work until the Subcontractor has equivalent 
insurance. The failure of the State to require a COi, or the failure of the Contractor to provide a COi or require 
subcontractor insurance shall not limit, relieve, or decrease the liability of the Contractor hereunder. 

We are unable to make contractual commitments on behalf of our subcontractors, who are 
engaged across our book of business, rather than for one specific customer. However, we 
require our subcontractors to maintain adequate levels of insurance coverage and we will be 
responsible for services provided by our subcontractors to the same extent that we would have 
been had we performed those services without the use of a subcontractor. 

In the event that any policy written on a claims-made basis terminates or is canceled during the term of the contract 
or within one (1) year of termination or expiration of the contract, the contractor shall obtain an extended discovery 
or reporting period, or a new insurance policy, providing coverage required by this contract for the term of the 
contract and one (1) year following termination or expiration of the contract. 

Noted. 

If by the terms of any insurance a mandatory deductible is required, or if the Contractor elects to increase the 
mandatory deductible amount, the Contractor shall be responsible for payment of the amount of the deductible in 
the event of a paid claim. 

Noted. 

Notwithstanding any other clause in this Contract, the State may recover up to the liability limits of the insurance 
policies required herein. 
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4. WORKERS' COMPENSATION INSURANCE 
The Contractor shall take out and maintain during the life of this contract the statutory Workers' 
Compensation and Employer's Liability Insurance for all of the contactors' employees to be engaged in 
work on the project under this contract and, in case any such work is sublet, the Contractor shall require 
the Subcontractor similarly to provide Worker's Compensation and Employer's Liability Insurance for all of 
the Subcontractor's employees to be engaged in such work. This policy shall be written to meet the 
statutory requirements for the state in which the work is to be performed, including Occupational Disease. 
The policy shall include a waiver of subrogation in favor of the State. The COi shall contain the 
mandatory COi subrogation waiver language found hereinafter. The amounts of such insurance shall 
not be less than the limits stated hereinafter. For employees working in the State of Nebraska, the policy 
must be written by an entity authorized by the State of Nebraska Department of Insurance to write 
Workers' Compensation and Employer's Liability Insurance for Nebraska employees. 

Noted. 

5. COMMERCIAL GENERAL LIABILITY INSURANCE AND COMMERCIAL AUTOMOBILE LIABILITY 
INSURANCE 
The Contractor shall take out and maintain during the life of this contract such Commercial General 
Liability Insurance and Commercial Automobile Liability Insurance as shall protect Contractor and any 
Subcontractor performing work covered by this contract from claims for damages for bodily injury, 
including death, as well as from claims for property damage, which may arise from operations under this 
contract, whether such operation be by the Contractor or by any Subcontractor or by anyone directly or 
indirectly employed by either of them, and the amounts of such insurance shall not be less than limits 
stated hereinafter. 

The Commercial General Liability Insurance shall be written on an occurrence basis, and provide 
Premises/Operations, Products/Completed Operations, Independent Contractors, Personal Injury, and 
Contractual Liability coverage. The policy shall include the State, and others as required by the 
contract documents, as Additional lnsured(s). This policy shall be primary, and any insurance or 
self-insurance carried by the State shall be considered secondary and non-contributory. The COi 
shall contain the mandatory COi liability waiver language found hereinafter. The Commercial 
Automobile Liability Insurance shall be written to cover all Owned, Non-owned, and Hired vehicles. 

Noted. 

REQUIRED INSURANCE COVERAGE 
COMMERCIAL GENERAL LIABILITY 
General Aaareaate $2.000,000 
Products/Comoleted Ooerations Aaaregate $2,000,000 
Personal/AdvertisinQ Injury $1,000,000 per occurrence 
Bodilv lniury/Propertv Damaae $1 ,000,000 per occurrence 
Medical Pavments $10,000 any one person 
DamaQe to Rented Premises (Fire) $300,000 each occurrence 
Contractual Included 
Independent Contractors Included 
If higher limits are required, the Umbrella/Excess Liability limits are allowed to satisfy the higher 
limit. 
WORKER'S COMPENSATION 
Emolovers Liabilitv Limits $500K/$500K/$500K 
Statutory Limits- All States Statutory - State of Nebraska 
Voluntary Compensation Statutory 
COMMERCIAL AUTOMOBILE LIABILITY 
Bodily lniury/Propertv Damaoe $1,000,000 combined sinale limit 
Include All Owned, Hired & Non-Owned Included 
Automobile liabilitv 
Motor Carrier Act Endorsement Where Aoolicable 
UMBRELLA/EXCESS LIABILITY 
Over Primary Insurance $5,000,000 per occurrence 
PROFESSIONAL LIABILITY 
Professional liability (Medical Malpractice) $10,000,000 per .£.!.ru!!Looo1.1rronso 
Q1:1alitisalioR URdeF Nebraska Ei:xsess l-1:1AEI $10,000,000 2Q,QQQ,QQQ Aggregate 
All Other Professional Liability (Errors & $1,000,000 Per Claim/ Aggregate 
Omissions) 
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COMMERCIAL CRIME 
Crime/Employee Dishonesty Including 3rd Party $2,000,000 
Fidelity 
CYBER LIABILITY 
Coverage for the Legal Liabililll to Others for $10,000,000 20,000,000 
Breach of Privacy, Security Breach, Denial of 
Service, Remediation, Fines and Penalties 
MANDATORY COi SUBROGATION WAIVER LANGUAGE 
'Workers' Comoensation policy shall include a waiver of subroQation in favor of the State of Nebraska." 
MANDATORY COi LIABILITY WAIVER LANGUAGE 
"Commercial General Liability & Commercial Automobile Liability policies shall name the State of 
Nebraska as an Additional Insured and the policies shall be primary and any insurance or self-insurance 
carried by the State shall be considered secondary and non-contributory as additionally insured." 

We have included necessary edits reflecting our deviations to the specific insurance 
coverage requirements in red text within the table above. 

If the mandatory COi subrogation waiver language or mandatory COi liability waiver language on the COi 
states that the waiver is subject to, condition upon, or otherwise limit by the insurance policy, a copy of the 
relevant sections of the policy must be submitted with the COi so the State can review the limitations 
imposed by the insurance policy. 

6. EVIDENCE OF COVERAGE 
The Contractor shall furnish the Contract Manager, with a certificate of insurance coverage complying with 
the above requirements prior to beginning work at 

Administrative Services 
Attn: Wellness & Benefits Administrator 
1526 K Street, Suite 110 
Lincoln, NE 68508 

These certificates or the cover sheet shall reference the RFP number, and the certificates shall include the 
name of the company, policy numbers, effective dates, dates of expiration, and amounts and types of 
coverage afforded. If the State is damaged by the failure of the Contractor to maintain such insurance, 
then the Contractor shall be responsible for all reasonable costs properly attributable thereto. 

Reasonable notice of cancellation of any required insurance policy must be submitted to the contract 
manager as listed above when issued and a new coverage binder shall be submitted immediately to 
ensure no break in coverage. 

Noted. 

7. DEVIATIONS 
The insurance requirements are subject to limited negotiation. Negotiation typically includes, but is not 
necessarily limited to, the correct type of coverage, necessity for Workers' Compensation, and the type of 
automobile coverage carried by the Contractor. 

We have included necessary edits reflecting our deviations to the specific insurance 
coverage requirements in red text within the table above. 

Y. ANTITRUST 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
(Initial) 

x~ 
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The Contractor hereby assigns to the State any and all claims for overcharges as to goods and/or services provided 
in connection with this contract resulting from antitrust violations which arise under antitrust laws of the United 
States and the antitrust laws of the State. 

Z. CONFLICT OF INTEREST 

Accept 
(Initial) 

x'{2J? 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
·(Initial) 

By submitting a proposal, bidder certifies that no relationship exists between the bidder and any person or entity 
which either is, or gives the appearance of, a conflict of interest related to this Request for Proposal or project. 

Bidder further certifies that bidder will not employ any individual known by bidder to have a conflict of interest nor 
shall bidder take any action or acquire any interest, either directly or indirectly, which will conflict in any manner or 
degree with the performance of its contractual obligations hereunder or which creates an actual or appearance of 
conflict of interest. 

If there is an actual or perceived conflict of interest, bidder shall provide with its proposal a full disclosure of the 
facts describing such actual or perceived conflict of interest and a proposed mitigation plan for consideration. The 
State will then consider such disclosure and proposed mitigation plan and either approve or reject as part of the 
overall bid evaluation. 

AA. STATE PROPERTY 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
(Initial) 

x ~ 

The Contractor shall be responsible for the proper care and custody of any State-owned property which is furnished 
for the Contractor's use during the performance of the contract. The Contractor shall reimburse the State for any 
loss or damage of such property; normal wear and tear is expected. 

BB. SITE RULES AND REGULATIONS 

Accept 
(Initial) 

xw 
Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

The Contractor shall use its best efforts to ensure that its employees, agents, and Subcontractors comply with site 
rules and regulations while on State premises. If the Contractor must perform on-site work outside of the daily 
operational hours set forth by the State, it must make arrangements with the State to ensure access to the facility 
and the equipment has been arranged. No additional payment will be made by the State on the basis of lack of 
access, unless the State fails to provide access as agreed to in writing between the State and the Contractor. 
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CC. ADVERTISING 

Accept 
(Initial) 

x(m 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

The Contractor agrees not to refer to the contract award in advertising in such a manner as to state or imply that the 
company or its services are endorsed or preferred by the State. Any publicity releases pertaining to the project 
shall not be issued without prior written approval from the State. 

DD. NEBRASKA TECHNOLOGY ACCESS ST AND ARDS (Statutory) 
Contractor shall review the Nebraska Technology Access Standards, found at 
https://nitc.nebraska.gov/standards/2-201.pdf and ensure that products and/or services provided under the contract 
are in compliance or will comply with the applicable standards to the greatest degree possible. In the event such 
standards change during the Contractor's performance, the State may create an amendment to the contract to 
request the contract comply with the changed standard at a cost mutually acceptable to the parties. 

EE. DISASTER RECOVERY/BACK UP PLAN 

Accept 
(Initial) 

X 

~ 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

UnitedHealthcare would provide a summary of its disaster 
recovery and back-up plan. 

The Contractor shall have a disaster recovery and back-up plan, of which a copy should be provided upon request 
to the State, which includes, but is not limited to equipment, personnel, facilities, and transportation, in order to 
continue services as specified under the specifications in the contract in the event of a disaster. 

FF. DRUG POLICY 

Accept 
(Initial) 

x~ 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

Contractor certifies it maintains a drug free work place environment to ensure worker safety and workplace integrity. 
Contractor agrees to provide a copy of its drug free workplace policy at any time upon request by the State. 
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IV. PAYMENT 

A. PROHIBITION AGAINST ADVANCE PAYMENT (Statutory) 
Payments shall not be made until contractual deliverable(s) are received and accepted by the State. 

B. TAXES (Statutory) 
The State is not required to pay taxes and assumes no such liability as a result of this solicitation. Any property tax 
payable on the Contractor's equipment which may be installed in a state-owned facility is the responsibility of the 
Contractor. 

C. INVOICES 

Accept 
(Initial) 

Reject 
(Initial) 

Reject & Provide 
Alternative within 
RFP Response 
Initial 

NOTES/COMMENTS: 

Invoices for payments must be provided on a secure website with sufficient detail to support payment. The terms 
and conditions included in the Contractor's invoice shall be deemed to be solely for the convenience of the parties. 
No terms or conditions of any such invoice shall be binding upon the State, and no action by the State, including 
without limitation the payment of any such invoice in whole or in part, shall be construed as binding or estopping the 
State with respect to any such term or condition, unless the invoice term or condition has been previously agreed to 
by the State as an amendment to the contract. 
The Contractor's invoice(s) and detail will be posted on a monthly basis. The detail for the monthly invoice(s) will 
be provided in an Excel file and will contain the following information: Invoice Number, Invoice Date, Record Count, 
Agency, Plan, Tier, Employee Name, Coverage Dates, Social Security Number, ASO Fee Amount, Coverage Type, 
and Benefit Group. If applicable, it is acceptable for the Contractor to provide both the medical and pharmacy fees 
into one amount per employee. The Contractor will provide one invoice for the current monthly membership, then 
reconcile the membership every month, and provide another invoice for any adjustments for prior periods for any 
untimely membership terminations or additions. 

Administrative Services Only (ASO) fees for medical and pharmacy benefits are required to be invoiced separately, 
from claims, and only after deliverables are received, meaning that administrative services must be billed after 
performance of the services, not in advance of provision of the services. 

D. CLAIMS REIMBURSEMENT 

Accept 
(Initial) 

x~ 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

The Contractor will set up a bank account and have the capability for ACH. The Contractor will maintain and 
reconcile the bank account. The Contractor will be required to prefund the bank account, with their money. The 
Contractor will process the approved claims payments out of this account. Only after the approved payments have 
cleared this bank account, may the Contractor request reimbursement from the State. On a daily basis, the 
Contractor will e-mail a reimbursement notification to the State indicating the amount of the payments that have 
cleared the bank account the previous business day. The notification will also include other information for the bank 
account, i.e. customer number, ABA number, Bank Account number, etc. The State will provide reimbursement to 
the bank account, via ACH transfer, within three business days of receipt of the reimbursement notification request 
and the supporting detail. The bank account will be dedicated to the State of Nebraska. The ASO fees will be paid 
to a different bank account. 

The daily claims reimbursement detail, which supports the reimbursement notification, will be posted to the 
Contractors secure website on a daily basis by 8:00 AM Central Time. 
1. The daily cleared claims reimbursement request detail will be provided in an Excel format and will contain 

the following fields but not limited to: 
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a. Customer ID 
b. Contract Number 
c. Plan ID 
d. Bank Account Number 
e. Transaction Date 
f. Transaction ID 
g. Transaction Amount Check/Item Number 
h. Employee Name 
i. Dependent Name 
j. Employee Social Security Number 
k. Plan Code 
I. Issue Date 
m. Date of Service 
n. Work Date 
o. Book Month 

E. INSPECTION AND APPROVAL 

Accept 
(Initial) 

x~ 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

Final inspection and approval of all work required under the contract shall be performed by the designated State 
officials. 

The State and/or its authorized representatives shall have the right to enter any premises where the Contractor or 
Subcontractor duties under the contract are being performed, and to inspect, monitor or otherwise evaluate the 
work being performed. All inspections and evaluations shall be at reasonable times and in a manner that will not 
unreasonably delay work. 

F. PAYMENT 

Accept Reject Reject & Provide NOTES/COMMENTS: 
(Initial) (Initial) Alternative within 

RFP Response 
(Initial) 

x~ 

State will render payment to Contractor when the terms and conditions of the contract and specifications have been 
satisfactorily completed on the part of the Contractor as solely determined by the State. (Neb. Rev. Stat. Section 
73-506(1)) Payment will be made by the responsible agency in compliance with the State of Nebraska Prompt 
Payment Act (See Neb. Rev. Stat. §81-2401 through 81-2408). The State may require the Contractor to accept 
payment by el~ctronic means such as ACH deposit. In no event shall the State be responsible or liable to pay for 
any services provided by the Contractor prior to the Effective Date of the contract, and the Contractor hereby 
waives any claim or cause of action for any such services. 

G. LATE PAYMENT (Statutory) 
The Contractor may charge the responsible agency interest for late payment in compliance with the State of 
Nebraska Prompt Payment Act (See Neb. Rev. Stat. §81-2401 through 81-2408). 

Noted. 

H. SUBJECT TO FUNDING/ FUNDING OUT CLAUSE FOR LOSS OF APPROPRIATIONS 
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Accept 
(Initial) 

~ 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

The State's obligation to pay amounts due on the Contract for a fiscal years following the current fiscal year is 
contingent upon legislative appropriation of funds. Should said funds not be appropriated, the State may terminate 
the contract with respect to those payments for the fiscal year(s) for which such funds are not appropriated. The 
State will give the Contractor written notice thirty (30) calendar days prior to the effective date of termination. All 
obligations of the State to make payments after the termination date will cease. The Contractor shall be entitled to 
receive just and equitable compensation for any authorized work which has been satisfactorily completed as of the 
termination date. In no event shall the Contractor be paid for a loss of anticipated profit. 

I. RIGHT TO AUDIT (First Paragraph is Statutory) 

Accept 
(Initial) 

x{JJ 

Reject Reject & Provide NOTES/COMMENTS: 
(Initial) Alternative within 

RFP Response 
(Initial) 

The State shall have the right to audit the Contractor's performance of this contract upon a 90 days' written notice. 
Contractor shall utilize generally accepted accounting principles, and shall maintain the accounting records, and 
other records and information relevant to the contract (Information) to enable the State to audit the contract. The 
State may audit and the Contractor shall maintain, the Information during the term of the contract and for a period of 
five (5) years after the completion of this contract or until all issues or litigation are resolved, whichever is later. The 
Contractor shall make the Information available to the State at Contractor's place of business or a location 
acceptable to both Parties during normal business hours. If this is not practical or the Contractor so elects, the 
Contractor may provide electronic or paper copies of the Information. The State reserves the right to examine, 
make copies of, and take notes on any Information relevant to this contract, regardless of the form or the 
Information, how it is stored, or who possesses the Information. Under no circumstance will the Contractor be 
required to create or maintain documents not kept in the ordinary course of contractor's business operations, nor 
will contractor be required to disclose any information, including but not limited to product cost data, which is 
confidential or proprietary to contractor. 

The Parties shall pay their own costs of the audit unless the audit finds a previously undisclosed overpayment by 
the State. If a previously undisclosed overpayment exceeds one-half of one percent (.5%) of the total contract 
billings, or if fraud, material misrepresentations, or non-performance is discovered on the part of the Contractor, the 
Contractor shall reimburse the State for the total costs of the audit. Overpayments and audit costs owed to the 
State shall be paid within ninety days of written notice of the claim. The Contractor agrees to correct any material 
weaknesses or condition found as a result of the audit. 

V. PROJECT DESCRIPTION AND SCOPE OF WORK 

A. PROJECT OVERVIEW 
The State of Nebraska ("State") employs approximately 16,400 individuals and 12,845 are enrolled in health plans. 
These employees are primarily located throughout the State of Nebraska. The State allows both Union and non
Union employees to be enrolled in one of the three (3) State health plans. The State currently has the following self
insured medical plan designs: 

1. Regular Plan 
2. Consumer Focused Health Plan (with Health Savings Account Eligibility) 
3. WellNebraska (with or without incentive) 

The WellNebraska (with or without incentive) Plan Option allows any employee who is eligible to enroll in the 
WellNebraska Health Plan. However, employees and spouses (if applicable} who choose this option and who have 
met qualifications for wellness incentives through the State's WellNebraska program will benefit from reduced 
premiums and lower out-of-pocket costs for certain benefits. 
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The State currently has Contract 77103 04 for Administrative and Support Services for the State of Nebraska 
Employee Health Care Benefits and Pharmacy Benefit Plans. This includes the administration of the Health Savings 
Account program and a Specialty Pharmacy Program. 

Through the passage of Legislative Bill 1119, the Nebraska Legislature introduced the Direct Primary Care (DPC) 
Pilot Program Act, which allows for the establishment of the Direct Primary Care Pilot Program. The program, 
established within the Nebraska State Insurance Program, shall include at least two direct primary care health 
plans. These are plans, which include direct primary care services offered by a participating provider and health 
care coverage for medical specialists, hospitals, pharmacy and other medical coverage. Under the legislation, the 
non-direct primary health care coverage must include at least one high-deductible coverage option and one low 
deductible coverage option to provide major medical coverage to supplement the direct primary care services. The 
final bill was passed in the Nebraska Legislature and approved by the Governor of Nebraska on April 13, 2018. 
Please refer to Nebraska State Statute 84-1618 through 84-1627. 

Information about the current health plans offered to plan members is available at: 
http://das.nebraska.gov/benefits.html 

Health Plans (Plan Options: Regular, Consumer Focused, and WellNebraska) and Pharmacy Benefits can be found 
at: http://das.nebraska.gov/Benefits/ Active/healthplan-about. html 

Noted. 

8. MEDICAL AND PHARMACY BENEFIT ADMINISTRATION FILES 
In order to receive the Medical Administration and Pharmacy Benefit Administration files below, a signed Non
Disclosure Agreement (NOA) Attachment C must be emailed to JSlutzky@segalco.com. Data will NOT be released 
until the Bidder submits a signed agreement. Upon receipt of the signed NOA, the Bidder will receive the data via 
Segal's Secure File Transfer (SFT) server. Bidders must register to use the SFT site in order to obtain the data. 

Medical Administration files are: 

1. Census data for active employees, COBRA participants and pre-65 retirees; 
2. Claims data for the most recent 12 month period; 
3. Enrollment data for the most recent 36 month period; 
4. Large loss information for the most recent 36 month period; 

Pharmacy Benefit Administration files are: 

1. Census data for active employees, COBRA participants and pre-65 retirees; 
2. Claims data for the most recent 12-month period. 

Noted. 

C. ENROLLMENT 
Following is a table representing State employee participation in each health plan by tier and is not an exact match 
to the Census Data: 

High Deductible Wellness 
Wellness PPO Health Plan without 

Plan/Tier Regular PPO with incentive (CFHP) Incentive Total 
Employee Only 1723 3,380 676 168 5,947 
Employee/Spouse 759 1,204 156 58 2,177 
Employee/Child(ren) 403 1,211 152 92 1,858 
Family 675 1,843 244 101 2,863 
Total 3,560 7,638 1,228 419 12,845 

Noted. 

D. PROJECT OBJECTIVES 
The objectives for the medical administration component are to obtain, related to the specified scope of services, 
employee and State staff satisfaction with the Contractor, assistance with controlling expenditures through 
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negotiated provider reimbursement schedules, and emerging provider reimbursement methodologies. The 
Contractor shall perform the following services: 

1. Provide complete administrative and support services for the medical administration including but not 
limited to: 

a. Access to nationwide network of providers with uniform quality of care and services; 

Confirmed. 

b. Cost effective contracting arrangements that can be demonstrated to represent direct savings to 
the State; 

Confirmed. 

c. Comprehensive set of medical management services 

Confirmed. 

d. Show strong financial stability 

Confirmed. 

e. Demonstrate innovative and quality-oriented medical claims administration 

Confirmed. 

f. Provide excellent communication services 

Confirmed. 

g. Provide superior account service to the State and excellent customer support to members 

Confirmed. 

h. Provide seamless implementation of the program for the State and its members 

Confirmed. 

i. Account Executive to be available at any time by phone or email and in-person meeting a 
minimum of once per week. Including but not limited to weekly in-person meetings, quarterly and 
annual reviews, open enrollment on-site meetings and additional contacts as needed. 

Confirmed. 

The objectives for the prescription benefit administration component are to obtain secure competitive pricing and 
fees for pharmacy benefit management services while maintaining and enhancing the quality of the pharmacy 
benefit plan and maximizing employee satisfaction. In addition, the State seeks clinical and utilization management 
programs that will be effective in reducing costs and waste while ensuring the highest quality patient care. 

2. Provide complete administrative and support services for the prescription drug administration - including, 
but not limited to: 

a. Claims Adjudication 

Confirmed. 

b. Member Enrollment and Eligibility Maintenance 

Confirmed. 

c. ID Card Production and Distribution 
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Confirmed. 

d. Patient and Provider Education 

Confirmed. 

e. Systematic Prospective, Concurrent and Retroactive Drug Utilization Review 

Confirmed. 

f. Account Management Services (including standard/custom reporting and online systems) 

Confirmed. 

g. Member Services (including call center, website and portal) 

Confirmed. 

h. Formulary Management and Rebate Sharing 

Confirmed. 

i. Clinical and Utilization Management Programs 

Confirmed. 

Network Pharmacy Management 

Confirmed. 

j. Mail Service Pharmacy 

Confirmed. 

k. Specialty Pharmacy Program 

Confirmed. 

I. Ability to share claims data with other State healthcare and data analytics vendors as needed 

Confirmed. 

3. Provide information about emerging trends in the pharmacy benefits industry and how they may be applied 
to the State's pharmacy benefits within the constraints of the State's ability to change plan design and 
employee contribution structures. 

Confirmed. 

4. Provide an integrated system for processing retail , mail order and specialty pharmacy claims. 

Confirmed. 

5. Promptly process and fill all prescriptions submitted by the State's plan members. The Contractor must 
provide all prescription fulfillment and processing services for all covered members. 

Confirmed. 

6. Load all current Prior Authorizations, open mail order refills, open specialty refills, claim history files, and 
accumulator files that exist for current members from the existing Pharmacy Benefit Manager (PBM) at no 
charge to the State no later than the date of implementation of management by the Contractor. (No charge 
includes no charges being deducted from the implementation allowance for file loading or IT.) 
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Confirmed. 

7. Mail order service notifying individual participating members and the State or its designee prior to 
substituting products that will result in a higher member copayment. 

Confirmed. 

E. SUBROGATION REQUIREMENT 
Contractor shall enforce the State's right to seek recovery based on subrogation or other theories from third parties, 
or other insurance carriers, who have caused injury or illness to a covered person or damages to the plan, except 
when said third party is the State of Nebraska. Contractor shall provide subrogation recovery service at no 
additional charge to the State. Contractor may engage a subcontractor to perform specialized services for recovery 
of funds or discovery of overpayment or fraud. If any subrogation services are subcontracted by contractor, 
approval of subcontractors and contract terms must be obtained from the State prior to contractor entering into an 
agreement with any such subcontractor(s). Such subcontractors may be reimbursed based on a reasonable basis 
other than percent of recovery, but cost of such subcontractors shall be the responsibility of contractor and shall not 
be deducted from the subrogated amount. The Contractor shall obtain the approval of the State for any subrogation 
claim that is less than 100% of the State's loss, and shall obtain the State's approval of all settlements. In the 
event that the State is a party to litigation regarding any such claims, settlement or release of such claims must be 
approved by the State. This authority regarding recoveries from third parties or their carriers includes participation 
in consolidated or class action lawsuits alleging such injuries, if authorized by the State. Any recovery from 
consolidated or class action suits will be apportioned among all insured and self-insured plans or pools in like 
manner. The proration may be based on number of covered persons, number of injured persons, claims volume, or 
any other basis determined by contractor and approved by the State. Recoveries made in the same plan year as 
the original claim payments are made, will be applied to the State's claims liability by immediate credit to the State. 
Recoveries made in subsequent years will be credited in total to the State's claim liability at the time recovery is 
made. The State agrees to cooperate with all such recovery efforts. 

Confirmed. 

F. MEDICAL PLAN DESIGN 
At a minimum, the Contractor must duplicate the plan design and level of coverage presently offered to the State's 
covered member population. 

Confirmed. 

G. PLAN REQUIREMENTS 

1. There will be no restrictions or benefit limitations for pre-existing conditions applied to any members or 
their dependents under the plan. 

Confirmed. 

2. The plan will contain the "birthday rule" and will have group-to-group coordination of benefits provision. 
The birthday rule applies when two parents cover the same dependent children under two different health 
plans, the parent whose birthday falls earliest in the calendar year will be considered as the primary carrier 
for the dependent children. 

Confirmed. 

3. The Contractor shall provide services to all present members (active employees, COBRA participants, 
early retirees, and eligible dependents) enrolled on the program effective date. 

Confirmed. 

4. Members who are not actively at work due to disablement on program effective date will be covered. 

Confirmed. 

5. The Contractor must perform a semi-annual, and/or as requested, Comparison Analysis and Strategic 
review. This analysis and plan should include, but not be limited to, identifying how the State of 
Nebraska's expenses and policies compare to other states, large employers, and innovative concepts for 
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modifications to existing programs, the addition of new programs and or recommendations for changes in 
the State's policies on how to improve the State's performance and specific methods to reduce costs. 

Confirmed. 

6. Provide reports and claim analyses that meet the needs of the State including, but not limited to: 

a. Key Performance Indicators developed by the State 

Confirmed. 

b. Ad Hoc reports 

Confirmed. 

c. Benchmarking against peer state clients 

Confirmed. 

7. Responsible for the provision of all levels of full and fair review of claims, claim denials and appeals made 
by members as mandated by the federally regulated appeals process. Determination of payment or denial 
of claims or of appealed claims shall be made by Contractor following appropriate analysis and review. 
The State may submit to the Contractor any request it receives for a review of a claim that has been 
denied so that Contractor may provide a full and fair review of the claim in compliance with the Patient 
Protection and Affordable Care Act (PPACA) appeals process. The State reserves the right to uphold, 
overturn or modify any denied claim(s) by Contractor. 

Confirmed. 

8. Design communications materials as mutually agreed by the Parties to be necessary to communicate the 
program to members and for use by the State in developing summary plan descriptions, or other program 
materials. 

Confirmed. 

9. Advise and assist the State in the preparation of forms and other documentation necessary to fulfill 
reporting and disclosure requirements. 

Confirmed. 

10. Provide final Summary Plan Documents (SPD), written and electronic, including SPD language for any 
clinical programs to be implemented, to the State prior to the Open Enrollment period and subsequent 
open enrollments. 

Confirmed. 

11. The State will neither recognize the appointment of any agent, general agent or broker nor authorize any 
payment or remuneration of any kind by the Contractor to a party not approved in writing by the State. 

Noted. 

12. Provide guidance and written documentation within thirty (30) days upon request, on the PPACA and any 
future issues as related to health care reform, including but not limited to data comparison, analytics, 
strategic development, timelines, compliance, impact studies and implementation as they pertain to the 
State's experience. 

Confirmed. 

13. Absorb any programming or other administrative costs to meet any existing or future requirements of 
PPACA at no additional cost to the State. 
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Confirmed. UnitedHealthcare will absorb any programming or other administrative costs 
to meet any existing or future requirements of PPACA, applicable to UnitedHealthcare as 
claims administrator, at no additional cost to the State. 

14. Administer the plans in compliance with the insurance laws of the State of Nebraska and all Federal 
regulations. 

Confirmed. 

15. Monitor Federal regulations and State legislation affecting the delivery of medical and prescription drug 
benefits under the plan and report to the State on those issues in a timely fashion prior to the effective date 
of any mandated plan changes. 

Confirmed. 

16. Will not release any information related to the State of Nebraska health plans or claims in detail or in 
aggregate unless authorized by the Director of Administrative Services. 

Confirmed. 

17. Provide immediate on-line real-time manual eligibility updates for urgent requests by the State's staff. 

Confirmed. 

18. Attend an annual performance or "stewardship" meeting within 180 days after contract year-end at which 
time the Contractor will , as directed by the State, summarize activities and perlormance for the year 
ended. 

Confirmed. 

19. Assign a dedicated Account Executive who shall be accountable and responsible to the State for proactive 
management of all aspects of the Contractor's perlormance to the State and its members. The Contractor 
shall not change assignment of the Account Executive without written notice provided to the State with a 
minimum of fourteen (14) business days prior to such change. The State reserves the right to request 
assignment of a new Account Executive and the Contractor shall make such change within 30 calendar 
days of receipt of written notice from the State. 

Confirmed. 

20. Provide an Account Executive available by phone conference within two (2) hours after a request by the 
State and at no additional cost to the State. 

Confirmed. 

21. Provide dedicated staff in the following specialties: 

a. Implementation Manager: Responsible for development and execution of implementation plan. 
Coordinates with the State, internal and other external resources. The Implementation Manager 
shall be dedicated to the State during the implementation process. Three (3) years of experience 
as an Implementation Manager and experience with groups 15,000 and larger are also required. 

Confirmed. 

b. Account Executive: Responsible for overall account relationship including strategic planning in 
relation to plan perlormance, consultative services, recommendations for benefit design and cost 
containment opportunities, overseeing contractual services under the contract with the State, and 
managing all other Contractor's staff working on this account. Has overall responsibility for waste, 
fraud and abuse oversight and control. The Account Executive will be located in Nebraska and 
will be dedicated to the State account. The Account Executive will have a minimum five (5) years 
of experience as an Account Executive and have previously served as an Account Executive for 
at least one (1) year for a group of at least 15,000 members. 

Confirmed. 

54 



c. Clinical Pharmacist: Pharmacist with oversight and management of all clinical aspects of the 
State's plans; attends all clinical meetings; prepares clinical agenda; tracks new drugs in the 
market; reviews all prior authorization criteria with the State and customizes as necessary; 
provides all web POL posting documents; provides Vendor P& T committee feedback; performs 
clinical research as needed. Must be dedicated to the State and in good standing with the 
Nebraska Board of Pharmacy. Must have a minimum 3 years' experience in a PBM and/or 
managed care pharmacy environment with direct responsibility for developing, implementing and 
maintaining clinical pharmacy programs. 

The State will continue to have access to a designated clinical pharmacist. 

d. Operations Director: Responsible for all claims operations and reporting, including overseeing the 
file transfer process of eligibility data, interfaces between vendors, reporting, and data sharing. 
Monitors provider coding and claims submission patterns for potential waste, fraud and abuse. 
Three (3) years of experience as an Operations Director and experience with groups 15,000 and 
larger are also required. 

The State will continue to have access to a designated operations director. 

e. Network Manager: Responsible for monitoring and assisting in resolving provider contract 
disputes, monitors and reports to the State on network access. Monitors State utilization and is 
proactive in expanding networks as needed to adjust to changes in member demand, access 
needs and/or gaps in care. Monitors provider coding and claims submission patterns for potential 
waste, fraud and abuse. Facilitates the expansion and increased awareness of tiered networks 
and centers-of-excellence. Three (3) years of experience as a Network Manager and experience 
with groups 15,000 and larger are also required. 

The State will continue to have access to a designated network manager. 

f. Member Services Manager: Responsible for all customer service functions and reporting. Three 
(3) years of experience as a Member Services Manager and experience with groups 15,000 and 
larger are also required. 

The State will continue to have access to a designated member services 
manager. 

22. Participate in an Annual Vendor Summit to discuss strategic opportunities for the State's overall health 
management program. 

Confirmed. 

23. Provide data feeds (ex. eligibility file) to the State's vendor partners such as ASI COBRA, as requested. 
The cost for providing data feeds must be included in the Contractor's administrative fees.-

Confirmed. 

24. Provide an annual score card so the State can assess Contractor's performance. 

Confirmed. 

25. Administer run-out claims for 12 months following termination of the contract. The cost of run-out 
administration must be included in your proposed administration fees. 

Confirmed. 

26. Provide complete banking arrangements for claims processing, including the printing and issuing of checks 
and electronic funds transfer. 

Confirmed. 

27. Participate in-person during the annual Human Resource Information Group (HAIG) in April of each year. 
In addition to the HAIG, the Contractor is required to participate in the informational meetings across the 
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State directly following the HRIG. If requested by other State agencies, the Contractor may participate in 
agency specific health fair(s). 

Confirmed. 

28. Integrate with the State's eligibility systems. 

Confirmed. 

29. Accept electronic transfer of eligibility data in a format indicated by the State and acknowledge receipt of 
the file. 

Confirmed. 

30. Implement eligibility updates within 24 hours of receipt. 

Confirmed. 

Maintain eligibility records for all participants. 

Confirmed. 

31. Maintain eligibility reconciliations between Contractor files and the State's eligibility files. 

Confirmed. 

32. Upon request, Contractor will provide HEDIS reports or State specific utilization data for health plans for 
State members. 

Confirmed. 

H. REQUESTED PHARMACY BENEFIT CONTRACTUAL TERMS 

1. The State has the right to complete a mid-contract term market check, that may start as soon as the 
second quarter of the second Contract year, conducted by an independent third party (of the State's 
choosing) to ensure the State is receiving appropriate current pricing terms competitive with the industry 
(as compared to other PBMs) based on its volume and membership, and will improve pricing in the event 
that the State's contract terms are less than current. The State will have the right to terminate without 
penalty if the pricing terms are not industry competitive. 

Confirmed. 

2. Contractor will implement new pricing within 90 days of completion of the market check or signature of 
contract. Acceptance of the new pricing will apply for the remainder of the Initial Term and will not result in 
renewal of the contract, unless requested by the State. The financial guarantees for any partial contractual 
year that results from the implementation of new pricing will still be guaranteed, reconciled and the 
Contractor will still make payments for any shortfalls for those partial contractual years with less than 12 
months and those contractual years with over 12 months. 

Confirmed. 

3. Contractor will do quarterly face-to-face meetings with the State to discuss plan performance, present 
utilization and financial results, etc. at Contractor's expense. At a minimum, the State expects that the 
Account Executive and the Clinical Pharmacist attend these meetings. 

Confirmed. 

4. Contractor will provide biweekly (every 2 weeks) and/or monthly data transmissions to at least five chosen 
vendors at no charge, and two full, annual electronic claims files, in the National Council for Prescription 
Drug Programs (NCPDP) format, at no charge. Contractor will also interact/exchange data with all vendors 
as needed at no additional charge. 

Confirmed. 
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The State will have the ability to adjust "refill-too-soon" limits at both retail and mail without any 
modifications to the guaranteed pricing. 

Confirmed. 

5. Contractor will ensure all future edits required as a result of plan design changes implemented by the State 
or its designee, and uploads therefore, shall be completed, after testing, by the Contractor within 30 days 
of request/advisory by the State or its designee. 

Confirmed. 

6. Minimum Brand and Minimum Generic Discount Guarantees for both mail and retail shall be defined as 
follows: 

a. Aggregate Discounted Ingredient Cost prior to application of plan specific copayments will be the 
basis of the calculation. 

Confirmed. 

b. Aggregate AWP will be from a single, nationally recognized price source for all claims. 

Confirmed. 

c. Dispensing Fees are not included in the Aggregate Ingredient Cost. 

Confirmed. 

d. Zero balance due claims or zero amount claims will be included in the guaranteed measurement 
for AWP, ingredient cost, achieved discounts or dispensing fee calculations at the discounted 
cost before copay. 

Confirmed. 

e. All guarantee measurements shall be calculated prior to the copayment being applied. Entire 
dollar-for-dollar shortfalls, prior to the application of copayments, will be reimbursed to the State 
without any adjustments to remove zero balance due or excess copayment claims. 

Confirmed. 

f. Both the Aggregate Ingredient Cost and Aggregate AWP from the actual date of claim 
adjudication will be used. 

Confirmed. 

g. Aggregate AWP will be the date sensitive, 11-digit National Drug Code (NOC) of the actual 
product dispensed at retail , mail and specialty. 

Confirmed. 

h. Non-MAC, MAC, single-source, and multiple source generic products are to be included in the 
generic guarantee measurement (regardless of the exclusivity period and/or number of 
manufacturers) and excluded from brand guarantee measurement. 

Confirmed. 

i. Compounds, OTC claims, and claims with ancillary charges will be excluded from the guarantee 
measurements for retail and mail order components. 

Confirmed. 
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j. The financial guarantee measurement must exclude the savings impact from Drug Utilization 
Review programs, formulary programs, utilization management programs, and coupon and/or 
copay assistance programs. 

Confirmed. 

k. Measurement will be performed annually via independent audit utilizing date-sensitive AWP 
derived from a single, nationally recognized price source for all claims. 

Confirmed. 

I. Over performance or surpluses in one financial/pricing guarantee shall not be used to offset 
under-performance or shortfalls in any other financial/pricing guarantee. 

Confirmed. 

m. Repackaging or reporting a different package size than that actually obtained from the original 
manufacture or wholesaler is prohibited. 

Confirmed. 

7. Contractor must provide upon request any algorithms, hierarchy or other logic employed to define a 
prescription drug as generic or brand. 

Confirmed. 

I. HIPAA COMPLIANCE-
The Contractor shall provide the State an annual HIPAA training seminar to comply with the annual education and 
training requirements as defined by HIPAA at no cost to the State. In addition, the Contractor must provide an 
annual review of the State's HIPAA policies and make recommendations for the State to maintain compliance with 
HIPAA policies and guidelines at no cost to the State. 

Confirmed. 

In addition, the State requires the following with respect to HIPAA Compliance: 

1. Contractor personnel/staff have completed initial HIPAA training. 

Confirmed. 

2. Contractor personnel/staff will continue to complete HIPAA training on an annual basis. 

Confirmed. 

3. Contractor is currently in and will maintain full compliance with HIPAA's: 

a. Administrative simplification standards relating to electronic data transfers. 

Confirmed. 

b. Regulations protecting the privacy of individually identifiable health information. 

Confirmed. 

4. Contractor must be able to accept standard, HI PAA-compliant enrollment data electronically. 

Confirmed. 

5. Contractor has conducted a HIPAA assessment, including compliance with HITECH Act and the Omnibus 
Final Rule. 

Confirmed. 
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6. Contractor has written Information Security Policy and Procedures, and that these policies apply to the 
systems, processes and personnel directly related to the work included in this contract and not for other 
subcontractor's or lines of business. 

Confirmed. 

7. In the event of a privacy violation or data breach, the Contractor must notify the State immediately and the 
impacted members to a breach. 

We understand the sensitivity and seriousness of an information breach, regardless of 
how it was caused. However, we recognize that not all reported breaches are actual and 
that not all actual breaches are the result of inappropriate or malicious intent. Our 
commitment is to assure that reported breaches are appropriately managed and 
thoroughly investigated. We are unable to report on all potential breaches as the term 
potential is vague and ambiguous and could also conceivably encompass scans or 
pings of our system, which are successfully thwarted by our cybersecurity defenses and 
do not result in a compromise of member data. 

We can, however, agree to report confirmed breaches within 30 calendar days. 

8. In the event of a privacy violation or data breach, the Contractor shall provide any required remedies to 
resolve the violation/breach. 

Confirmed. 

9. Contractor must hold the State harmless for any HIPAA Violations made by the Contractor and its Network 
Providers. 

Confirmed. 

J . GENERAL PLAN INFORMATION AND REQUIREMENTS 

Contractor will not render or administer services (including wellness) offshore, and all work performed will be in the 
contiguous United States. 

Confirmed. 

K. MEMBER SERVICES 

1. The State requires that the Contractor provide an Account Executive and a backup account staff member 
that will handle ALL service matters related to the operation of the program. 

Confirmed. 

2. The State requires the Contractor to respond to all State inquiries within one (1) business day. 

Confirmed. 

3. The State requires that the Contractor's Account team for this account will attend all quarterly and account 
meetings at the Contractor's expense. 

Confirmed. 

4. Contractor will dedicate a Customer Service unit to the State. 

We currently provide a designated unit to service your members. These individuals are 
trained on your benefits, programs and unique organizational culture, and are also part 
of a larger team serving other accounts of similar size and characteristics. 
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5. Contractor to provide a dedicated toll free number to the State. This line must be dedicated solely for the 
use of State members. The minimum hours for customer service operation must be from Monday through 
Friday, 8:00 a.m. to 6:00 p.m. , Central Time. 

Confirmed. 

6. For the 24-Hour Nurse Line program, staff must be available 24-hours a day, 365 days a year. 

Confirmed. 

7. Contractor shall utilize a dedicated call tracking and documentation system. This system must be able to 
produce State-specific Customer Service statistics. 

Confirmed. 

8. Contractor shall comply with the Internal Claims and Appeals and External Review requirements under the 
PPACA. Contractor shall provide the appeals procedures for denied claims or authorizations and time 
frames that a member would follow. 

Confirmed. 

9. Contractor must mail hard-copy provider directories to current and prospective members within two (2) 
business days of request. 

Confirmed. 

1 O. Contractor will develop a mutually agreeable member satisfaction survey that will be provided to each 
State employee member and collect and report the results on an annual basis at no additional cost to the 
State. 

Confirmed. 

11. Contractor shall have in place a State of Nebraska specific website by Feb 1, 2020, through which 
members can, at a minimum, access and view eligibility, plan benefits, pharmacy and formulary 
information, locate a pharmacy, price a prescription specific to the State's plan design, order a mail order 
refill, track a mail order shipment, and order a replacement card. This website will be linked to the State's 
home page at http://das.nebraska.gov/Benefits/Active.html. 

Confirmed. 

L. DATA ANALYTICS TOOL 

Contractor shall provide a data analytics tool to the State. If the Contractor does not have the capability to provide 
a data analytics tool, the State will allow the Contractor to subcontract this service. Contractor must comply with the 
following minimum requirements of the data analytics tool are as follows: 

1. State access to develop and run ad hoc reports on each of the plan options offered by the State. 

Confirmed. 

2. Ability to import medical, pharmacy, wellness, and other third party health data. 

Confirmed. 

3. Ability to identify members with gaps in care according to generally accepted disease management 
protocols. 

Confirmed. 
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4. Ability to allow the State staff to perform ad hoc queries on the data. 

Confirmed. 

5. At a minimum, the State requires your data analytics tool have the ability to stratify data by common 
variables used in the plan such as but not limited to: 

a. Health Plan type/ Option 

Yes 

b. Member Status (Active, Early Retiree, Retiree) -

Yes 

c. Relationship (Employee, Spouse, Dependent) -

Yes. 

d. Network Indicator 

Yes. 

e. Place of Service (Inpatient, Outpatient, Emergency Room, Physician's office, etc.) 

Yes. 

f. Major Diagnostic Category 

Major diagnostic category is not available. We have AHRQ category instead. 

g. Diagnosis Related Group 

Yes. 

h. Member ID 

Yes 

i. Provider ID 

Yes. 

j. Date of Service 

Yes. 

k. Date of Payment 

Yes 

6. At a minimum, the State requires your data analytics tool to have the ability to calculate measures 
commonly used in the plan such as but not limited to: 

a. Admissions 

Yes. 

b. Readmissions (7, 15,30 days) 

Yes 
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c. Urgent Care Visits 

Yes. 

d. Other Facilities 

Yes. 

e. Avoidable Admissions 

Not available. 

f. Inpatient Days 

Yes. 

g. Emergency Room Visits 

Yes. 

h. Office Visits 

Yes. 

i. Preventive Screens 

Yes. 

j. Total number of claims 

Yes. 

k. Net Payment 

Yes. 

I. Healthcare Reimbursement Amount 

Yes. 

m. Copayment Amount 

Yes. 

n. Coinsurance Amount 

Yes. 

o. Deductible Amount 

Yes. 

7. Contractor must have the ability to report claims based on volume, cost, and location. 

Confirmed. 

8. The State requires access to the data analytics tool to produce executive level and ad hoc reports as well 
as extracts. The State would either need data to be sent by the Data Analytics vendor or access to the 
system online to pull the reports and data needed to review the analytics. 

Confirmed. 
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9. The State requires training on all tools made available to staff for reporting purposes at no cost to the 
State. 

Confirmed. 

M. CLAIMS PROCESSING 

1. The State requires the minimum hours for claims administration operation be from Monday through Friday, 
8:00 a.m. to 6:00 p.m. Central Time. 

Members can reach an advocate from 7 a.m. to 10 p.m. CT Monday through Friday. 

In addition, our interactive voice response (IVR) system is available to answer calls and 
route callers 24 hours a day, seven days a week. Our recently enhanced IVR is now faster 
in doing its job: capturing member intent, authenticating the caller and routing the call to 
the right advocate. As a result, callers spend less than a minute with the IVR before 
connecting to an advocate. 

Members can use myuhc.com and Health4Me, our mobile app, to access an array of 
information anytime day or night, including weekends. 

Our medical claims transaction centers are staffed from Monday through Friday, 7 a.m. 
to 4 p.m. CT. Our pharmacy claims hours include the following: 

• 2300 Main Street, Irvine, CA 92614 (Monday through Friday, 9 a.m. to 6 p.m. PT) 

• 1600 McConnor Parkway, Schaumburg, IL 60173 (Monday through Friday 7 a.m. to 
5 p.m. CT) 

• 388 State Street Suite 420, Salem, OR 97301 (Monday through Friday 9 a.m. to 6 
p.m. CT) 

Electronic claims processing is available 24 hours a day, seven days a week. 

2. Contractor shall credit overpaid claims upon identification within 7 - 10 business days of discovery of 
overpayment. This does not include actual recovery of funds that were the result of Contractor error. 

We process claims based on the eligibility passed to us by the State. In the event that 
incorrect or untimely eligibility information is transmitted to us, we could potentially pay 
claims for ineligible individuals. We always attempt recovery; however, if we are 
unsuccessful, the claim payment becomes part of the customer's claim experience. 

The recovery function works in conjunction with our overpayment tracking system to 
automatically deduct overpaid dollars from members' future payments. Upon recovery, 
the customer's account is credited. We do not guarantee 100 percent financial accuracy. 

We also recover overpayments to health care professionals by offsetting future 
payments. Our dedicated overpayment recovery team works with several vendors to 
supplement our internal recovery efforts. After all recovery efforts are exhausted, non
collectible overpayments become part of the customer's experience. If an incorrect 
payment or error results from gross negligence, the incorrect amount and any 
associated legal costs are not charged to our customer. 

The State receives 100 percent of the monies we collect from overpayments. A fee, which 
varies by vendor, is charged for overpayments recovered by a third party. 

3. Contractor shall provide quality assurance and internal audit procedures and programs. The Contractor 
must provide the State with most recent SOC 1 Type 2 audit report for the specific entity proposing to the 
State as well as an annual audit report on the State's claims. 

Confirmed for SOC 1 Type 2 Audit Report. 
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ANNUAL CUSTOMER AUDIT REPORT 

While we do not provide annual audit reports of our customer's audited claims, agents of 
the State can conduct an audit under appropriate circumstances; however, we require a 
confidentiality agreement and reserve the right to review and rebut information in such 
audit. 

Our standard ASA contains an audit provision that affords either party access to the 
other party's records that are pertinent and directly related to the party's performance 
under the agreement. 

While the entire audit process (from notification through final written response in report 
format can take several months), we support the actual on-site review of the claim 
sample for a customer-initiated audit for a length of time up to five business days at the 
designated office. Audits extending beyond five business days must be agreed upon in 
advance and would be subject to additional fees as outlined in the ASA. 

4. The State requires claims history be maintained on-line for a minimum of ten (10) years. 

Confirmed. 

5. Contractor must comply with State Coordination of Benefits (COB) requirements. COB questionnaires 
shall be sent to all members on an annual basis. No claims shall be paid until the COB questionnaire is 
completed and returned by the member. 

Confirmed. 

6. Contractor's claims system must have the capability to process network, non-network, and out-of-area 
claims on the same system. 

Confirmed. 

7. Contractor must indicate in their annual report to the State how COB savings are calculated. 

Confirmed. 

8. The Contractor must be able to load, audit and insure clean eligibility data at least fifteen (15) business 
days prior to program effective date. New cards for members must be issued ten business (10) days prior 
to program effective date to allow such cards to be issued. 

Confirmed. 

9. The State requires that claim payments to providers are reimbursed after checks or electronic transfer of 
funds are completed, not when they are issued. 

Confirmed. 

1 O. The State reserves the right to accept or decline the following at no additional cost to the State: 

a. designated service centers 
b. designated claims processors 
c. proposed changes to claims processing systems 

Please note that our comprehensive claim processes and systems support all our 
customers across various markets and product platforms. They are universally provided 
to our book of business, and are not created through a means that would enable an 
individual customer to decline specific system changes. 

N. BEHAVIORAL HEALTH 

1. Contractor must offer a comprehensive behavioral health network that includes a variation of providers 
such as Psychiatrists (MDs), Psychologists, Therapists, Counselors, Social Workers, etc. 
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2. Contractor must ensure that behavioral health providers are accepting new patients. 

3. Contractor must create a clinically integrated delivery system that coordinates behavioral health services 
to improve the quality of care. 

Confirmed. 

0. ELIGIBILITY/MEMBERSHIP 

1. Contractor must follow the specified eligibility rules established by the State. 

Confirmed. 

2. Contractor must have the capability to receive electronic membership files and to maintain eligibility files 
and transmit and receive updates from the State electronically. 

Confirmed. 

3. Contractor must accept the electronic eligibility file in place as of the effective date of this contract and any 
subsequent files on a regular basis. 

Confirmed. 

4. The State determines eligibility for current members and all dependents. All participant and dependent 
additions or terminations will be processed by the State and sent to Contractor. The State will require the 
Contractor to complete monthly membership reconciliation and COB. 

While we collect coordination of benefits information on the eligibility file and include an 
indicator and verification date, we do not reconcile this information monthly. Per the 
State's Addendum #2 question 14, reconciliation is not required. 

Contractor must provide a real-time, on-line capability for the State to add, delete, or change member 
status. 

Confirmed. 

5. Contractor must provide dependent eligibility verification. 

a. Contractor must provide the services for complete dependent eligibility audits of the dependent(s) 
enrolled on employee health plans as indicated below. If the Contractor does not have the 
capability to perform dependent eligibility audits, the State will allow the Contractor to subcontract 
this service with a third party. 

Confirmed. 

i. Dependent eligibility audit of dependents added for coverage on the employee's health 
plan during our annual Open Enrollment period, prior to them having access to coverage 
July 1 of each year. The State has approximately 200 employees each year that enroll 
new dependents in one of the State's health plans during each annual Open Enrollment 
period. 

Confirmed. 

ii. Regular dependent eligibility audits of dependents for new hires, prior to them having 
access to coverage in one of the State's health plans. The State currently hires 
approximately 1200 employees each year that enroll in one of the State's health plans 
with dependents. 

Confirmed. 

iii. Regular dependent eligibility audits of dependents of employees that have life status 
changes, prior to them having access to coverage in one of the State's health plans. 
The State has approximately 200 employees each year that experience life status 

65 



P. WEB ACCESS 

change events and enroll new dependents in one of the State's health plans. Twice a 
year perform random dependent eligibility audits of dependents currently enrolled in one 
of the State's health plans. Each random dependent eligibility audit must be performed 
on 5% of the employees currently enrolled with dependents in one of the State's health 
plans. 

Confirmed. 

1. For Administration testing purposes, Contractor shall have an interactive website operational by 
February 1, 2020. 

Confirmed. 

2. Contractor shall provide established standards for web access for Administrative Services employees 
managing the health plans and State of Nebraska plan members. Any material available through web 
access must also be made available by hard copy. Contractor must be able to provide the below 
capabilities at a minimum. 

a. Member capabilities, including health plan information and tools available to improve health 
status: 

i. Request additional or replacement ID cards 

Confirmed. 

ii. Print ID cards directly from site 

Confirmed. 

iii. Access historical health data 

Confirmed. 

iv. Provider directories 

Confirmed. 

v. Provider selection where users enter search criteria 

Confirmed. 

vi. Claim status review 

Confirmed. 

vil. Plan design 

Confirmed. 

viii. Ability to email member services 

Confirmed. 

ix. Customizable health content tools 

Confirmed. 

x. Tools available to evaluate cost and/or quality of healthcare providers 
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Confirmed. 

xi. On-line access to claim processing status and appeals by the member 

Members are able to access claim processing status via myuhc.com. 
However, appeals status is not available online. 

xii. Applications for mobile devices 

Confirmed. 

b. Ability to customize web site for the State 

Confirmed. 

c. Ability to hot link to the State's site 

Confirmed. 

d. Employer/actuarial consultant inquiry capabilities 

The State of Nebraska Wellness and Benefits team will continue to have access 
to Employer eServices, which streamlines specific benefit administration 
functions. Simple Web browser technology gives your designated team members 
immediate access to your plan's most current eligibility and benefit data. 

e. Security/privacy issues 

We comply with the Federal Trade Commission's Children's Online Privacy 
Protection Act regulations. The age at which dependents can establish their own 
login ID on our member website, myuhc.com, varies as described below 
depending upon their coverage. 

f. Future plans/timeframes for enhancements 

Confirmed. 

Q. MEDICAL PROVIDER NETWORK 

1. Contractor shall notify the State immediately if the network or any part thereof, loses any accreditation, 
licenses or liability insurance coverage, security or bonding. 

Confirmed. 

2. Contractor's network for the State must be accredited by an organization such as National Committee for 
Quality Assurance (NCQA), Joint Commission on Accreditation of Health Care Organizations (JCAHO), 
etc. 

Confirmed. 

3. The State requires that when a member or dependent enrollee is admitted in one of the Contractor's 
network facilities at the time the group contract terminates, the normal/usual discount still applies for the 
entire period of admittance, as if the program had not terminated. 

Confirmed. 

4. The network of locations that can provide medical services must be in areas where our employees, 
retirees and COBRA participants live. Urban/Suburban must be 1 within 20 miles and Rural must be 1 
within 35 miles for the following provider types: 

a. Facilities: 
i. Hospitals 
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ii. Ambulatory Surgical Center 
iii. Urgent Care facilities 
iv. Imaging Centers 
V. Inpatient Behavioral Health Faculties 

b. Primary Care: 
i. General/Family Practitioner 
ii. Internal Medicine 
iii. Family Medicine 
iv. General Medicine 08/GYN 
V. Pediatrician 

c. Specialists: 
i. Endocrinologist 
ii. Urologist 
iii. Cardiologist 
iv. Dermatologist 
V. Allergist 
vi. Psychologist/Psychiatrist 
vii. General Surgeon 
viii. Hematologist/Oncologist 
ix. Chiropractor 

Noted. 

R. QUALITY ASSURANCE 

1. Contractor is required to have a quality assurance program in place. 

Confirmed. 

2. In addition to the requirements under Section IV. Payment, H. Subject to Funding/Funding out Clause for 
Loss of Appropriations, the State reserves the right to conduct a clinical audit of claims processing services 
upon reasonable advance notice. Should the State undertake said audit, the Contractor shall, at no 
additional cost to the State, supply to the State the materials and resources necessary for the audit. 

Confirmed. 

S. UTILIZATION MANAGEMENT/CASE MANAGEMENT 

Utilization management (UM) is the evaluation of the appropriateness, medical need and efficiency of health care 
services, procedures and facilities according to established criteria or guidelines and under the provisions of an 
applicable health benefits plan. It includes new activities or decisions based upon the analysis of a case. It 
describes proactive procedures, including discharge planning, concurrent planning, pre-certification and clinical 
case appeals. It also covers proactive processes, such as concurrent clinical reviews and peer reviews, as well as 
appeals introduced by the provider, payer or patient. 
Case management (CM) is a managed care technique focusing on delivering personalized services to patients to 
improve their care. It is a method of managing the provision of health care to members with chronic medical 
conditions. The goal is to coordinate the care to improve both continuity and quality of care and lower costs. 

1. Contractor must have a comprehensive CM Program that addresses short-term and complex long-term 
care. 

Confirmed. 

2. Contractor shall have the ability to integrate their medical management services that include, but are not 
limited to, precertification, CM, disease management, Nurse Line, behavioral health, and substance abuse. 

Confirmed. 

3. Contractor must maintain a process to include individuals in the UM/CM program once paid claims 
exceeds $50,000. 
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Confirmed. 

4. Contractor's UM program will also include a requirement for evaluating the appropriateness of services 
according to mutually agreeable criteria, and integrating proactive processes surrounding discharge 
planning, concurrent planning, pre-certification and clinical case appeals. 

Confirmed. 

T. DISEASE MANAGEMENT 

The State requires the Contractor to have a Disease Management (DM) service that is more than 
a managed care health service. An effective DM program requires 'whole system' 
implementation with a range of activities relevant to the context, clinical professionals willing to 
act as partners or coaches and on-line resources that are verifiable. This is performed with 
knowledge sharing through centralized medical records plus knowledge building and a medical 
community integral to the concept of DM. It is a population health strategy as well as an 
approach to personal health. It is a method of managing the provision of health care to members 
with high-cost medical conditions. The objective is to reduce healthcare costs and/or improve 
quality of life for individuals by preventing or minimizing the effects of diseases, usually a 
chronic condition, through knowledge, skills, enabling a sense of control over life (despite 
symptoms of the disease) and integrative care. 

1. Increase member engagement and participation in targeted DM programs offered to members and 
educate members on how to manage and control their condition(s). 

Confirmed. 

2. Improve the DM program participants' key clinical indicators. 

Confirmed. 

3. Provide accurate and detailed reporting of the State's DM program activities and outcomes. 

Confirmed. 

4. Assist with strategic planning to provide proactive ideas and plans each year to enhance the program. 

Confirmed. 

5. Provide extensive communications and outreach to engage and educate the membership through 
personalized, multi-modal, segmented communication rooted in evidence based medicine (EBM) and 
behavioral science. 

Confirmed. 

U. STANDARD MEDICAL REPORTING 

State must have the ability to access a portal to create and download reports. These reports must be provided at 
minimum but not limited to: 

1. Daily Reporting 

The State requires a daily reporting of claims paid in a format acceptable to meet State requirements for 
Contractor reimbursement; such format shall be determined during contract finalization with the specified 
Contractor. The following are required data fields for daily reporting and should not include Personal 
Health Information (PHI): 

a. Policy/Group/Plan Number 
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b. Claim Number 
c. Payee 
d. Provider Name 
e. Claim Expense Incurred Date 
f. Claim Payment Date 
g. Claim Process Date 
h. Claim Billed Amount 
i. Claim Allowed Amount 
j. Claim Paid Amount 

Confirmed. 

2. Monthly reporting shall contain the following information including but not limited to: 

a. Paid claims 
b. Administrative/Network Fees (if applicable) 
c. Monthly enrollment counts 
d. Reconciliation of claim drafts to paid claims 
e. ASO reconciliation of monthly PEPM Administrative Fees 
f. Membership (Census) report 
g. Large Loss Report 
h. EPA and Rx Executive Summary 

Confirmed. 

3. Quarterly Reports 
a. Appeals Reports 
b. Workers Comp Report 
c. Performance Guarantees (Service Report) 
d. Health Plan Review Report 
e. Medical/Rx Rebate report 

Confirmed. 

4. Annual Reports 

a. General claim utilization reports by major line of coverage identifying: 
i. Claims submitted 
ii. Claims eligible 
iii. Deductible and coinsurance application 
iv. Payment reductions due to network negotiated rates 
v. Reasonable and Customary cutbacks and savings 
vi. COB savings 
vii. Ineligible expenses 
viii. Net benefits paid by major line of coverage 

Confirmed. 

5. Consultative Reports 
a. Reports that analyze utilization of healthcare services of plan members: 

1. Identifies opportunities for plan design or care management interventions. 

Confirmed. 

6. Claim utilization report will show separate experience for: 
a. Members 
b. Dependents 
c. COBRA Participants 
d. Retirees 
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Confirmed. 

7. Employee contested claims separated by denial reason. 

We provide quarterly Customer Complaints and Appeals Reports that show the following 
metrics: 

• Total number of complaints and appeals 

• Complaints and appeals by type (access/availability, administration, benefit, 
billing/financial or service/attitude) 

• Complaints and appeals summary, including numbers (including appeals or 
complaints per 1,000 enrollees), types (pre-service or post-service), level (first or 
second), outcome (overturned, upheld or withdrawn) and dollar value of 
overturned appeals 

• Turnaround time or compliance with Department of Labor (DOL) standards 

8. Claim lag report. 

Confirmed. 

9. Network savings reports for each network offered. 

Confirmed. 

10. Most utilized hospitals and physicians reports. 

Confirmed. 

11. A year-end financial accounting for the program within 90 calendar days after fiscal year end. 

We provide the information needed to complete Schedule C (Service Provider 
Information) for IRS Form 5500 (Annual Return/Report of Employee Benefit Plan) with the 
annual year-end reconciliation, which is provided within 120 days of the end of the 
contract period. The information is available on a policy-year basis. 

12. Ad Hoc Reporting Capability - both online and paper formats. 

Confirmed. 

13. Any reports should be delivered through an encrypted, secure email system. 

Confirmed. 

V. PHARMACY BENEFITS REPORTING 
1. Contractor must provide the following pharmaceutical reports at a minimum quarterly; 

a. Eligibility Report which shows accuracy of updates and changes 
b. Paid Claims Summary (Ingredient cost, day's supply, dispensing fees, taxes, copay totals by 

month, total number of claims, eligible charges and claim payments for each category) 
c. Detail Claim Listing (Utilization and Ingredient cost by individual claimant, listing the Drug name 

and dosage, submitted charge, allowable charge, paid) 
d. Cost Sharing Report (Amounts determined to be ineligible, amounts applied to copays and 

coinsurance, and amounts adjusted for COB) 
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e. Detailed Utilization Report(# of prescriptions submitted by single source brand, multi-source 
brand and generic drugs, including average AWP, Ingredient cost per Rx, Dispensing fee, and 
average day's supply) 

f. Top Drug Report (detail of cost and utilization by top drug products) 
g. High Amount Claimant report 
h. Therapeutic Interchange Report detailing success rates and cost impacts of Contractor initiated 

interchanges 
i. Drug Utilization Review activity and Savings Report by type of edit 
j. Member compliance and adherence to therapy 
k. Formulary Savings and Rebate report 
I. Prior Authorization and other clinical program reporting 
m. Specialty Rx reporting 
n. Pharmacy cost and utilization reporting 

Please refer to our responses below: 

a. Confirmed. Monthly. 

b. Confirmed. Monthly. 

c. Confirmed. Monthly. 

d. Confirmed. Monthly. 

e. Confirmed. Monthly. 

f. Confirmed. Monthly. 

g. Confirmed. Monthly. 

h. We believe that members should be involved in their care and make informed 
decisions with their physicians. For this reason, we do not offer a traditional 
therapeutic interchange program. Through the following programs, we give 
members and physicians opportunities to switch to lower-cost prescriptions. 

DAW1 AT HOME DELIVERY PHARMACY 

When a prescriber indicates that a product is to be dispensed as written (DAW1 
prescriptions) on a prescription submitted to OptumRx, our home delivery 
pharmacy, the prescription is subject to review by specially trained pharmacists. 
When appropriate, we call physicians to discuss switching to the generic 
alternative. If approved, the home delivery pharmacy coordinates a new 
prescription and notifies the member in writing. Additional communication is also 
included with the home delivery pharmacy package. 

Guidelines dictate that generic alternatives are preferred only when clinically 
appropriate, out-of-pocket cost is reduced for the member and member and 
physician impact is minimal. Physicians and members make the final 
determination regarding the interchange. 

LOWER COST ALTERNATIVE PROGRAM 

We help the State and its members benefit from savings opportunities through 
our Lower Cost Alternative (LCA) Program. At various touch points, members 
receive messaging educating them on LCA options, with real-time pricing at retail 
and home delivery. Members have the ability to turn down each LCA opportunity 
and do not receive additional communication for one year about the same 
opportunity. 
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i. 

j. 

k. 

I. 

m. 

n. 

o. 

LCA alerts are clinically appropriate and consistent with the member's 
Prescription Drug List (PDL) and benefit structure. Touch points may include 
customer service advocates, clinicians and the member Web portal. 

Examples of how we engage the State members include: 

Customer service and clinicians-When members make inbound calls, advocates 
providing first-line support receive automated benefit-specific notifications of 
lower-cost options to discuss with members. 

Member Web portal-Members logging into our website receive an automated 
alert notifying them of specific lower-cost options. 

Marketing outreach-Education from targeted mailings and personal phone calls 
notify members of LCA opportunities to discuss with their physicians. 

Point of Service-When a member fills their medication at a retail pharmacy, the 
pharmacist receives a message to discuss LCAs with the member and the 
physician. 

Confirmed. Monthly. 

Confirmed. Monthly. 

Confirmed. Monthly. 

Confirmed. Monthly. 

Confirmed. Monthly. 

Confirmed. Monthly. 

Confirmed. Monthly. 

W. REBATE AND FORMULARY MANAGEMENT 
1. Guaranteed rebates per brand will be based on all brand prescriptions dispensed, not only on formulary 

prescriptions dispensed. 

Confirmed. 

2. Rebates are guarantees on a minimum (i.e., not fixed) basis, and the Contractor will pass through 100% of 
the rebates through to the State. 

Confirmed. 

3. Over-performance of minimum rebate guarantees will not be used to offset performance guarantee 
shortfalls in other areas. 

Confirmed. 

4. Rebates will not be withheld for execution of any contract amendments. No annual renewals/amendments 
signatures for payment of rebates through the initial contract period. 

Confirmed. 

5. Contractor will reconcile rebate guarantees to verify that the State is receiving the guaranteed rebates and 
provide rebate payments and reports listing detailed rebate utilization and calculations to the State 
quarterly, within sixty (60) calendar days of the quarter's close, without a request being made by the State. 
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Confirmed. 

6. Contractor will provide the annual rebate report within 180 days of the end of each contract year. Any 
shortfall between the actual result and the minimum rebate guarantees will be paid, dollar-for-dollar, to the 
State within 180 calendar days of the end of the contract year. 

Confirmed. 

7. All rebate revenue earned by the State will be paid to the State regardless of its contract status as a client. 
Lag rebates will continue to be paid to the State after contract expiration or termination until 100% of 
earned rebates are paid. 

Confirmed. 

8. Contractor must produce an auditable quarterly report demonstrating pass-through rebates. 

Confirmed. 

9. Contractor must provide written notification to the State or its designee at least 90 days in advance when a 
formulary drug is targeted to be moved to or from the preferred/formulary drug list. Contractor must provide 
a detailed disruption and financial impact analysis at the same time. No greater than two percent (2%} of 
participants will be disrupted by any formulary deletions or all deletions in total, on an annual basis. 

Confirmed. 

10. Contractor must send timely notification letters to members and their prescribing physicians of drug 
formulary changes or other changes where there is a negative impact on the member at no additional fee. 

Confirmed. 

11. Contractor must remove drugs from coverage or the formulary at most two times per year and no greater 
than two percent (2%) of participants will be disrupted by any formulary deletions or all deletions in total, 
on an annual basis. 

Confirmed. 

12. Contractor will not withhold any financial recoveries from audits performed on the contracted pharmacy 
network including mail order and specialty pharmacies. Any recoveries will be disclosed and credited to 
the State. 

Confirmed. 

13. Contractor must not remove any participating network pharmacies that impact greater than two percent 
(2%) of the State's prescriptions without communicating to the State at least sixty (60) days in advance of 
the scheduled change. If the change is not agreeable to the State, the State will have the right to terminate 
the contract without penalty. 

Confirmed. 

14. Contractor must offer improved pricing terms to the State if greater than two percent (2%) of members are 
impacted by proposed changes to the participating pharmacy network. 

Confirmed. 
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15. If requested by the State, the Contractor agrees to grandfather the current formulary (preferred) list and 
respective copayments for up to 90 days following the contract effective date with no impact on the 
minimum rebate guarantees. 
Confirmed. 

16. With the exception of FDA recalls or other safety issues, the Contractor must limit new drug exclusions 
from coverage to twice per year (typically July 1 and January 1) and only upon 60 day advanced 
notification to affected members. 

Confirmed. 

X. PHARMACY NETWORK ACCESS AND MANAGEMENT 

1. Contractor must utilize their broadest network. 

Confirmed. 

2. In the event that the contract for a participant's network pharmacy (or pharmacy chain) terminates for any 
reason, the Contractor will notify plan participants, in writing, with at least 45 days advance notice (or as 
much time as is feasible if the terminating Pharmacy gives the Contractor less than 45 days' notice). For 
the purposes of this requirement, plan participant shall mean a member who has had a prescription filled 
within the last 30 calendar days or a member has an active refill on file with the affected pharmacy. 

Confirmed. 

3. Contractor must have the following. 

Provider Type Urban/Suburban Enrollees Rural Enrollees 

Pharmacies 2 in 5 miles 2 in 20 miles 

Confirmed. 

4. Contractor must be responsive to requests by the State to recruit additional pharmacies for the network, on 
a general, regional, or specific basis. 

Confirmed. 

5. Contractor must have a network of retail pharmacies that have agreed to discount their charges for 90-day 
supplies of maintenance medications. 

Confirmed. 

6. Contractor must apply MAC pricing to Retail Pharmacy 90-Day Network. The MAC price must be the 
same MAC as the Retail Network or better on an individual drug basis. 

Confirmed. 

7. Contractor will notify the State prior to any anticipated major changes to the network. The State reserves 
the right to accept or decline proposed changes to the network and set the effective date of such changes. 

Confirmed. 

8. Contractor must pass through 100% of State-related audit recoveries identified through internal daily and 
ongoing retail network pharmacy audit compliance procedures. 
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Confirmed. 

9. Contractor must implement measures to recover overpayments made to pharmacies or members and 
employ a mechanism to ensure the State receives credit for these overpayments. Details of threshold 
recovery levels will be finalized at the time of contract award. 

Confirmed. 

Y. MAIL ORDER 

1. Contractor must ensure prescriptions purchased via mail order will never be more expensive than those 
obtained via retail pharmacies. 

In most instances this is confirmed. There are limited situations where the retail per-unit 
pricing of a medication may be less than the same medication at mail service. 

2. Contractor will not repackage prescriptions or otherwise change the NOC for any prescription or OTC 
products dispensed at mail order. 

Confirmed. 

3. Contractor will communicate via a telephone call or email any delays beyond two (2) days in the delivery of 
prescriptions to the member. 

Confirmed. 

4. Contractor will send prescription orders to members that do not provide appropriate payments with their 
prescription order, up to three (3) times the plans highest copayment for each enrollee. After the ceiling is 
reached, the Contractor may implement standard accounts receivable policies and procedures. 

Not confirmed. Because the plan has a HDHP the highest copayment could be 100 
percent of the drug cost. Our current limit is up to $100. 

5. Contractor will arrange and pay for a short-term retail supply of a delayed or incorrectly processed mail 
order prescription caused by your organization. In addition, Contractor must not to charge the State's 
members for expedited delivery of the mail order prescription if the prescription delay is caused by 
Contractor's organization. 

Confirmed. 

6. In the event of a natural disaster or national emergency, Contractor will continue to fill all prescription 
requests, proactively obtaining any necessary overrides to facilitate this process, and provide members 
with expedited delivery to convenient locations. 

Confirmed. 

7. Contractor will assure that 100% of mail order prescriptions will be imaged and entered when received at 
mail service (including Specialty prescriptions). Contractor must electronically track 100% of all mail order 
prescriptions (Including Specialty) throughout the filling process, on a timely basis, from the point of 
prescription is received until it is shipped to the member. 

Confirmed. 

8. Within 24 hours, Contractor must contact prescribers and/or members via a telephone call or email for 
100% of incomplete mail order prescriptions (including Specialty) that require additional information. 

Confirmed. 
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9. Contractor must provide both email and telephone voicemail capabilities to communicate to members their 
mail order has been received and the date the order has been shipped to members. 

Confirmed. 

10. Contractor must have the capability to accept early refill orders and suspend or "queue" these orders in 
your system until the earliest refill date for processing. 

Confirmed. 

11. Contractor must have the capability to accept major credit cards and store credit card number(s) by 
member account for future mail order prescriptions. Contractor must have the capability to advise 
members thirty (30) days in advance of the date their credit card number is going to expire. 

Confirmed. However, we do not notify members of when their credit card will expire. 

12. If requested, Contractor must provide members with checks for monies owed to them instead of 
maintaining credits at your mail facility. 

Confirmed. 

13. The State shall have the right to advise you in writing to change the floor limit for all members or just those 
with unpaid balances after 120 days of dispensing. 

Not confirmed. The floor limit is set at the plan level for all members and cannot be 
modified for select members based on the aging of unpaid balances. 

14. Contractor cannot require the State of Nebraska to mandate use of the mail pharmacies. 

Confirmed. 

15. Contractor will disclose any limits on the number of days' supply that can be filled through the Contractor's 
mail order facilities, such as controlled substances. 

Confirmed. 

Z. SPECIAL TY PHARMACY 

1. Contractor must provide 24 hour, 7 day a week patient education support and access to pharmacists and 
nurses with experience in designated therapies. 

Confirmed. 

2. Contractor must provide specialty condition/disease specific management protocols and access to in
home nursing services where applicable. 

Confirmed. 

3. Contractor must demonstrate ability to ensure patient adherence to drug therapy. 

Confirmed. 

4. Contractor must demonstrate adherence to drug therapy prescribing guidel ines including required genetic 
testing, if applicable, prior to initiation of treatment. 

Confirmed. 

AA. PHARMACY FEES 

1. Contractor will guarantee the quoted fees until the scheduled implementation date through the entire 
contract period. 

Confirmed. 
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2. Contractor will ensure fees quoted are not contingent upon any of the following: 

a. Minimum enrollment or utilization requirements. 
b. Participation in any supplemental programs. 
c. Direct communication with patient population. 

Confirmed, except for minimum enrollment. 

3. Postage is included in ID card generation, duplicate cards, all mail order prescriptions, and any mailings. 

Confirmed for ID cards, mail order prescriptions, and mailings. We do not provide 
postage paid envelopes for mailing prescriptions. 

4. Quoted fees include postage paid mail order envelopes for member prescription submission. 

We do not provide postage paid envelopes for mailing prescriptions. However, we do 
provide pre-addressed envelopes to members in their initial Home Delivery Pharmacy 
enrollment kits and with each shipped Home Delivery Pharmacy order. We also include 
information and instructions on using our interactive voice response (IVR) system and 
website to place refill orders. 

5. Multi-language communication phone line support be included in the base administrative fee. 

Confirmed. 

6. Disabled (e.g. , hearing-impaired) member calls will be facilitated through your member services area. 

Confirmed. 

7. There will not be any additional charges if the plan of benefits is restructured or new classes of eligible 
members are added. 

Not confirmed. Please refer to the attached pharmacy pricing exhibit for detail. 

BB. AWP REIMBURSEMENT 

1. Drugs with an "Insufficient Supply" will be included in the guarantees. 

Confirmed. 

2. Member Cost Share at the point-of-sale (for retail and mail) is based on the lowest of the plan 
copay/coinsurance, usual and customary charges, negotiated discounted ingredient cost plus dispensing 
fee or retail cash price. 

Confirmed. 

3. The State's current plan designs qualify for the proposed rebate guarantees. 

Confirmed. 

CC. PERFORMANCE GUARANTEES 

Please see Attachment D for the Performance Guarantees. 

Noted. 

DD. CLINICAL MANAGEMENT PROGRAMS AND CAPABILITIES 

The State requires that the Contractor administer the following programs. Any additional fees associated with these 
programs must be provided in your response to the Cost Proposal of this RFP. 
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1. Contractor must offer the following clinical programs: 

a. Timely Refill Discounts - Discount provided for members who refill a prescription within 30 days 
of date it is expected to run out 

Confirmed for the following drugs: Advair HFA, Advair Diskus, Breo Ellipta, 
Symbicort, and Trelegy Ellipta. 

b. Drug Utilization Review - Monitor for drug interactions, therapeutic duplications and dosing 
concerns 

Confirmed. 

c. Narcotic Utilization Review - Monitor for number of prescriptions / physicians 

Confirmed. 

d. Step Therapy - Program for members to try a low-cost prescription first before a higher cost is 
covered 

Confirmed. 

e. Brand Charge Program - Members pay the cost difference if a brand is filled when a generic 
alternative is available 

Confirmed. 

f. Prior Authorization - Monitors and reviews prescribing physician, diagnosis before prescription 
is covered 

Confirmed. 

g. Supply Limits - Largest quantity of medication covered based on FDA guidelines 

Confirmed. 

EE. TRANSPARENCY TOOLS 

Contactor tool(s) must enable members to; 

1. Compare providers based on their quality, efficacy and outcomes. The tool(s) must also display provider 
credentials. 

Confirmed. 

2. Easily view cost differences among different providers. 

Confirmed. 

3. Easily view cost differences among different treatment paths. 

Confirmed. 

4. Compare benefit structures for different health plans. 

Currently, we do not offer a tool that compares benefit structures for different plans. 

FF. IMPLEMENTATION AND COMMUNICATIONS 
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Implementation must be completed prior to the State's Annual Open Enrollment period in May 2020. The 
implementation plan(s) shall also define responsibilities assigned to the Contractor and responsibilities assigned to 
the State. 

1. Contractor must provide a dedicated implementation manager whose sole account is the State, who in 
coordination with the dedicated account executive and account management team, will effectively manage 
the implementation of this program. The dedicated implementation manager must continue to support the 
State a minimum of 60 days after the Go Live date of July 1, 2020, should the State desire. Such support 
includes, but is not limited to: weekly calls with the State and the designated Account Management team; 
maintenance of issue tracking logs; and issue resolution. This support must be provided as part of the 
base administrative fees with no additional cost to the State. 

Confirmed. 

2. The State requires the Contractor be available and participate in the State's Open Enrollment 
communications campaign. 

Confirmed. 

3. Contractor shall provide member's access to written or electronic EOB statements at no cost to the State. 

Confirmed. 

4. When customized printing is required, Contractor must present a proof to the State for approval in a timely 
manner. 

Confirmed. 

5. Contractor shall incur all costs for printing and distribution of all communications, including but not limited 
to: 

a. Identification Cards (ID) printed 
b. Booklets electronic copy provided 
c. Certificates electronic copy provided 
d. Summary Plan Descriptions (SPDs) electronic copy provided 

Confirmed. 

6. Contractor shall incur all costs for additional open enrollment materials, including but not limited to: 

a. Additional custom printing 
b. Web hosting 

We are providing a $50,000 annual communication budget, which may be applied to the cost of 
communication materials. 

7. No external communications material that mentions the State's benefit plans may be circulated without 
written approval from the State. 

Confirmed. 

8. The State reserves the right to review, edit, or customize any communication from the Contractor to its 
membership. 

Confirmed. 

9. Contractor must produce ID cards and/or temporary proof of benefit letters in "real time". 100% of 
Members ID cards are mailed within ten (10) business days of open enrollment eligibility posting. 
Replacement ID cards and/or newly eligible member ID cards must be mailed within three (3) business 
days of notification. 

Identification cards will be subject to final approval by the State. 

Confirmed. 
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10. Contractor must provide a dedicated 24-hour toll-free customer service phone line available during Open 
Enrollment as well as throughout the year. 

Confirmed. 

11 . Contractor must agree to waive any charges to the State or the State's vendors such as a set-up fee, a 
programming fee or a monthly fee, for establishing a connection with a third party vendor for real-time, 
bidirectional data integration, including non-standard data integration formats. 

Confirmed. 

GG. WELLNESS PROGRAM 

Contractor must provide wellness programming to employees and spouses and provide seamless integration for 
employees and a system to track and report the progress of individuals through the systems and websites at no 
additional cost to the State. 

Confirmed. 
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VI. PROPOSAL INSTRUCTIONS 
This section documents the requirements that should be met by bidders in preparing the Technical and Cost Proposal. 
Failure to respond to a specific requirement may be the basis for elimination from consideration during the State's 
comparative evaluation. 

Proposals are due by the date and time shown in the Schedule of Events. Content requirements for the Technical and Cost 
Proposal are presented separately in the following subdivisions; format and order: 

Q. PROPOSAL SUBMISSION 

1. REQUEST FOR PROPOSAL FORM 
By signing the "RFP for Contractual Services" form, the bidder guarantees compliance with the provisions 
stated in this RFP, agrees to the Terms and Conditions stated in this RFP unless otherwise agreed to, and 
certifies bidder maintains a drug free work place environment. 

The RFP for Contractual Services form must be signed using an indelible method (not electronically) and 
returned per the schedule of events in order to be considered for an award. 

Sealed proposals must be received in the State Purchasing Bureau by the date and time of the proposal 
opening per the Schedule of Events. No late proposals will be accepted. No electronic, e-mail, fax, voice, 
or telephone proposals will be accepted. 

It is the responsibility of the bidder to check the website for all information relevant to this solicitation to 
include addenda and/or amendments issued prior to the opening date. Website address is as follows: 
http://das.nebraska.gov/materiel/purchasing.html 

Further, Sections II through IV must be completed and returned with the proposal response. 

Noted. 
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VII. COST PROPOSAL REQUIREMENTS 
This section describes the requirements to be addressed by bidders in preparing the State's Cost Proposal. The bidder must 
use the State's Cost Proposal. 

THE STATE'S COST PROPOSAL AND ANY OTHER COST DOCUMENT SUBMITTED WITH THE PROPOSAL SHALL 
NOT BE CONSIDERED CONFIDENTIAL OR PROPRIETARY AND IS CONSIDERED A PUBLIC RECORD IN THE STATE 
OF NEBRASKA AND WILL BE POSTED TO A PUBLIC WEBSITE. 

Q . COST PROPOSAL 
This summary shall present the total fixed price to perform all of the requirements of the RFP. The bidder must 
include details in the State's Cost Sheet supporting any and all costs. 

The State reserves the right to review all aspects of cost for reasonableness and to request clarification of any 
proposal where the cost component shows significant and unsupported deviation from industry standards or in 
areas where detailed pricing is required. 

Confirmed. 

R. PRICES 
Prices quoted shall be net, including transportation and delivery charges fully prepaid by the bidder, F.O.B. 
destination named in the RFP. No additional charges will be allowed for packing, packages, or partial delivery 
costs. When an arithmetic error has been made in the extended total, the unit price will govern. 

Confirmed. 
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J The following trademarks and service marks are owned by UnitedHealth Group Incorporated and/or its affiliates: 

Advocate4Me® Optum® Rally Choice® UnitedHealth Wellness® 

Algorithms for Effective 
Optum360® Rally Engage TM UnitedHealthcare® Report~ and Treatment 

{ALER ) 

American Chiropractic 
Network (ACN Group®) 

Optum Bank® Rally Health5
M UnitedHealthcare Health4Me® 

Care24® OptumHealth® Safe Trip® UnitedHealthcare® Community 
& State 

Consumer Activation OptumHealth Financial 
SimplyEngaged® 

UnitedHealthcare® Employer & 
Index® Services® Individual 

EBM Connect® Optumlnsight® Spectera® UnitedHealthcare® Global 

Employer eServices® OptumRx® Symmetry® UnitedHealthcare® Group 
Medicare Advantage 

eSync® ParentSteps® 
UFunding® UnitedHealthcare® Medicare & 

Retirement 

eSync Platform® Passport Connect® United eServices® UnitedHealthcare 
Medicare Rx® 

GeoNetworks® Plan Bien® UnitedHealth Basics® UnitedHealthcare Navigate® 

Impact Pro® Provider Express® UnitedHealth Group® UnitedHealthcare Navigate 
Balanced® 

myuhc.com® Quit For Lite® UnitedHealth Passport® 
UnitedHealthcare Navigate 
Plus® 

NexusACO® Rally® UnitedHealth Personal 
UnitedHealthcare Online® Rewards® 

) OnlinEnroll® Rally Age TM UnitedHealth Premium® View360® 

The following trademarks are owned by third parties not affiliated with UnitedHealth Group Incorporated: 

AARP® Facebook® !Ex® Nordic Track® 

Adobe® Gaiam® iPhone® (iOS) Nutrisystem® 

Android® GNC® Jenny Craig® Polar® 

Aperture® Gold's Gym® Lexis Nexis® SpaFinder® 
-

CAHPS® Healthwise® Mastercard® TotalView® 

Curves® HEDIS® MCG™ Windows Phone® 

J 
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Date: June 6, 2019 

To: All Bidders 

ADDENDUM ONE, 
QUESTIONS and ANSWERS 

From: Julie Schiltz/Teresa Fleming Buyers 
AS Materiel State Purchasing Bureau 

RE: Addendum for Request for Proposal Number RFP 6102 Z1 to be opened August 8, 2019, at 
2:00 P.M. Central Time 

Questions and Answers 

Following are the questions submitted and answers provided for the above mentioned Request for 
Proposal. The questions and answers are to be considered as part of the Request for Proposal. It 
is the Bidder's responsibility to check the State Purchasing Bureau website for all addenda or 
amendments. 

Quest10n RFP RFP Question State Response 
Number Section Page 

Reference Number 

1. Our Plan 's attorney has The State will not be amending 
reviewed the NOA (Att C) Attachment C. 
that is included in the 6102 
Z1 RFP, and we are 
requesting that the State 
consider the attached 
redlined changes to the 
Attachment C to change the 
indemnification requirement 
from one party to both 
parties. If acceptable, we will 
provide Segal with a signed 
agreement so that we can 
obtain the data files for the 
RFP 

This addendum will become part of the proposal and should be acknowledged with the Request for 
Proposal response. 

Confirmed received on June 6, 2019. 

85 



Date: July 3, 2019 

To: All Bidders 

ADDENDUM TWO 
QUESTIONS and ANSWERS 

From: Julie Schiltz, Teresa Fleming Buyer's 
AS Materiel State Purchasing Bureau 

RE: Addendum for Invitation to Bid Number 6102 Z1 to be opened August 8, 2019 at 2:00 
p.m. Central Time 

Questions and Answers 

Following are the questions submitted and answers provided for the above mentioned Request for 
Proposal. The questions and answers are to be considered as part of the Request for Proposal. It 
is the Bidder's responsibility to check the State Purchasing Bureau website for all addenda or 
amendments. 

Question RFP RFP Question State Response 
Number Section Page 

Reference Number 
1. 

Attachment A- Bidders Pg. 10 Can you give us examples 
Provide information on how the 
data analytics tool provides the 

Questionnaire Data of what kind of proof of information in 1 and 2. 
Analytics Tools Part 1 variables you are 
Question 1.42 requesting and what kind 

of proof of calculations 
vou are reauestina? 

2. 
Attachment A- Bidders Pg. 10 On letter K and letter L 

"Net Payment Amount" is the 
claim amount with out of 

Questionnaire Data can you please provide a pocket costs removed . 
Analytics Tools Part 2 definition for net payment Healthcare Reimbursement 
Question 1.42 

and explain the difference amount is the claim amount 
between Health paid to the provider after 
Reimbursement account 
and net payment? 

discounts or the Allowed 
Amount. . 

3. 
Attachment A- Bidders Pg. 19 Can you clarify what you Of the providers that submitted 
Questionnaire are requesting here, and eligible charges in 2017 and 

Question 1.102 
provide an example? 2018, what % of them were in-

Describe the average in-
network providers for each 
year? For the claim dollars 

network participation by that were paid by the plan in 
provider and by claims 2017 and 2018, what percent 
paid for 2017 and 2018 for 

were paid to in-network 
clients located in 
Nebraska 

providers for each year? 
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4. 
Attachment A- Bidders Pg.26 Please verify that the Yes, the minimum 
Questionnaire current charge claim requirements are listed on 

Question 1.148 
activity Report which is a 1.148. 
daily updated report that 
provides a line by line 
breakdown of each claim 
that has processed/ 
cleared through the 
benefits bank account. 
This report will provide the 
member/dependent name, 
the Date of Services, 
Issue Date of the 
payment, the transaction 
date and also transaction 
amount of the claim. This 
report will also tie directly 
back to the Funding 
Notification that the State 
of NE receives each day, 
which is advising of the 
total payment needed to 
replenish the benefits 
bank account that 
owns on behalf of the 
state. This is the standard 
financial report we provide 
for all customers to 
support daily claims 
reporting. 

5. 
Attachment A- Bidders Pg. 26 Please provide a sample 

The State is requesting the 
bidder to provide samples of 

Questionnaire report that will help clarify reports listed in 1.148 which will 
what is needed on the 
member contested claims 

show the bidders reporting 

Question 1.148 separated by denial 
capabilities. 

reason report. 
6. 

Attachment A- Bidders Pg.26 Due to runout 
No the requirement will remain 

Questionnaire requirements for year-end 
as is. 

Question 1.148 
performance guarantees 
would it be acceptable to 
provide this report at 120 
davs. 

7. 
Attachment A- Bidders Pg.28 Can you please provide an 

Refer to the formulary indicator 

Questionnaire excel file for the requested 
on the claims file. 

Question 1.152 
disruption, please include 
the NOC numbers and 
Tier or Formulary 
indicator? 

8. 
RFP Response Pg. 8 There is no box to accept 

This is a State Statute. The 
bidder cannot reject or provide 

or reject should we note 
an alternative. No additional 

our answer below the box will be added. 
provision? 

9. 
RFP Response Pg. 11 Are you requiring the bond 

The bond is required prior to 
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Letter L with the RFP submission contract execution. 
or once the contract is 
awarded? 

10. 
RFP Response Pg. 12 Please confirm that the 

Section K is not related solely 
to indemnification of the State. 

Letter K 
attorney fee's noted in K Section K applies to any 
are related solely to litigation to "enforce any 
indemnification of the 

provision of the contract" , so it 
state. applies to essentially any 

litigation, including any 
disputes about indemnification. 

11 . 
RFP Response Letter Pg. 15 Please confirm Item 1 and 

Confirmed. 

R 2 would not apply for a 
claims administration 
contract. For item 3, 
please confirm if it is 
acceptable that we retain 
data post termination to 
support - work 
product as required to do 
so by law. 

12. 
RFP Response Pg. 19 

Please confirm this The bidder/contractor should 
excludes data that disclose what is proprietary 

Letter G contains proprietary and and confidential before the 
confidential information. contract is finalized so that it is 

clear that the information that 
they develop or create for the 
State will be State orooertv. 

13. 
RFP Response Pg.22 There is no box to accept 

This is a State Statute. The 
bidder cannot reject or provide 

Letter N or reject should we note an alternative. No additional 
our answer below the 

box will be added. provision? 
14. 

RFP Response Pg. 42 
Please provide an COB does not require 
example and a detailed reconciliation however the 

Letter 0 explanation of what the Contractor is required to 
Question 4 State is looking for in perform coordination of 

relation to COB benefits, in compliance with 
reconciliation the States COB reauirements. 

15. 
Cost proposal Tab2B 

Are HIV, Transplant, See Attachment A, Specialty 
PCSK9 and Hep B drugs Pharmacy. Bidder should 
classified as specialty or describe which drug classes 
non-specialty drugs for are classified as specialty or 
discount and rebate non-specialty. 
guarantees? 

16. 
Cost proposal Tab 28 

Are following categories Minimum rebates should be 
considered rebatable - based on all Brand claims. 
OTCs, Vaccines, 
Repackaged, MSBs, LDD 
and other Brand drugs 
that are considered House 
Generics? 

17. 
Cost proposal Tab 38 

In the Cost Proposal, See Cost Proposal REVISION 
PricinQ tab is asking for 7 ONE. 
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years of Pharmacy ASO 
Fees however the format 
only allows for entering 
fee's for the first three 
years. Please clarify how 
you would like us to show 
the additional 4 years in 
the excel format? 

18. 
Cost Proposal Tab2A Since the cost for 

The Dependent Verification is 
required to be included in the 

Dependent Verification PEPM ASO fee. The current 
varies by month, can this 

average Dependent 
service be billed to the 
State separately, or is it 

Verification is 116 per month. 

required to be included as 
an average cost in the 
PEPM ASO fee. 

19. 
Cost Proposal Tab 28 

The RFP is asking See Cost Proposal REVISION 
rebates on per brand ONE. Minimum rebates should 
basis but the Cost be quoted on a per brand 
Proposal excel file states claim basis. 
Guaranteed Minimum 
Rebate per Paid Claim. 
How do you want the 
rebates auoted? 

20. 
Performance Contractor shall submit 

Pharmacy 

Guarantees Attachment monthly reports of PA 
D activity to the State and 

results will be based on 
PA request and appeals 
meeting the turnaround 
standard 100% of the time 
each month. Standard 
measured monthly. 

100% of initial requests 
must be completed within 
24 calendar hours of time 
of receipt and 100% of 
first level appeals within 3 
business days of receipt of 
all necessary information. 

Measured Monthly and 
Assessed Quarterly 

$2,500 for each 
percentage point below 
the threshold for a month. 

RXPG 

Please confirm or clarify 
if this request is related to 
the medical or pharmacy 
products? 

21 . 
Performance Annually the Contractor 

See Attachment D - REVISED 

Guarantees Attachment will improve the State's 
Performance Guarantees. 

89 



D generic fill rate by a rate 
that is mutually agreed to 
by Contractor and the 
State. 

Measured Annually and 
Assessed Annually 

$5,000 for each 
percentage point below 
the threshold for a month. 

RXPG 

Need clarification-if the 
target is annually but the 
Assessment looks to be 
monthly. Please clarify 
intent and measurement. 

22. 
Attachment A Page 19 1.102 - Describe the 

Refer to the answer in 

Questionnaire average in-network 
Question 3. 

NETWORK/PROVIDER 
participation by provider 

ARRANGEMENTS 
and by claims paid for 
2017 and 2018 for clients 
located in Nebraska. 

Can the State further 
explain what it's requiring 
with the reference to 
"average in-network 
participation by provider" 
in this context? 

23. 
Attachment A 

Applied Behavioral Analysis 
Page 15 1.71 - Describe which 

Questionnaire specialty providers are 
providers. 

NETWORK/PROVIDER 
included in the network 

ARRANGEMENTS 
i.e. Medication assisted 
treatment, ABA, eating 
disorder, etc. 

Can the State clarify that 
by "ABA," it means 
"Applied Behavioral 
Analysis" providers, or 
behavioral health 
providers? 

24. 
Attachment A Page 6 1.18 - Define the 

Meant to be a relationship 

Questionnaire relationship of the DPC 
between the Contractor and the 

NETWORK/PROVIDER model to traditional 
DPC provider. 

ARRANGEMENTS insurance options. 
Describe how services 
between entities will be 
coordinated. 

Can the State clarify if, by 
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"between entities", it's 
referring to providers in 
the DPC model and the 
bidder/administrator? 

25. 
RFP - Section V. Page 26 The RFP states all data 

Data was released on June 26, 
2019 to all parties that 

PROJECT (RFP) files will be released upon submitted a NOA. At this time 
DESCRIPTION AND submission of the signed the schedule of events will 
SCOPE OF WORK; B. Attachment C remain as is. 
MEDICAL AND Tabs 1A (confidentiality and non-
PHARMACY BENEFIT and 4A disclosure agreement) to 
ADMINISTRATION (Cost Segal, the State's 
FILES Proposal) consultant. In addition , 

and COST PROPOSAL 
the Cost Proposal states 
that a detailed medical 
claim repricing file will also 
be submitted upon which 
bidders are to complete 
the repricing exhibit on 
Tab 4A. 

Our Plan submitted our 
signed Att C to Segal in 
early June and, as of June 
20th, have not yet 
received the data files . 
Can the State confirm 
when the files will be 
released, and depending 
upon when they're 
received, will the State be 
considering an extension 
to the proposal deadline? 

26. 
Page 26 The RFP lists the data 

Refer to the answer in 
RFP - Section V. 

Question 25. 
PROJECT (RFP) files that are to be 
DESCRIPTION AND released by Segal, and the 
SCOPE OF WORK; B. Cost Proposal mentions a 
MEDICAL AND Tabs 1A medical repricing file on 
PHARMACY BENEFIT and 4A Tabs 1A and 4A; however, 
ADMINISTRATION (Cost there is no mention of a 
FILES Proposal) detailed pharmacy 

and COST PROPOSAL 
repricing file. In order to 
provide the State with 
guaranteed discounts and 
rebates, a detailed 
pharmacy repricing file 
must be available to 
evaluate. Will a pharmacy 
repricing file containing the 
following minimum 
required elements be 
provided? 

• Full NOC 
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27. 

28. 

RFP - Section I 
Submission of 
Proposals 

General Question 

Page 3 

n/a 

• Retail/Mail 
Indicator 

• Full NABP (or 
NPI) 

• Quantity 

• Day Supply 

• Fill Date 

• Pharmacy U&C 
Charge 

• Compound 
Indicator 

• Formulary 
Indicator 

• Brand/Generic 
Indicator 

• Tier 

• Member ID 
(required for 
disruption 
analysis) 

RFP States "Bidders 
should submit one 
proposal marked on the 
first page: "ORIGINAL". If 
multiple proposals are 
submitted, the State will 
retain one copy marked 
"ORIGINAL" and destroy 
the other copies. " 

The Technical, Cost, and 
Proprietary information are 
expected to be packaged 
separately. Will these 
three binders all need to 
be marked original? Or, 
will the State accept one 
binder marked ORIGINAL 
that contains clearly 
defined separate sections 
for the Technical, Cost 
and Proprietary 
proposals? 

Is the State currently in 
any advanced clinical 
programs? 

The Technical and Cost 
Proposals should be packaged 
separately (loose-leaf binders 
are preferred) on standard 8 W' 
by 11" paper, except that charts, 
diagrams and the like may be 
on fold-outs which, when folded, 
fit into the 8 W' by 11" format. 

Each binder should be marked 
original. 

The bidder must identify the 
proprietary information, mark 
the proprietary information 
according to state law, and 
submit the proprietary 
information in a separate 
container or envelope marked 
conspicuously in black ink with 
the words "PROPRIETARY 
INFORMATION". 

The State is unable to respond 
to this due to not knowing what 
is meant by "advanced" clinical 
programs. Refer to Section V. 
Project Description And Scope 
Of Work, DD. Clinical 
Management Programs And 
Capabilities. 
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29. 
General Question n/a Does the State offer 

No 

performance guarantees 
for their current clinical 
programs? 

30. 
General Question n/a What are the State's top 

Diabetes and Musculoskeletal 

health conditions? 
31 . 

Define the relationship of 
The State offers a separate 

Attachment A - Bidder Page 6, plan whereby members in the 
Questionnaire; DIRECT Ques the DPC model to pilot plan areas can enroll and 
PRIMARY CARE 1.18 traditional insurance have access to Direct Primary 

options. Describe how Care with a wrap hospital plan. 
services between 
entities will be See RFP V. PROJECT 

coordinated. DESCRIPTION AND SCOPE 
OF WORK A. PROJECT • In regard to the 
OVERVIEW regarding the Direct Primary 
passage of Legislative Bill 

Care (DPC) 1119. 
option, does the 
State currently 
carve out Primary 
Care health 
services so that 
the member's only 
access to primary 
care is through 
the DPC? Or, is it 
simply a high 
deductible plan 
option whereby it 
is to the member's 
advantage to use 
the DPD for 
primary care 
(since first dollar 
coverage) while 
still having access 
to any other "non-
DPC" primary 
care providers if 
they so choose? 

• Along the same 
lines, going 
forward, is the 
State asking if 
bidders can carve 
out Primary Care 
services that are 
provided by the 
DPC providers 
from the regular 
health plan? 

• Or, is the State 
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asking about a 
type of expanded 
coordination effort 
between the DPC 
providers and a 
bidder's Care 
Management 
Team or 
Concierge 
program (or vice 
versa) for such 
tasks as referrals, 
support or general 
guidance? 

32. 
Describe the processes to 

The State of Nebraska current 
Attachment A - Bidder Page 6, medical provider has contracted 
Questionnaire; DIRECT Ques exchange data with the with Strada Healthcare for the 
PRIMARY CARE 1.19 DPC provider. Describe DPC services. The contracted 

how confidentiality will be medical carrier will provide DPC 
assured, and how patient which fulfills the state statute for 
data will be secured and the DPC Pilot Program. 
protected. 

• It's our The DPC plan is a pilot 
understanding program . There is no current 
that the State is history of the plan as it started 
working with 7/1/19. 

Strada Healthcare 
As of 7 /1 /19 the current Medical on its DPC pilot. 
Administrator and Strada Since DPC 
Healthcare will exchange data. programs are 

membership-
based and offer a 
defined list of 
primary care 
services that are 
not filed as 
insurance claims, 
please provide 
more insight into 
what data 
exchange 
processes 

• you are referring 
to within this 
question 1.19. 

• Does the State's 
current 
administrator and 
Strada Healthcare 
currently 
exchange data, or 
is this something 
new that the State 
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33. 

34. 

Attachment A - Bidder 
Questionnaire; DIRECT 
PRIMARY CARE 

Attachment A - Bidder 
Questionnaire; DIRECT 
PRIMARY CARE 

Page 6, 
Ques 
1.20 

Page 6, 
Ques 
1.21 

is requesting for 
7/1/2020? 

Describe integration data 
from the DPC provider to 
gain a holistic picture of 
each member's health 
profile? Include a plan for 
documentation of patient 
visits, telehealth and 
securing medical records 
as well as how complete 
comprehensive healthcare 
records will be obtained. 

• Please provide 
clarity on what the 
State is referring 
to in terms of data 
integration from 
the DPC provider. 
Are these items 
(patient visits, 
telehealth, 
medical records, 
etc.) currently 
being integrated 
between Strada 
Healthcare and 
the State's 
administrator, or is 
this a new request 
for 7/1/2020? 

Describe how to 
administer the wrap plan 
for the DPC model. 

• Similar to our 
question on 1.18 
above, are 
Primary Care 
services carved 
out of their health 
plans offered with 
the DPC option so 
that members can 
only receive 
primary care from 
DPC providers, or 
do you still cover 
primary care 
services under the 
regular health 
plans through 

The State of Nebraska current 
medical provider has contracted 
with Strada Healthcare for the 
DPC services. The contracted 
medical carrier will provide DPC 
which fulfills the state statute for 
the DPC Pilot Program. 

The DPC plan is a pilot 
program . There is no current 
history of the plan as it starts 
7/1/19. State of Nebraska is 
required to report annually to 
the state legislature. See state 
statute for laws. 

Yes, the DPC services are 
their own separate plan for 
members to receive care only 
from DPC providers. 

The DPC Pilot was effective 
with the 7/1/19 plan year 

See current Description Plan 
Current coverage summaries 
for the medical plans in 
conjunction with DPC are 
available at 
http://das. nebraska.qov/Benefi 
ts/ Active/healthplan-about. htm I 
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Non-DPC 
providers? 

• If the State does 
not currently carve 
primary care 
services out of the 
regular health plan 
options if DPC is 
elected, is it the 
State's intent to do 
so effective 
7/1/2019 when the 
DPC pilot is 
implemented? 

35. 
Describe the mechanisms 

The administrator and DPC Attachment A - Bidder Page 6, 
provider must work together to 

Questionnaire; DIRECT Ques in place to work with the ensure maximum benefit 
PRIMARY CARE 1.22 DPC provider to ensure coverage for members who 

the member is referred to require coverage outside the 
the medical plan for DPC model 
benefits, if treatment 
outside the DPC model is The DPC plan is a pilot 
needed. Describe the program . There is no current 
process for specialist history of the plan as it starts 
referral to ensure the 7 /1 /19. See state statute for 
maximum use of the laws. 
primary care model. 

See current Description Plan • Please further 
explain what is Summaries available on our 

website for current coverages meant by this 
for the medical plans in 

question in terms conjunction with DPC. 
of what the State 
is expecting of the htti;r//das. nebraska.gov/Benefi 
bidder/administrat ts/Active/healthi;ilan-about.html 
or. If the DPC 
does not file 
claims or work 
with directly with 
an administrator, 
what mechanisms 
is the State 
referring to that 
are expected to 
be initiated by the 
administrator so 
that the DPC 
providers refer 
care elsewhere? 
This seems it 
might be more of 
a question 
directed toward 
the DPC providers 
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36. 

37 . 

38. 

39. 

40. 

General Question 

RFP - V. PROJECT 
DESCRIPTION AND 
SCOPE OF WORK; 

DD. CLINICAL 
MANAGEMENT 
PROGRAMS AND 
CAPABILITIES 

Procurement 
Procedure, I. 
Submission of Proposal 

V. PROJECT 
DESCRIPTION AND 
SCOPE OF WORK 

F. Medical Plan 
DesiQns 

Cost Proposal 
Workbook 

n/a 

Page 43, 
Ques 1.a. 

17 of 62 

28 

Tab 38: 
Pharmacy 
ASO 
Fees 

and how they refer 
patients to Non
DPC specialists. 

Are we to quote as an 
entire population or will the 
data file (once available) 
break out separate 
populations that will need 
to be quoted separately? 
Are we to include retirees , 
and if so, is the retiree 
eligibility only up to age 
65, or will it be all retirees 
of any age? 

Contractor must offer the 
following clinical 
programs: 

1.a. Timely Refill 
Discounts - Discount 
provided for members who 
refill a prescription within 
30 days of date it is 
expected to run out. 

• We would like 
additional 
information on 
how this discount 
is currently 
provided to 
members. Is it 
applied at point of 
sale? Is it a copay 
waiver? 

Please confirm whether 
the RFP number should 
be on all pages of the RFP 
response, including 
attachments. 

Please provide medical 
plan designs referenced . 

Lines 6 through 30 are 
greyed out and the 
worksheet is password 
protected , we are unable 
to complete this 
worksheet. Please provide 
an unorotected worksheet 

Actives only. Retiree's age 55 
up to age 65 can access the 
plans. Currently there are 236 
retiree's on our plan. 

Currently the State of NE 
pharmacy plan includes a 
'Refill and Save' and is an 
incentive program that is 
available to all members at no 
cost. Members who refill their 
prescription for a qualifying 
medication as prescribed are 
given a $20 savings off the 
usual copayment or 
coinsurance. Members who 
refill their prescriptions by mail 
order will receive an average 
reduction of $50 on the 
copayment based on a 90-day 
supply. 

The RFP number should be 
referenced on the outside 
package of the proposal 
response and not on all pages 
of the RFP and attachments. 

Plans can be viewed at 
htto://das.nebraska .aov/Benefits/ At: 
t1ve/healthplan-about.html 

Per the instructions, these lines 
are greyed out because the 
PEPM are to include these 
items, not to be separated out. 
The bidder should enter the 
Total Monthly ASO Fee in the 
line provided. 
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so that we can complete 
this section. 

41 . 
General Question, 

Refer to the answer in Question N/A The signed Non-
unrelated to a specific Disclosure Agreement 

25. 

section Attachment C has been 
submitted. Upon 
submission the files listed 
below were to be 
released. Please provide 
the following files: 

Medical Administration files 
are: 
1. Census data for 

active employees, 
COBRA 
participants and 
pre-65 retirees; 

2. Claims data for 
the most recent 
12 month period; 

3. Enrollment data 
for the most 
recent 36 month 
period; 

4. Large loss 
information for the 
most recent 36 
month period; 

Pharmacy Benefit 
Administration files are: 
1. Census data for 

active employees, 
COBRA 
participants and 
pre-65 retirees; 

2. Claims data for 
the most recent 
12-month period . 

42. 
General Question, N/A Please advise whether the 

Refer to the answer in Question 

unrelated to a specific schedule of events will be 
25 

section revised once the data has 
been released . 

43. 
General Question, N/A Please confirm the 

As of 6/1 /19 there are 554 HSA 

unrelated to a specific number of HSA 
participants, Optum Bank 

section participants, vendor and 
charges the member $1/month 

the current fee. 
until the participants balance 
reaches $500 

44. 
General Question, N/A Please provide utilization 

Refer to the answer in Question 

unrelated to a specific information by provider for 
25. 

section both Hospital and 
Physician claims for the 
too 25 oroviders for each 
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category. If possible, we 
would like the hospital 
claims broken out 
by Inpatient, Outpatient, 
and ER. 

45. 
Please confirm in detail 

Cleared Claims are reimbursed 
General Question, N/A via ACH to the dedicated bank 
unrelated to a specific the costs the State of account that the contractor pre-
section Nebraska pays via the funds. ASO fees are billed 

claim wire. Are there any separately and paid separately 
administrative fees billed to a different bank account. 
via the claim wire for 
network access or care 
management? 

Claim wire report includes: 46. 
Please provide a detail General Question, N/A 1. CUSTOMER ID; 

unrelated to a specific sample of your claim wire 2. CONTRACT 
section (report). NUMBER; 

3. PLAN ID; 
4. BANK ACCOUNT 

NUMBER; 
5. TRANSACTION 

DATE; 
6. TRANSACTION ID; 
7. TRANSACTION 

AMOUNT; 
8. SERVICE 

DESCRIPTION; 
9. CHECK/ITEM 

NUMBER; 
10. CLAIM SEQUENCE 

NUMBER; 
11. EMPLOYEE NAME; 
12. DEPENDENT NAME; 
13. EMPLOYEE SOCIAL 

SECURITY NUMBER; 
14. SUFFIX; 
15. CLAIM ACCOUNT 

NUMBER; 
16. ISSUE DATE; 
17. DATE OF SERVICE; 
18. WORK DATE; 
19. SOURCE CODE; 
20. SOURCE DATE; and 
21. BOOK MONTH. 

47. Please provide the 
A link to the POL list with 

General Question, N/A tiering information was 
unrelated to a specific Pharmacy Plan Designs 

published within the RFP. 
section including current formulary Clinical Programs were listed 

description and tiers, V. PROJECT DESCRIPTION 
clinical programs in place, AND SCOPE OF WORK, DD. 
any mandatory or CLINICAL MANAGEMENT 
exclusive networks in PROGRAMS AND 
place today. CAPABILITIES. Additionally, 

there is a formulary indicator 
on the claims file released 
6/26. 
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48. 
General Question, N/A Please provide the 

Refer to the answer in Question 

unrelated to a specific Pharmacy Claim Data File 
25. 

section for pricing and 
formulary/network 
disruption analysis 
including the following 
fields : 

Please provide a full 
pharmacy claim file with a 
minimum of 4 months of 
data and the following 
data elements: 

• Drug NDC-11 

• Drug Name 

• Pharmacy NABP 
or NPI number 

• Retail/MOD 
Indicator 

• Dispense Date 

• Quantity 
Dispensed 

• Days Supply 

• Brand/Generic 
Indicator 

• Formulary Status 
(Preferred/Not 
Preferred) 
Indicator 

• Tier (1,2,3) 
Indicator 

• Member ID 
49. D. Project Objectives, 

29 Does the state have the 
Currently the State of NE has 

#21 
following dedicated staff in 

designated staff for the account 
executive, clinical pharmacist, 

place today through UHC; 
service account manager and 

Account Executive, clinical client services manager. 
pharmacist, operations 
director, network manager 
and member services 
manaQer? 

50. 
D. Project Objectives, 30 Please identify all data 

Current data files sent to 
Medical : 

#23 feeds in place today. 
1. From the State of Nebraska; 
and 
2. From ASI COBRA 

Current data files from 
Medical: 
1. To Dependent Auditor; 
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2. To DPC Provider (per their 
contract); 
3. To Pharmacy Provider (per 
their contract); 
4. To Flexible Spending; and 
5. To HSA Provider (per their 
contract). 

51 . 
D. Project Objectives, 30 Which eligibility system 

Workday 

#28 does the State use today? 
52. 

H. Requested 31 Who are transmissions 
Currently there are no regularly 
scheduled or ongoing 

Pharmacy Benefit sent to today and 
transmissions sent in the 

Contractual Terms, #4 frequency? 
National Council for Prescription 
Drug Programs format for the 
State of NE. 

53. 
K. Member Services, 33 Please provide details on 

The current provider has a 
website for members at 

#12 how the States website 
www.myuhc.com 

has been customized and 
URL. This website will be linked to 

the State's home page at: 
htt[2://das.nebraska.gov/Benefi 
ts/Active/healthr;,lan-about.html 

54. 
K. Member Services, 33 Provide details on what Parental access on portal is 
#12 age the State follows for available for dependents up to 

parental access to age 12. 
dependents (i.e. age 12) 
on the portal. 

55. 
P. Web Access, #1 35 Please confirm 

The interactive website will 
need to be functional for testing 

requirements for 
and training for the Wellness 

interactive website that is 
to be operational by 

and Benefit staff only by 
2/1/2020. State of Nebraska 

2/1/2020. 
teammates will not have access 
to the site until the effective date 
of 7/1/20. 

56. 
CC. Performance 42 Confirm if all of these 

Performance guarantees listed 

Guarantees guarantees are in place 
in the RFP are for the resulting 

today. 
contract and not necessarily for 
the current contract. 

57. 
FF. Implementation and Please confirm the hours 

At a minimum, one (1) full day 
(Ba-Sp) to meet with HR 

Communications, #11 that a live representative is 
partners in April, in addition to 

required to be available 
traveling the state at various 

during open enrollment. 
locations and meetings on 
business days from 
approximately April 13 through 
May 1. 
{approx. 20-25 meetings) 

This addendum will become part of the proposal and should be acknowledged with the Request for Proposal 
response. 

Confirmed received on July 3, 2019. 
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ADDENDUM THREE, 
QUESTIONS and ANSWERS 

Date: July 16, 2019 

All Bidders To: 

From: Julie SchiltzfTeresa Fleming Buyers 
AS Materiel State Purchasing Bureau 

RE: Addendum for Request for Proposal Number RFP 6102 Z1 to be opened August 8, 2019, at 
2:00 P.M. Central Time 

Questions and Answers 

The State inadvertently missed the following questions submitted for round one questions and 
answers provided for the above mentioned Request for Proposal. The questions and answers are 
to be considered as part of the Request for Proposal. It is the Bidder's responsibility to check the 
State Purchasing Bureau website for all addenda or amendments. 

Qyestion RFP RFP Question Slate Response 
Number Section Page 

Reference Number 
1. V. PROJECT 

26 What is the 
For July 1, 2019 effective date: 

DESCRIPTION 
enrollment in AND SCOPE 
the Select 

49 employees have enrolled in Select Plan , with 
OF WORK 

Plan and the 
a total membership of 106. 

Standard 47 employees have enrolled in the Standard 
Plan with 
DPC? 

Plan, with a total membership of 73. 

Total number of people enrolled in the DPC 
membership is 179. 

2. 
D. Project 27 What 

Per State Statute 84-1611 , the State of 
Nebraska contributes 79% of the premium and 

Objectives, #3 constraints 
the employee contributes 21%. 

does the 
State have The Regular Plan is restricted and is Union 
with its ability 

Negotiated every two (2) years. In the Options 
to change 

Guide it is listed as "Regular Health Plan" . 
plan design 
and employee 
contribution 
structures. 

3. 
D. Project 27 What are the 

For July 1, 2019 effective date, the requirement 
to qualify for the Wellness with Incentive plan 

Objectives, #3 requirements was to complete a Health Survey prior to 
for an 
employee to 

3/31/19. 

qualify for the 
WellNebrask 
a PPO 
incentive 
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plan? 

When does July 1"1 of the same calendar year. 
the incentive 
take affect? 

Is there an Yes there is a premium reductions along with a 
employee premium plan design for the Wellness with 
premium incentive plan. 
incentive No final decisions have been made in reference 
along with the to requirements and qualification for an 
plan design incentive plan for 7/1/20. 
incentive? 

This addendum will become part of the proposal and should be acknowledged with the Request for 
Proposal response. 

Confirmed received on July 16, 2019. 
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ADDENDUM FOUR, 
QUESTIONS and ANSWERS 

Date: July 19, 2019 

All Bidders To: 

From: Julie Schiltzff eresa Fleming Buyers 
AS Materiel State Purchasing Bureau 

RE: Addendum for Request for Proposal Number RFP 6102 Z1 to be opened August 8, 2019, at 
2:00 P.M. Central Time 

Questions and Answers 

Following are the questions submitted and answers provided for the above mentioned Request for 
Proposal. The questions and answers are to be considered as part of the Request for Proposal. It 
is the Bidder's responsibility to check the State Purchasing Bureau website for all addenda or 
amendments. 

Question 
Number 

1. 

2. 

3. 

RFP 
Section 

Reference 
Performance 

Guarantee 

RFP 
Response 

Section IV Payment 
D. Claims 
Reimbursement 

RFP Document -
Section I. 
SUBMISSION OF 
PROPOSALS; and 
COST PROPOSAL 
Tab 1A - Instructions 

RFP 
Page 

Number 
Pg. 3 

Pg.23 

Page 3 

Question 

Please provide an 
example of the calculation 
for a PG will be measured 
monthly and assessed 
quarterly 

Is it the intent of the State 
of Nebraska to change 
the timing of the claims 
reimbursement from the 
timing that is in place 
today? 

SUBMISSION OF 
PROPOSALS 
Bidders should submit 
one proposal marked on 
the first page: 
"ORIGINAL". If multiple 
proposals are submitted, 
the State will retain one 
copy marked "ORIGINAL" 
and destroy the other 
copies. The Bidder is 
solely responsible for any 

State Response 

Metrics will be measured by 
month with penalties assessed 
quarterly. 
For example, if January metrics 
are not met, but February and 
March are met - then penalties 
will be paid out by the contractor 
or applied as a credit to the 
following months invoice for 
January at the end of Q1. 
Currently 93% of clean claims in 
15 business days. 99% of all 
paid in 30 business days. New 
Performance Guarantees are 
95% clean claims within 12 
business days and 99% of all 
paid with 45 business days. 

The Bidder should email the 
claims data file securely to 
Loraine. Epperly@nebraska.gov 
include the RFP number in the 
email. 
If the Bidder has any difficulties 
submitting the claims data file, 
the Bidder must immediately 
notify the State by emailing 
Julie.Sch;ltz@Nebraska.gov of 
the issue. 
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4. Round 1 Questions -
Response to 
question 43: 

variance between the 
copies submitted. 
Proposal responses 
should include the 
completed Form A, 
"Bidder Contact Sheet". 
Proposals must reference 
the RFP number and be 
sent to the specified 
address. Please note 
that the address label 
should appear as 
specified in Section I B. 
on the face of each 
container or bidder's bid 
response packet. If a 
recipient phone number is 
required for delivery 
purposes, 402-471-6500 
should be used. The 
RFP number should be 
included in all 
correspondence. 

The requirement above 
mentions one hardcopy 
response in binder format 
is needed; however, the 
State's Cost Proposal 
(tab 1A) is requesting 
bidders provide a detailed 
medical repriced claim 
file, which will not be able 
to be printed into a 
hardcopy output due to its 
size. Our Plan does not 
release proprietary or PHI 
information on thumb 
drives or CDs for security 
purposes. Can the State 
provide bidders a secured 
email address to use for 
sending the detailed 
Claim Repricing File 
response, plus any other 
large data file responses 
that cannot be printed? 
Or, if we are to use 
Segal's SFTP site, can 
you please provide those 
instructions? 

The Bidder' should submit the 
Cost Proposal documents with 
the proposal response as 
indicated in Section I. 
Procurement Procedure I. 
Submission of Proposals per the 
Schedule of Events. 

Regarding the "Optum There are no additional admin 
Bank charges the fees charged by Optum Bank for 
member $1/month until the HSA accounts. 
the participants balance 
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5. 

6. 

7. 

8. 

9. 

10. 

As of 6/1/19 there are 
554 HSA 
participants, Optum 
Bank charges the 
member $1/month 
until the participants 
balance reaches 
$500 

Attachment A - 4 
Bidder 
Questionnaire, item 
1.9 

General Question 

General Question 

General Question 

General Question 

General Question 

reaches $500", is there 
an additional admin fee 
that Optum Bank charges 
the State for the HSA? 

How many participants As of 6/30/19, 384 HSA 
are over the $500 range? accounts had a balance of $500 

What is their average 
cash balance I invested 
balance / total balance? 

Will they have a debit 
card to achieve 
interchange? 

Personal references are 
not standardly included in 
the resumes and/or 
biographies of proposed 
personnel that we 
provide. Will the resumes 
and/or biographies we 
provide be accepted 
without this information? 

or over. 

The average HSA account 
balance is $1,294, The total 
account balance is $1,317,047. 
The total amount invested is 
$260,033. Average amount 
invested is not available. 

Yes, a debit card is used to 
achieve the interchange. Optum 
Bank does not charge any 
interchange fees on the debit 
cards associated with the 
employee's HSA accounts. 
The State is requesting bidder 
references of clients who have 
worked with the proposed team 
members to attest to their 
experience. 

How may Wellness The State does not have 
Kiosks does the state Wellness Kiosks. 
provide to employees? 

Please describe 
Wellness Kiosks. 

the Please see the answer to 
question 6. 

How many members As of 5/31/19, there are 1,934 
have enrolled in the Real members enrolled. 
Appeal program? 

Is the Wellness program Yes 
funded through the health 
plan administration fee? 

If so, should our proposal Per the Cost Proposal Tab 2A, 
build a PEPM amount into Medical ASO Fees, Wellness 
our administration fee? programming must be included 

in the ASO fee. 

Is the State going to Workday is currently the State's 
continue its relationship HR system of record. 
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11 . 1.151 27 

12. 1.42- 2D 

13. 1.106 19 

14. 6102 Z1 RFP. Terms 10 
& Conditions. J3 
Personnel 

15. 6102 Z1 RFP. 

with Workday? 

Or, should we provide an 
alternative solution with 
our proposal? 

Confirm if you receive 
each of these reports 
today. 

Provide provide us the 
definition of "Other 
Facilities". 
Please clarify with a few 
examples to help us 
better understand what 
you are referring to here 
regarding forms of 
treatment. 

The bidder should provide a 
response which best meets the 
requirements of the RFP. 

Below provides an answer to 
whether or not the State 
currently receives the reports 
listed in Attachment A, 
Pharmacy Benefits Reporting, 
question 1.151, a-o. 

a. Yes 
b. Yes 
c. No 
d. Yes 
e. No 
f. Yes 
g. Yes 
h. No 
i. No 
j. Yes 
k. Yes 
I. Yes 
m. Prior Authorization- No 

Clinical reporting - Yes 
n. Yes 
o. Yes 

An example of "other facilities" 
would be a free-standing 
Emergency Room facility. 
For example, in a rural area 
there may not be any pediatric 
neurologists. Indicate what 
services are not available and 
what provisions are made for 
patients requiring these 
services. 

Does "personnel" refer to "Personnel" refers to the 
bidder's personnel, or the bidder's personnel. 
state's employees? 

Are sections II-IV of the 
RFP state's proposal for 
the entirety of the contract 
terms? 

To the extent that the 
bidder feels there are 
topics not covered, how 

Sections II - IV are the State's 
terms and conditions. The 
bidder may reject terms and 
provide an alternative with the 
response. Bidder may submit 
additional terms that are not 
covered for the State's 
consideration. 
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16. 6102 Z1 RFP. 12 
Section II (N). 

17. 6102 Z1 RFP. 16 
Section Ill (D). 

would the state like bidder 
to include those terms? 

What is the total potential 
scope of the contract? 

How many additional lives 
could be added through 
this provision? 

Can the State clarify if the 
last sentence is a go 
forward requirement 
(meaning we need to 
ensure it for every 
subcontractor we bring in 
if awarded the contract) , 
or a requirement on 
existing contracts 
(meaning we need to 
review all subcontracts 
we are currently using 
and make sure similar 
provision is included)? 

State Statutes are not 
negotiable. 

Political subdivisions are allowed 
to take advantage of the terms 
of the contract however political 
subdivisions would execute their 
own contract separate from the 
State's. 

The requirement applies to all 
subcontractors . 

This addendum will become part of the proposal and should be acknowledged with the Request for 
Proposal response . 

Confirmed received on July 19, 2019. 

108 



I 
I 
I 
I 
I 
I 
I 

I 





Bidder Name: UnitedHealthcare 

Attachment A 
Bidder Questionnaire 

RFP 6102 Z1 

Bidder should complete all questions in Attachment A . . 
I 

. -

. - - - -- - - - - -

BIDDER IDENTIFICATION AND INFORMATION 

1.1 

Response: 

Provide the full company or corporate name, address of the company's headquarters, entity organization 
(corporation, partnership, proprietorship), state in which the bidder is incorporated or otherwise organized 
to do business, year in which the bidder first organized to do business, whether the name and form of 
organization has changed since first organized, and Federal Employer Identification Number. 

UnitedHealth Group Incorporated (UnitedHealth Group) is a publicly held for-profit corporation. UnitedHealth Group has its 
registered and principal executive offices at UnitedHealth Group Center, 9900 Bren Road East, Minnetonka, MN 55343. 

UnitedHealth Group was incorporated in Minnesota as Charter Med Incorporated on January 25, 1977. Charter Med changed 
its name to United HealthCare Corporation in 1979 and to UnitedHealth Group in 1998. 

UnitedHealth Group Incorporated was reincorporated in Delaware on July 1, 2015. 

'1e tax identification number for United HealthCare Services, Inc. is 41-1289245. United HealthCare Services, Inc. is our legal 
I entity for self-funded business. 
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FINANCIAL STATEMENTS AND INFORMATION 

1.2 

Response: 

Provide financial statements applicable to the firm. Provide a copy of the bidder's most recent annual report. If 
publicly held, provide a copy of the corporation's most recent two (2) years of audited financial reports and 
statements, and the name, address and telephone number of the fiscally responsible representative of the 
bidder's financial or banking organization. 

If the bidder is not a publicly held corporation, either the reports and statements required of a publicly held 
corporation, or a description of the organization, including size, longevity, client base, areas of specialization 
and expertise, and any other pertinent information must be submitted in such a manner that proposal 
evaluators may reasonably formulate a determination about the stability and financial strength of the 
organization. Additionally, a non-publicly held firm must provide a banking reference. 

The bidder must disclose any and all judgments, pending or expected litigation, or other real or potential 
financial reversals, which might materially affect the viability or stability of the organization, or state that no 
such condition is known to exist. 

The State may elect to use a third party to conduct credit checks as part of the corporate overview evaluation. 

Indicate the most recent Financial Rating, Financial Rating Modifiers and the Financial Rating Effective Date 
that have been received by the following organizations. Indicate all changes that have occurred in the last 
twelve (12) months for each of these ratings. 

a. A.M. Best 
b. Standard and Poors 
c. Moody's 
d. Fitch 

Please refer to the attachments titled 1.2_Audited Financial Statements located in Section 28 of this response. 

Name, addresses and telephone numbers of our financial or banking organization are as follows: 

John Rex 
Office of the Chief Executive 
Executive Vice President and Chief Financial Officer 
UnitedHealth Group 
9900 Bren Road East 
Minnetonka, Minnesota 55343 
(952) 936-1300 or (800) 328-5979 

Mary Ann Devine 
Vice President 
JPMorgan Chase Bank 
4 New York Plaza 
13th Floor 
New York, NY 10004-2413 
(212) 552-3317 (phone) 

No judgments, pending or expected litigation, or other real or potential financial reversals, which might materially affect the 
viability or stability of the organization is known to exist. 
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I Because of the nature of our business, we are routinely subject to lawsuits alleging various causes of action. Although the 
• results of pending litigation are always uncertain, we do not believe the results of any such actions, currently threatened or 

~nding, individually or in the aggregate, will have a material adverse effect on our viability, stability, consolidated financial 
,..,osition or the results of our operations. Any material litigation or legal actions are disclosed in our financial statements 
available on the UnitedHealth Group Incorporated (UnitedHealth Group) website: www.unitedhealthgroup.com. UnitedHealth 
Group is our parent company. 

a. A.M. Best: a-, Effective Date: April 21, 2018 

b. Standard & Poor's: A+, Effective Date: January 23, 2019 

c. Moody's: A3, Effective Date, January 28, 2019 

d. Fitch A-, Effective Date, April 6, 2018 

At this time, no modifiers are applied to our financial ratings. 

None of our financial ratings have been downgraded within the past 36 months. A.M. Best ratings were upgraded from 
bbb+/AMB-2 to a-/AMB-1 on June 21, 2018. 

1.3 

CHANGE OF OWNERSHIP 

If any change in ownership or control of the company is anticipated during the twelve (12) months following the 
proposal due date, describe the circumstances of such change and indicate when the change will likely occur. Any 
change of ownership to an awarded Contractor will require notification to the State. 

Describe any parent/subsidiary relationship. 

Response: 

There are no pending or anticipated ownership changes. As a public company, our shares trade every day, but the large 
owners have generally been stable and no one has (or is expected to) purchase a 10% or greater position in the company. 

We agree to notify the State within a reasonable time frame of purchases, acquisitions and any other changes in ownership, 
partners or control that is relevant to the contract, or would have a significant impact on our administration of the Plan. 

UnitedHealthcare is one of the family of businesses that compose UnitedHealth Group Incorporated (UnitedHealth Group). As 
such, certain decisions and services are controlled by UnitedHealthcare, while others may be controlled by UnitedHealth Group 
or other businesses of UnitedHealth Group. The businesses of UnitedHealth Group are diverse, yet united by a common 
thread: Every day, they are involved in decision-making that often has positive, life-changing consequences for millions of 
Americans. Our businesses are made up of individuals who strive, every day, to help people lead healthier lives. 

1.4 

OFFICE LOCATION 

The bidder's office location responsible for performance pursuant to an award of a contract with the State of 
Nebraska must be identified. 

Response: 

The person with overall responsibility for your account is your Strategic Client Executive (SCE), Jane Perez. Her office address 
is: 2717 N 118th Street, Suite 300, Omaha, Nebraska, 68164. 

/ 
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The State of Nebraska's (the State) member service calls are handled in San Antonio, Texas, and claims are processed in 
Richardson, Texas. 

1.5 

RELATIONSHIPS WITH THE STATE 

The bidder describe any dealings with the State over the previous twelve (12) months. If the organization, its 
predecessor, or any party named in the bidder's proposal response has contracted with the State, identify the 
contract number(s) and/or any other information available to identify such contract(s). If no such contracts exist, so 
declare. 

Response: 

We have been the current medical administrator for the State since July 2012. We were recently awarded the contract for short 
-term disability and long-term disability effective July 2019. The policy number for the medical and pharmacy is 7 44240. The 
policy number for the long-term disability and short-term disability is 306147. The Medicaid policy number is 71163 04, effective 
January 2017. 

1.6 

BIDDER'S EMPLOYEE RELATIONS TO STATE 

If any party named in the bidder's proposal response is or was an employee of the State within the past twelve 
(12) months, identify the individual(s) by name, State agency with whom employed, job title or position held 
with the State, and separation date. If no such relationship exists or has existed, so declare. 

If any employee of any agency of the State of Nebraska is employed by the bidder or is a subcontractor to 
the bidder, as of the due date for proposal submission, identify all such persons by name, position held 
with the bidder, and position held with the State (including job title and agency) . Describe the 
responsibilities of such persons within the proposing organization. If, after review of this information by the 
State, it is determined that a conflict of interest exists or may exist, the bidder may be disqualified from 
further consideration in this proposal. If no such relationship exists, so declare. 

Response: 

We are unaware of any relationship existing at this time. 

1.7 

CONTRACT PERFORMANCE 

If the bidder or any proposed subcontractor has had a contract terminated for default during the past three (3) 
years, all such instances must be described as required below. Termination for default is defined as a notice to 
stop performance delivery due to the bidder's non-performance or poor performance, and the issue was either 
not litigated due to inaction on the part of the bidder or litigated and such litigation determined the bidder to be 
in default. Bidder must provide information on administrative and/or litigation within the past three (3) years, 
include current/pending cases, expected litigation, judgments, awards, and settlements (both in and out of 
court) or other real or potential financial reversals, including any bankruptcy proceedings whether voluntary or 
involuntary, which might materially affect the viability or stability of the bidder. 

It is mandatory that the bidder submit full details of all termination for default experienced during the past three 
(3) years, including the other party's name, address and telephone number. The response to this section must 
present the bidder's position on the matter. The State will evaluate the facts and will score the bidder's 
proposal accordingly. If no such termination for default has been experienced by the bidder in the past three (3) 
years, so declare. 

If at any time during the past three (3) years, the bidder has had a contract terminated for convenience, non
performance, non-allocation of funds, or any other reason, describe fully all circumstances surrounding such 
termination, including the name and address of the other contracting party. 

I 

--------------------------------------------- --
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I Response: 

fe have not had a contract terminated for default during the past three years. However, because of the nature of our business, 
,.Je are routinely subject to lawsuits alleging various causes of action. Although the results of pending litigation are always 
uncertain, we do not believe the results of any such actions, currently threatened or pending, individually or in the aggregate, 
will have a material adverse effect on our viability, stability, consolidated financial position or the results of our operations. Any 
material litigation or legal actions are disclosed in our financial statements available on the UnitedHealth Group Incorporated 
(UnitedHealth Group) website: www.unitedhealthgroup.com. UnitedHealth Group is our parent company. 

During the past three years, we have not been terminated for default. 

Contractual arrangements with our customers do not allow us to share this information. We have provided terminated 
references as part of this proposal response. 

1.8 

_) 

SUMMARY OF BIDDER'S CORPORATE EXPERIENCE 

Provide a summary matrix listing the bidder's previous projects similar to this Request for Proposal in 
size, scope and complexity. The State will use no more than three (3) narrative project descriptions 
submitted by the bidder during its evaluation of the proposal. 

The bidder must address the following: 

1. Provide three narrative descriptions to highlight the similarities between previous 
experience and this Request for Proposal. These descriptions must include: 

a. 
b. 
C. 

d. 
e. 

I. 

The time period of the projects; 
The scheduled and actual completion dates; 
The Contractor's responsibilities; 
The number of contracts and the number of covered members for each project; 
for reference purposes, three customer names (including the names of a 
contact person, current telephone numbers, facsimile numbers and e-mail 
addresses); and 
Each project description shall identify whether the work was performed as the 
prime Contractor or as a subcontractor. If a bidder performed as the prime 
Contractor, the description must provide the originally scheduled completion 
dates and budget, as well as the actual (or currently planned) completion dates 
and actual (or currently planned) budget. 

2. Contractor and subcontractor(s) experience must be listed separately. Narrative 
descriptions submitted for subcontractors must be specifically identified as subcontractor 
projects. 

3. If the work was performed as a subcontractor, the narrative description shall identify the 
same information as requested for the Contractors above. In addition, identify what share 
of contract costs, project responsibilities, and time period were performed as a 
subcontractor. 

a. Is this an exclusive relationship? 
b. Effective date of Subcontract? 

4. Indicate years of service providing and administering the coverage(s) related to this RFP. 

5. 

Briefly describe abilities to administer such plans including: 

a. Health Savings Accounts 

For the entire book of business, provide the total year-end national group membership 
(number of contracts) that receives medical administration services and indicate how 
many of these are in Nebraska. Provide statistics for Public Sector clients 
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2016 

2017 
2018 
2019 

National Group 
Membership 
(Number of 
Contracts) 

Nebraska 
Group 
Membership 
Number of 
Contracts) 

Number of 
Public Sector 
Groups 

Number of 
Public Sector 
Groups with 
15,000+ lives 

6. What percentage of the 2018 total group membership renewed for the 2019 plan year? 

Response: 

1. Please refer to the attachment titled Summary of Bidders Experience in the proprietary and confidential envelope. 

2. Please refer to the attachment titled Summary of Bidders Experience in the proprietary and confidential envelope. 

3. Please refer to the attachment titled Summary of Bidders Experience in the proprietary and confidential envelope. 

4. UnitedHealth Group Incorporated (UnitedHealth Group) began as a leader in the development and growth of HMOs and 
other health care benefit services in 1977. UnitedHealth Group is a highly diversified health and well-being company 
headquartered in the United States, serving the markets for health benefits through UnitedHealthcare, and the growing markets 
for health services through Optum. These two platforms share and build upon three core competencies: 

• Clinical Insight-Knowledge and experience in organizing health care resources to best serve specific local market 
needs 

• Technology-Enabling a variety of interactions at enormous scale and complexity, helping connect all participants in 
health care 

• Data & Information-Unique skills in collecting, managing and analyzing data; and the capability to translate data into 
actionable information 

Worldwide, 300,000 people power this enterprise with their entrepreneurial spirit and commitment to quality. Through our 
businesses, UnitedHealthcare and Optum, we provide medical benefits to people residing in all 50 states in the United States 
and more than 130 other countries. 

UnitedHealthcare is dedicated to simplifying the health care experience, meeting consumer health and wellness needs, and 
sustaining trusted relationships with care providers. The company provides global health care benefits, serving individuals, 
employers and Medicare and Medicaid beneficiaries. 

OptumHealth Care Solutions, LLC (Optum) is a leading information and technology-enabled health services business 
dedicated to modernizing the system and improving the health of people and communities. Optum builds innovative 
partnerships, provides technology and tools that enable unprecedented collaboration and efficiency, and taps into valuable 
health care data to uncover insights that lead to better care at lower costs. 

Optum is a wholly owned subsidiary of UnitedHealth Group, a Delaware corporation that also owns UnitedHealthcare. Our 
company began in 1979 as individual, specialized business units offering targeted health care services to employers, health 
plans, government agencies and public sector customers. In 1998, these business units joined under the Specialized Care 
Services division, offering health improvement programs to support members across the health care continuum: staying 
healthy, getting healthy, or living with illness. 

UnitedHealthcare created the first PBM in 1976 as the Pharmacy Services Department of UnitedHealthcare, which later 
evolved into Diversified Pharmaceutical Services, Inc. (DPS). In 1994, UnitedHealthcare made the business decision to sell 
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DPS to SmithKline Beecham, while retaining its services on a contract basis until 2000. UnitedHealthcare Pharmacy was 
formed in 2004 as a department within UnitedHealthcare. 

i 2005, UnitedHealth Group acquired OptumRx, an innovative provider of PBM services for more than 21 years. First formed 
in 1989, OptumRx serves a broad spectrum of internal and external customers, including public and government entities, 
managed care organizations, Medicare and Medicaid plan sponsors, employer groups, union groups and third party 
administrators. Our relationship with OptumRx gives us comprehensive resources and strengths from two leading organizations 
in the health care and pharmacy benefit industries. In January 2013, UnitedHealthcare consolidated our pharmacy benefit 
programs internally with OptumRx. 

We began administering Health Savings Accounts (HSA) in 2002. We serve more than 5.2 million people in HSA plans and are 
well-positioned to serve as your qualified high-deductible health plan (QHDHP) and HSA custodian source with: 

• National networks 

• Our wholly owned preferred HSA custodian, Optum Bank, which we chartered in 2002 

• Consistent customer service and consumer resources 

Our plans deliver: 

• An HDHP that helps control costs 

• Administration of an HSA for eligible expenses 

• Superior customer service 

• Communications that achieve enrollment targets and health and satisfaction goals. 

• Personalized support, including: 

• Activation messaging 

• Personal Health Support for chronic and acute condition management and wellness management 

The proven results of our activation approaches have made us the premier company to achieve lasting behavior change and 
cost moderation. 

5. 

National Group Nebraska Number of Number of 
Membership Group Public Sector Public Sector 
(Number of Membership Groups Groups with 
Contracts) Number of 15,000+ lives 

Contracts) 
2016 27,675,993 259,952 National: 235 National: 24 

Nebraska: 5 Nebraska: 1 
2017 26,770,361 252,539 National: 225 National: 19 

Nebraska:5 Nebraska: 1 
2018 26,477,883 297,845 National: 292 National: 17 

Nebraska: 3 Nebraska: 1 
2019 27,465,471 335,714 National: 295 National: 14 

Nebraska: 3 Nebraska: 1 
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6. For the 2019 plan year, 75.5% of 2018 total group membership renewed. 

1.9 

SUMMARY OF BIDDER'S PROPOSED PERSONNEUMANAGEMENT APPROACH 

The bidder must present a detailed description of its proposed approach to the management of the project. 

The bidder must identify the specific professionals who will work on the State's project if the company is awarded the 
contract resulting from this Request for Proposal. The names and titles of the team proposed for assignment to the 
State project shall be identified in full, with a description of the team leadership, interface and support functions, and 
reporting relationships. The primary work assigned to each person should also be identified. The team shall include, 
but not be limited, to the following roles: 

a. Implementation Manager 
b. Account Executive 
c. Clinical Pharmacist 
d. Operations Director 
e. Network Manager 
f. Member Services Manager 

Designated alternate Account Executive would be expected to be familiar with all aspects of the State's business as it 
relates to the State's Health Plan. The designated alternate Account Executive is not subject to the location 
requirements, but must be available via a conference call. 

Provide resumes for all personnel proposed by the bidder to work on the project. The State will consider the resumes 
as a key indicator of the bidder's understanding of the skill mixes required to carry out the requirements of the 
Request for Proposal in addition to assessing the experience of specific individuals. 

Resumes must not be longer than three (3) pages. Resumes shall include, at a minimum, academic background anci 
degrees, professional certifications, understanding of the process, and at least three (3) references (name, addres 
and telephone number) who can attest to the competence and skill level of the individual. Any changes in proposea 
personnel shall only be implemented after written aooroval from the State. 

Response: 

The existing dedicated Account Management T earn (AMT) assigned to the State, led by Jane Perez, will continue to service the 
State. The AMT includes the following roles: 

a. Implementation Manager - Danyelle Smith 
b. Account Executive - Jane Perez 
c. Clinical Pharmacist- Wayne Knisley 
d. Operations Director - Barb Buenemann 
e. Network Manager - Connie Duncan 
f. Member Services Manager- Jelena Edwards 
g. Service Account Manager - Clifton Sumrall 

The AMT assigned to the State delivers on our promise to maximize the investment that you make in health care. The team's 
top priority is building a successful partnership with you to address your overall goals and coordinate day-to-day activities. The 
AMT is your point of contact for all aspects of administration, claims, underwriting, contracts, eligibility, billing and reporting, and 
works to ensure that 

Throughout the year, the SCE and other AMT members use tools such as the Consumer Activation Index (CAI) to determine 
the level of employee engagement and the Motivating Health Ownership (MHO) strategy to identify additional opportunities for 
cost savings. Through regular performance assessments, we ensure plans are meeting your business and financial objectives, 
and we partner with you to propose solutions as new needs emerge. 
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I The essential roles on your AMT include: 

1 Strategic Client Executive (SCE) - experienced account leader who leads the partnership and manages resources to 
deliver on service and financial expectations 

• Implementation Project Manager (1PM) - leader of the implementation, managing all tasks to a strict timeline 

• Client Manager (CM) - responsible for managing the day-to-day overall service experience for you and your members 

• Service Account Manager (SAM) - single point of contact for any operational or service issues 

Please refer to the attachments titled UnitedHealthcare Account Management Team Resumes and State of Nebraska -
Management and Service Team located in the confidential and proprietary envelope of this response. 

1.10 

SUBCONTRACTORS 

If the bidder intends to subcontract any part of its performance hereunder, the bidder must provide: 

a. 
b. 
C. 
d. 
e. 

name, address and telephone number of the subcontractor(s); 
specific tasks for each subcontractor(s); 
advise if exclusive relationship for each subcontractor; 
Indicate effective date and expiration date of each Subcontract agreement; and 
Describe the management of suppliers/subcontractors to ensure delivery is effectively provided to the State 
of Nebraska and its employees. 

Response: 

'4!ease refer to the attachment titled 1 .1 O_Subcontractors located in the confidential and proprietary envelope of this response. 

r - - -- - - --~- -~ - - - - - - - - - ~ -- ,1 
! 

Proposals must include a current comparison to other state and large employers based on the claims data provided and current 
prescription programs in place at the State. Use the normative data and provide feedback comparing the State of Nebraska 
with other comparable state and municipality employers based on the claims data provided. This comparison should include, 
but not be limited to, suggestions for modifications to existing programs, the addition of new programs and/or recommendations 
for changes in the State's policies on how to improve the State's performance and specific methods to reduce costs. 

Please refer to the attachment titled 1.11- 1.13- Technical Approach located in the confidential and proprietary envelope of this 
response. 

1.11 Describe how the medical plan design and level of coverage presently offered to the State's covered member 
population will be duplicated for the Regular Plan. 

Response: 

As the incumbent, we will continue the current medical plan design and level of coverage presently offered to the State's 
covered member populations for the Regular Plan. 
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1.12 
Describe how the medical plan design and level of coverage presently offered to the State's covered member 
population will be duplicated for the Consumer Focused Health Plan. 

Response: 

As the incumbent, we will continue the current medical plan design and level of coverage presently offered to the State's 
covered member populations for the Consumer Focused Health Plan. 

1.13 
Describe how the medical plan design and level of coverage presently offered to the State's covered member 
population will be duplicated for the WellNebraska Plan. 

Response: 

As the incumbent, we will continue the current medical plan design and level of coverage presently offered to the State's 
covered member populations for the WellNebraska Plan. 

1.14 
Describe experiences in working with Direct Primary Care (DPC) models, as described in State of Nebraska's Direct 
Primary Pilot Program Act. 

Response: 

UnitedHealthcare partnered with the Direct Primary Care leader in Nebraska - Strada Healthcare. Strada Healthcare worked in 
conjunction with the Department of Administrative Services and UnitedHealthcare to implement the Direct Primary Care Pilot 
Program Act for plan year beginning 7/1/19. During this implementation, Strada provided input on plan design, enrollment 
integration, outcomes measurement, and employee education. Strada also negotiated access to Direct Primary Care providers 
in a number of cities across the State of Nebraska. At the time the DPC Pilot legislation was enacted, Strada was the only DPC 
provider that was prepared to meet all the requirements of the Act. 

Describe the DPC model and how it addresses primary care, prevention and coordination of services that are 
1.15 provided to State employees who choose the DPC model. If any services are provided by an affiliation or contract, 

describe how the standards and outcomes will be consistent! met. 
Response: 

The DPC model provides its members with unlimited access to their Strada primary care provider. Services include annual 
physicals with lab work, acute and chronic visits, weight management, women's health, school & sports physicals, and disease 
management. Strada providers spend more time with Strada members, enabling them to develop relationships and work 
toward prevention with the goal of improved health outcomes. Strada members have access to their Strada provider through a 
secure app that promotes communication and access, reducing emergency room and urgent care visits. Strada providers refer 
members to other providers in the health plan network for specialty services that cannot be managed in a primary care office. 

Strada uses an analytics firm, KPI Ninja, to collect and analyze utilization, cost, and outcomes data. Those metrics are used to 
ensure consistency across Strada providers. Strada providers meet on a quarterly basis for education. Clinical oversight is 
provided by Strada's Chief Medical Officer. 
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L 1.16 Describe the DPC organizational chart, infrastructure, quality control measures and outcomes. 

esponse: 

DPC affiliate providers contract directly with DPC members, as required by the Nebraska Direct Primary Care Agreement Act. 
Strada contracts with affiliate providers to set forth the scope of services to be provided to DPC members. Strada provides the 
following services to affiliate providers: 

• Member enrollment and education 

• Access and training for the HIPAA compliant telemedicine application, Spruce 

• Data collection outcome measurement 

• Ongoing DPC training 

Quality control is measured through several metrics, including, but not limited to: 

• Access and availability 

• Patient satisfaction 

• Clinical outcome improvement 

• Specialist referral rate 

Patient engagement 

1.17 Describe the plan for working with other DPC organizations to address the needs of State employees. 

!sponse: 

Strada Healthcare will contract with DPC providers who will match the scope of services, provide high quality healthcare, and 
participate in data collection necessary to fulfill the requirements of the Pilot Program Act. 

1.18 
Define the relationship of the DPC model to traditional insurance options. Describe how services between entities will 
be coordinated. 

Response: 

Strada currently works in collaboration with UnitedHealthcare to provide primary care services to individuals and families with 
traditional high-deductible health plans. UnitedHealthcare provides Strada with eligibility information and claims data to 
measure outcomes. 

1.19 
Describe the processes to exchange data with the DPC provider? Describe how confidentiality will be assured, and 
how patient data will be secured and protected. 

Response: 

The DPC provider is given basic demographic information on each DPC patient through a secure application or via secure fax. 
Medical office confidentiality policies and procedures are followed to ensure that patient data is secured and protected. 
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1.20 
Describe integration data from the DPC provider to gain a holistic picture of each member's health profile? Include a I 
plan for documentation of patient visits, telehealth and securing medical records as well as how compl~tP. 
comprehensive healthcare records will be obtained. 

Response: 

During the first visit, the DPC provider will obtain a release of information from the patient and request records from other 
providers. That information and ongoing patient visits are stored in each DPC provider's electronic medical record. Information 
from the patient visit, along with prior medical records, is used to create a patient specific plan of care. Telehealth visits are 
documented in Spruce and referenced in the electronic medical record. Electronic medical records and Spruce are HIPAA 
compliant. Strada utilizes KPI Ninja to collect data from Spruce, electronic medical records, and the health plan. KPI Ninja has 
met the security requirements set forth by UnitedHealthcare to ensure the data is secure. KPI Ninja utilizes the data to report 
cost and quality outcomes. 

1.21 Describe how to administer the wrap plan for the DPC model. 

Response: 

The State determines the two high-deductible plan designs to be provided in conjunction with DPC. UnitedHealthcare 
administers these "wrap" plans by receiving eligibility information from the State and accurately paying claims associated with 
these plans. State of Nebraska members who elect either of these high deductible plans have access to all of the same 
programs provided to the State by UnitedHealthcare as members enrolled in any of the other plans that are offered by the 
State. 

Describe the mechanisms in place to work with the DPC provider to ensure the member is referred to the medical 
1.22 plan for benefits, if treatment outside the DPC model is needed. Describe the process for specialist referral to ensure 

the maximum use of the primary care model. 
Response: 

Strada trains affiliate providers to refer State of Nebraska members to the network established under the medical plan if 
treatment outside the DPC model is necessary. 

Strada measures specialist referral rates among Strada providers to ensure that DPC services are maximized prior to specialist 
referral. 

I - - - -- - -

1.23 
Describe the capabilities in offering the State an annual HIPAA training seminar to comply with the annual education 
and training requirements as defined by HIPAA at no cost to the State. 

Response: 

UnitedHealthcare is able to offer the State an annual HIPAA training seminar. Any training activities or review of the State's 
HIPAA policies is an educational endeavor. UnitedHealthcare is not providing legal advice to the State, and any review of the 
State's HIPAA policies is not intended to constitute legal advice; instead, any information, content, and materials provided by 
UnitedHealthcare are intended for general informational purposes only and will not create an attorney-client relationship 
between UnitedHealthcare and the State. Only the State's individual attorney can provide assurances that the State's HIPAA 
policies, and the State's interpretation of HIPAA, are applicable or appropriate to any particular State situation or use. 

-
I_ - - -- - -- - - -
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1.24 Provide a copy of a Suggested Employer Contract with a statement that the sample include all exclusions and 
limitations that will apply to a policy issued to the State. 

,esponse: 

We have included a copy of the current State of Nebraska contract in Section 28 of this response. 

1.25 Describe any staff relocations, computer system changes/upgrades, program changes, or telephone system changes 
in process at this time or proposed within the next 12-24 months. 

Response: 

While routine change is normal, the existing AMT will remain in place for the State. There are no staff relocations in process or 
proposed within the next 12-24 months. There are also no program changes in processed or proposed within the next 12-24 
months. 

COMPUTER SYSTEM CHANGES/ UPGRADES 

We upgrade and enhance our claim system regularly. In addition to minor monthly enhancements, we implement 
comprehensive upgrades to our claim system each quarter. These planned enhancements do not represent a material 
reconfiguration or replacement of our existing claim processing platform or processes. 

This year we will finalize a variety of tuning requirements to enable more efficient usage. 

TELEPHONE SYSTEM CHANGES 

We continually upgrade all components of our service center technologies to ensure secure and reliable communications. Due 
to the size of our telecommunications infrastructure, we have many redundant components to provide high levels of reliability. 

1.26 Provide a sample of your annual scorecard. 

,1esponse: 

Please refer to Section 28 for the annual score card. 

Describe how members reach a live representative or an interactive voice response (IVR) unit when calling Member 
Services. 

Response: 

Within moments of a call being placed, Advocate4Me's intelligent routing establishes the member's identity and matches the 
caller with an array of UnitedHealthcare population health insights, such as whether the member is at risk for significant future 
medical expense or potentially considering a procedure that would benefit from decision support. Based on this analysis, and 
the member's brief exchange with the voice recognition system, members needing advocacy support are connected with the 
targeted advocacy role that likely best matches their needs. 

All toll-free numbers are answered by our IVR system. The Natural Language application connects the caller to the type of 
representative they need (i.e., medical, Nurseline, care management, etc.). Advocate4Me features an innovative telephonic 
engagement and routing platform through which members access all support resources for the plan. The platform brings 
together powerful phone number identification, natural language voice recognition, population health analytics and an intelligent 
routing system. 

Together, these systems work to dramatically improve the member experience while also helping Advocate4Me drive better 
value to the plan. Members need only one phone number for all plan needs. 
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1.28 Describe the system by which the Customer Service unit tracks and documents calls. Describe the process to review I 
the findings of the call tracking and documentation process with the State. 

Response: 

Advocates document calls in our internally developed issue tracking and routing system. This system automatically captures 
the type of caller (e.g., member), the category of call (e.g., eligibility inquiry, ID card request, claim issues), the time/date of the 
call and whether or not the issue was resolved. 

The advocate who takes the call triages unresolved inquiries to the National Priority Service Response (NPSR) team for issue 
resolution. Interfaces between our member service centers and our care management staff track any hand-offs required for 
problem resolution. We capture activity management data on the file server on the local area network in each center, and use 
an internally developed tracking system to coordinate call center support. 

Member inquiries that require routing, escalation or follow-up will also include additional manual documentation as follows: 

• A summary of the caller's concern 

• Findings regarding the concern 

• Any next steps provided to the caller 

• Time frames provided to which other business partners (network management, care management, etc.) will need to 
adhere. 

• Callback is required and expected by the member from the advocate within 24 hours 

All inquiries that cannot be responded to and require a callback must have the following detailed documentation added to the 
record: 

• Verbal consent has been given to leave a message. Protected health information (PHI) or sensitive medical information . 
(examples include diagnosis code or services performed) are not included. 

• Brief but specific description of the reason for a callback 

• Caller's name and callback number (work, home, or cell) 

• Promised time frame for a callback 

AUTOMATIC DOCUMENTATION 

We use the call management reports as an integral part of the quality review process and overall management of our member 
service centers. We also provide quarterly customer-specific reports on member complaints filed and each complaint's status. 

We track and monitor all member service inquiries. We provide customer-specific reporting to the State on call volume and 
type, as well as customer-specific performance metrics. 

Our member service system also automatically documents each call, which frees advocates to spend their time serving 
members rather than collecting information. 

Further, when an issue identified in a call requires additional processing, our system's auto-destination feature automatically 
routes the issue based on information entered by the advocate during the call. 

Finally, the system offers comprehensive reporting capabilities, and is a valuable tool in the identification of systemic problems 
and/or educational opportunities. We will continue to review these reports with the State to identify improvement areas and to 
develop personalized communication material for your teammates .. 
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I 1.29 Describe how members can electronically access claims information and the Member Services group. Describe the 
internet, i.e. web chat, or email services offered. 

esponse: 

In addition to the IVR and Advocate4Me team, we provide the following options for members to obtain claim information. 

Our Click to Chat feature enables members to click the Chat icon on myuhc.com to initiate a chat with an advocate. Chat 
topics include Claims, Appeals, Benefits, Pharmacy, Technical or Other. This service is available Monday to Friday, 7 a.m. to 8 
p.m., CT. 

CLICK TO CALL 

This service allows members to click the We'll Call You icon on myuhc.com to initiate a callback. Call types include Benefits, 
Enrollment or Technical. This service is available Monday to Friday, 7 a.m. to 9 p.m. , CT. 

Through ongoing evaluation of member comments and satisfaction surveys, we are always looking for ways to improve the 
member experience, and make healthcare more simple and personal. 

HEALTH4ME 

UnitedHealthcare Health4Me is a free app designed to accommodate members' health care interactions on a mobile device. 
From estimating costs to finding health care providers, members can access information anytime, anywhere with this go-to 
resource. Best of all, information is personalized and confidential. Health4Me is designed to help members be: 

• Informed - Knowing what costs are covered, tracking claims and payment 

• Resourceful - Finding and receiving care that's convenient and appropriate 

• Engaged - Understanding treatment choices, comparing costs and eliminating surprises. 

1.Jr award-winning mobile application, Health4Me, helps members access their personalized, plan-specific health care 
,iormation anywhere using their secure HealthSafe ID. 

Members can search for in-network physicians and facilities, call them, share their information via email or text, view their 
location on a map, get driving directions and save them to their favorite physicians on their phone with notes. 

Available for iPhones and Android devices, Health4Me can be downloaded free of charge. If not yet registered on myuhc.com, 
members can register using the mobile app and then use that same username and password for both the online site and the 
mobile app. 

UnitedHealthcare continues to be a market leader in mobile application adoption due to our inclusion of convenient mobile 
features . As one of the first national health plans to offer member payment capabilities integrated with claims and benefits 
information, our solutions have evolved so registered members can make payments via the Health4Me mobile application and 
online at myuhc.com. 

1.30 Describe the escalation process for Member Services satisfaction and complaints. 

Response: 

Our advocates are empowered to resolve member concerns on the first call, which eliminates member frustration and repeat 
calls. Advocates document all calls in an issue tracking and routing system that captures the category of call (e.g., enrollment 
inquiry, ID card request) and whether or not the call was resolved. If the issue can't be resolved in the first call, the advocate 
will create a commitment request, which engages an issue resolution advocate who will research the issue and call the 
member back with the resolution. 

Our Advocate4Me first-call resolution rate for the most recent quarter is 97.65%. 

If the advocate is unable to resolve an issue that requires expanded authority, they make a commitment to have the issue 
:;earched and a callback provided by a stated date with the information or resolution . Supervisory support will then involve the 

1 0ervice Account Manager (SAM), Clifton Sumrall, assigned to the State of Nebraska. Clifton is a key member of the team who 
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has overall responsibility for resolving any escalated call or claim issues and provides a single point of contact for your 
corporate benefit department. 

The SAM uses a sophisticated, Windows-based PC application that is fully integrated with our claims, eligibility and custome. 
specific benefit information systems, which result in issue resolution on the first call over 93% of the time. When a service issue 
arises, the SAM uses cross-functional resources to analyze root causes, determine corrective action and resolve service 
requests in a responsive, reliable manner. When necessary, this individual can route service matters to dedicated support 
areas and track them through to resolution ensuring timely completion. The SAM will provide communication and leadership 
while taking accountability for member service results. 

1.31 
Provide detailed information on how often provider directories are updated. Both hard copy and on-line provider 
directories must be made available by the Contractor to the State of Nebraska. 

Response: 

The most up-to-date directories are available online at myuhc.com. These directories are updated daily as needed. 

Directories are available online or via hard-copy print. Print directories are updated semi-annually as spring/summer and 
fall/winter editions. 

1.32 Contractor will not render or administer services (including wellness) offshore, and all work performed will be in the 
contiguous United States. Describe where the Customer Service unit will be located. 

Response: 

Confirmed. The State will continue to be serviced by a customer service unit located in San Antonio, Texas. 

1.33 
Describe the process for handling calls "after hours" of operation? Is there a voicemail system or capability for caller 
to leave messages after normal business hours? 

Response: 

After hours, callers may access our telephone self-service application to request a replacement ID. The telephone self-service 
system clearly states that if the situation is a medical emergency, the caller should seek care immediately. 

Members calling with non-emergency medical concerns or questions are directed to contact our care management staff for 
clinical assistance. Callers who reach the care management unit after normal business hours may use the telephone self
service function to fulfill notification requirements. Otherwise, the caller may be connected to a voicemail system and instructed 
to leave a message if the situation is not an emergency. Calls are generally returned on the next business day. 

NurseLine nurses are available via the toll-free number 24 hours a day, seven days a week. 

1.34 Describe ability to meet a 24-hour nurse line program. Staff must be available 24-hours a day, 365 days a year. 

Response: 

Confirmed. NurseLine will continue to be available 24 hours a day, 365 days a year. NurseLine activates consumer behavior, 
helping members choose the right care, provider, medications and lifestyle, while serving as a hub for connecting members to 
health services and resources. NurseLine places registered nurses, at the center of your health and wellness program. 

Our nurses guide callers to the appropriate level of care and provide personalized support and evidence-based information on 
specific medical conditions, medications and treatment options. Nurses also steer members to quality-designated providers and 
connect them to care management or wellness programs that help address specific health concerns. We even have physician 
search specialists on staff to assist callers by scheduling appointments with providers. 

NurseLine uses a coaching model that improves on the triage model used by traditional nurse information providers by taking 
a proactive approach to driving better health outcomes. Using our proprietary platform, NurseLine extends beyond helping 
members find the right treatment and allows nurses to address not only an immediate symptom, but also issues that impact tr" 
member's quality of life, including gaps in care, medication use, primary care provider relationships, health and wellness nee 
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I and treatment options. Nurses log all member interactions into the technology platform, which assures integration across our 
~pectrum of programs. 

\ 
/ith Nurseline and Advocate4Me, the State provides its members with a single phone number to call with any question, for 

any reason, and at any time. To that simple foundation, Nurseline adds powerful resources for educating members and 
empowering them to take charge of their personal health and well-being. 

NurseLine provides: 

• Clinical Services: Registered nurses provide personalized, caring and expert support to empower consumers to make 
better health care decisions In addition to providing information about prescription and over-the-counter medications and 
health and medical concerns, our nurses use a proprietary coaching methodology that has been demonstrated to drive 
behavior change. Nurses assess each individual's needs, priorities, values and preferences to help empower them with 
appropriate information and a real action plan. 

• Clinical Program Recommendations: In addition to providing expert clinical support, Nurseline Nurses identify and 
recommend appropriate health and wellness programs through questioning and discussion and help activate members to 
use programs and services that may help them the most. 

• Physician Referrals: One of the most significant referrals that Nurseline can provide is to a high quality physician. 
However, even with a good referral, actually getting in to see the doctor can be a challenge. For this reason, we provide 
callers with access to our physician search specialists who assist with appointment scheduling and assist members on 
their efforts to coordinate medical records. 

1.35 What is the average wait time to speak with a registered nurse? 

Response: 

Je average wait time to speak to a registered nurse on our Advocate4Me team is currently 15 seconds at our service center in 
_,an Antonio, Texas. For Nurseline, the average speed to answer is 20 seconds. 

1.36 Is the nurse line accredited by any external organizations? 

Response: 

Yes. Nurseline is an NCQA accredited program. 

Describe if the nurse line connects members to a contact history allowing a current inquiry to be addressed with the 1 
·
37 

context of previous calls? 

Response: 

Yes. Our integrated platform provides each nurse who interacts with a member the same medical data, with visibility to all 
services provided on behalf of the member across the continuum of services, including call and contact history. 

Describe the process for the nurse line to directly enroll callers into plan provided clinical programs such as case or 1 
·
38 

condition management? 

Response: 

Nurseline nurses identify and recommend appropriate health and wellness programs through questioning and discussion with 
members to direct them to programs and services that may help them the most. 

A central goal of Nurseline is to help guide members to the right resource for more effective care 24 hours a day. Nurseline 
connects symptoms with health histories to provide holistic care. Nurseline provides clinical support and helps connect 
.,,embers with other health care experts who can provide ongoing health and navigational support. 
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Our Nurseline nurses go beyond providing triage services to members; they provide outstanding coaching and are trained tc 
look for opportunities to drive referral to appropriate programs. They create awareness of the breadth of clinical services ' 
available to members, activate them to use these services, and help them achieve their health and wellness goals more 
efficiently and effectively. 

The result is that Nurseline serves as a source of health advocacy that can help improve the State's health and wellness 
programs as a whole. The result is that Nurseline serves as a source of health advocacy that can help improve the State's 
health and wellness programs as a whole. 

1.39 Does the nurse line conduct quality surveys with users to determine member satisfaction with the service? Describe 
the process used for these surveys. 

Response: 

For Nurseline, we use the Consumer Net Promoter Score (NPS) Study. The purpose of this study is to evaluate the member 
experience so to increase satisfaction and retention of members and to improve our Net Promoter Score. 

Satisfaction is measured through telephonic surveys conducted by an external vendor. Random sampling is conducted of 
program participants and selected callers are contacted by the survey vendor. 

Members whose call topics included sensitive issues such as sexually transmitted diseases or mental health issues are 
excluded from the survey process. A branching logic-based survey is administered to those willing to participate. 

1.40 Describe the drug cost look-up tool available to members via website that provides both the plan copay and full drug 
cost. 

Response: 

Our tools help takes the guesswork out of managing pharmacy costs. Results include simple recommendations for savings 
based on lower-cost medications and the dispensing pharmacy. Members using the tool see relevant, actionable, and intuithi 
savings opportunities that help them maximize their pharmacy benefits and convenience. 

The tools on myuhc.com help members understand their retail, Home Delivery and specialty medication options, and enable 
them to easily search for medications and receive tailored results. Our holistic tool accesses a member's prescription history 
and helps members avoid drug interactions and other undesirable outcomes. Additionally, our member tools offer: 

• Easy-to-use, intuitive user interfaces for pricing and pharmacy information through our website or mobile application 

• Accurate and consistent precision pricing, so that the amount quoted is the amount that the member pays 

• Consistent pricing across all channels so that what the member hears from customer service or a health care provider 
utilizing PreCheck MyScript 

• Tailored insights and transparency around pharmacy options and clinically appropriate formulary alternatives helping the 
member achieve great savings and convenience within their unique benefit design without sacrificing health outcomes 

Members can use the tools on our member website to search for a medication at their preferred pharmacy. The return results 
include: 

• Covered generic alternatives for the searched drug at the preferred pharmacy, the Home Delivery Pharmacy Program 
and up to five alternative pharmacies 

• Therapeutic alternatives at the preferred pharmacy and through the Home Delivery Pharmacy Program 

• Benefit coverage alerts 

• Interaction warnings 
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• Search results ordered by lowest cost and most convenient proximity 

r ·,---,----- - - --- - -- ,,_. _· ... -_ ... ~ -~· .. · - -- -- ~~~--.. ---- ~- . -- .· ~ --~-J 
1.41 

If a new member is receiving treatment from a non-participating provider, describe how the medical plan covers 
transitional conditions, such as pregnancy, chemotherapy, etc. 

Response: 

Our Transition of Care policy helps new members currently receiving certain medical treatment transition from non-network 
physicians or other health care providers. 

New members may apply for transition of care if they are undergoing treatment for: 

• Pregnancy (third trimester and/or high-risk) 

• Newly diagnosed/relapsed cancer treatment 

• Transplant candidates/recipients 

• Recent major surgeries 

• Serious acute conditions in active treatment (heart attack, stroke) 

• Other serious chronic conditions requiring active treatment 

To receive transition of care benefits, members must apply for transition of care within 30 days after their effective date by 
,lling customer service and completing the transition of care application with their provider. 

11 

Approved transition of care time frames vary depending on the member's medical condition and/or treatment. We review the 
condition and course of treatment against clinical criteria to determine the length of network coverage by the non-network 
provider. 
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• Online tutorials 

• Training-on-demand 

• Online help function 

• Online Quick Reference Guides 

• Toll-free telephone access to the help desk for assistance 

HEAL TH PLAN MANAGER 

Health Plan Manager is a secure, Web-based data analytic platform that delivers a comprehensive look at customer-centric 
health data. It provides a customer with actionable insights to drive experience, outcomes and efficiencies. 

Features available through Health Plan Manager include: 

• Comprehensive financial information including costs, trend and risk scores 

• Claims data on medical and pharmacy benefits 

• Population life stage/demographics and clinical/well-being statistics 

• Capability to segment populations represented in a data set via a suite of pre-programmed segmentation options, as well 
as user-defined custom groups and filters 

• Easy-to-understand interactive, customizable views that can also be exported into PDF or Power Point formats 

Access to Health Plan Manager Standard version is determined by the State. You may identify up to two users to be granted 
access to this tool free of charge. Once you advise your Account Manager of the names and email addresses of the users the , 
customer selects, they will receive the following: 

• 
• 
• 

• 

A welcome and invitation to register for their Health Plan Manager access from the Health Plan Manager Support Team 

Access to any available dataset within a few days of registration 

A training class schedule and invitation to participate in the new user sessions. Individual training classes are also 
available upon request. 

Ongoing technical and training support via our Health Plan Manager Support team, including the ability to request new 
datasets as needed (data refreshed monthly) 

1.44 The State requires the minimum hours for claims administration operation to be Monday through Friday, 8:00 a.m. to 
6:00 p.m. Central Time. Describe if any additional hours are available beyond the core hours. 

Response: 

Our transaction centers are staffed from 8 a.m. to 6 p.m. Monday through Friday in the Central time zone. Our Advocate4Me 
service model provides access to advocates from 7 a.m. to 10 p.m. CT Monday through Friday. Health advocates are able to 
adjust some claims in real time while on the phone with the member, taking accountability to ensure adjustments are 
completed. For complex claims, they have access to claim resolution experts and resources, and will follow the status of the 
claim until it is processed and provide an update back to the member. 

1.45 Describe performance standards with respect to: 
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• 

a. 

b . 

C. 

Adherence to implementation/annual enrollment timeline 

Readiness of claims and customer service systems 

Readiness of eligibility system 

d. Completion of plan documents 

Response 

a. Adherence to implementation timeline is essential during annual enrollment. The timeline is triggered by the date all renewal 
changes are verified and confirmed (signed off). The completion of annual timeline is 90 days on average from the renewal 
confirmation. 
b. These systems are targeted to be ready by the effective date. Most of the time they are ready prior to the effective date. 
c. Eligibility readiness starts with the structure update that happens early in the process and continues when about 30 days 
prior to the effective date test files get sent our way. Once production file is received it takes 5-6 business days for data to load. 
In many cases the load competed within 2-3 days. 
d. SPDs have historically been delivered to State of Nebraska by 5/1. (The standard is around 60 days following the effective 
date). Standard for SBC delivery is 7 days following Benefits sign off. For State of Nebraska, SBCs are typically delivered the 
same day the benefits are approved (signed off) and ahead of Open Enrollment. 
Internet Benefits at a Glace (IBAAG are loaded prior to the effective date and standardly within 30-45 days following the 
benefits sign-off date) 

1.46 

Provide actual (achieved) performance measurements for an account size comparable to the State of Nebraska for 
2017 and 2018 as well as the 2017 and 2018 performance standards targets for the claims office that will handle the 
State account. 

Performance Measure 

Member Satisfaction Survey 

(% satisfied) 

Claim Administration 

Claim Accuracy (percentage) 

Financial Accuracy 
(percentage) 

Claims Turnaround Time 
(days) 

2017 
Performance 

Targets 

Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 

Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 
Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 
Please refer to 
the score card 
include in the 

2017 
Performance 

Actuals 

Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 

Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 
Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 
Please refer to 
the score card 
include in the 
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2018 
Performance 

Targets 

Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 

Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 
Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 
Please refer to 
the score card 
include in the 

2018 
Performance 

Actuals 

Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 

Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 
Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 
Please refer to 
the score card 
include in the 

PG 
Measurement 

Utilized 

Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 

Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 
Please refer to 
the score card 
include in the 
proprietary and 
confidential 
envelope. 
Please refer to 
the score card 
include in the 



proprietary and proprietary and proprietary and proprietary and proprietary and 

11 confidential confidential confidential confidential confidential 
envelope. envelope. envelope. envelope. envelope. 
We do not We do not 
identify a identify a 

Overpayment recoveries performance We do not performance 
We do not 

(number of days to send check 
target for the 

track this level 
target for the 

track this level Not applicable. 
number of days number of days 

for overpayment) to send a 
of detail. 

to send a 
of detail. 

check for check for 
overpayment. overpayment. 

Customer Service 
Please refer to 
the score card 

Telephone call response time 
30 seconds 15 seconds 30 seconds 21 seconds 

include in the 
(seconds) proprietary and 

confidential 
envelope. 
Please refer to 
the score card 

First call resolution rate 
85% 93.7% 85% 95.4% 

include in the 
(percentage) proprietary and 

confidential 
envelope. 

5-, 10-, and 15- Tracked at the 5-, 10-, and 15- Tracked at the 
Closure time for open inquiries customer level, customer level, 

(number of days) 
day increments not the site day increments 

not the site 
Not applicable. 

by customer level. by customer 
level. 

Timeliness of responding to 1 business day 1 business day 1 business day 1 business day 1 business day 
web inquiries (number of days) (average) (average) (average) (average) (average) 

Our standard is Our standard is 
to resolve all 
grievances, 

For the to resolve all For the 

complaints and 
calendar year grievances, calendar year 

Timeliness of resolution for appeals in 30 
2017, our complaints and 2018, our 

grievances, complaints and days according 
appeals unit appeals in 30 appeals unit Not applicable. resolved 97.4% days according resolved 97.7% 

appeals to the 
of all appeals to the of all appeals Department of 
in 30 days. Department of in 30 days. Labor 

guidelines. Labor 
guidelines. 

Response: 

We have provided the requested score cards and results for State in the proprietary and confidential envelope included with this 
response 

What percentage of claims were received electronically in 2018 for: 

a. Hospital/Facility services 

1.47 b. Physician services 

c. Laboratory, Radiology, etc. 

d. Overall total 

Response: 

We identify claims received electronically as facility and non-facility. In 2018, 89.9% of facility claims were received 

electronically and 92.0% of non-facility claims were received electronically. Overall, 91.0% of all claims were received 

electronically. 
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Provide auto-adjudication rate for clean claims received electronically in 2018 for: 

a. Hospital/Facility services 

1.48 b. Physician S!3rvices 

c. Laboratory, Radiology, etc. 

d. Overall total 

Response: 

We do not measure automatic adjudication by claim type. In 2018, 85% of all claims processed through automatic adjudication. 

Describe the internal audit procedures including if audits are performed on a pre- or post-disbursement basis, what 
1.49 percentage of all claims are audited by an internal audit group, how claims are selected for internal audit and what 

triggers are utilized. 
Response: 

We calculate what sample is required to meet the level of precision at more than 2% or better at a 95% confidence level. 

For each of our claim offices and for specific customers, the claim population is divided among several programs, which 
include: 

• Pre-payment - High-Dollar Review - We review 100% of claims by two methods: 

• Certified high-dollar claim processors. Certification is determined by a processor achieving 99.0%financial accuracy 
on a valid sample of high-dollar claims. To ensure that the certified high-dollar processors maintain this accuracy 
requirement, the quality department performs monthly validation reviews 

• For non-certified processors, we review 100% of high-dollar claims. 

Pre-payment - High-Risk Claim Types - We review 100% of identified high-risk claims. Not all claims require correction; 
however, we have implemented this process to minimize defects for our members. 

• Post-payment - Overall our quality department audits more than 100,000 claims monthly or 0.5% of claims. This 
includes audit types, such as individual processor, high-dollar audits, platform-level statistical, contractual, new-hire 
trainee and focused samples. Rather than focusing our quality capacity on one statistical review, we select the required 
volume to produce precise results, and we focus additional capacity on areas which offer more insight for defect 
reduction opportunities. 

The audit methods and overall quality program are standard across all types of audits. We use a Web-based application, the 
Smart Audit Master (SAM) system, which has the flexibility to select statistical samples using two different and distinct sampling 
methodologies: 

• Random stratified sampling (our default method) 

• Simple random sampling 

Using a random sample generator, sample size ensures that the cumulative monthly results for every claim service center and 
claim team are statistically valid at a 95% confidence level. 

1.50 Provide in detail the procedure for processing claims based on benefit exceptions of denied claims as determined by 
the State. 

Response: 

We use our benefit exception process when a self-funded customer directs us to pay a benefit not provided for in the plan or to 
pay a benefit that was denied after the appeals process was exhausted. The customer submits a benefit exception form and, 
based on the dollar amounts associated with the claim(s), we obtain the appropriate leadership level approval. Once approval 

';S been obtained, the claim(s) will be reprocessed with a remark code indicating that benefits were paid outside of the 
. Jntract. At the end of the year, we provide a report to the customer of claims processed with this code, as these payments are 
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treated as paid employee benefits above their health care benefits. J 
1.51 The State requires claims history be maintained on-line for a minimum of ten (10) years. Provide detail on how th1:s 

will be met and/or exceeded. 

Response: 

Confirmed. We maintain a records schedule that describes record types generated and maintained by the organization and 
identifies the corresponding retention period. Retention periods are based on federal and state statutes, agency regulations 
and operational needs. 

Our total retention period for claim records is based on the payment date plus ten years. 

Records of claims that have been submitted for reimbursement of services rendered by providers. Includes: 

• 
• 
• 
• 
• 
• 

1.52 

Claim submissions 

Explanation of Benefits (EOBs) 

Adjudication and processing 

Payment authorizations and payments 

Benefit accumulators 

Coordination of Benefits 

Provide detail on how to determine usual, customary and reasonable charges for out-of-network medical, surgical 
and anesthesia. 

1------------------------------------------------ -
Response: 

We use several pricing methodologies to determine eligible expenses (usual, customary and reasonable charges) for non
network services for plans using a benchmarking standard, including the FAIR Health Benchmarks database. We use the FAIR 
Health Benchmarks to determine eligible expenses for claims identifying: 

• CPT codes for surgery, medicine, laboratory and radiology services 

• HCPCS Level II codes for supplies, durable medical equipment (DME), prosthetics, laboratory and surgical services 

Other methodologies are used in determining eligible expenses for: 

• Anesthesia services 

• Pharmaceutical drugs 

• Any temporary codes 

Updated data from the FAIR Health database is loaded into our claim system. During adjudication, our system refers to this 
database and automatically applies the benchmarking standard at the customer's selected percentile for eligible claims. 

FAIR Health Benchmarks modules are comprised of actual charge data and a blended methodology for low-occurrence 
procedures: 

• Actual provider charges are displayed when there are nine or more occurrences of a procedure in a particular geographic 
area (geozip). These charges are then arranged by percentiles. 

• For areas with fewer than nine occurrences of a particular procedure, FAIR Health derives a charge using a blended 
methodology. Conversion factors are created using a relative value scale and related actual charge data. By using this 
methodology, relationships between procedures determine the benchmark amounts for that geozip. 
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I When covered health services are for pharmaceutical products administered by a licensed health professional on an outpatient 
basis, el igible expenses are determined based on the average wholesale price (AWP) as supplied by Medical Economics' 
' edbook or a price determined from another similar index. The AWP we use is the mean (average) price of both brand-name 
... nd generic products. No additional reimbursement will be allowed for mixing or preparation of drugs. 

When covered health services are for anesthesia services, the allowed amount is based on a formula that includes a base unit, 
which is a relative value unit assigned to each anesthesia procedure; a time unit, which is measured by the length of 
continuous, actual presence of the anesthesiologist or a medically directed certified registered nurse anesthetist (CRNA); 
physical status modifiers, which denote the condition of the patient at the time of service; and an anesthesia area conversion 
factor, which denotes whether the procedure was personally performed, medically directed or medically supervised. 

The base unit is assigned by the American Society of Anesthesiologists (ASA) database, the physical status modifiers are 
determined based upon reference to UnitedHealthcare's anesthesia policy, and the anesthesia area conversion factor is 
provided by the FAIR Health Benchmarks database. 

We pay a certain percentage of the maximum allowed amount, depending on the appropriate modifier. 

1.53 Describe how claims are reviewed for billing irregularities by a provider (such as regular overcharging, unbundling of 
procedures, up coding or billing for inappropriate care for stated diagnosis, etc.). 

Response: 

Our system performs clinical practice review before claim payment to apply uniform billing and medical appropriateness rules to 
physician claims. System edits ~creen claims for upcoding (inflating the coding of procedures to increase the value of submitted 
claims) and unbundling (increasing the number of line items submitted to maximize reimbursement). 

A procedure code rebundler module identifies unbundled claims where the physician has incorrectly coded services provided. 
Specifically, the physician may have billed for several different services that are part of a more comprehensive service. For 
example, "removal of tonsils" and "removal of adenoids" are more accurately combined into the one code for "removal of tonsils 
;:i.nd adenoids." Claims are resolved and processed using the combined code. 

,e review all outpatient claims, including visits, surgeries, laboratory and x-rays. Clinical modules are automated and are an 
indispensable part of claim payment. 

The objective of clinical practice review before claim payment is to: 

• Reduce claim payout for our customers and for us 

• Promote consistency by automating manual procedures 

• Increase the number of services reviewed. Although it is not cost-effective to manually review low-dollar claims, we can 
achieve substantial savings through this automated review program 

• Provide automated clinical claim processing before payment, significantly reducing the need for manual review by nurses 

1.54 Provide a sample of claim and Explanation of Benefits (EOB) forms. 

Response: 

Please refer to the attachments titled Sample Claim Form and Sample Explanation of Benefits Form located in Section 28 of 
this response. 
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1.55 What procedures are used to administer customer specific COB provisions? 

Response: 

We administer "come-out-whole without a bank" COB for the State. The primary plan pays its normal plan benefits without 
regard to the existence of any other coverage. The secondary plan pays the difference between the allowable expense and the 
amount paid by the primary plan, provided this difference does not exceed the normal plan benefits which would have been 
payable had no other coverage existed. 

Provide a list of the location(s) of all service centers that would be servicing the State's members and the 
1 

·
56 

corresponding geographic areas/regions covered by the respective location. 

Response: 

The State will continue to be served by the following service centers. Our service centers provide service to designated 
customers on a national basis. 

ADVOCATE4ME 

6200 Northwest Parkway 
San Antonio, TX 78249 

CLAIMS 

1311 W. President George Bush Hwy 
Richardson, TX 75080 

1.57 Provide a description of premium or administrative fee billing procedures, including information on the timing of billing 
and billing-payment reconciliations. 

Response: 

Currently the State can review the current month's billing on Employer eServices by the 1 ?'h of each month. The State is set up 
with a 75 day premium delay. They usually send a payment notification with their information on intent to pay, and within 2 
days of receiving that notification the payment comes in house for posting Payments are made via check and are received 
within the 75 day premium delay. 

Indicate for any current plan, under what circumstances members are required to submit claim forms and bills: 

a. In-Network 
1.58 b. Out-of-Network 

c. Out-of-Area 
d. Out-of-Country 

Response: 

We have outlined the circumstances members are required to submit claim forms and bills below. 

In-Network - Members are not required to submit claims for in-network services. Network physicians and other health care 
professionals bill us directly. 

Out-of-Network/Out-of-Area - We do not require claim forms for services rendered by non-network or out-of-area physicians 
or other health care professionals. Members may simply submit the bills as long as all pertinent member, physician and other 
health care professional information is documented in the paperwork. 

Out-of-Country - We do not require a claim form for out-of-country claims. 
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Provide a brief overview of programming and address how the behavioral health management interventions are 1 
·
59 

integrated with the medical management interventions. 

Response: 

Our care management approach helps us to proactively identify and support members who may require behavioral health 
inten'!ention in advance of a crisis or need for inpatient treatment. This new model has several enhanced features for our 
Behavioral Health customers. 

INTEGRATED CLINICAL USER EXPERIENCE (ICUE) 

ICUE is a component of our proprietary eSync Platform and uses a powerful intelligence system to translate thousands of data 
points-including medical, clinical, behavioral and pharmacy data-into health care opportunities prioritized to help care 
advocates close gaps in care, manage chronic conditions and live healthier lives. Our behavioral health case managers use 
this system which is shared by UnitedHealthcare nurses across our advocacy, medical case and condition management 
programs and is part of our core behavioral health case management model. 

ALGORITHMS FOR INTERVENTIONS 

We have several algorithms that align with ICUE rules to identify individuals with behavioral or medical/behavioral risk who 
would benefit from case management-both proactively and when a member discharges from facility-based care. They include: 

• Predictive model for identifying individuals at risk for readmission 

• High cost-high need members in top 5% of behavioral health spend to prevent additional readmissions 

• Condition-based triggering events (Emerging Risk, At Risk, Low Risk). ICUE identifies members with current markers of 
behavioral or medical/behavioral risk and opportunities that if left unmanaged will likely increase to higher risk. These 
target: 

• Substance Use Disorders (with specific rules targeted at opiate use or risk) . For example: 

• Identify members who are at high risk given use of opiates as identified by emergency room use and 
medication-seeking behaviors 

• Opiate MME=> 100 and no naloxone (OD risk - CDC guidelines) (MME= Morphine milligram equivalents) 

• General psychiatry risk markers (such as patterns of utilization, lack of follow-up care, readmissions, medication 
non-adherence). For example: 

• Age-dependent multiple psychotropics (contraindications) (Under 6 and any psychotropics (except ADHD 
meds) or 6-18 and 3 or more psychotropics (General Psychiatry diagnosis with multiple admissions with 
inadequate lower level of care 

• Rx for opiates and benzodiazepams (contraindication) 

With our new algorithms and ICUE case management system, we use pharmacy claims data, for example, to identify a 
member as having high risk for opiate use identified by emergency room use and medication-seeking behaviors. The 
intervention would begin with a care advocate reaching out to the member (and potentially her physician) to assess opioid use 
patterns, with further interventions planned according to findings. 

MEDICAL MANAGEMENT INTEGRATION 

Integrated Clinical User Experience (ICUE) is a component of our proprietary technology platform, eSync, and uses a powerful 
•)elligence system to translate thousands of data points-including medical, clinical, behavioral and pharmacy data-into 
Malth care o ortunities rioritized to hel care advocates close a s in care, mana e chronic conditions and live healthier 
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lives. Our behavioral health case managers use this system which is shared by United Healthcare nurses across our advocacy, I 
medical case and condition management programs and is part of our core behavioral health case management model. _ 

Our medical and behavioral health (BH) case managers share the same care management system, so that notes, consultatic.. 
and co-management can take place even when only one case manager works directly with the member (at the member's 
request). This shared care management system is powered by our eSync platform, a powerful intelligence system that 
translates thousands of data points-including medical, clinical, behavioral and pharmacy data-into opportunities to close 
gaps in care, manage chronic and co-morbid conditions and help members live healthier lives. 

Our internal researchers developed several clinical algorithms that identify individuals with behavioral or medical/behavioral risk 
who would benefit from case management-both proactively and when a member discharges from facility-based care. They 
include: 

• Predictive model for identifying individuals at risk for readmission 

• Condition-based triggering events (Emerging Risk, At Risk, Low Risk) and impact able opportunities 

• Patterns of utilization, lack of follow-up care, readmissions, medication non-adherence 

eSync both identifies and prioritizes opportunities to have the greatest impact for the member. Ongoing support will be available 
to the State's members, including a dedicated behavioral health case manager experienced and trained in medical-behavioral 
co-management. 

1.60 Describe the behavioral health program, including the subcontractor, and background concerning the organization's 
relationship. 

Response: 

We offer a comprehensive behavioral health program backed by more than 30 years of experience in the behavioral health 
management space. Our member-centric behavioral health program focuses on recovery and resiliency and promotes health 
ownership by helping members be active participants in their own treatment plans. We use proprietary, data-driven 
interventions to help members access the most effective, evidenced-based care while capturing members needing care who 
otherwise might not receive it. We are aggressively tackling today's most urgent behavioral health issues, including the opioid 
crisis and other substance use disorders (SUDs), non-network utilization, phantom networks, psychiatrist shortages and long 
wait times. 

We deliver quality care on multiple fronts by offering: 

• Largest Performance-Tiered Provider Network in the industry with more than 193,700 clinicians and more than 3,100 
facilities in more than 6,300 locations nationwide. 

• Transparency to network highest performing clinicians through our Achievements in Clinical Excellence (ACE) program, 
which uses criteria designed by of a panel of national experts and industry leaders to identify the best-of-the-best facilities 
that provide superior treatment delivery (including use of the top evidence-based practices) 

• One of the largest virtual visit network in the country, licensed to practice in all 50 states with more than 4,800 providers. 
We recently expanded access to Applied Behavior Analysis (ABA) family therapy. 

• Digital Alcohol Use Disorder (AUD) Tool and Coach Link: From a mobile application, members have access to Ria 
Health's network of licensed substance use disorder specialists, medication-assisted treatment plans and a Bluetooth
enabled breathalyzer. We are implementing this capability in phases through 2019. 

• Talkspace: Expands virtual access through texting (a new modality of care for our members) to more than 4,000 
providers. We are deploying this capability in phases into 2020. 

• Advanced data algorithms and analytics, including predictive modeling, to impact members earlier and help prevent 
deterioration and/or readmissions 
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• An autism specialty team and 4,100 Applied Behavior Analysis (ABA) practices in all 50 states and Washington D.C. 

'1ROGRAM ACCESS 

Members can access behavioral health benefits 24 hours a day, seven days a week through our toll-free number or the Live 
and Work Well website online services. 

• Telephone Service: 

• For those calling the toll-free number, natural language voice recognition, population health analytics and an 
intelligent routing system routes the caller to an Advocate4Me advocate for behavioral health services. Through 
our Advocate4Me model, during the hours of 7 a.m. to 10 p.m. CT, Monday through Friday, members call into a 
single telephone number to answer routine medical and behavioral health benefit, network and claim questions, 
find providers, set appointments and help members access and navigate all available benefits. Advocates partner 
with members and remain on the line to get them to all needed resources, including members calling in life
threatening crisis or who can benefit from additional services. Behavioral health customer care professionals 
answer all after-hours calls. 

• Connecting Members to Licensed Care Advocates: 

• Our Advocate4me advocates connect callers with a licensed care advocate if the member: 

• Is seeking urgent behavioral health services or non-routine referral (such as autism treatment, intensive 
outpatient treatment, medication assisted treatment) 

• Presents with clinical issues, such as an inpatient admission or need for authorization 

The Advocate4Me advocate informs the member that they are going to connect them with a licensed assess and 
triage care advocate for support. The Advocate4me advocate initiates a warm transfer, provides the licensed care 
advocate with the member's demographic information and describes the member's specific needs. The 
Advocate4me advocate remains on the line until the member actively engages with the clinician before completing 
the transfer. 

The care advocate arranges for the member to see a qualified clinician within 48 hours. The care advocate follows 
up with the clinician to make sure the member the member saw the clinician. If the member did not see the 
clinician, the care advocate contacts the member to assure his or her safety and address the issues that 
prevented him or her from keeping the appointment. 

• Online Service: 

For members who prefer to access services online, our secure member portal enables users to check benefits and 
eligibility, see claims status, find a provider (within specifically chosen preferences and parameters), use online support 
and screening tools, and more. 

CARE ADVOCACY APPROACH 

Our approach to care advocacy is collaborative and respectful of the clinician-patient relationship. Members who are 
progressing well in treatment receive support. Members at risk for deterioration or increased symptom severity are monitored 
more closely and treatment plans modified as needed for better outcomes. Using evidence-based clinical guidelines, we focus 
on helping members receive treatment in the least restrictive environment as their behavioral health improves, and support 
them each step of the way. We interact with, support and partner with treating physicians to improve outcomes and remove 
obstacles. 

Each month, we run our nearly 200 algorithms derived by a combination of machine learning and clinical judgement to monitor 
members. These algorithms assist in identifying and stratifying members into our various case management programs and 
activities. They also help us continually monitor members and respond to suspected changes in the member's condition by 
providing outreach and support. 

Page 31 of 176 



ACHIEVEMENTS IN CLINICAL EXCELLENCE {ACE) 

Our clinician monitoring program, ACE, evaluates performance in quality and efficiency. Through this effort, we provide 
information supporting effective and efficient care, driving referrals to the highest performing clinicians and providing increasl 
transparency for members. High performers participating in ACE have: 

• Lower readmission rates (e.g., 5% lower) 

• Higher ambulatory follow-up rates (e.g. , 10% higher) 

These advantages provide your members with easy access to care that is sensitive to their unique situations and treats them 
respectfully and intelligently across the entire spectrum of treatment options, including complex or sensitive situations. We 
reach out to at-risk members at the earliest opportunity, so that we can offer support and solutions before issues escalate, and 
we make it easy for those who need help to receive it 24 hours a day. 

Our behavioral health program is administered internally and is not subcontracted. 

1.61 I Describe how plan participants access the behavioral health service. 

Response: 

Members can access their behavioral health benefit by phone or online, 24 hours a day, seven days a week. 

• Access to licensed care advocates 24 hours a day, seven days a week: Members can call 24 hours a day, 365 days 
a year and speak with one of our clinically licensed care advocates to receive a needs assessment, triage into 
appropriate treatment, authorizations and/or referrals to providers. 

• Online Portal: Members can check benefits and eligibility, see claims status, find a provider, and use online screening 
and self-management tools, prevention programs, searchable databases/directories, educational materials, calculators, 
videos and more. 

• Toll-free 24-hour Substance Use Disorder Helpline and Live Chat: The helpline and chat offers immediate access h.. 

substance use recovery advocates for addiction and treatment options. Advocates explore options and encourage callers 
to take the first step to sobriety, as well as providing education and support to families and caregivers. 

• Virtual Visits: We are the first organization to offer virtual visits through our core behavioral health network to give 
members and providers expanded options to connect in person and/or through digital or telephonic means. Virtual visits 
are available in all 50 states-from initial evaluations to ongoing treatment, psychotherapy and medication management. 
More than 600 virtual visits providers have online appointment scheduling capabilities. 

• Virtual Assistant: A Guided Help Virtual Assistant for claims and benefits is scheduled tor launch in 2020. 

• Online Chat for Claims: Online chat is available for benefit and claims questions on Live and Work Well. 

• Mobile App capabilities: Live and Work Well's mobile-responsive design automatically adjusts to tit the screen size and 
orientation of a member's computer, tablet or smartphone. It offers several targeted recovery tools, including a cognitive 
behavioral therapy (CST) app that supports participants who have depression, anxiety and/or bipolar disorder. These are 
the leading diagnostic categories that co-occur with chronic medical conditions and augment outpatient care. We plan to 
deliver additional CST capabilities in 2019. 

For those calling the toll-free number, our natural language system quickly connects callers to emergency, clinical , network, 
claims or other assistance tor their specific needs. (Callers can also retrieve information, such as claims and benefit 
information, without speaking to a representative, if desired). We leverage computer telephony integration (CTI), which passes 
information collected about the caller and his or her needs to our staff before the actual live interaction so that the member does 
not have to repeat information-increasing efficiency and enhancing the member experience. 
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I 1.62 
What credentials are required for specialty case managers that are used to manage Mental Health/Substance Abuse 
(MH/SA) cases? 

esponse: 

Specialty case managers and inpatient care advocates are used to manage behavioral health cases. Our case managers and 
care advocates are actively licensed behavioral health care clinicians and have at least three years of post-licensure clinical 
experience. In addition, we require the following: 

• A master's-level or higher clinical degree with independent licensure (e.g., licensed professional counselors, licensed 
social workers, psychologists and registered nurses) 

• In-depth experience in the full range of treatment settings 

Complete knowledge of the available treatment modalities and their relative effectiveness 

Does the same case manager handle the member's care through all levels of care? For example, inpatient, 
1 

·
63 

intermediate, and outpatient? 

Response: 

No. Inpatient care advocates, who develop strong working relationships with providers and have experience in facility-based 
treatment, manage care for members in acute inpatient, residential or partial hospital settings until discharge. In addition, that 
case manager is brought into the utilization management program and participates in case conferences and discharge 
planning, enhancing the ability to provide optimal case management after discharge. 

They then use proprietary algorithms to stratify members into post-discharge case management. If a member has been 
engaged in facility-based treatment within the past two years, they will match that member with the same behavioral health 
case manager who has worked with them in the past. 

1 .64 How long is a patient monitored after discharge? 

Response: 

We connect with members four times over 30-days post-discharge, with both the length and the frequency of contact based on 
individual needs. Ongoing, case managers monitor non-compliant members to identify and remove barriers so that 
appointments are kept and medications filled and taken as direction. They may also assess and refer members to in-network 
providers, community resources, peer/family support specialists and local or online support groups as appropriate to individual 
needs and circumstances as recovery progresses. 

1.65 How frequently are outpatient cases evaluated for case management? 

Response: 

Outpatient cases are evaluated for case management through our Wellness Assessments. These are run daily to identify 
individuals at risk for poor outcomes or who are not progressing as expected in treatment, as well as to indicate cases of under
or over-utilization. 

Care advocates are able to identify any undetected clinical risks, such as depression and substance use disorders, and alert 
the clinician to any adjustments in the treatment plan that may be necessary. This allows us to positively impact the treatment. 
By quantifiably measuring the member's condition at various stages in the treatment processes, we help prevent the over
utilization of services-making sure members only remain at a given treatment level when it is clinically appropriate. 

By monitoring the member's condition four months after treatment began, we are able to determine whether the outcomes 
achieved during treatment have been sustained. This not only allows us to "close the loop" on the member's care, but also 
helps us proactively identify members who are in need of additional care. 
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In addition, all outpatient substance use disorders cases receive active case management (e.g., a behavioral health care 
advocate discusses clinical aspects of the case directly with the clinician and contributes to treatment planning) . 

1.66 Are out-of-network cases considered for case management? 

Response: 

Yes. When we are notified, we track members in non-network facilities, planning for stepped-down levels of care and steering 
members to network clinicians for post-discharge care. 

_ I 

1.67 Describe methods that are available and used within the organization to ensure appropriateness of treatment 
(utilization and duration). 

Response: 

Behavioral Health care advocates use our Level of Care Guidelines, compiled from our clinical experience and published 
references from the industry's most esteemed professional sources (such as the American Psychiatric Association and the 
American Academy of Child and Adolescent Psychiatry) for mental health and the American Society of Addiction Medicine's 
(ASAM's) criteria for substance use disorders (SUDs) to review requests for treatment. Care advocates consider the complex 
needs of each member in a way that rigid, diagnosis-driven protocols cannot. Our network includes inpatient, residential 
treatment, partial hospitalization and intensive outpatient programs, and when indicated, we will consult with the provider to 
discuss a new, more appropriate treatment setting. 

1.68 Do MH/SA case managers routinely co-manage cases with medical and/or disease management case managers? 

Response: 

Yes. Behavioral health care advocates collaborate with our medical nurses to coordinate care for cases with both medical and 
behavioral diagnoses. Assigned care advocates interact with individuals and practitioners at the beginning of the treatment plan 
in order to determine the most appropriate care. They then follow the individual throughout treatment to make sure of continu 
of care and effective interaction with UnitedHealthcare medical managers. 

We coordinate behavioral health and medical care by identifying specific conditions appropriate for care coordination, such as: 

• Dual medical/behavioral health diagnoses. 

• Diagnoses that may "mask" underlying mental health/substance use disorders conditions. 

• Emergency admissions for attempted suicide and/or drug overdose. 

When these conditions are present, behavioral health care advocates, medical care coordinators and the member's respective 
health care professionals collaborate to develop an optimal treatment plan that includes: 

• Treatment goals 

• Appropriate frequency of electronic and/or telephonic communications 

• Evaluation criteria for treatment progress 

Our goal is to make the most appropriate use of a member's medical and behavioral benefits in order to treat the whole 
individual. 
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I 1.69 Explain how reporting on State-specific outcomes data will be provided. Describe the type of reporting available. 

~sponse: 

Our behavioral health reporting is available on a quarterly and annual basis and offers a comprehensive overview and analysis 
of the State's program utilization and cost drivers. Your Account Manager, Jane Perez, will continue to review these reports 
with you, in-person to analyze trends and data to further support your business and benefits strategy. 

Each report contains the following State-specific information: 

• Executive summary that provides behavioral health key indicators 

• Plan performance highlights including measures, cost drivers and contributing factors 

• Cost by level of care including high cost and non-high cost breakouts 

• Diagnostic categories 

• Distribution by demographics 

• Diagnostic category detail 

1.70 Is a virtual network part of the programming? Describe the virtual network. 

Response: 

Yes. We offer behavioral health virtual visits as part of our standard offering through our network of more than 600 virtual visits 
providers have online appointment scheduling capabilities .. Clinicians use multiple HIPAA-secure virtual technology methods, 
such as real-time audio and video connections to provide services. 

1e require all of our virtual visit clinicians to be licensed in the state where the member is located at the time of service. In 
addition, our virtual visits (telemental health) providers who are able to prescribe medications must have the appropriate 
prescriptive authority in all states where they are licensed to practice. We verify all licensure and prescriptive authority for all of 
our virtual visits providers. 

Nearly all services that can be performed in an office for behavioral health (such as medication management, counseling and 
initial evaluation) can be performed through secure virtual means. Prescribers must follow the state's (in which they are 
licensed to prescribe) licensing Internet and ePrescribing regulations. All states allow prescribing as part of a virtual visit; 
however, many states have restrictions, regulations or conditions around the prescribing of narcotics. 

INTEGRATION 

Virtual visits are an integral part of our overall health management strategy, and virtual visits claims are included as part of our 
predictive modeling and clinical information platform. 

In addition, we have worked directly with medical providers to offer behavioral health access through virtual visits-especially in 
areas where there is a lack of behavioral health coverage. 

We apply the same quality measures to all outpatient providers and services, regardless of the modality of that service. The 
same standards of care, best practices and clinical guidelines apply to both virtual visit services and in-person services. 

1.71 
Describe which specialty providers are included in the network, i.e. Medication assisted treatment, ASA, eating 
disorder, etc. 

Response: 

We have the largest performance-tiered provider network in the industry with more than 193,700 clinicians and more than 3,100 
'"lcilities in more than 6,300 locations nationwide. Specialty providers include: 
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Preferred Substance Use Disorder (SUD) network: Prompt intervention is important for members dealing with I 
addiction. We guide members to preferred SUD providers that demonstrate the best clinical and cost-effective outcomei=: 
in our network. Our sub-network of SUD providers offer an evaluation within 24 hours-thus reducing the no-show rate 
for those suffering from addictions. Preferred SUD facilities cost 20 to 40% less per episode versus a non-preferred SUi.:, 
facility and perform 5% better on 90-day readmission rates. 

Express Access network: Appointments are available within five days through our subnetwork of Express Access 
clinicians, exceeding the industry standard of 14 days. Members can easily search for Express Access providers on the 
myuhc.com website. 

Medication Assisted Therapy (MAT) network: MAT can cost up to 75% less than residential treatment and is 
considered one of the most effective treatments for opioid and other SUDs. Unlike traditional therapies like detox-to
abstinence treatments, MAT takes a chronic condition approach to recovery and incorporates use of medication in 
addition to counseling, cognitive behavioral therapies and recovery support to reduce cravings and recurrence and 
improve outcomes. Our SUD network includes more than 2,500 MAT providers in more than 5,300 locations to best 
address member needs in their home community. 

ACE-Eating Disorders network: While Centers of Excellence are not as clearly defined for behavioral health as they 
are for medical care; UnitedHealthcare has begun the Centers of Excellence process through our ACE-Eating Disorders 
program. We select ACE-Eating Disorders inpatient and residential treatment facilities using criteria designed by of a 
panel of national experts and industry leaders, identifying the best-of-the-best facilities that provide superior treatment 
delivery, including use of the top evidence-based practices. 

Applied Behavior Analysis (ABA) network: We have 4,100 ABA practices in all 50 states and Washington DC. We 
primarily contract with ABA service agencies providing multi-county and even statewide access to ABA through Board 
Certified Applied Behavior Analysts (BCBA) or other qualified providers to make sure that treatment provided is evidence
based and performed by clinicians with proven experience and effectiveness. We recently enhanced this program to 
include virtual visits for family therapy. 

We also have 87 specialty areas of clinical expertise (e.g., abuse, anxiety, LGBTQ, post-traumatic stress, veterans and more 
We also have 19 specialty areas (e.g., child/adolescent, employee assistance professional, substance abuse professional am .. 
more) that require an advanced level of training and experience that not all behavioral health clinicians may receive through 
standard educational programs and practicums. Clinicians who attest to meeting any of the 19 specialty areas criteria can 
receive referrals for those clinical areas and are qualified to treat members with these particular clinical presentations. 

Our recredentialing process allows us to assure both customers and members that the clinician has continued to develop 
specialized skills in working with a specific population. Information about each clinician's area of specialization is available 
online to our staff, which use this information to make the most precise referral matches. 

1. 72 I Describe the pay-for-performance strategy for the Behavioral Health providers. 

Response: 

Our value-based strategy allows for providers of all sizes, across the continuum of care, to enter into a value-based 
arrangement that rewards them for improving member outcomes and reaching identified quality targets. Many of our contracted 
alternative payment arrangements have incentives for meeting quality targets. However, we also have implemented an 
alternative payment model that improves quality, but does not contain a specific pay for performance component. 

Key elements of our value-based approach include: 

• Quality First: Regardless of provider performance on clinical efficiency and cost metrics, providers must meet defined 
quality metrics to be eligible to receive incentive payments. 

• Tailoring metrics: In addition to improving member health outcomes, our value-based contracts (VBC) are deployed to 
meet one or more of the following objectives: 
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• Align provider performance with stakeholder objectives 

• Drive improvements on NCQA HEDIS measures 

• Enhance efforts around coordinated and integrated care 

• Address access issues 

• Close gaps in care 

• Increase use of evidence-based care 

• Address known drivers of increased cost 

• Accounting for Provider Differences: Overall, behavioral health networks include an array of providers from solo 
outpatient practitioners to large integrated practices, specialty clinics and Federally Qualified Health Centers (FQHCs) 
ambulatory multi-site health systems offering a full continuum of care. Additionally, even large behavioral health providers 
often operate with little margin and lack the capital to invest in the type of data analytics that support valued-based 
contracting. Moreover, providers with sophisticated systems often lack the overall health care data needed for the 360-
degree view of a patient that is required to enter into more advanced alternative payment methodologies (APMs). In 
response, we offer a continuum of alternative payment options that align with provider size and infrastructure. Outpatient 
providers seeing as few as five members are eligible to participate in a pay-for-performance quality program. We provide 
the information and practice level analytics needed to help improve member outcomes. We provide data in the form of 
dashboards and reports that highlight gaps in care and opportunities for improvement to the providers. This allows them 
to focus their resources on improving care and performance, as opposed to implementing expensive analytics software, 
developing, testing, monitoring and analyzing reports. 

• Support: We support providers entering into VBCs though our Outpatient Clinical Practice Management and Facility 
Achievements in Clinical Excellence (ACE) Team in conjunction with local Network Management staff. The support team 
meets monthly with providers under most forms of VBCs to review key performance metrics, gaps in care and practice 
population trends. They also help troubleshoot issues and provide practice management support, resources, ongoing 
provider education, access to population health management tools, and medical, pharmacy and behavioral health data. 
The support team will help implement process improvement plans, if needed. We assist with the development of policies 
and procedures, key performance indicators (KPls) and other important practice level metrics. We also provide Web
based training on APMs. We have delivered these trainings to large provider groups and at state and national 
conferences. 

• No Administrative Burden: Our current VBC programs do not rely on self-reported measures. We evaluate provider 
performance based on review of available claims data, emergency department admission and discharge alerts, and 
sample file reviews. 

Through these initiatives, we encourage providers to move from a pay-for-volume, fee-for-service approach, to a pay-for-value 
approach. 

CONTRACTED ALTERNATIVE PAYMENTS MODEL 

In addition to pay for performance, we have entered into contracted alternative payment arrangements and shared-risk 
agreements with select providers who have demonstrated the capability to accept additional financial risk and accountability. 
Alternative payment is our contracting strategy for non-methadone Medication Assisted Treatment (MAT)-an evidence-based 
practice for Substance Use Disorders (SUDs)-bundling the clinical counseling services, labs and medication management 
components of MAT into a single payment. It is currently available to select network providers in our commercial market. This 
contracting strategy for MAT allows members to stay engaged in care and receive multiple services with reduced financial out
of-pocket costs. We incorporate quality measures (such as community tenure, readmission to higher levels of care) into the 
provider's risk share agreement. This approach assists the member by reducing copayments and incentivizing treatment 
engagement. The provider benefits through a more streamlined billing process. 
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Under the rubric of alternative payment arrangements, we also use Diagnostic Related Groups (DRGs) reimbursement 
approaches based on state-based models and case rate approaches. . I 

1. 73 I Describe the strategies that are used to drive in-network and/or high-quality care. 

Response: 

We have been successful in promoting network care through the following advancements: 

• Member Outreach: In 2017, we implemented our Facility Benefit Inquiry program and stopped quoting benefits to non
network providers without first receiving permission to do so verbally from the member, giving us the opportunity to 
educate the member on the enhanced benefits, cost savings and quality of network treatment. Additional details 
regarding this are below. 

• Substance Use Disorder Helpline and Live Chat feature: Provides anonymous, support for members suffering from 
SUD and their families. For those members who identify themselves, 72.9% accepted a network referral in 2017, and 
more than 60% began network treatment within 30 days. 

• Express access network: These clinicians make appointments available within five days, exceeding the industry 
standard of 14 days, encouraging members to stay network through rapid appointment access. 

Additionally, in the broader provider community, we address problematic non-network providers who take advantage of 
members battling addiction, eating disorders or other conditions. For example, in 2017, we began putting claims holds on non
network providers who failed our audits or were identified as continuing to abuse the health care system (such as billing for 120 
hours of ABA treatment in one week) and we request medical records to review for the legitimacy and appropriateness of 
treatment provided. 

FACILITY BENEFIT INQUIRY 

We combat the use of destination non-network facilities by offering an extensive Substance Use Disorder (SUD) network, 
including more than 2,500 Medication Assisted Therapy (MAT) providers in more than 5,300 locations, and through our Facii: 
Benefit Inquiry (FBI) protocol. Under this protocol, when a non-network facility calls to inquire about benefits, we will not provit. _ 
benefit information without first speaking to the member. We also reach out to members upon notification of a potential non
network facility admission to discuss their clinical needs, ask questions about their intent to seek facility-based treatment, 
gather information on current treatment or medications, and provide education about the quality treatment and cost-savings 
gained by using network providers. We have successfully channeled 42.8% of members who were first planning to access non
network treatment to network providers through the Facility Benefit Inquiry process. 

1.74 I Describe how the organization is helping customers deal with the opioid epidemic. 

Response: 

We are invested in combating the abuse of opioids while promoting the effective treatment of pain. Our program promotes 
opioid safety and awareness while reducing related adverse drug events and hospitalizations. The statistics surrounding opioid 
abuse in the United States indicate an alarming epidemic: 

Combining our health data and analytics capabilities, our medical and behavioral health expertise and innovative solutioning, 
we provide a range of effective programs and services to tackle the opioid epidemic. Our research-driven programs and 
services address the opioid epidemic's rapidly changing conditions, which vary widely from community to community. Our 
strategies promote more clinically appropriate treatments such as: 

• Requiring prior authorizations for long-acting opioids 

• Limiting the use of transmucosal fentanyl products to members who have pain due to cancer 

• Adhering to Centers for Disease Control and Prevention (CDC) guideline recommendations for long-acting opioid supply 
limits of <90 mg morphine equivalent dose (MED) per day for non-cancer and non-end-of-life pain, and conducting 
cumulative dose review for outlier opioid users taking > 180 mg MED per day across all opioid prescriptions 

• A cumulative opioid total daily dose limit lookinq across all opioids--long-acting, short-acting, combination products, 
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cough and cold products--has recently been implemented utilizing MED. The initial limit is set at 180 mg MED and is 
reassessed for further modification. 

Limiting initial short-acting opioid prescriptions for opioid-na"ive members to <50 mg MED and a days supply of seven or 
fewer days. 

MONITORING PRESCRIPTION AND UTILIZATION BEHAVIORS 

Our goal is to minimize early exposure, improve opioid-related outcomes and treat those addicted. We monitor and address 
prescription and utilization behaviors through the following strategies. 

HIGH-UTILIZATION NARCOTIC PROGRAM 

Our High-Utilization Narcotic Program identifies members who may be over-utilizing narcotics and analgesics or potentially 
seek narcotics and analgesics inappropriately from several physicians. We review pharmacy claims on a quarterly basis to 
identify members who meet each of the following criteria: 

• Nine or more narcotic prescriptions in a quarter and seeking them from at least three physicians or other prescribers, 
and dispensed by at least three pharmacies. 

• Member-specific prescription information is provided in a letter to each prescriber. This information helps the prescriber 
review medication use and coordinates care. 

• Members who appear on at least two consecutive quarterly reports. The identified members are referred to pharmacy 
lock-in and could be limited to a single retail pharmacy for one year. 

A recent analysis found a 49% decrease in the number of unique narcotic or analgesic prescriptions per member and identified 
a 49% decrease in the number of physicians prescribing narcotics per member. 

PHARMACY LOCK-IN 

1 lnitedHealthcare uses a Pharmacy Lock-In program to create a coordinated view of prescribing patterns. Members must obtain 
3ir prescriptions from a single pharmacy, reducing the likelihood of overprescribing or conflicting prescriptions. Members are 

,dentified for the "Lock-In" program through physician referrals and our retrospective High-Utilization Narcotic Overutilization 
program. 

HIGH CLAIMANT PROGRAM 

Pharmacy claims are reviewed routinely to identify members whose medication use shows patterns indicative of overuse, such 
as excessive refills, doctor and pharmacy "shopping," therapeutic duplications, and drug-drug interactions, such as opioids and 
benzodiazepines. 

MONITORING PRESCRIBING 

Using pharmacy claims and demographic data, we identify outlier prescribers while focusing on excessive dosing and duration 
of opioids, and dangerous combinations of opioids with central nervous system depressants such as benzodiazepines. Through 
peer-comparison reporting based on prescriber specialty, we conduct a multi-level approach that includes outreach and 
intervention. Safer prescribing is encouraged through alignment with recent stringent CDC guidelines. Guidelines include as 
first prescribing non-pharmacologic and non-opioid therapies, starting at the lowest possible dosages and providing the 
minimum quantity needed, and regularly monitoring patients to confirm opioids are improving pain management and function 
without causing harm. 

In cooperation with the Controlled Substance Drug Diversion Program team, we help detect prescribers that are suspected of 
engaging in diversion. We implement prescriber monitoring restrictions based on the Drug Enforcement Administration 's 
prescriptive authority limits confirming that prescribers are licensed and authorized to prescribe controlled drugs within the 
scope of their practice. 

UNSAFE OR INAPPROPRIATE COMBINATIONS OF 0PI01DS 

Concurrent drug utilization review (DUR) capabilities screen for unsafe or inappropriate combinations of opioids. 

e also screen for drug-drug and drug-age interaction, pregnancy, opioid use secondary to medication assisted treatment 
,v1AT -related rescri tions, excessive use, earl refills , and stock il in of controlled substances. Advanced concurrent DUR is 
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available for drug-drug interaction for opioids and prenatal vitamins, and excessive supplies of acetaminophen. 

SUPPORTINQ CHRONIC POPULATIONS AND RECOVERY 

We treat afflicted populations and offer ongoing support by providing benefit coverage for MAT so that people who develop 
opioid dependence can receive the support they may need. Our program addresses post-treatment relapse prevention by 
providing members expanded access to emergency rescue medications for overdose prevention, such as not requiring a prior 
authorization for naloxone. We also provide coverage of preferred MAT products without prior authorization, including 
buprenorphine (generic Subutex) and buprenorphine/naloxone (Zubsolv). In addition, we provide access to a free, confidential 
substance use and treatment helpline, available to all UnitedHealthcare members, providers or caregivers. Our treatment 
helpline is staffed with specialized mental health professionals who provide treatment advocate services 24 hours a day, seven 
days a week. We also have the largest network of medication assisted therapy providers in the nation. We are actively 
integrating medical, behavioral and pharmacy treatments to enable a holistic, whole-person approach to reducing opioid abuse 
and dependence. 

RESULTS 

Opioid Management Strategies are having a significant impact. Following the implementation of utilization management 
strategies for long-acting opioids and the exclusion of the market-leading brand, we have seen significant improvement in 
utilization including: 

• 19% fewer members are using a long-acting opioid 

• The number of treatment days for a patient utilizing long-acting opioids has decreased by 26% 

The average dose per day for long-acting opioids has decreased by 17% 

Describe if eligibility is processed in real time with the claims system. 

Response: 

All eligibility updates are available for claim processing within 24 hours. 

Describe member's capabilities to request additional or replacement ID cards. 

Response: 

Members can request additional or replacement ID cards by calling member services. Members can also print their ID cards 
using myuhc.com or use the Health4Me mobile application to view their ID card or present it to a provider. 

1.77 Describe member's capabilities to print ID cards directly from site. 

Response: 

Members can print ID cards using myuhc.com or our UnitedHealthcare Health4Me mobile application. 

1.78 Describe member's capabilities to access historical health data. 

Response: 

Members can access 18 months of claims history on myuhc.com and the UnitedHealthcare Health4Me mobile application. 
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I 1.79 I Describe member's access to provider directories. 

esponse: 

Members can search for providers on myuhc.com and the UnitedHealthcare Health4Me mobile application. In addition, 
Members calling our toll-tree number may choose to speak with an advocate to find out if a particular physician is in our 
network and accepting new patients. To assist members who are looking for a provider in a certain area or location, our 
advocates are able to locate and suggest the names of providers in specific ZIP codes. 

1.80 I Describe member's access to provider selection where users enter search criteria. 

Response: 

Members can search for providers on myuhc.com and the UnitedHealthcare Health4Me mobile application. 

The tools on myuhc.com make it easy for members to search for providers, hospitals and other care professionals, and 
evaluate quality and cost information that is relevant to their plan design and benefits. The most current provider, facility and 
virtual visit information is accessible online 24 hours a day, 365 days a year via myuhc.com. 

Members using the provider search tool can type in what they want to search for (e.g., provider name or specialty, facility 
name, clinic name, or medical group name). Members can also use the interactive icons to find health services by five 
categories: People, Places, Tests and Imaging, Services and Treatments and Care by Condition. 

Members can use filters to personalize results based on personal preferences (e.g., language spoken, gender). Interactive 
icons walk members through a series of questions and simple steps to refine and personalize their search. In addition, each 
step includes additional decision support, cost and quality information and guidance to help members maximize their health 
care benefits and evaluate health care costs. 

1.81 I Describe member's access to review claim status. 

Response: 

Members can access claim status by calling member services or using our member website, myuhc.com. Claim status 
information is also available on our UnitedHealthcare Health4Me mobile application. 

1.82 I Describe member's access to plan design. 

Response: 

Members can access plan design information by calling member services or using our member website, myuhc.com. 
Members can view personalized high-level benefit information on Health4Me, including deductible and out-of-pocket status, 
claims and other benefit information specific to their plan. In addition, the app's call-back feature, Easy Connect, provides quick 
access to a representative who can help members with more detailed questions about their benefits. 

1.83 I Describe member's ability to email member services. 

Response: 

Members can send secure emails to the Advocate4Me team through myuhc.com or Health4Me. 

Advocate4Me offers members the ability to send and receive emails through the secure Message Center on myuhc.com. This 
technology allows the messages to directly reach the advocate team and is contained in a secure environment where all 
member health information is fully protected and questions (health, benefits, claims, etc.) are answered within one business 
rlay. 
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In addition, members can also securely message the Advocate4Me team through myuhc.com via the click-to-chat 
functionality. 

-I 
1.84 I Describe member's capabilities to customizable health content tools. 

Response: 

We use the best available data, which can include Health Survey input and biometric, eligibility and claims data to make 
personalized health content recommendations for individual members. Our clinical ranking system (CRS) is the foundational 
driver behind content that is personalized and customized to have the most impact in improving a user's overall health. The 
system generates a list of ranked items for each user, which can include, but is not limited to, Missions, Challenges, 
Communities and third-party programs. The scores of ranked content optimally match users with activities and programs that 
display on their dashboard for a simplified experience. Prioritizing personalization over prescription, we recommend content to 
help users understand what they can do to feel better and be healthier. 

In addition to these personalized recommendations, members have the ability to select the Missions and Challenges they 
engage with throughout their Rally experience. 

1.85 I Describe tools available to members for evaluation of cost and/or quality of healthcare providers. 

Response: 

We are committed to designing online tools that help consumers make relevant and personalized decisions when choosing a 
provider or evaluating health care options. When members are seeking health care, they want to evaluate the quality of the 
providers they are considering. Our decision support tools on myuhc.com and the mobile app display this information, whether 
searching for a provider or evaluating providers included in an episode of treatment. 

Members can easily identify Premium Care Physicians who meet UnitedHealth Premium quality and cost-efficiency criteria. 
Premium Care Physicians are recognized for their performance against national quality and market cost-efficiency standards 
and are listed with two blue hearts. The tools on myuhc.com and the mobile app display these physicians first in search results 
so consumers can easily identify network physicians who meet these standards and make it easy to identify the physicians 
recognized for providing the best value for the member based on their plan. 

Integrated data, systems and resources feed the tools on myuhc.com and provide the information on the mobile app. One 
username and password will provide access specific to the member and their plan and benefit design. 

Another important consideration in the decision-making process includes evaluating what other members have experienced. 
When searching for a provider, members can evaluate providers on a scale of one-to-five stars based on Healthgrades Patient 
Reviews ratings. 

The transparency tools on our member website, myuhc.com, provide a personalized member experience with search results 
that integrate health and financial information, such as deductible and coinsurance amounts, benefit design and guidance 
specific to the member and their plan design. Members can comparison shop for health services and understand how costs 
differ from doctor to doctor. Our integrated suite of transparency tools is available to members on myuhc.com and via our 
mobile app, which provides instant access to member's critical health information anytime, anywhere. 

1.86 I Describe member's online access to member appeals. 

Response: 

While we do not provide online access to appeals, members may obtain information about filing an appeal by calling member 
services. Instructions are also available on the EOBs posted on myuhc.com. We require that appeals be submitted in writing. 
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,. I If the member needs to provide written documentation for the reconsideration of a claim, proof of eligibility, corrected bill or any 
e>ther issue, we provide an internal fax number for their use. Once we receive the information, we either complete the 

Dpropriate action or engage an internal business partner for issue resolution. 

1.87 I Describe member's access to applications for mobile devices. 

Response: 

UnitedHealthcare Health4Me is a free app designed to accommodate members' health care interactions on a mobile device. 
From estimating costs to finding health care providers, they can access information anytime, anywhere with this go-to resource. 
Best of all, information is personalized and confidential. Health4Me is designed to help members be: 

• Informed - Knowing what costs are covered, tracking claims and payment 

• Resourceful - Finding and receiving care that's convenient and appropriate 

• Engaged - Understanding treatment choices, comparing costs and eliminating surprises. 

Our award-winning mobile application helps members access their personalized, plan-specific health care information 
anywhere using their HealthSafe ID. 

Members can search for network physicians and facilities, call them, share their information via email or text, view their location 
on a map, get driving directions and save them to their favorite physicians on their phone with notes. 

Available for iPhones and Android devices, Health4Me can be downloaded free of charge. If not yet registered on myuhc.com, 
members can register using the mobile app and then use that same username and password for both the online site and the 
mobile app. 

UnitedHealthcare continues to be a market leader in mobile application adoption due to our inclusion of convenient mobile 
fciatures. As one of the first national health plans to offer member payment capabilities integrated with claims and benefits 

'ormation, our solutions have evolved so registered members can make payments via the Health4Me mobile application and 
online at myuhc.com. 

As part of our Rally base platform, the State's members currently have access to its popular native mobile app, available for 
iOS and Android. Members can take advantage of features available in the desktop experience, along with some mobile-only 
Challenges. Members can register, take the Health Survey, set health goals, quickly check in to Missions and participate in a 
range of other activities. The app provides reminders to perform activities and can also integrate with smartphones for step and 
distance tracking. The mobile app is rated 4.6+ stars and leads the health care market with over 1 million downloads. 

1.88 I Describe the ability to customize web site for the State. 

Response: 

To accommodate the State's specific needs we can customize myuhc.com at the group level, as well as the plan level (which 
would only affect the members within that plan). Selected items can be added or removed. Other customization options can 
include: 

• The State's branding/logos 

• State-specific messages, including text, links and documents 

• State-specific claim forms 

• Adding links for applicable ancillary sites, such as dental, pharmacy and condition management programs 

• Single sign-on (SSO) from the State's intranet, as well as select health- and benefits-related vendors 

i Removal and addition of selected links based on plan design and group options 
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• We also provide customer-specific pre-member sites designed to support enrollment, as well as year-round 
communications regarding health and plan benefits. 

The State's account management team would work with your technology team to identify and implement the website 
customizations you are considering. 

1.89 I Describe the ability to hyperlink to the State's site. 

Response: 

Yes. We have this ability. SSO is a popular option that we offer our customers to reduce administration requirements and 
improve the member experience. SSO securely links myuhc.com from your corporate intranet site so members can access 
their health care account information without an additional sign-on. This makes access to myuhc.com fast, easy and seamless. 
SSO is typically a functionality connecting benefits sites (pharmacy, dental vision, etc.), customer HR sites, and/or customer 
intranets. We also welcome simple links from our customers' intranet sites to our member website, myuhc.com. 

There are multiple ways to set up an SSO. We begin the process by meeting with you to discuss available options based on 
your needs. For example: 

• Is it a connection into myuhc.com or out of myuhc.com? 

• Review of data attributes 

• What is the desired go-live date? 

We will meet with your technology team to determine any software and security requirements necessary to address and 
implement the type of access that will provide a seamless online experience for your members. 

1.90 I Describe employer/actuarial consultant inquiry capabilities. 

Response: 

Employer eServices is a fully integrated, comprehensive and powerful tool designed to help you with all of your benefit 
administration needs. Simple Web browser technology gives your employee benefit professionals, human resource 
representatives and other designated administrators the most current eligibility and benefit data. Employer eServices improves 
communication timeliness, eliminates manual processes and simplifies health care administration-so users can make critical 
decisions, answer teammate questions and resolve problems quickly. Using Employer eServices offers you the following 
benefits: 

• Easy setup: Your designated client master administrator can easily log on to our Employer eServices website and 
immediately grant access privileges to staff members to perform tasks such as: 

• Reviewing company information 

• Accessing and paying invoices 

• Updating eligibility 

• Pulling reports 

• Simple to use. Our Employer eServices electronic eligibility management system is an easy-to-use application that 
provides: 

• Direct, immediate access to eligibility counts 

• Eligibility transaction status and other statistical information 

• Manually update eligibility to provide immediate benefits coverage to new teammates 

• Electronic eliQibility manaQement, which allows for your eliQibility data to safely and securely pass directly to our 
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system - eliminating the need for dual data entry. 

• Save time and money with online electronic billing and payment. Through Employer eServices, eligibility updates 
are linked to billing so invoices are always current. Our online tools enable you to: 

• View invoices and make payments through a secure connection 

• Manage cash more efficiently and analyze benefit expenses quickly 

• Review, search and download invoices 

• Receive email alerts that tell you when invoices are ready for review 

• Set up automated or online payments 

• Access employer communication resources. Your one-stop online resource to find teammate-facing communications 
on health plan basics and engagement materials such as the Getting Started Toolkit. The resources include a wide 
variety of ready-to-use fliers, brochures and videos for you to share with your teammates so you can help them get the 
most out of their plan. Materials can be printed, emailed or posted to your website or intranet. 

Also, many of the resources available promote our member website, myuhc.com, where teammates can access 
information and resolve many of their benefit questions. This self-service focus-making myuhc.com a teammate's first 
stop for questions-has a downstream effect of freeing up your benefit staff resources, enabling you to be more available 
to address other plan issues. 

Overall, our employer communication resources can help you: 

• Encourage and empower your teammates to better understand their plan information. 

• Build communications that address your specific needs and interests. 

• Assemble integrated communications and campaigns for teammates 

• Educate your teammates on how to get the most out of their health care benefits. 

• Save time by directing your teammates to self-service resources. 

• Make more informed benefit plan decisions. Enhance how you handle your health plan data with our Employer 
eServices Customer Reporting (eCR) Solutions tool. Our reporting solutions will help you identify current trends and 
evaluate your health care utilization and costs-giving you what you need to make important decisions about your health 
care benefits. 

Interactive access provides advanced customization tools that include flexibility in report layouts, focused drills to identify 
cause and effect, and offers you a wide variety of report templates to facilitate utilization analysis 

• One-stop service for all of your benefit needs. Successfully managing benefits is critical to the health and well-being 
of your teammates and ultimately your business. Employer eServices will make your administrative experience fast, 
accurate and integrated. 

Access to Employer eServices is fully controlled by the State. Your designated CMA will continue to have security control over 
who, within your company or including your consultant, has access to the application, down to the specific features level. For 
example, one designated user may be given access to reporting, eligibility and billing information, while another user may only 
be given access to billing functions. 

The CMA simply signs on to Employer eServices and selects the Manage Access application-no additional ID or password is 
needed. The Manage Access function enables the CMA to: 

View current users 
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• 
• 

Create new users 

Deactivate users 

• Assign and change data access and function privileges 

• Delegate the CMA role to another individual within the company 

HEALTH PLAN MANAGER 

Health Plan Manager is a secure, Web-based data analytic platform that delivers a comprehensive look at customer-centric 
health data. It provides a customer with actionable insights to drive experience, outcomes and efficiencies. 

Features available through Health Plan Manager include: 

• Comprehensive financial information including costs, trend and risk scores 

• Claims data on medical, pharmacy and ancillary benefits 

• Population life stage/demographics and clinical/well-being statistics 

. I 

• Capability to segment populations represented in a data set via a suite of pre-programmed segmentation options, as well 
as user-defined custom groups and filters 

• Easy-to-understand interactive, customizable views that can also be exported into PDF or Power Point formats 

Access to Health Plan Manager Standard version is determined by the State. You may identify up to two users to be granted 
access to this tool free of charge. Once you advise your Account Manager of the names and email addresses of the users the 
customer selects, they will receive the following: 

• A welcome and invitation to register tor their Health Plan Manager access from the Health Plan Manager Support Teall' 

• Access to any available dataset within a few days of registration 

• A training class schedule and invitation to participate in the new user sessions. Individual training classes are also 
available upon request. 

Ongoing technical and training support via our Health Plan Manager Support team, including the ability to request new datasets 
as needed (data refreshed monthly). 

1.91 I Describe security/privacy issues. 

Response: 

You fully control access to the information available via our employer website, Employer eServices. To help you limit access to 
those with a justified need, Employer eServices uses a multi-tiered identification and password protocol, which provides 
security controls at the user level. Benefit managers can only view records tor their own group's teammates, and individual 
access within an organization can be customized to protect teammate confidentiality. 

The primary contact we have on record within your organization becomes your CMA for the portal. The CMA has security 
control over who within your organization has access to the application, down to the specific features level. For example, one 
designated user may be given access to eligibility and billing information, while another user may be given access only to billing 
functions. 

PROTECTED HEAL TH INFORMATION 

Claim information on Employer eServices contains PHI as defined by HIPAA Privacy Rules. To be able to provide PHI, we ask 
you to sign a business associate agreement. The agreement indicates that your plan documents include specific provisions to 
restrict the use or disclosure of individually identifiable health information and ensure adequate procedural safeQuards and 
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accounting mechanisms for such uses or disclosures. 

'ou must also agree that, prior to furnishing us with any PHI; you will obtain any consent or authorization that may be required 
I the HIPAA Privacy regulation (or applicable federal or state laws and regulations). Claim and reporting data, beyond what is 

available in our standard statistical reports, may require consent for release from the member and/or a hold harmless 
agreement. 

Keeping your teammate benefits information confidential and secure is our top priority. We employ a variety of mechanisms to 
protect this data, including data encryption, firewalls and selective barriers that only admit authorized traffic. We use advanced, 
SSL 128-bit encryption technology to protect information while it is in transit. Employer eServices data encryption is certified by 
Comodo, a leading provider of Internet trust services. Security can also be maintained at your facility by limiting access to 
Employer eServices to users who have been registered and authenticated for secure Internet access. As a first step in 
registering for our employer Web portal, Employer eServices, the primary contact in your organization that we have on record 
automatically becomes the client master administrator (CMA) for the portal. The CMA has security control over who within the 
organization has access to the application down to the specific features level. 

1.92 Describe future plans/timeframes for enhancements. 

Response: 

Employer eServices was recently enhanced with streamlined navigation, intuitive design and innovative tools, making it easier 
for our customers to administer benefits online, access billing and reports, as well as launch workplace wellness initiatives. 

These enhancements include: 

• Navigation: Simple and streamlined navigation offers the user an intuitive experience. 

• Dashboard: A common user dashboard provides one-click access to key functions such as updating a teammate's 
eligibility data, adding a new teammate, searching for an existing teammate, invoicing, billing and reports. 

Health and Wellness Tools: Employer eServices makes it easy to plan and deploy a workplace wellness campaign, 
including simple planning tools and hundreds of ready-to-distribute materials that promote specific health topics. 

• Training and Resource Materials: Tutorials, demos and wellness resources are accessible without logging in. 

New releases of the portal are generally deployed quarterly, and business requirements for new releases are developed at 
least six months before the deployment date. 

1.93 

Provide an accessibility report using Optum, GeoAccess, GeoNetwork or comparable software. Note geo-mapping 
method used. 

Urban/Suburban must be 1 within 20 miles and Rural must be 1 within 35 miles for the following provider types : 

a. Facilities: 
i. Hospitals 
ii. Ambulatory Surgical Center 
iii. Urgent Care facilities 
iv. Imaging Centers 
v. Inpatient Behavioral Health Faculties 

b. Primary Care: 
i. General/Family Practitioner 
ii. Internal Medicine 
iii . Family Medicine 
iv. General Medicine 08/GYN 
v. Pediatrician 
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C. Specialists: 
i. Endocrinologist 
ii. Urologist 
iii. Cardiologist 
iv. Dermatologist 
v. Allergist 
vi. Psychologist/Psychiatrist 
vii. General Surgeon 
viii. Hematologist/Oncologist 
ix. Chiro ractor 

Response: 

Please refer to Section 28 for the Geo Access report. 

Indicate whether the network proposed for the State is leased or owned or a combination. If a combination, indicate 
what percent is leased and what percent is owned. If any portion of the network is leased, provide the name of 

1.94 network lessee. As the result of this arrangement, the State will require no impact on preauthorization, quality 
assurance and hold harmless arrangements. Indicate how this requirement will be met. Also, indicate how negotiated 
discounts for leased networks are on-line and fully integrated with the claims system. 

Response: 

In Nebraska, we offer the proprietary UnitedHealthcare Choice Plus network, which is 100% owned. No leased networks are 
utilized. 

Nationally, we own the majority of networks we use for providing health care coverage (i.e., a 95% national network ownership 
versus 5% leased arrangements). We are committed to a directly contracted national network, which provides broad access 
and financial value through competitive market rates. 

For our UnitedHealthcare Choice Plus plans, we use leased networks in the following sites: Alaska - Beech Street; Hawaii -
MDX; Upper Michigan - Upper Peninsula Health Plan (UPHP); Western Kentucky - Center Care; and U.S. Virgin Islands - V.I. 
Equicare. 

Leased network providers are required to comply with the same preauthorization, quality assurance and hold harmless 
agreements that directly contracted providers do. 

Our national network enables a member to receive network benefits when using a physician or provider in a network area other 
than the one to which the member lives. Thus, a member visiting or traveling in another area served by our national network 
can access the network in that second site and receive the network-level benefits. 

1.95 Indicate which accreditation was selected, provide the date of accreditation, and give analysis on why said 
accreditation was selected. 

Response: 

As part of our goal to become an industry leader in quality services, we participate in accreditation programs established by the 
NCQA and URAC. They are widely considered to be the gold-standard for our industry, so we have chosen to focus our efforts 
toward these programs and are now dedicated to achieving the highest possible ratings from both organizations. 

NCQA 

Our health plans in Nebraska have received commendable status as of November 6, 2018. Nationally, we currently have 112 
health plans that are NCQA Accredited, covering our HMO, POS and PPO memberships. Of these, 36.60% (or 41 plans) hold 
Commendable Accreditation and 63.40% hold Accredited status. 
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I We have also received accreditation from NCQA tor our complex case management and disease management programs, and 
our Nurseline product has held NCQA's Health Information Product (HIP) certification since 2008. 

"'RAC 

We hold the following URAC accreditations: 

• Health Utilization Management (HUM) Accreditation: Our Complex Medical Conditions Utilization Management 
(CMC UM) program have received URAC accreditation, effective 2008. 

• Health Call Center (HCC): The Nurseline program received URAC accreditation, effective 1999. 

• Health Website: The behavioral health website, liveandworkwell.com, effective 2014. 

• Case Management: High-risk maternity case management and multi-acuity case management, effective 2000. 

URAC is an independent, nonprofit accreditation entity, whose mission is to advance health care quality through leadership, 
accreditation, measurement and innovation. URAC uses evidence-based measures and develops standards through inclusive 
engagement with a broad range of stakeholders committed to improving the quality of health care. This process results in 
standards that promote industry best practices, encourage quality improvement, and protect and empower consumers. 

We currently hold URAC Health Utilization Management (HUM) accreditation-Our utilization management program has 
received Full Accreditation in the URAC HUM standards tor our commercial business. 

1.96 Describe in detail any restrictions or exclusive requirements tor any provider Network. 

Response: 

Our standard provider contracts do not contain exclusivity provisions. 

'1.97 Indicate if separate provider contracts tor PPO and POS networks are maintained and describe in detail the 
reasoning and methodology behind such provider contracts. 

Response: 

Our predominant contracting strategy is to utilize all-payer/all-product contracts in all of our networks. The all-payer contract 
language allows any of our authorized payers (i.e., health plan, self-funded customer or specialty company) to access the 
contract terms and rates. The all-product contract language obligates physicians and other health care professionals to 
participate in all of our applicable products. 

Indicate how Centers of Excellence are utilized tor high intensity procedures: 

1.98 
a. List of Centers of Excellence by procedure 

b. Method of referral to Centers of Excellence 

c. Credentialing process tor Center Excellence 

Response: 

a. We will continue to offer programs that include Centers of Excellence networks tor congenital heart disease, complex 
cancers, and organ and tissue transplantation (including ventricular assist devices). For the most up-to-date list of Centers of 
Excellence facilities, please visit myoptumhealthcomplexmedical.com, and click on a listed medical condition to obtain the 
desired information. 

In addition, we will continue to offer complex clinical support programs for kidney disease and neonatal care. While these do not 
include formal Centers of Excellence networks, our programs help reduce cost, provide better outcomes, and steer members to 
high-quality provi~ers. 

b. Access and referrals to the Centers of Excellence networks occur through care management as follows: 
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• We require prior authorization of organ and tissue transplant services, including evaluations 

• Enrollees with cancer are identified through prior authorization of initial outpatient cancer treatments, such as 
chemotherapy, eSync intelligence (i.e., risk assessment) and throughout the care management process 

• We require prior authorization for congenital heart disease treatments 

• Pregnant members are identified by mining medical claims for diagnosis and CPT ultrasound codes or provider 
notification, referrals from clinical care management services or self-enrollment 

When an individual has been identified, a clinical manager will verify available benefits and facilitate referral to the program. 
The clinical manager will work with the patient and the referring physician to identify the most appropriate program for the 
person's diagnosis, and will perform case management and coordination throughout the episode of care. The clinical manager 
also explains all of the benefits available to the individual, such as travel and lodging, and facilitates access. Clinical managers 
are registered nurses with extensive experience and training in complex conditions, such as transplants, cancer, kidney disease 
and neonatology. 

c. Our credentialing process includes the use of proprietary evaluation criteria, developed through our Clinical Sciences 
Institute, to select medical centers eligible to participate in our Centers of Excellence networks. Our Clinical Sciences Institute is 
comprised of practicing experts in the medical fields related to our network products (such as transplant physicians and 
surgeons, oncologists, neonatologists, pediatric cardiologists, and so on). 

We review and revise evaluation criteria on a regular basis in order to incorporate current quality parameters and benchmarks 
as they relate to the applicable field of medicine. These criteria assess: 

• Program's procedural volume and associated outcomes 

• Compliance with the appropriate Centers of Excellence selection criteria 

• Program team changes, stability of the team and the ability of the back-up team to manage the program 

• Projected trends and technological advances in the specific field of medical science 

• Program's overall commitment to their field through the synergy of multiple, related programs within the medical center 

Upon receipt of a completed evaluation, the Clinical Sciences Institute conducts a detailed analysis of the program's responses 
to both clinical and administrative components, and compares the responses to evaluation criteria. Programs that do not meet 
established criteria are rejected. Programs that do meet the criteria proceed to the contracting step of this process. 

We require that all participating programs in our Centers of Excellence networks complete the evaluation process on an annual 
basis. A change in network status may occur because of the quality review process of the annual survey. This process assures 
that our customers, such as the State, have access to only those programs that demonstrate continued clinical excellence in 
their field. 

1.99 I Indicate ongoing provider quality monitoring activities, such as physician profiling. 

Response: 

We monitor sanction alerts arising from review of state licensing boards, the Office of the Inspector General, the CMS or any 
other sanctioning body or entity that relate to licensed independent practitioners in our network. We then take appropriate 
action in accordance with our provider participation agreements, credentialing plan, and regulatory and accreditation 
requirements. 

In addition, we collect information on quality-of-care concerns identified by sources including the clinical coverage review 
process, inpatient care management program and patient grievances/complaints. We address quality-of-care issues via a 
centralized process and communicate with the provider promptly to help resolve the issue and take corrective actions as 
appropriate. Our Quality Improvement Committee reviews semiannual quality-of-care reports to identify potential provider 
trends that are consistent with the NCQA Credentialing (CR 6) standards. We do not provide this report to participatinq 
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providers, as individual cases are addressed at the time of investigation. 

' HVSICIAN PROFILING 

We work to improve the performance of network physicians and other health care professionals through our data-sharing 
programs. We collect large amounts of claims data, which can be of great value to health care professionals. Through the 
programs listed below, we provide this data to our network physicians and other health care professionals in the form of 
information designed to support their continued quality improvement and advance the cost efficiency of their practices. 

UNITEDHEAL TH PREMIUM PROGRAM PERFORMANCE 

The UnitedHealth Premium program aims to reduce practice variation by providing physicians with actionable information on 
their performance in order to support their continued quality improvement. Currently, we give each physician who has been 
evaluated for designation access to details of the data used for their evaluation. Physician designation evaluations occur no 
less frequently than every two years. This includes information on what quality and cost-efficiency metrics were used to 
evaluate physicians, compliance rates, treatment sets, and patient-level claims details. 

Our goal through this program is to also provide detailed information to physicians in eligible specialties in order to support their 
continued quality and cost-efficiency improvement. Coaching occurs through multiple venues, including individual letters sent to 
all evaluated physicians, updates sent to participating network physicians and communications through our physician Internet 
portal. 

Data shared with physicians and other health care professionals may be focused on a single service (e.g., primary physicians 
whose patients frequent emergency rooms or physicians with low prescribing of generic drugs). In addition, they might be 
targeted by a single condition (e.g., all physicians and other health care professionals treating acute low back pain who have 
imaging costs significantly above the average). Data may be shared through mailings, telephone communication or office visits 
by medical directors. 

Physicians and other health care professionals who appear to practice below optimal levels receive a summary of their data, 
either by mail or by visit, and the data is discussed with them to see if there are acceptable explanations for their variance. If 
·,ere is not, methods of correcting the variance are given. Follow-up data is obtained, and health care professionals who 
Jntinue to have significant variances are further encouraged through clinical and network programs to implement practice 

changes. Physicians and other health care professionals are not sanctioned based on data-sharing information. 

PHYSICIAN PERFORMANCE-BASED CONTRACTING 

We currently include quality and efficiency measurements to calculate a component of rate increases in approximately 300 of 
our physician medical group contracts (representing over 67,000 physicians nationally). For example, additional rate increases 
for years two and three of a contract can be earned based on quality and efficiency measurements, as agreed to by both 
parties. This program is available nationwide and we will continue to move physician medical groups to this program as 
contracts are up for negotiation. 

When entering a negotiation, we establish the medical group's baseline (current performance) and negotiate the performance 
target, typically as an improvement over the baseline. We provide performance reports upon request to enable the medical 
group to monitor and measure their improvement over time. Final performance reports establish the earned performance-based 
compensation to be incorporated into the following year's contract rates. 

The following performance measures are eligible for inclusion in a physician's or medical group's performance-based 
compensation contract: 
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• 
• 
• 
• 
• 
• 
• 
• 

1.100 

All-cause readmissions within 30 days - actual to expected ratio 

Risk-adjusted average length of stay 

Generic prescriptions percentage 

Non-network lab provider referrals percentage 

Non-network free-standing ambulatory surgery center claims percentage 

Electronic medical record utilization 

e-prescription utilization 

Self-reported practice based population management metrics 

Provide detailed information on how Contractor hold-harmless provisions and network agreements are enforced with 
providers/pharmacists. 

Response: 

The hold harmless language included in our physician and ancillary provider contracts confirm that the medical group will not 
bill or collect payment from the customer or member, or seek to impose a lien, for the difference between the amount paid 
under our contractual agreement and the medical group's billed charge or customary charge, or for any amounts denied or not 
paid under the contractual agreement due to: 

• Medical group's failure to comply with the protocols 

• Medical group's failure to file a timely claim 

• Our payer payment policies 

• Inaccurate or incorrect claim processing 

• Insolvency or other failure by the payer to maintain its obligation to fund claims payments, if payer is UnitedHealthcare, or 
is an entity required by applicable law to assure that its customers not be billed in such circumstances 

• A denial based on medical necessity or prior authorization, except as specifically permitted in the contractual agreement. 

This obligation to refrain from billing applies even in those cases in which the medical group believes that we have made an 
incorrect determination. In such cases, the medical group may pursue remedies under their agreement against us as the payer 
but must still hold the customer harmless. 

Our standard contracts require providers to accept the negotiated rates for services rendered to members. Providers are 
prohibited from balance billing members. Members are only responsible tor payment of any applicable coinsurance, 
copayments, and/or deductibles. Providers may bill for non-covered services, but only if the provider obtains the member's 
written consent. A member may not be billed if payment for a covered service is denied due to the provider's failure to follow 
reimbursement requirements or other plan protocols. For providers under the recently revised Medical Necessity standards (by 
way of an amendment to the existing contract), denials for failure to follow reimbursement requirements, protocols, and 
possibly other causes may be overturned if the provider can demonstrate the service(s) in question was/were medically 
necessary. 

In addition to the above, some provider contracts tied to our acquisition health plan companies may still be on legacy platforms, 
may include a medical necessity provision, and services deemed to be medically unnecessary may be subject to denial. If 
services are denied, the member is held harmless unless the member agrees in writing to pay for the specific services prior to 
receiving the services. 

1.101 Provide the average trend rates for public sector customers with similar demographics and plan designs for the IP- ' . 
five (5) years for PPO plans and POS plans . 

I 

._ ______________________________________________ .... 
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Response: 

1end is impacted by many factors other than demographics and plan design. Trend is also impacted by such things as 
geography, network access, work place culture, benefit communications and programs like wellness and disease management. 
We do not separate trend between PPO and POS plans however, our overall trend rates for public sector over the past five 
years is : 

2014 2015 2016 2017 2018 

3.5% 8.3% 3.8% 4.5% 6.8% 

1.102 Describe the average in-network participation by provider and by claims paid for 2017 and 2018 for clients located in 
Nebraska. 

Response: 

Our records match by provider for Nebraska is 99.23%. Our spend match by claims for Nebraska is 99. 71 %. 

1_1 03 Describe the capability to develop and administer a network specifically for the State based upon State-defined 
criteria. 

Response: 

We currently administer a number of customer-specific ACO and value-based contracting (VBC) arrangements. We complete 
the provider negotiations in addition to providing full administration, clinical management and customer service functions. We 
created and administer a customer-specific ACO in New Mexico for a large national retail organization. We maintain a custom 
directory and administration arrangement. We have a direct ACO contract with Presbyterian Hospital, and this customer 
leverages that arrangement along with a custom plan design to incent usage of the highest tier doctors affiliated with the 
hospital. 

' 'e also administer over 200 similar customer-specific contracts and arrangements for our customer base nationwide. 

Provide the ratio of physicians to members maintained in the State of Nebraska's provider network. 

Response: 

The ratio of primary care physicians (PCPs) to members maintained in the State's provider network is 0.0170. 

Provide the ratio of participating specialists to physicians in the State of Nebraska's provider network (i.e., all 
1.105 providers not including family/general practitioners, 08/GYN, Pediatricians and Mid-Level Clinicians such as nurse 

practitioners and physicians assistants). 
Response: 

The ratio of participating specialists to physicians in the State's provider network is 2.6145. 

In the service areas where there are plan members, indicate if there are any medical services or specialties that are 
1.106 not available in the physician networks. Indicate what services are not available and what provisions are made for 

patients requiring these services. 
Response: 

As the incumbent for the State, there are currently no medical services or specialties that are not available in our physician 
networks . 

. 107 Describe how the State would be informed of the termination of a provider. 
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Response: 

While terminations are a rare occurrence, we can provide a biweekly network advisory report to the State. Our report provide 
updates on hospitals in our proprietary network, including all new hospital additions in the past month, as well as contract 
negotiation status for hospitals within 90, 60 and 30 days of contract expiration. The advisory provides a summary of the issues 
shaping each negotiation (plus progress and next steps), a list of alternate hospitals within 15 miles, and a sample of the letter 
to be mailed to members notifying them of potential termination. 

Potential termination information regarding major physician contracts is also available to the AMT, which, in turn, will notify 
customers of substantial network physician group changes that may affect their members. Our contracting team will also 
conduct site-specific meetings and discussions with customers and customer representatives during which they share updates 
on recontracting efforts when they believe there is the probability of a significant termination in the network. 

Please refer to the attachment titled 1.107 _Biweekly Terminated Providers Report located in Section 28 of this response. 

1.108 Describe the contract period for physicians. 

Response: 

The majority of our contracts with physicians and hospitals do not have an expiration date. They have an initial term (generally 
three years), and after that time, the contract is evergreen and continues indefinitely, unless one of the parties submits a 
termination or notice to renegotiate. 

1.109 Describe how often physicians are credentialed. 

Response: 

Recredentialing of network providers occurs every three years, unless required more frequently by law. 

Describe physician credentialing process, specifically if the selection and credentialing process allows the declininr 
1.110 an individual physician or provider group or organization. What is the average time to credential and add an individ"

physician? What is the average time to credential and add a medical group? 
Response: 

Our credentialing reviews assess and verify medical education, licenses and board-certification, as well as all elements and 
standards specified by NCQA. Credentialing is conducted by Aperture, an NCQA-certified and URAC-accredited credentials 
verification organization (CVO), and our National Credentialing Center. Together, the two entities provide an end-to-end 
credentialing process. All primary source verification is done in accordance with NCQA standards. 

PHYSICIAN CRITERIA 

Our physician selection criteria help ensure we recruit and retain efficient, high-quality physicians and other health care 
professionals who meet our customers' and members' need for access and choice. We review and/or verify the following 
materials, as applicable: 

• Physician application for participation 

• All applicable licensures 

• Drug Enforcement Administration/Controlled Drug Substances certifications 

• Education, residency training, board certification 

• Clinical privileges 

• Work history 

• Malpractice insurance 
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1· Sanction and licensure restriction or limitation information 

II applicants are peer reviewed by the credentialing committee. This committee then makes a recommendation to the local 
.etworks to offer, pend or deny network participation. All decisions and other actions are reported to the oversight committees 

at the networks. 

If a physician or other health care professional fails to meet any recredentialing criteria, the terms of the participation 
agreement dictate the actions that may be taken. Actions may include monitoring the physician or other health care 
professional, limiting their scope of practice or even terminating them from the network. 

We do not track occurrences of unsuccessful credentialing nationally. Reasons physicians and other health care professionals 
are not successfully credentialed include the following: 

• Unacceptable malpractice history 

• Inadequate malpractice coverage 

• Previous or current sanctions (censures, restrictions, suspensions) by the practitioner's licensing board 

• Inability to provide care under the full scope of medical practice as defined by the contract 

• Lack of hospital privileges at a network hospital 

The average time it takes to credential an individual physician or group of physicians is 30 days or less. 

1 _ 111 Describe if physicians in the network may limit the number of patients/cases that are accepted. Indicate how the limit 
is determined and what the limit is. 

Response: 

Occasionally, the practices of network physicians reach maximum capacity and no longer accept new patients. This is 
)mmonly referred to as closing the practice; however, it does not mean that the provider no longer operates the practice or 

J,oses the doors altogether. When network primary physicians close their practice, they close it to all new patients and continue 
to see patients already assigned to them. 

There is no minimum number of members that a physician is required to accept. However, when a physician closes their 
practice to new patients, our contracts stipulate that they must uniformly close their panels to all new patients regardless of 
their coverage (including all commercial or government enrollees, as well as private payers). In addition, certain benefit plans 
have protocols related to primary physicians and closing member panels to new patients. 

1.112 Indicate what percentages of physicians in the provider network for the State's health plan are at full capacity. 

Response: 

Only 4% of physicians in the provider network for the State's health plan are at full capacity. 

1.113 If a network gap or deficiency is identified by the Contractor or the State, how will the need for additional providers be 
addressed? 

Response: 

We currently contract with all Nebraska-licensed hospitals. We have a robust ancillary provider network in Nebraska and it is 
supported by our nationally contracted providers as well. 

We are committed to maintaining a comprehensive network that ensures ease of access to physicians and other health care 
professionals . Our recruitment goals are intended to address recruiting needs in areas where our current system of providers 
does not meet the State's network access goals. Providers nominated by customers or members are invited to apply for 
network participation depending on network needs. Recruitment is structured to ensure that our standards for network 

1rticipation are maintained. Only those providers who meet our criteria and standards are accepted. The decision to add a 
Jrticular provider to the network is at our discretion. Network expansion is prioritized based on supporting both the needs of 
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our existing membership, as well as areas targeted for new business expansion. 

Describe what criteria is used to select hospitals and other health care facilities to participate in the network. 

Response: 

We require that network hospitals and ancillary facilities provide accessible, high-quality care. We also demand that network 
institutions be financially sound. We use varying objective criteria linked to facility type to meet these goals. As part of the 
credentialing process, we collect documentation of the following criteria: 

• State and/or federal licensure status 

• CMS program eligibility and participation 

• Malpractice insurance coverage 

• General liability insurance coverage 

• Accreditation by an acceptable entity is recommended but not mandatory 

Acceptable accreditation entities for hospitals and ancillary facilities include the following: 

• American Association for Accreditation of Ambulatory Surgery Facilities (AAASF) 

• Accreditation Association for Ambulatory Health Care (AAAHC) 

• American Board for Certification of Prosthetics and Orthotics (ABCPO) 

• Accreditation Commission for Health Care, Inc. (ACHC) 

• American College of Radiology (ACR) 

• American Osteopathic Association (AOA) 

• Healthcare Facilities Accreditation Program (HFAP) 

• College of American Pathologists (CAP) 

• Commission on Accreditation of Rehabilitation Facilities (GARF) 

• Community Health Accreditation Program (CHAPS) 

• Commission on Office Laboratory Accreditation (COLA} 

• Joint Commission (formerly known as JCAHO) 

• Det Norske Veritas National Integrated Accreditation for Healthcare Organizations (DNV NIAHO) 

If the facility provider has not been accredited by one of the approved accrediting bodies but has undergone an on-site review 
by the state or CMS, we request a copy of the CMS certification. We conduct an initial on-site quality assessment for any facility 
that has not had a site survey to confirm they meet our standards for participation. 

All data is audited to ensure compliance with accreditation and regulatory agencies. Recredentialing of network facilities occurs 
every three years unless a more frequent cycle is dictated by law. 

1.115 Indicate which of the hospitals participating in any network are accredited by JCAHO and which are not. 
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I Response: 

lhile we review hospital accreditation status during our credentialing process, the percentage of network hospitals that are 
d.Ccredited by The Joint Commission (formerly known as JCAHO) is not tracked. We prefer but do not require hospitals to be 
accredited by The Joint Commission. We conduct a pre-contractual assessment to verify that each hospital meets our quality 
standards and also: 

• Meets all state/federal licensing and regulatory requirements 

• Is in good standing with applicable state/federal regulatory bodies and accrediting agencies 

• Is Medicare-certified if treating Medicare patients 

Recognized accrediting agencies for hospitals include The Joint Commission, American Osteopathic Association (AOA), 
Healthcare Facilities Accreditation Program (HFAP), American Accreditation Healthcare Commission (AAHC) and Det Norske 
Veritas National Integrated Accreditation for Healthcare Organizations (DNV NIAHO). If the hospital has not been accredited by 
one of these accrediting bodies, but has undergone an on-site review by the state or CMS, we request a copy of the on-site 
assessment. If no state or CMS review has been done, we conduct an initial on-site quality assessment to confirm the hospital 
meets our standards for participation. 

1.116 Indicate what liability coverage limits the participating hospitals are required to carry. 

Response: 

We require network physicians and hospitals to carry the following minimum levels of malpractice insurance: 

Type of Insurance Physician Hospital 

Medical malpractice and/or $1 million per occurrence and $5 million per occurrence and 
professional liability insurance $3 million aggregate aggregate 

Commercial general and/or $1 million per occurrence and $5 million per occurrence and 
umbrella liability insurance aggregate aggregate 

These levels are specified in our physician and hospital agreements, and only vary if a different amount has been mandated by 
the relevant state. 

1.117 Indicate if any hospitals or other medical facilities have been terminated or dropped from the network. Identify the 
hospital/medical facility and for what reason(s). 

Response: 

We have examined the composition of our network in the State's top markets and have identified no network hospitals and 
other medical facilities that have been terminated or dropped from the network. 

1.118 Indicate what percentage of hospitals/facilities in Nebraska are in the provider network. 

Response: 

We are contracted with 100% of currently operating Nebraska licensed hospitals. We are not contracted with Winnebago 
Hospital as it does not currently hold a Nebraska license. 

1.119 Indicate what provisions are made for enrolled patients when hospitals/facilities leave the provider network. 

Response: 

If a member is undergoing a course of treatment with a physician or other health care professional who has been terminated for 
quality-of-care issues, we work closely with them to find an alternative source for their care. If we feel a member might be 

;dangered by a physician's or other health care professional 's care, we intervene immediately . 
. 
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Upon termination of an agreement, providers are required to cooperate with and participate in the transition of a member's 
ongoing care. This may include providing service(s) for a reasonable time, at the contracted rate and in accordance with the 
terms of the agreement and as required by state regulation, typically until one of three things occurs: 

• The member's course of treatment is completed or the member is discharged from the hospital 

• The individual is no longer a member enrolled with UnitedHealthcare; 

• The member's care is transferred to and assumed by another provider. This requirement applies to all types of providers 
who are participating in our network. 

1.120 

In the event that any of the Contractor's medical facilities are unable to provide service due to complete or partial 
destruction, labor disputes, epidemic or other causes, the Contractor shall make a good faith effort to arrange to have 
the services (to which a member is entitled) provided by other facilities and providers of services. Explain how to 
comply with this provision. 

Response: 

In the event of a pandemic, we will assure, to the best of our ability, that people have access to appropriate health services 
first. We will work with customers to assure that non-network designations are eliminated when appropriate. 

In the event that a pandemic is declared, we would comply with state, local and federal regulations that might be established 
regarding payment for any health and related services that would be provided. 

We are always prepared to respond quickly to a crisis, as evidenced by our efforts to assist members affected by the following 
disasters: 

• Flooding in Nebraska in 2019 

• Hurricanes Michael, Florence and Lane and the California wildfires in 2018 

• Hurricanes Harvey, Irma and Maria and the California wildfires in 2017 

• Hurricane Matthew in 2016 

• Tornados in Illinois and wildfires in multiple western states in 2015 

• Severe tornados in the Southeast and the mudslide in Washington in 2014 

We have also preemptively helped prepare for every major hurricane approaching the U.S. since 2005. 

We immediately took steps to assist UnitedHealthcare plan participants whose access to care may have been affected by the 
crises, including helping them obtain early refills of their prescription medications if they had refills remaining on file at a retail 
network or mail-service pharmacy. In addition, we offered displaced members assistance with locating network health care 
providers for non-emergent services, as well as non-network services when a network provider was not available. A toll-free, 
24-hour help line was also initiated for all residents to help them deal with the emotional consequences of the event. 

1.121 In addition to the hospitals in the provider network, list all other types of facilities and ancillary providers available 
through the hospital provider network and indicate how each is paid. 

Response: 

. The following are types of network allied practitioners and ancillary care facilities : 

ANCILLARY PROVIDERS 

Specialty pharmacies 

Durable medical equipment (DME) 
companies 

Hearing aid 

Ambulance services 

Birthing centers 
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Hospice facilities 

Home health care agencies 

Home IV therapy agencies 

Skilled nursing facilities (SNFs) 

X-ray facilities 

Outpatient surgery facilities 

Pathology laboratories 

ALLIED PRACTITIONERS 

Speech therapists 

Occupational therapists 

Podiatrists 

MAI facilities 

Lithotripsy 

Dialysis centers 

Cardiac diagnostic centers and in home 

Rehabilitation centers 

Radiation therapy 
Urgent Care 

Chiropractors 

Physical therapists 

Our standard reimbursement methodology for ancillary providers is a fee schedule. 

1 _ 122 Indicate if there are any forms of treatment that cannot be provided by hospital provider network; indicate which ones. 
Describe what arrangements are made for the provision of these necessary services. 

Response: 

Most forms of treatment can be accommodated by our broad hospital network. In addition, members with complex, unusual or 
rare medical conditions have access to our Centers of Excellence network. 

1 _ 123 Indicate if there are designated facilities for specific specialty care for services such as transplants, etc. and describe 
such arrangements in detail. 

l=lesponse: 

,es. The State and its members currently have access to programs that include Centers of Excellence networks for specific 
specialty care. We consider our Centers of Excellence composition to be a narrow network or a high-performance network and 
the State will continue to have access to their services. These networks focus on condition-specific treatments, such as 
transplantation, congenital heart disease procedures, ventricular assist device implants, bariatric surgery, infertility 
management, an orthopedic solution and cancer care. 

Our geographically broad Centers of Excellence networks are comprised of medical programs that have met or exceeded 
exacting clinical and program criteria in areas of complex medical care, providing access to clinically superior, cost-effective 
health care for complex medical conditions that significantly reduce variability in outcomes, improves the consistency and 
quality of care, and lowers the costs of treatment. 

Provide a quality assurance program in terms of any qualitative and quantitative measures used in the program. 

1.124 a. Describe how these programs are communicated to providers within the network(s) . 
b. Describe how these programs are communicated to health plan members. 

Response: 

Our contracts require that physicians and other health care professionals provide their quality improvement data as well as 
participate in our quality assurance initiatives. 

We use a variety of methods to measure and provide feedback to our contracted physicians on their performance. 

1ysicians and other health care professionals who appear to practice below optimal levels receive a summary of their data, 
_, lher b mail or b visit, and the data is discussed with them to see if there are acce table ex lanations for their variance. If 
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there is not, methods of correcting the variance are given. Follow-up data is obtained, and health care professionals who 
continue to have significant variances are further encouraged through clinical and network programs to implement practice 
changes. Physicians and other health care professionals are not sanctioned based on data-sharing information. 

Through the UnitedHealth Premium program, we give each physician who has been evaluated for designation access to details 
of the data used for their evaluation. This includes information on what quality and cost-efficiency metrics were used to evaluate 
physicians, compliance rates, treatment sets, and patient-level claims details. Our goal through this program is to also provide 
detailed information to physicians in evaluated specialties in order to support their continued quality improvement. We provide 
actionable information to physicians to support their continued quality improvement and advance the cost efficiency of their 
practices. We have deployed market medical directors and expert physicians to coach those physicians in need of 
improvement. 

MEMBERS 

Members can access provider quality information through myuhc.com as well as the Health4me app by looking for the 
UnitedHealth Premium Program 

Member engagement is critical for both members to maximize the value of the UnitedHealth Premium program. We have 
developed a variety of consumer communication and activation vehicles that can be implemented based upon the 
characteristics of the member population. We help customers educate their members on the UnitedHealth Premium program by 
offering materials, delivery methods and frequency options that can be selected to best suit their organization. We recommend 
using a three-phased approach to activate members: 

• Phase One - Generate Awareness: Extensive communication materials help members understand the personal value of 
using quality and cost-efficiency information in the provider selection process. 

• Phase Two - Catalyze Decisions: Interactive member tools educate members on the resources and tools available to 
them and how to use them. Examples of tools and resources include the mobile app and our myuhc.com provider 
search. 

• Phase Three - Facilitate Action: Live, personal support at every touch point helps members take informed action on 
where they seek care. Resources include advocates, Nurseline and Personal Health Support. 

Provide descriptions for each UM/CM program, including the process to include individuals in the UM/CM program 
1.125 once paid claims exceeds $50,000. List and describe the case management services provided to members: Address 

complex, chronic, and short-term conditions. 
Response: 

Our clinical management solution for the State offers utilization management to screen for treatment appropriateness and case 
management to manage high-cost claimants along with members with chronic conditions. Below, we have described the 
management strategies currently in place to help the State and its members with care management and cost. 

UTILIZATION MANAGEMENT 

Our utilization management program focuses on helping members receive the right care in the right setting at the right time by 
evaluating the quality, continuity, timeliness and outcomes of health services. Our medical directors and nursing staff work 
closely with health care providers to ensure treatment plans are consistent with evidence-based guidelines, are clinically 
appropriate, cost effective and optimize health care outcomes. Our utilization management program consists of the following 
components: 

• 

• 

Prior Authorization-The prior authorization process determines benefit coverage based on medical necessity criteria for 
services, tests or procedures that are appropriate and cost effective for the individual member. It is a member-centric 
review to evaluate the clinical appropriateness of requested services. Requests for prior authorization are reviewed 
according to medical policy and evidence-based clinical criteria, including MCG care guidelines. We require prior 
authorization for a core list of certain inpatient and outpatient services. 

itals, skilled nursin facilities and acute rehabilitation facilities to notif us withi . 
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24 hours of all inpatient facility admissions or by next business day for weekend admissions. For emergency admissions 
where a member/enrollee is unstable and not capable of providing coverage information at the time of admission, the 
facility should notify us as soon as the information is known and communicate the extenuating circumstances. 

• Inpatient Care Management-Inpatient Care Management (ICM) helps hospitalized members receive the most 
appropriate care based on their specific clinical status and health care needs. It's designed to achieve optimal clinical 
outcomes by applying nationally recognized clinical guidelines and best practices to reduce unnecessary variation in 
clinical use of services. ICM nurses use evidence-based medicine standards to evaluate whether the care provided to a 
member is at the appropriate level, whether there were any unnecessary delays in service, and if the length of stay is 
medically appropriate. Our One Hospital One Nurse model assigns ICM nurses to approximately 5,900 hospital facilities 
across the United States. These ICM nurses manage member cases either on-site or telephonically. As a result, our 
average 2017 commercial inpatient days per thousand declined by 3.4% compared to the previous year. The 2017 
performance improvement translates to an inpatient savings of $4.99 per employee per month (PEPM). ICM nurses 
perform the following: 

• Concurrent Review-Concurrent review helps to ensure a hospital stay is proceeding as planned. Nurses complete 
an initial assessment to determine the goal length of stay, which determines the frequency of review and/or referral 
to other care management programs. 

• Discharge Planning-Nurses work with the attending physician and hospital to coordinate the timely delivery of 
hospital services. The ICM team assists with the arrangements for alternative services or programs, as appropriate, 
and facilitates discharge and/or transition to a lower level of care at the appropriate time during the course of care. 
To prevent readmission, ICM nurses use an internal risk assessment tool to trigger referrals to the Transitional Case 
Management program for post discharge support that ensures discharge plans and home health care needs are 
being met. Our Transitional Case Management program serves as a bridge between the hospital and home for 
members at high risk of readmission. 

• Medical Claim Review (MCR)-MCR performs retrospective medical claim reviews of post-service and pre/post-payment 
medical necessity review when submitted. 

Appeals-Our clinical appeals team reviews appeals related to adverse determinations using applicable benefit 
documents, new and existing clinical information, scientific evidence and federal and state mandates. Cases are sent to 
the appropriate medical director and may determine the case requires external physician review. 

CARE MANAGEMENT - PERSONAL HEAL TH SUPPORT 

Through our Personal Health Support (PHS) offering, we take a customer- and population-specific approach to developing and 
delivering our care management solutions. Through years of experience managing thousands of customers, we understand 
that our customers, such as the State, need distinct and tailored solutions to serve their members, budgets and objectives. As a 
result, our approach and philosophy is to fully deploy our best programs, capabilities and clinical resources to all customers 
regardless of market, industry or size. 

With this holistic care management program, we customize the services, procedures and model to meet the exclusive needs of 
each employer. Whereas our previous models (such as case management, condition management, PHS 2.0) provided core 
services with add-ons, PHS gives the State a tailored total-population solution. We provide a range of flex points to configure 
the package to the right level of investment. To deliver this tailored approach, we built a proactive, condition-agnostic care 
management solution that covers complex, chronic, and short-term conditions, increasing engagement, improving health and 
reducing costs. Through this innovative approach, we use data and analytics to proactively identify potential health risks and 
help support members in making more informed health care decisions. 

PHS combines proprietary, proven approaches to communications, customer service, care support and lifestyle management to 
deliver continuity of care and a seamless experience for members based on some of the most advanced identification, 
segmentation and evidence-based medicine algorithms in the industry. 

Unlike traditional approaches, each part of the PHS model is fine-tuned to specifically work in conjunction with the other 
components to create a member-specific intervention strategy. 

• ~1ith PHS, we use intelligence-driven advocacy-across the full spectrum of care-to provide the appropriate level of intensity 
d t e of member mana ement and su ort based on individual needs, without bein limited b what ro rams the State 
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may have selected. This eliminates the need for the State to purchase multiple, individual programs and removes the potential I 
for member support to be limited to a finite number of opportunities based on condition or program availability. PHS combines. 
demographic, behavioral and psychographic insights to enhance its services and member engagement strategies to most 
efficiently leverage an employer's investment in addressing the evolving health needs of the population and maximize medica, 
expense savings. 

HIGH COST CLAIMANTS 

High-cost claimants represent an area of significant spend for our customers and an area of greater health care issues for their 
members. High-cost claimants are those members accumulating $50,000 annually in a specific period for all encounters 
including inpatient, outpatient and pharmacy. As such, we focus on the management of high-cost claimants as demonstrated 
by our program components and processes, which include the following: 

IDENTIFICATION THROUGH ESVNC INTELLIGENCE 

Our eSync technology enables us to look at members who are in transition with their health care needs. eSync intelligence 
cases receive a risk score based on history, condition and use of services. We consider the risk score and additional 
determinants (such as comorbidities) during prioritization. Cases identified as high-cost in claims spend categories are 
considered high priority for outreach. 

High-cost claimants are identified specifically by claim spend within our eSync intelligence data, enabling our nurses to detect 
them quickly and easily. 

Our predictive model referral mechanism also enables us to identify members early, often before any health care expense. The 
criteria for case management include the following methods: 

• Predictive Model: More than 930 rules that identify members at risk for future claims 

• Hospital Discharges: Members identified at risk for readmission per our proprietary risk scoring tool and readmission 
predictive model. Within this model, all members discharged from the hospital are discharged regardless of their risk 
score. 

• Notifications/Precertification: Home health care greater than 20 visits, requests for private duty nurses, network or non-
network intravenous immunoglobulin (IVIG), durable medical equipment (DME) 

Members with the greatest number of care gaps and savings opportunities will receive telephonic outreach. This approach has 
proven to be more effective than traditional condition-focused models at engaging the members in the population who actually 
have health improvement opportunities across the full spectrum of care that need impact before becoming high risk. By 
focusing intervention on both current and potential high-acuity members, our model is highly effective. 

MEMBER ENGAGEMENT 

Nurses follow internal care management policy in the prioritization of their member outreach attempts. High-cost claimants are 
one of the top three designated priorities (along with inpatient discharges and direct referrals). 

To gain a holistic view of each individual member's situation, we use a collaborative approach and decision support tools before 
working with and during management of our members. 

For members identified as appropriate for outreach, our nurses have access to member utilization history in our clinical nurse 
platform and review this information prior to outreach. In addition, nurses may identify needs when speaking to the members. 

1.126 

Describe the process for population risk analysis and population stratification. Identify the guidelines that are used to 
support UM/CM decisions. 

a. Who is responsible for follow up after discharge? 
b. Does this protocol apply to all discharges or is it limited to those with identified medical needs at discharge? 
c. How is follow up after discharge tracked? 
d. What processes are in place to assist individuals in obtaining qualified medical services at a low cost? 
e. Does a single/same case manager follow the case throughout its course in case Management? 
f. Does the case manager serve as the primary reviewer if the patient is readmitted to an acute care setting 

l 

Page 62 of 176 



I i:Jesponse: 

d. Our transitional case management nurses are responsible for follow-up after discharge. Designed to ensure that post
discharge plans and home health care needs are being met, Transitional Case Management supports members with the 
greatest needs in order to avoid preventable hospital readmissions. Members identified for post-discharge outreach will receive 
a telephone call from a nurse who will conduct an assessment designed to identify gaps in care. The nurse will provide 
guidance and support in meeting the identified health care needs. 

b. The nurse and discharge planner use our risk-scoring tool, which systematically identifies members who may benefit from 
post-discharge support through our Transitional Case Management (TCM) program and other programs based on the 
member's condition and diagnosis. The TCM program serves as a bridge between the hospital and home for members at high 
risk of readmission. Designed to ensure that post-discharge plans and home health care needs are being met, TCM supports 
members with the greatest needs in order to avoid preventable hospital readmissions. 

c. Discharge information from the inpatient care management team is incorporated into the member's treatment plan after 
discharge, so the health care team can track all of the member's services and follow-up care. This information is maintained in 
our integrated clinical platform, available to our nurses to effectively track and manage the discharge process. 

d. Our utilization management program is in place to help members receive the right care in the right setting at the right time by 
evaluating the quality, continuity, timeliness and outcomes of health services. Our medical directors and nursing staff work 
closely with health care providers to ensure treatment plans are consistent with evidence-based guidelines, are clinically 
appropriate, cost effective and optimize health care outcomes. 

e. Yes. Once a member is admitted to the hospital, they are managed by our One Hospital, One Nurse model which focuses an 
inpatient care team at each facility. This geographically based model strategically assigns on-site and telephonic nurses to 
each network hospital facility across the United States. Cases are directed by market to the designated inpatient care 
management nurse, who serves as the primary resource for that facility. 

~hese nurses leverage knowledge and insights on each facility's culture, physicians and practice patterns. This enables the 
;signated nurses to better facilitate the care management process and ensure that facilities follow evidence-based best 

practices, along with enabling the member to develop a relationship with the staff at the hospital. 

There may be other team members who provide post-discharge support. 

f. Our nurses are assigned to specific hospitals to provide regional coverage. If the member is readmitted to the same hospital, 
the same nurse assigned to that specific hospital may serve as the primary reviewer for the case. If it is for another facility, then 
another nurse may perform the review. 

Describe the UM/CM program in detail, including information on the following: 

a. 
b. 

1.127 C. 

d. 
e. 
f. 

Response: 

Management of complex cases. 
Identification of complex cases. 
Ability for nurses to access member notes from other internal programs, including nurse line, condition 
management, wellness coaches. 
Management of special needs cases (traumatic brain injury, co-morbid conditions, neonatal cases, etc.). 
Ratio of case managers per 1,000 members. 
Methodology for determining savings related to the case management program. 

a. Management of complex cases. 

We will continue to provide complex case management support to the State as part of our proposed Personal Health Support 
care management program. Your single clinical solution addresses the health needs of your entire population, delivering case 
and condition management for over 100 acute, catastrophic, chronic and complex conditions. 

1 Identification of complex cases. 
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Our innovative approach does not follow a traditional model of identifying and supporting members based on condition or 
program-specific inclusion/exclusion criteria. Instead, we use data and analytics, along with our proprietary technology platforrn. 
to create a Value Opportunity Methodology. The Value Opportunity Methodology profiles members based on the estimated 
total monetary savings they can achieve. We then structure member outreach to those with the greatest savings opportunitie~ · 
Our approach will be seamless for the State's population since members will continue to be receiving support from the same 
programs. 

c. Ability for nurses to access member notes from other internal programs, including nurse line, condition 
management, wellness coaches. 

Nurses will continue to have the same access to member notes from various areas and programs, to optimize member care 
management. When our clinicians interact with members or their providers, they are not starting from the beginning, nor do they 
have to ask the same questions repeatedly. Our integrated system will continue to gather detailed medical information tor the 
State, from every connection and experience we have with the member or provider. For example: 

• Nurses, coaches and care management staff can view concurrent review notes to see gaps in care that closed previously 
and then recommend and tailor programs that promote a healthier lifestyle. 

• Admission notification records are available to nurses so they can review admission history, notes and design and make 
recommendations that prevent hospital readmission. 

This synchronization and containment of data within a single resource promotes seamless service, continuity of care and 
prevents disjointed, uninformed decisions and recommendations. It lets us share information with physicians and other health 
care providers so that members receive high-quality care with no obstacles. 

d. Management of special needs cases (traumatic brain injury, co-morbid conditions, neonatal cases, etc.). 

We will continue to manage special needs cases for the State with your single clinical solution, addressing the health needs of 
your entire population. Personal Health Support uses data and analytics along with our proprietary technology platform to 
profile members based on the estimated total monetary savings they can achieve using this holistic approach to personalize 
each member's care. We then structure member outreach to those with the greatest savings opportunities. 

Using intelligence-driven advocacy across the full spectrum of care, we provide the appropriate level of intensity and type of 
member management and support based on individual needs, without being limited by what programs may have been 
selected. This removes the potential for support to be limited to a finite number of opportunities based on condition or 
availability. Instead, we deliver continuity of care based on the most advanced identification, segmentation and evidence-based 
medicine algorithms in the industry. 

Personal Health Support moves beyond the traditional model of identifying and supporting members based on condition or 
program-specific criteria) such as traumatic brain injury, co-morbid conditions or neonatal cases) and providing interventions 
that align with those parameters. Personal Health Support takes a holistic approach to manage member care and while 
addressing monetary savings throughout the process. 

e. Ratio of case managers per 1,000 members. 

There is a team of nurses that works with the State of Nebraska members along with other like sized accounts. This allows us 
to appropriately workload balance based on the needs of the State's membership at any given time. In general, the ratio of 
nurses to members is around 1 :55,000. 

f. Methodology for determining savings related to the case management program. 

The best single indicator of overall health improvement is the migration of risk across the health continuum. Our methodology 
for evaluating program performance and savings is to track and report reduction of medical and prescription drug costs based 
on paid claims per member per month (PMPM), in context of risk migration. As risk migration occurs, costs are reduced. 

To measure savings, we leverage a range of available data, depending on which programs we deliver. With medical claims, we 
can more precisely calculate cost reduction. In the absence of medical data, we rely on data values assigned for individual risk 
categories (well, at-risk, chronic, complex). We base values on actual and potential costs associated with each category. 

The State can track aid PMPM savin act Overview enerated throu h our Health Plar 
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I Manager reporting tool. The overview shows actual dollar amount and percentage change in paid PMPM for each population 
segment by risk category. Segments are shown as improved, worsened or unchanged. The report also shows paid PMPM by 

1gagement level: 

• Qualified 

• Touched 

• Enrolled 

• Actively engaged 

These comparisons help the State modify program strategy, such as introducing initiatives to increase engagement. The State 
can also manipulate data to evaluate cost in certain categories and target sub-segments of the population. For example, by 
merging claims data with BMI data, the State can view incremental cost from overweight, obese and morbidly obese 
individuals. We can then target these segments for specific weight management programs. 

Depending on the State's programs, the data tracked may include claims risk score, paid and covered PMPM, days per 1,000, 
emergency room visits per 1,000, pharmacy paid PMPM, chronic condition management paid PMPM and other metrics. This 
allows a number of views that help estimate savings, including engagement and program participation. For example, the State 
can look at utilization associated with various member engagement levels and compare it to paid claims. 

Describe predictive modeling and how predictive modeling capabilities identify at-risk members and potential 
1.128 interventions the State should consider. Include the ability to benchmark the wellness program and its financial 

impact. 
Response: 

Our service delivery model goes beyond traditional condition or program-focused care management by leveraging predictive 
modeling, real-time clinical and pharmacy data reporting and demographic and consumer insights, to provide full -spectrum 
~1Jpport across the population. As a result, we efficiently leverage and the State's investment in addressing the evolving health 

'.eds of your members and maximize medical expense savings. 

Holistic in design, Personal Health Support will continue to offer the State total-population support for over 100 conditions and 
provides outreach to 100% of members with identified evidence-based medicine gaps. We personalize interventions based on 
the member's specific clinical profile including compelling digital capabilities. Unlike more traditional approaches, each part of 
the model is fine-tuned to specifically work with the other components to enable a truly member-defined intervention strategy. 

Using intelligence-driven advocacy across the full spectrum of care, we provide the appropriate level of intensity and type of 
member interventions and support based on individual needs, without being limited by what programs may have been selected. 
This removes the potential for support to be limited to a finite number of opportunities based on condition or availability. Instead, 
we deliver continuity of care based on the most advanced identification, segmentation and evidence-based medicine algorithms 
in the industry. 

Our eSync tool, a proprietary technology platform, synchronizes multiple health care-management data points and delivers 
personalized health-management solutions. We use eSync to: 

• Identify and segment populations 

• Execute highly personalized health management programs 

• Engage and activate members and providers 

• Monitor and measure outcomes 

eSync serves as the foundation upon which we built the PHS identification and prioritization model. 

Synchronization brings medical histories, personal preferences and lifestyle choices together with health care systems to 
develop an effective, simple, personalized action plan that creates value. By constantly synchronizing data from across 

'pulations, the eSync platform develops a holistic member view and proactively identifies health care opportunities; this 
,suits in total population health optimization. The platform proactively identifies health care opportunities daily, identifying 
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potential member health issues and facilitating intervention before major health events occur. 

eSync provides predictive modeling, evidence-based medicine gap-in-care analysis and total-person risk profiling for a 
comprehensive suite of population health products. Our intelligence supports more than 28 million members. 

When analyzing the needs of Personal Health Support populations, eSync begins with the process that effectively at profiles 
the membership population, and then adds additional phases of analysis developed specifically for Personal Health Support. 
Highlights of how eSync supports the population profiling and identification for Personal Health Support include the following: 

• Data sources: eSync accesses seven data streams, including medical, pharmacy and vision claims, along with lab 
results, health assessments, on-site biometric results and notifications from hospital and physicians. The frequency in 
which we receive this data varies by source, with the majority of data accessed daily, including claims that can be 
accessed pre-adjudication (eliminating months of lag time) . 

• Proprietary rules: With data assembled, eSync applies the rules, algorithms and intelligence that have been a hallmark 
of eSync. They establish condition identification, grouping by episode of care, gap analysis based on evidenced-based 
medicine and HEDIS rules, risk scoring and predictive modeling. eSync leverages over 900 active rules and 
approximately 500 specific opportunities, including proprietary rule sets, such as early identification pharmacy rules and 
predictive decision support rules. 

• Monetized values: eSync takes identified health improvement opportunities for a population and applies dollar values to 
them. These dollar (or monetized) values are developed by our clinical affairs team and factor in clinical significance, 
difficulty and likelihood of successfully closing gaps in care, and estimate of the medical expense savings that would be 
expected to subsequently manifest in medical claim spend. Monetizing the values provides insights that establish the 
framework for accurately assessing the value of our intervention work to the State's bottom line. 

• Cross-condition prioritization: Establishing monetized, dollar values for health opportunities makes the next step in the 
Personal Health Support process possible. Traditional condition-focused identification rules limits the scope of member 
opportunities that other carriers identify because they do not focus on a holistic view of all of the care opportunities a 
member may have across multiple conditions. Personal Health Support takes a holistic view of the opportunities 
identified for each member, combining monetized savings estimates for each care gap to arrive at a total dollar value f1 
each member in the population . We rank these members for outreach based on these total opportunity values. 

• Propensity to engage: Finally, eSync revises the ranking based on our Propensity to Engage Index (PEI). We built the 
PEI to gather intelligence about members that enables us to predict likely behavior in response to outreach from nurses 
and coaches. As a result, we not only know which members represent the most value to the State, but we also have 
insight into which members are more or less likely to participate in the program. With this intelligence, and given the PHS 
commitment to the State's results, it makes sense to further prioritize the membership so that members with both high 
value and likelihood to participate receive the most intensive outreach. 

It is important to note that Personal Health Support can achieve this shift without sacrificing key elements of traditional 
identification. We still rank familiar high priority categories, such as high-cost claimants and members discharging from a 
hospital, for the highest priority outreach. 

In addition, we are also able to target members with lower and more moderate risks, recognizing the value of providing 
outreach to members who are most at risk of becoming high cost in the future. We strike a balance between year one medical 
claims savings and the potential impact that overall population health improvement can have on longer-term cost trend. 

The result of this work is identification that sets the stage for more efficient and impactful population management, which is the 
cornerstone of Personal Health Support. 

Our integrated health and wellness experience brings together our clinical excellence and the Rally digital platform, along with 
other wellness program data. We use data from various wellness programs to benchmark programs and incorporate financial 
impact within our predictive modeling technology. For example, biometric screening results are incorporated into our 
identification and stratification system, which includes our predictive model , and used to identify individuals for Personal 
Coaching. We forward Information about identified individuals to the clinical coordinators in the applicable programs or to other 
engagement channels as appropriate. We also integrate the information into our clinical systems for other programs, including 
condition or case mana ement services and other consumer touch oints such as mailin s or advocac services , We use thi" 
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I biometric information to personalize the conversations with members on improving their health. 

Describe the preauthorization and utilization review services in detail, including information on the following: 
a. Location of the office providing preauthorization and utilization review services, relationship with any 

1.129 subcontractors and current procedures with them to integrate data, criteria and program results. 
b. Nurse line and how these services integrate with medical/behavioral/wellness programs, including 

medication adherence education. 

Response: 

Our utilization management program uses a medical necessity review process that focuses on helping members receive the 
right care in the right setting at the right time by evaluating the quality, continuity, timeliness and outcomes of health services. 
Our medical directors and nursing staff work closely with health care providers to ensure treatment plans are consistent with 
evidence-based guidelines, are clinically appropriate, cost-effective and optimize health care outcomes. 

Our utilization management (UM) teams are based out of Phoenix, Arizona; Richardson, Texas; and Buffalo, New York. 

Inpatient care management staff is regionally divided into four regions: West, Central, Southeast and Northeast. Our regionally
based model puts in place approximately 1,121 on-site and telephonic nurses who are strategically assigned to more than 
5,900 of our network hospital facilities across the United States. This includes 48 nurses who are actually on-site at high
volume hospitals. 

We route all inpatient care management activity via an automated case routing system that aligns the case activity to the 
designated staff. This allows regional intelligence and leverages the inpatient care manager's knowledge and insights on the 
facility's culture, physicians and practice patterns to facilitate the care management process. 

Our Utilization Management program is administered internally and is not subcontracted. 

MEDICAL NECESSITY REVIEW 

1sed upon a foundation of evidence-based medicine, medical necessity review is a process for determining benefit coverage 
and/or provider payment for services, tests or procedures that are medically appropriate and cost-effective for the individual 
member. The process: 

• Provides an opportunity to address covered services at the member level to support enhanced access to quality care for 
the member 

• Uses generally accepted standards of good medical practice in the medical community 

• Offers timely communication between health plans, members and providers to allow for prospective, concurrent and 
retrospective review as well as appeal rights for adverse determinations 

To achieve a more consistent approach to quality care for your members, greater affordability for the State and administrative 
simplification of our clinical approval systems, the medical necessity review process includes: 

• Clinical appropriateness: The type, frequency, extent and duration of services must be appropriate for the individual 
member. Our clinical review staff leverage various evidence-based industry recognized clinical resources and guidelines, 
such as MCG care guidelines. 

• Clinical effectiveness: Treatment of illness, injury, disease or symptom must be proven to be clinically effective. 

• Cost effectiveness: Services must not be more costly than alternative services that are at least as likely to produce 
equivalent therapeutic and diagnostic results. 

Results from 2017 show that the medical necessity model saved $4.05 per member per month (PMPM); this represents 1.3% 
in savings. 

PRIOR AUTHORIZATION REVIEW 

'ior authorization review is the process of determininQ benefit coveraQe based on medical necessity criteria for services, tests 
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or procedures that are appropriate and cost-effective for the individual member. It is a member-centric review to evaluate the 
clinical appropriateness of requested services in terms of the type, frequency, extent and duration. Components of the prior 
authorization process include: 

• Advance Notification and Prior Authorization List: We require prior authorization of certain services and procedures 
to identify gaps in care, confirm available benefits, assess for inpatient care management and discharge needs, identify 
readmissions, apply medical policy and coverage review of certain services and procedures, prevent delays in care and 
promote delivery of the physician's treatment plan. 

We review services according to benefit plan documents, state and federal regulations where applicable, medical policy 
and MCG care guidelines. For services requiring prior authorization, we authorize the service as well as the treatment 
setting. 

• Intake: Our prior authorization and admission notification intake processes serve as a gateway to our programs. Our 
intake unit accepts inpatient and outpatient requests from hospitals and providers via phone or our online portal 
uhcprovider.com. 

We review requests for short-term outpatient services such as certain ambulatory procedures, BRCA genetic testing or 
injectable medications, to verify eligibility, confirm available benefits and guide members to network physicians and other 
health care professionals when appropriate. 

Requests for more complex care provide an opportunity to evaluate a member's needs beyond the active request. Our 
intake unit forwards these requests to clinical staff for review for other health care needs and opportunities for referrals to 
other resources. Examples of more complex requests include home health nursing extending beyond 20 visits, private 
duty nursing and administration of intravenous therapy. Other opportunities to identify and follow members with complex 
outpatient needs exist within our readmission management and case management programs. 

• Clinical Coverage Review: Clinical coverage review provides pre-service review for services that require prior 
authorization using applicable benefit plan documents, evidence-based medical policy and nationally recognized clinical 
guidelines and criteria. During pre-service review, we also provide an in-depth review of services that may not be covered 
under the provisions of the benefit plan. Pre-service review includes the following: 

• Review of services on the Prior Authorization/Advanced Notification list, including inpatient and outpatient 

• Review of services that may be unproven or cosmetic 

• Custodial case review 

• Network gap reviews (non-PPO) 

• Pharmacy reviews 

• Pre-determinations (voluntary outpatient service reviews beyond the prior authorization list) 

INPATIENT CARE MANAGEMENT 

Our Inpatient Care Management (ICM) program helps hospitalized members receive the most appropriate care based on their 
specific clinical status and health care needs. It's designed to achieve optimal clinical outcomes by applying nationally 
recognized clinical guidelines and best practices to reduce unnecessary variation in clinical use of services. 

Inpatient concurrent or retrospective review uses evidence-based medicine standards to evaluate whether the care provided to 
a member is at the appropriate level, whether there were any unnecessary delays in service, and if the length of stay is 
medically appropriate. The primary focus of inpatient care management is to: 

• Ensure members receive the right care, in the right setting, at the right time by evaluating the quality, continuity, medical 
necessity and timeliness of services 

• Confirm the member is at the appropriate level of care and length of stay with efficient execution of the physician's 
treatment plan by comparing it to evidence-based care guidelines, such as MCG and other supported national review 
care guidelines ._ ______________________________________________ _, 
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• Help our members move through the continuum of care, including transitions during and after hospitalization 

'I, Identify and prevent potential delays in care, tests and procedures 

• Coordinate timely discharge planning services 

• Identify members who would benefit from referrals to other UnitedHealthcare programs such as case management and 
condition management 

ONE HOSPITAL ONE NURSE 

One Hospital One Nurse, a unique component of our ICM program, assigns ICM nurses to support hospitalized members 
across approximately 5,900 hospital facilities across the United States. These ICM nurses perform inpatient care management 
either on-site or telephonically. They build relationships with their assigned facilities, help to improve care coordination and 
deliver more positive member experiences by: 

• Evaluating members response to care 

• Monitoring and assisting with discharge plans 

• Monitoring quality of care 

• Assessing readmission risk 

ICM nurses use their in-depth knowledge of the hospital, physicians and case management staff to engage their facilities in 
dialogue around the application of nationally recognized guidelines. In this way they promote an evidence-based approach to 
the practice of medicine in that facility. ICM nurses often have direct access to the facility's UnitedHealthcare census through 
electronic medical record review which helps to decrease the number of missed opportunities that might impact members' 
inpatient stays. The direct access to clinical information supports improved discharge planning, financial and clinical outcomes. 

'1e clinical team collaborates with network operations to obtain access for the electronic medical record. If the electronic 
,edical record is unavailable the clinical information is shared verbally and via secure email access by the facility. 

If the ICM nurse requires physician intervention, the case is referred to an ICM program medical director, who will review the 
case and contact the treating physician to collaboratively discuss level of care, treatment options and plans, facilitate member 
access to care or alternate care settings. ICM medical directors are also designated to specific hospitals; this allows for 
relationship building, understanding of medical practice and culture. 

Our ICM program accurately applies evidence-based care guidelines, such as MCG and other supported national review care 
guidelines to assess members who are admitted to the hospital. Assessments include a review of pertinent clinical information 
for all diagnoses, conditions, procedures and response to treatments. The review also incorporates collaborative discharge 
planning. 

Once the treatment plan is established, the ICM nurse initiates the discharge planning process during the initial review phase 
and continues to address it throughout the inpatient care management length-of-stay review process. The ICM nurse 
communicates with the hospital staff to coordinate the timely delivery of hospital services. The ICM team assists with the 
arrangements for alternative services or programs, as appropriate, and facilitates discharge and/or transition to a higher or 
lower level of care at the appropriate time during the course of care. Discharge information from the inpatient care management 
team is then incorporated into the member's treatment plan; this enables the health care team to manage the member's 
services. In some cases, during discharge planning, ICM nurses will identify members for enrollment in our Transitional Case 
Management program for post-discharge care or into Case Management or Condition Management programs to holistically 
address a particular condition. In these instances, a program nurse will be assigned to the member for personal follow-up after 
discharge to ensure the member's needs are being met to help prevent readmission. 

RES UL TS 

Our book of business shows a continuing trend of consistent improvement in every year since 2008. Our average 2017 
commercial inpatient days per thousand declined by 3.4% compared to the previous year. The 2017 performance improvement 

mslates to an inpatient savings of $4.99 per employee per month (PEPM). 
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MEDICAL CLAIM REVIEW (MCR)/ RETROSPECTIVE REVIEW 

MCR includes a claim review of post-service, pre/post-payment and resubmission issues. MCR performs only retrospective r 
reviews, meaning that the review is non-urgent and non-concurrent - the service has been rendered and the claim has been 
submitted. 

MCR also performs reconsiderations, or a timely review of a previously denied claim. It is not a formal appeal and does not 
affect appeal rights. When an informal request for post-service reconsideration of an adverse determination is submitted, MCR 
performs the reconsideration review. MCR supports: 

• Claim reconciliation/ clinical review of non-notified claims 

• Clinical review of certain medical and drug policies 

• Clinical review of certain aspects of benefit language 

• Coding appropriateness and support of certain reimbursement policies 

• Claim code edits 

• Review of Handicap Dependent Eligibility applications 

APPEALS 

Our appeals team is responsible for handling appeals and grievances/ complaints initiated by members, providers or facil ities. 
The process includes reviewing the submission of new information, applying clinical criteria to the information supplied with lhe 
appeal, obtaining external clinical review (if needed), and issuing the decision letter to the appellant(s). Our clinical appeals 
team reviews appeals related to adverse determinations using applicable benefit documents, new and existing clinical 
information, scientific evidence and federal and state mandates. Reviewers send the case to the appropriate medical director 
(not previously involved in the case, in the same specialty). Medical directors may determine the case requires external 
physician review. 

TRANSITIONAL CASE MANAGEMENT 

Our Transitional Case Management program serves as a bridge between the hospital and home for members at high risk of 
readmission. Designed to ensure that post-discharge plans and home health care needs are being met, Transitional Case 
Management supports members with the greatest needs in order to avoid preventable hospital readmissions. 

To identify members who would benefit from outreach, nurses use a proprietary risk-scoring tool to create an individualized risk 
score for members being discharged from the hospital. The clinical criteria in the tool are risk-weighted based on research and 
scientific literature. Outreach risk scoring is augmented by the nurse's clinical judgment; members may be referred to the 
program regardless of risk score if the nurse feels it would decrease their readmission risk. We consider the following clinical 
criteria in the risk-scoring process: 

• Prior unplanned readmission within the past 30 days 

• Members ages 70 or older; ages 2 and younger 

• Current length of stay seven days or more 

• Diagnosis or comorbid condition of cardiovascular disease, heart failure, diabetes, renal disease, pulmonary disease, 
liver/pancreas/gastrointestinal issue, risk of infection 

• Clinical condition (end of life and not in hospice, unstable or deteriorating cognitive or functional condition, poor nutritional 
state) 

• Complexity of discharge needs (complex discharge needs, social-support issues, lack of self-management skills) 

• Mental or behavioral health condition 
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,. Seven or more medications at discharge 

' ~embers identified for outreach will receive a telephone call from a nurse who will conduct an assessment designed to identify 
.Japs in care. The nurse will provide guidance and support in meeting the identified health care needs. 

NURSELINE INTEGRATION 

Nurseline places registered nurses, at the center of your health and wellness program. Available 24 hours a day, 365 days a 
year, our nurses guide callers to the appropriate level of care and provide personalized support and evidence-based 
information on specific medical conditions, medication adherence education and treatment options. Nurseline connects 
symptoms with health histories to provide holistic care. Nurseline provides clinical support and helps connect members with 
other health care experts who can provide ongoing health and navigational support. 

Our Nurseline nurses go beyond providing triage services to members; they provide outstanding coaching and are trained to 
look for opportunities to drive referral to appropriate programs. They create awareness of the breadth of clinical services 
available to members, activate them to use these services, and help them achieve their health and wellness goals more 
efficiently and effectively. 

Nurseline nurses identify and recommend appropriate health and wellness programs through questioning and discussion in 
order to activate members to use programs and services that may help them the most. 

Describe the qualifications of the case management staff and the level of staff providing interventions. Address how 
1.130 Utilization Management, Clinical Program Management, Behavioral Management and Pharmacy integrate to assist 

members in maximizing benefits while containing Plan costs. 
Response: 

The qualifications and level of Personal Health Support staff servicing the State, primarily based out of St. Louis, Missouri, are 
as follows: 

1111 50 Medical Directors: Our medical directors are licensed physicians, board certified in American Board of Medical 
Specialties with an active unrestricted license with a minimum of five years of clinical practice experience, as well as 
experience in managed care, employee benefits and medical policy development. 

• 435 Nurse Case Managers: Case managers are registered nurses with state license and at least three years of direct 
clinical experience. Nurses working have varied clinical backgrounds in specialties that include home health care, 
pediatrics, oncology, cardiology, rehabilitation, infectious disease and transplants. 

• 64 Non-Clinical Support Coordinators: Engagement specialists must have a high school diploma or equivalent, and a 
Bachelor of Science or Associate degree in a health care field is preferred. We require at least two years of experience in 
a telephonic customer service role and one or more years in a patient care setting (i.e., hospital, physician's office, 
assisted living facility or nursing home). Medical terminology expertise is required. 

PROGRAM INTEGRATION 

We fully integrate our care management programs, including utilization management, clinical care and behavioral health, into 
our Personal Health Support care management solution. By organizing and connecting data across our organization, we 
integrate care management systems, people and additional resources. This provides our care advocates with a holistic view of 
each member, enabling our clinical resources to efficiently and effectively manage care opportunities that result in healthier 
members. 

Our nurses and care management staff readily share information across the entire care management spectrum allowing for the 
creation of a fully integrated member health profile. Using medical and pharmacy claims, lifestyle, and self-reported information, 
along with detailed clinical records from inpatient admissions and care management interventions, we can see an end-to-end 
health status for each member we serve. 

HOLISTIC MEMBER PROFILE 

When our clinicians interact with members or their providers, they are not starting from the beginning, nor do they have to ask 
:l same questions repeatedly. Our inteqrated system qathers detailed medical information from every connection and 
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experience we have with the member or provider. For example: 

• Nurses, coaches and care management staff can view concurrent review notes to see gaps in care that closed previou· 
and then recommend and tailor programs that promote a healthier lifestyle. 

• Admission notification records are available to nurses so they can review admission history, notes and design and make 
recommendations that prevent hospital readmission. 

This synchronization and containment of data within a single resource promotes seamless service, continuity of care and 
prevents disjointed, uninformed decisions and recommendations. It lets us share information with physicians and other health 
care providers so that members receive high-quality care with no obstacles. 

CONNECTED RESOURCES 

Our entire care management staff, including nurses, health and wellness coaches, can access the same member information 
that details clinical interactions and health care experiences the member has had, along with potential or unmet needs. 

In addition to member background and history, our analytical system lets nurses see specific opportunities-prioritized, one by 
one-to engage the member. By comparing evidence-based guidelines to claims data, Health Survey and self-reported data 
(for example, medical, laboratory and pharmacy), nurses identify opportunities to improve health care, medication savings 
opportunities and even safety issues. 

INTEGRATED RES UL TS 

Integration of data, systems and resources across our organization also allows us to analyze data to help the State evaluate 
our performance and choose the right medical management programs that produce high ROI , improve teammate health and 
contain costs. 

1.131 Describe the degree to which the medical management programs are integrated (i.e., electronic systems integration, 
etc.). 

Response: 

We will continue to offer the State a holistic care management experience for you and your members. Our unified solution 
breaks down the traditional siloes between chronic condition management, case management, utilization management and any 
number of condition-specific specialty programs. Our service delivery model dissolves any need for "interaction" between case 
and condition management, as these are a single part of our care management program. 

To accomplish this integration, we use predictive modeling, real-time clinical and pharmacy data reporting, and demographic 
and consumer insights to provide condition-agnostic, full spectrum health improvement support across the entire population. As 
a result, we can fully deploy our best capabilities and clinical resources to all customers regardless of market, industry or size, 
operating through a single platform of resources. 

1.132 

Provide an engagement model DM program that includes, at a minimum, asthma, diabetes for adult, chronic 
obstructive pulmonary disease, congestive heart failure, coronary artery disease, and co-morbid conditions. DM 
program must include a proven methodology for calculating and reporting a return on investment (ROI). Describe all 
DM programs currently available and if the member has the option to opt-out of DM programs. 

Response: 

We are providing the State a customer- and population-specific approach to developing and delivering the care management 
solution. Through years of experience managing the State and its population, we understand the need for distinct and tailored 
solutions to serve your members. As a result, our approach and philosophy is to fully deploy our best programs, capabilities 
and clinical resources to the State. 

With our holistic care management program, we will continue to customize the services, procedures and model to meet the 
exclusive needs of the State. To deliver this tailored a roach, we built a roactive, cond ition-a nostic care mana ement 
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solution for over 100 different conditions (including asthma, diabetes, COPD, congestive heart failure, coronary artery disease 
~nd co-morbid conditions) that increases engagement, improves health and reduces costs. Through this innovative approach, 

e use data and analytics to proactively identify potential health risks and help support members in making more informed 
,,ealth care decisions. 

Members do have the option to opt out of disease management programs if they feel they do not require services at the time of 
outreach. However, if the member triggers outreach in the future, we will check back with them and see if their situation has 
changed. Occasionally, members will request to be excluded from all future outreach and that will be noted in our system. 

ROI METHODOLOGY, REPORTING AND CALCULATION 

The best single indicator of overall health improvement is the migration of risk across the health continuum. Our methodology 
for evaluating program performance and savings is to track and report reduction of medical and prescription drug costs based 
on paid claims per member per month (PMPM), in context of risk migration. As risk migration occurs, costs are reduced. 

To measure savings, we leverage a range of available data, depending on which programs we deliver. With medical claims, we 
can more precisely calculate cost reduction. In the absence of medical data, we rely on data values assigned for individual risk 
categories (well, at-risk, chronic, complex). We base values on actual and potential costs associated with each category. 

The State can track paid PMPM savings against risk migration using the Impact Overview generated through our Health Plan 
Manager reporting tool. The overview shows actual dollar amount and percentage change in paid PMPM for each population 
segment by risk category. Segments are shown as improved, worsened or unchanged. The report also shows paid PMPM by 
engagement level: 

• Qualified 

• Touched 

• Enrolled 

~ Actively engaged 

, hese comparisons help the State modify program strategy, such as introducing initiatives to increase engagement. The State 
can also manipulate data to evaluate cost in certain categories and target sub-segments of the population. For example, by 
merging claims data with BMI data, the State can view incremental cost from overweight, obese and morbidly obese 
individuals. We can then target these segments for specific weight management programs. 

Depending on the State's programs, the data tracked may include claims risk score, paid and covered PMPM, days per 1,000, 
emergency room visits per 1,000, pharmacy paid PMPM, chronic condition management paid PMPM and other metrics. This 
allows a number of views that help estimate savings, including engagement and program participation. For example, the State 
can look at utilization associated with various member engagement levels and compare it to paid claims. 

ADDITIONAL METHODOLOGY FOR EVALUATION AND REPORTING OF SAVINGS 

We provide performance tracking, evaluation and guarantees-including savings-around major categories that influence risk 
migration, such as risk reduction (for wellness programs) and gap closure (for clinical programs, such as chronic condition 
management). 

Examples may include ROI guarantees to meet or exceed the targeted investment for all chronic condition management 
programs at a ratio of 1.2 or more. It is important to note that customers typically achieve the highest savings and returns when 
they have both our case management and condition management programs. 

For clinical programs such as condition management, the value is more directly associated with reduction in subsequent 
claims, so both medical and pharmacy data are required for analysis. For wellness, savings and ROI are defined by value 
drivers or value-adds such as absenteeism/presenteeism, and not directly calculated using medical claims data. 

Further, while Personal Health Support is an innovative program with savings results yet to be determined, PHS builds upon 
our solutions that have demonstrated impressive savings and results for our customers. For example, our PHS 2.0 customers 
"'xperience solution-level savings ranging from $3.50 to $6.75* PMPM (or better). 

Actual results vary by customer. Factors driving variation include, but are not limited to, illness burden in customer population, 
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turnover in population, pharmacy claims integration, and case and contact size. 

1.133 
Indicate the percentage of members identified as candidates for DM and enrolled in the programs are actively 
participating, with a minimum of quarterly engagements, i.e., phone calls, face-to-face, and virtually. 

Response: 

We do not identify members by the more traditional methods, and for this reason. Instead, we are managing a gap closure 
intervention model focused on producing the highest possible end-to-end engagement and overall savings. This enables us to 
reach out to members with the greatest opportunity for behavior change, which has produced engagement rates of 15% to 20% 
within a population. We engage members based on their opportunity to close gaps in care, thereby delivering greater overall 
value. 

Members are prioritized for intervention based on these value estimates and our ability to affect their health status, rather than 
categorizing them based on their diagnosis and predicted risk score or acuity level. As we address member health 
improvement opportunities, the intervention types and intensity may shift depending on what our data indicates will deliver the 
most value to the State's population. 

1.134 
Indicate the percentage of members identified and enrolled for DM who receive only written communication, e.g. 
general health newsletters, disease specific educational materials? 

Response: 

With PHS, we do not identify members by the more traditional methods, and for this reason, percentages are not relevant for 
Personal Health Support as we are not managing to a population funnel, or to an outreach target. Instead, we are managing a 
gap closure intervention model focused on producing the highest possible end-to-end engagement and overall savings. This 
enables us to reach out to members with the greatest opportunity for behavior change, which has produced engagement rates 
of 15% to 20% within a population. We engage members based on their opportunity to close gaps in care, thereby delivering 
greater overall value. 

However, our 2018 book-of-business engagement rate for low- and moderate-acuity members identified and enrolled in the 
previous condition management program model was 86%. Our low- and moderate-acuity members receive only written 
communication. 

1.135 
Indicate the total number of members of a similar account size to the State of Nebraska that are managed within the 
DM programs by diagnosis for calendar year 2018. 

Response: 

In 2018, across our book of business, the total membership for self-funded policies (similar to the State of Nebraska) within 
each condition management program were as follows: 

• Asthma: 7,678,514 

• Coronary artery disease: 12,179,509 

• Congestive heart failure: 11,854,851 

• COPD: 3,840,770 

• Diabetes: 12,258,459 

1.136 Describe how member compliance and participation are monitored and reported on a quantified basis. 

Response: 

With our Population Health Reporting, the State is able to succinctly review and monitor the overall health of member 
populations, understand the success of our population health management proorams to make a difference in member health 
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I and identify opportunities to adjust strategies to drive additional improvement in the future. 

~ur Population Health Report is organized around the three areas for the State to review: population profile (demographics, 
.aalth status, spend and trend); engagement (for the population profiled, the extent to which they are engaging with available 

health and wellness resources), and impact (the extent to which the engagement is having an impact on both the health and 
medical spend for the population). 

As health and productivity data are integrated, the State can monitor clinical performance and financial trends, as well as gain 
insight into cost drivers, population health, and opportunities for improving the health and productivity of members. The 
powerful Symmetry analytic methodologies provide access to clinical analyses of cost, prevalence, health risk, and adherence 
to evidence based treatment guidelines. Providing a holistic analysis, this reporting process can incorporate a wide range of 
benefit programs, such as Personal Coaching, Wellness and Care Management programs; biometric results; and health 
assessment survey results; giving an integrated view across all benefits offerings. 

Population Health Reporting is comprehensive, innovative reporting that integrates the entire scope of experience and value 
that our clinical management programs have delivered. The report is concise and clear, and simplifies the answer to how we 
are improving the health and well-being of members, and reducing the State's cost. 

1.137 
With the data collected on members (e.g. health risk assessment, biometrics, claims), how is it made actionable for 
the member? 

Response: 

Data from the Health Survey and biometric screenings create a personalized experience for each user by recommending 
specific Missions and Communities that address the unique health and wellness needs of each individual. While two individuals 
can have similar clinical and risk profiles, their Mission recommendations may be different based on their interaction with Rally 
and what the site absorbs about their attitude and behavior. The digital experience is dynamic because as we learn more about 
a user's engagement preferences and health status, we can refine the recommendations, campaigns and messaging strategies 
that guide them toward optimal health. 

Confirm availability and describe each of the following programs and/or services, and how long each has been in 
effect, including modalities for participation in: 

a. Health Risk Assessment (both web-based and telephonic) 
b. Individual action steps 
c. Online biometric tracking tools 
d. Blood pressure, blood sugar, BMl/weight and other online trackers 
e. Self-management education and goal-setting 
f. Nutrition 

1.138 g. Physical activity and related online trackers 
h. Prenatal care 
i. Tobacco cessation 
j. Stress management 
k. Weight management 
I. Injury prevention 
m. Preventive service reminders, sent by mail, phone or electronically 
n. Gaps in care reminders, sent by mail, phone or electronically 
o. Type of smart innovative health programming (i.e., smart phone tracking, Fit Bit, etc.) 

Response: 

We confirm all of these programs are available to the State with our proposal. 

a. Health Risk Assessment (both web-based and telephonic) 

As one of our current customers, the State's members will continue to have access to our NCQA-certified, proprietary Health 
Survey, an engaging and visually driven health assessment that includes questions about patient demographics, personal 
health history, self-perceived health status, readiness to change, and special needs. The Health Survey reveals insights into 

ch member's unique status, health risks, and acuity level , helping to identify specific steps that members can take to improve 
,, 
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their health. 

In about ten minutes, members click through a fun survey backed by a clinically-validated approach with branching logic that1 

keeps questions relevant and navigation made easy with large icons and clear language. 

Upon completion, users receive a clear, easy-to-understand Health Profile with their Rally Age, an intuitive snapshot of 
individual health and an opportunity to set goals reflecting individual readiness to change. 

The Rally Age shows how life choices and health behaviors affect overall health. Developed by Expert 24, the proprietary 
calculation is robust, independent, and up-to-date. Generally speaking, a Rally Age that is the same as, or lower than, a user's 
real age indicates better health. A Rally Age that is greater than a user's real age indicates higher health risk. 

Using all of the data collected from clinical sources as well as information gathered from the user, we then provide member
relevant recommendations for health-related activity on or off the site. Our recommendations factor in clinically relevant 
programming options tailored to the individual, highlighting available activities on Rally such as Missions, Challenges, 
Communities, as well as the State's health or wellness programs. 

It is easy to complete the Health Survey online or using a mobile device. We also provide a toll-free number for members to 
complete their survey over the phone by an exception only basis. A paper, mail-based version is also available for an additional 
fee. 

The Health Survey has been part of the Rally experience for the last six years. 

b. Individual action steps 

Rally's member dashboard will continue to provide the State's members a simple way to access health and care activities, 
personalized status, with quick navigation to more detailed programs and features driving member health and wellbeing. The 
dashboard reflects the unique goals of the individual member, any State-sponsored incentive status and select digital 
campaigns as configured by the State. The dashboard and navigation tabs help keep the member engaged in priority activities 
- and make it easy to correlate those activities with rewards. 

By default, the dashboard appears when a member initially logs into the Rally website. Rally users are greeted by name, anc. 
see a short, friendly message that reinforces positive health or wellbeing actions, for example, "Hey, Marisol! Try going to bed a 
little earlier than usual tonight." 

On the dashboard, users can easily visualize their goal progress, giving them a better understanding of where they stand in 
relation to what they want to achieve. The State can highlight their incentive program, and what it takes to earn. We also 
provide a high-level overview of what Missions and Challenges were joined and check-in status for the day. For navigation 
ease and greater detail, Missions, Challenges, Communities, Rewards, and available Resources tabs appear at the top of the 
page directly below the header bar. Participants can track their progress in their individual Missions directly from their 
dashboard and access detailed Challenge and Mission tabs for check-ins. 

Actionable steps through the member dashboard are available via Rally online or the mobile app. 

This has been part of the Rally experience for the last six years. 

c. Online biometric tracking tools 

Available biometric results are used to pre-fill the Health Survey (from recent biometric values within one year), and drive 
recommendations for healthy actions within the Health Profile. Members can reference their biometric data in both the Health 
Profile and within their Health Record. 

Biometric health data is automatically populated following the receipt of validated data. We integrate the data with Rally within 
ten business days following the receipt of health screening information from a UnitedHealthcare-sponsored event. Non
UnitedHealthcare events may take longer. 

If the biometric data is loaded before the member completes the Health Survey, the Health Survey will pre-populate with the 
biometric values. 

Biometric results data (provided through either an internal or external biometrics program) does not replace or delete self-
re orted results in a member's Health Record. All biometric data in uts, whether self-re orted or verified/u loaded, will dis la 
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to members and no previous results or entries will be deleted. 

·ne Rally Health Record contains the clinical health history data set we have, including allergy, clinical and lab tests 
,,.;holesterol panel, lipid panel, lipid profile; blood glucose test, blood sugar tests; Hemoglobin A 1 C; and others), conditions, 
medications/supplements, surgeries/procedures and health care providers. It also displays biometric data. Depending on data 
type and source for the integration, the Health Record can be updated by various sources (e.g., self-reported, health coach, 
health fair/event, labs/biometrics, provider form, kiosk or convenience clinic). 

This has been part of the Rally experience for the last six years. 

d. Blood pressure, blood sugar, BMl/weight and other online trackers 

See above. 

e. Self-management education and goal-setting 

Rally currently provides the State's members with Missions for self-management education and goal-setting. These member
driven Missions are activities to help support a healthier life. Rally recommends Missions to individual members based on 
responses received from the Health Survey, health data, risk factors identified through other sources, and readiness-to-change 
indicators. Missions provide opportunities for daily action toward a range of health and health-related topics, including: nutrition, 
fitness , stress, sleep, care, finance, and dental care. 

Our micro-behavioral Missions offer users the personalized, incremental steps needed for health ownership and more 
sustained behavior change. For example, a member can select the Mission walk 2,000 steps each day as the small 
incremental change to make toward their larger goal of weight loss. Users complete their daily Missions offline and check in 
digitally to see their progress and earn virtual coins toward rewards. This daily cycle of engagement gives the member the 
opportunity to pick a small change that they can repeatedly accomplish. By taking this incremental approach to change, 
members are more successful and motivated to continue on a path to healthier living. 

As Missions progress, each member receives immediate behavior change support, messaging to help users reach goals and 
·eate healthy habits, and virtual coins from our built-in rewards economy. Each Mission includes reminder tools and tracking 
,Jtions to validate member progress, and we support multiple tracking devices with easy device syncing. 

Members can select different Missions based on the goal they want to tackle, taking on activities that span a full spectrum of 
health and wellbeing topics. We currently have over 100 available Missions. These have been part of the Rally experience for 
the last six years. 

Missions are available via Rally online or the mobile app. 

f. Nutrition 

Rally will continue to provide access for your members to Missions, which provide opportunities for daily action toward a range 
of health and health-related topics, including nutrition. 

Rally includes a set of health and wellness communities where members can start topical discussions, ask questions, and 
connect with other Rally participants with the same health concerns and interests, such as nutrition. These communities are 
anonymous and create a feeling of understanding and compassion for individuals that have the same interests and issues. 

This has been part of the Rally experience tor the last six years. 

With Rally Engage, the State will have the ability to set up a private community for their population. Private communities can be 
use by the State tor topics that are specific or relevant to your population. 

Missions and communities are available via Rally online or the mobile app. 

g. Physical activity and related online trackers 

Rally will continue to provide access for your members to Missions, which provide opportunities for daily action toward a range 
of health and health-related topics, including nutrition, fitness, stress, sleep, care, finance, and dental care. 

,ssions and communities are available via Ral l online or the mobile a and have been art of the Rall ex erience tor the 
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last six years. 

We support devices that are current and popular among our users. We continue to expand integration based on user feedbaf 
Our platform features extensibility, with a flexible framework that supports future devices as they become popular. 

We encourage members to use their preferred activity tracker, including their iPhones or Android devices, to engage in 
Challenges and earn rewards. Data from integrated devices can populate progress in our City Walk Challenges and steps
based Missions to log activity and earn coins. 

Devices and apps we currently support include: 

• Apple Watch 

• Fitbit 

• Garmin 

• MapMyRun 

• Misfit 

• Nokia Health 

• Run keeper 

• Strava 

• UA Record (Under Armour) 

Users who do not wish to use a separate tracking device can use their Android or iPhone 5s or newer as a step and distance 
tracker. 

h. Prenatal care 

The State's members will continue to be supported by our Maternity Support Program (MSP), proving tools, resources and 
personal support to help members have a healthy pregnancy, receive appropriate care and assure they are well prepared for 
the baby's arrival, while working to reduce preterm delivery through early identification of risk factors. 

All participants have access to a telephonic support line staffed by experienced maternity nurses. In addition to telephonic 
nurse support, the program includes an integrated mobile app to provide an additional mode of engagement and education. 

Members complete an initial maternity risk assessment to identify risks early and throughout pregnancy as well as a post
delivery outcomes assessment including postpartum depression screening. Assessments are available telephonically or 
through the mobile app, Healthy Pregnancy. 

Members are assigned a maternity nurse who will communicate with the obstetrics provider as appropriate, provide member 
education, guidance, support and resources designed to mitigate risks, promote self-management skills and adherence to the 
prescribed plan of care. 

MSP aims to improve pregnancy outcomes, reducing maternity and newborn spend. By combining MSP with other components 
of the maternal-neonatal continuum, mothers and babies receive the best care at lower costs. 

Of those identified in their first trimester, 75% enroll in the Maternity Support Program. The program delivers an ROI greater 
than 2:1 when members enroll early in the first trimester and complete the program. Babies delivered to moms that enrolled in 
the Maternity Support Program in their first trimester had $9,000 lower NICU cost and four days shorter length of stay versus 
comparable non-enrollees. 

We have been providing maternity management since 1999. Based on our experience, the Maternity Support Program was 
internally developed in 2007. 

i. Tobacco cessation 
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Rally provides the State's members with support tor tobacco cessation through Missions, at no additional cost. Rally gives your 
, members access to health and wellness communities where individuals can connect, inspire, and support each other in efforts 

1 improve their health. Communities are recommended to each member based on their Health Survey results, and may 
.,1clude: smoking cessation, fitness and exercise, heart health, sleeping better, cold and flu, and more. 

Our self-directed health education modules encourage members to improve focused areas of health, providing a strong 
foundation from which to integrate complementary services. Members benefit from our integration with clinical programs that 
offer deeper intervention strategies tor targeted health goals. These features have been part of the Rally experience tor the last 
six years. 

As an optional buy-up, Rally offers integration with the Quit For Life program, an online and telephonic tobacco cessation 
program designed and developed with the American Cancer Society. Our Clinical Ranking System (CRS) and member 
eligibility will determine whether the Quit For Lite program is surfaced to the user as a recommendation. The Quit For Lite 
program will be recommended to eligible users during goal selection if quitting tobacco is an appropriate goal tor that member. 

Eligible members who select the Quit For Life program are directed to a summary page. They participate in the program by 
enrolling in and later accessing their account from their Rally dashboard via SSO capability. 

The solutions are available via Rally online or the mobile app. 

The Quit For Lite program was originally created in 1985 and has evolved tremendously over the last 34 years. 

j. Stress management 

Rally will continue to provide access tor your members to Missions, which provide opportunities tor daily action toward a range 
of health and health-related topics, including nutrition, fitness, stress, sleep, care, finance, and dental care. 

Rally includes a set of health and wellness communities where members can start topical discussions, ask questions, and 
connect with other Rally participants with the same health concerns and interests, such as stress management. These 
communities are anonymous and create a feeling of understanding and compassion tor individuals that have the same 
'terests and issues. Missions and communities have been part of the Rally experience tor the last six years. 
I 

With Rally Engage, the State will have the ability to set up a private community tor their population. Private communities can be 
use by the State tor topics that are specific or relevant to your population. 

Missions and communities are available via Rally online or the mobile app. 

k. Weight management 

Real Appeal is a year-long digital weight loss and coaching program. It balances the clinically proven science of Intensive 
Lifestyle Intervention (ILi} with engagement and delivery tactics that are scalable tor employers and inspiring tor participants. 
Real appeal, currently in place tor State of Nebraska members, has been very successful since we started offering it to 
customers. Since the State implemented Real Appeal in April 2018, the program has scored very high member satisfaction 
ratings. 

Our mission is to help prevent and treat diseases related to lifestyle habits through an inclusive program that supports behavior 
change tor every participant. Our program targets individuals who are above their Body Mass Index (BMI) target range and 
seeking weight management support, or those coping with diabetes, prediabetes or other obesity-related diseases. 

Issues related to excess weight and obesity account tor one of the most significant cost drivers in today's health care market. 
Because chronic conditions, such as diabetes, have been clinically linked to weight as an underlying factor, weight 
management has become a critical issue to employers throughout the United States. Real Appeal addresses weight as the root 
cause of a larger disease management problem. 

Our program delivers easy-to-use digital tools, one-on-one coaching over the Internet, coach access 24 hours a day, seven 
days a week through secure messaging, HIPAA-compliant group sessions and entertaining, online education. Unlike static 
learning modules, our digital coaching format engages participants with the following value propositions: 

'11111 Empowering health, not just preventing disease: The foundation of success lies in engaging the willing. With a 
universally applicable and empowering program, we capture a much greater percentage of those in need. 
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• Give the people what they want: We meet people where they are, understand their unique circumstances and then 
deliver a truly customized plan for each participant. 

• Clear path and small changes: We take the proven science and simplify it into a systematic program that participant~ 
want to follow. Breaking down big goals into smaller actionable changes keeps participants on track each week, and 
gives them the confidence needed for success. 

• Balance technology and human interaction: High-tech, high-fidelity interactivity leads to action. 

• Accountability at every level: When incentives align, results follow. Real Appeal is built on the philosophy that the 
ultimate measure of success should be results. We make sure success remains a common goal, from the way we assess 
a participant's clinical need and readiness for change, to the way we bill for results versus session attendance, to the way 
we select and motivate our coaches. 

These programs are available via Rally online or the mobile app and have been part of the Rally experience for the past six 
years. 

I. Injury prevention 

While Rally does not have a program specific to injury prevention, we do offer registered Rally users with health and lifestyle 
information through Missions, Challenges and other online health resources to keep members better informed for managing 
their health and wellness. 

In addition, Rally includes a set of health and wellness communities where members can start topical discussions, ask 
questions, and connect with other Rally participants with the same health concerns and interests, such as injury prevention. 
These communities are anonymous and create a feeling of understanding and compassion for individuals that have the same 
interests and issues. 

With Rally Engage, an optional buy-up, the State will have ability to set up a private community for their population. Private 
communities can be use by the State for topics that are specific or relevant to your population. 

Missions and communities are available via Rally online or the mobile app and have been part of the Rally experience for tht 
past six years. 

m. Preventive service reminders, sent by mail, phone or electronically 

HealtheNotes Reminders are personalized direct mail brochures and emails sent to consumers identifying opportunities for 
preventive care. The personalized mailings are in an engaging color format and design with preventive care reminders. 
HealtheNotes Reminders inform members about the importance of self-care and speaking to their providers about their health. 
We use general, evidence-based medical guidelines set forth by sources such as the Centers for Disease Control (CDC), 
United States Preventive Service Task Force (USPSTF), and American Diabetes Association (ADA). 

The program can increase the number of individuals receiving the following: 

• Recommended mammograms 

• Pediatric immunizations 

• Adolescent immunizations 

• Cervical cancer screenings 

• LDL screenings for individuals with coronary artery disease 

• Comprehensive exams for individuals with diabetes 

We generate HealtheNotes Reminders rules monthly. A member receives a mailing upon gap identification, followed by a 12-
month suppression period for that member. A member receives a maximum of one HealtheNotes Reminder per topic per year. 

This program has been in place for the last 10 years. 
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I n. Gaps in care reminders, sent by mail, phone or electronically 

' '-.sing our proprietary eSync technology platform, we coordinate available medical claims, pharmacy data and lab results to 
.ientify gaps in care and opportunities to improve member health. We communicate these care opportunities through our 

HealtheNotes program. 

HealtheNotes is an integrated technological capability synchronizing health care management for optimal wellness. Powered by 
eSync, the system scans the member population identifying events and engaging the member through targeted, mail
communication addressing care opportunities. 

This program has been in pace for the last 10 years. 

o. Type of smart innovative health programming (i.e., smart phone tracking, Fit Bit, etc.) 

Rally enables the State's members to choose from a wide variety of devices to update and integrate their health and wellness 
activities, including popular third-party trackers as well as most Apple iPhones, Apple Watch, and Google Fit-enabled Android 
smartphones. 

We are dedicated to building platforms with Responsive Web Design (RWD), ensuring that each member has a seamless 
experience through different touch points such as Web, mobile Web, mobile app, and tablet. Rally adapts the site to provide the 
right experience for the device the member is using. No matter what the user's preferred device, we can support an engaging 
and rewarding wellness experience. 

Rally's native mobile app mobilizes the State's members and allows them to take the Health Survey, set health goals, quickly 
check in to Missions and other activities, and participate in discussions with other users who have similar goals. Users can get 
reminders to perform their activities every day, and can also use their smartphones as step- and distance-tracking devices. Our 
Native Mobile App, for both iOS and Android, are rated 4.6+ stars. 

Rally's mobile platform and app has been available to members for the past six years. 

1.139 
For the above programs and/or services (a. - o.), describe the performance results and anticipated ROI for each 
program and the total number of employees eligible for each program in 2018. 

Response: 

For many of the individual programs and services listed below we do not track a specific ROI, however, tor those that we do we 
have noted it accordingly. 

a. Health Risk Assessment (both web-based and telephonic) 

Results: Across our book of business, 95% of registered users complete a Health Survey. 

Number of Eligible employees: There are 25 million registered Rally users. 

b. Individual action steps 

Results: On average across the member populations we serve, we have seen high rates of engagement with Rally through the 
website and mobile app. For example, our 2018 engagement across our full member population includes: 

• Daily average users/monthly average users (DAU/MAU) web engagement of 10.7% and mobile engagement of 40.5%. 
DAU/MAU is the standard for digital platform engagement. 

• 81 % of active registered users have two or more sign-ans and 57% of active registered users have four or more sign
ons. 

Number of Eligible employees: There are 25 million registered Rally users. 

c. Online biometric tracking tools 

1sults: Online tracking tools are available tor 100% of registered Rally users who participate in biometric screenings. Our 
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book-of-business participation rates for on-site biometric screening events for large employers vary between 30% and 60%. 

This number depends greatly on the current culture of wellness, incentive structure, leadership engagement, communication ' 
and experience for each customer. We have found that without incentives or a strong communication campaign, customers 
may see participation rates between 20% and 30%. With strong communications and a healthy incentive offering, we have 
seen participation rates as high as 80%. 

ROI: Effectiveness for on-site biometric screenings is not measured like other clinical programs. We use three metrics to gauge 
relative effectiveness: 

• Participant satisfaction from on-site events utilizing Qscreen 

• Site contact satisfaction for all on-site screening events 

• Member utilization 

We calculate these items as a percentage, with the number we expect to attend versus the number of those who actually 
attend. Additionally, our data analysis capabilities allow for year-over-year comparison of clinical metrics for monitoring of 
program performance. 

The data we obtain from screenings is invaluable in helping us analyze risk in the member population. Using this data, we can 
address risk by engaging members in the services they need to improve their health and wellness. Members who complete a 
biometric screening are more than 200% more likely to reduce blood pressure and 57% more likely to reduce cholesterol. For 
employers, results like these can dramatically improve medical costs downstream. 

Number of Eligible employees: For the last calendar year, of the nearly 1,900 customers that purchased on-site biometrics 
solution, approximately 14,850,000 members were eligible for the events. 

d. Blood pressure, blood sugar, BMl/weight and other online trackers 

See item C above for information on the biometric screening. 

e. Self-management education and goal-setting 

Results: Across our book of business of all registered Rally users, 60% completed joined a Mission, 11 % participated in a 
Challenge and 5% joined a Community. We do not track results on specific topics or areas within Rally. 

Number of Eligible employees: There are 25 million registered Rally users. 

f. Nutrition 

Results: Across our book of business of all registered Rally users, 60% completed joined a Mission, 11 % participated in a 
Challenge and 5% joined a Community. We do not track results on specific topics or areas within Rally. 

Number of Eligible employees: There are 25 million registered Rally users. 

g. Physical activity and related online trackers 

Results: Across our book of business of all registered Rally users, 60% completed joined a Mission, 11 % participated in a 
Challenge and 5% joined a Community. We do not track results on specific topics or areas within Rally. 

Number of Eligible employees: There are 25 million registered Rally users. 

h. Prenatal care 

Results: Recent book of business satisfaction surveys reveal that mothers responding to four health questions reported the 
following positive outcomes: 

• 91 % of deliveries were at 37 weeks or more gestation 

• 93% of babies were born at greater than 5.5 pounds 

Page 82 of 176 



• 62% to 65% of deliveries were vaginal 

99% were satisfied with the program overall 

ROI: The Maternity program uses a savings methodology tied to specific health opportunities the program staff addresses with 
the member. 

ROI estimate for MSP is 1.2:1, but will vary based on the specific customer. The program delivers an ROI greater than 2:1 
when members enroll early in the first trimester and complete the program. Savings come from reduced NICU length of stay, 
and reduced pregnancy related spend. 

Number of Eligible employees: In 2018, there were 2,915,822 employees covered under the Maternity Support Program. 

i. Tobacco cessation 

Results for Rally tobacco cessation programs: Across our book of business of all registered Rally users, 60% completed joined 
a Mission, 11 % participated in a Challenge and 5% joined a Community. 

ROI for Rally tobacco cessation programs: We do not track ROI for our Rally platform specifically. 

Number of Eligible employees: There are 25 million registered Rally users. 

Results for Quit For Life program: On average across our book of business, the Quit For Life program has shown an average 
six-month responder quit rate of 49% and a program member satisfaction rate of 95%. 

ROI for Quit For Life: To calculate ROI for the Quit For Life Program, we compare total program savings to total program costs. 
It is estimated that employers pay $6,275 dollars per tobacco user on direct and indirect costs such as health care costs, lost 
productivity, workers' compensation, and smoking breaks. We estimate that the employer would, over time, save this amount 
on each quitter in the Quit For Life program. Our ROI model phases the savings in over five years, as not all health-related 
improvements are realized immediately upon quitting. To calculate health care costs associated with tobacco use, we use data 
from studies published in The American Journal of Preventive Medicine and Tobacco Control . 

. ypically, the ROI (where ROI equals total savings divided by total fees) generated by this model improves over time. The ROI 
will typically be less than 1.0 in year one (range between 0.8 and 1.0), but year two and beyond will show a very strong ROI 
(range between 1.5 and 2.0 in year two, and range between 4.5 and 5.5 in year five). These savings reflect ROI on a 
cumulative basis, comparing total fees and total savings since program inception. 

Number of Eligible employees: There are over 11 million members with access to the Quit For Life program. To date, the Quit 
For Life program has helped more than 2.5 million tobacco users work toward their goal of becoming tobacco-free. 

j. Stress management 

Results: Across our book of business of all registered Rally users, 60% completed joined a Mission, 11 % participated in a 
Challenge and 5% joined a Community. 

Number of Eligible employees: There are 25 million registered Rally users. 

k. Weight management 

Results for Rally weight management programs: Of the registered Rally users, 60% completed joined a Mission, 11 % 
participated in a Challenge and 5% joined a Community. 

Number of Eligible employees: There are 25 million registered Rally users. 

Results for Real Appeal: Our approach to engaging participants with a science-based curriculum through accessible digital tool, 
and group and personal coaching has yielded impressive results. We can report the following highlights: 

• More than 490,000 registered participants 

~ 1.2 million pounds lost 
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• 15% average customer engagement 

• More than 80% of participants lose weight 

• 10 pounds lost on average 

• 42% of participants had clinically relevant weight loss (5% or more), putting them on a path to reduce their risk for weight
related health conditions, such as heart disease and diabetes 

• 80% of at-risk participants attending a minimum of nine sessions lost weight 

• Participants attending at least four coaching sessions: Medical costs $254 lower than non-participants, representing 6% 
cost savings 

• Participants attending at least 26 sessions: Cost savings growth to $67 4, or 16% 

• Survey data shows a satisfaction score of 4.83 out of 5 (5 on the scale is listed as "amazing") 

ROI for Real Appeal: Real Appeal is a proven and effective weight loss program. It gives participants everyday tools to improve 
their health while helping employers reduce medical expense. Our data demonstrates that costs of the program for year-one 
participants are entirely offset by claims savings. This data also indicates that our goals to sustain engagement lead to a real 
payoff as session frequency is tied to medical claims reduction. In a 12-month medical cost study comparing Real Appeal 
participants to non-participants, we found that those who attended at least four coaching sessions incurred $254 less in medical 
costs than non-participants did, representing 6% in cost savings. Those who attended at least 26 sessions saw their cost 
savings grow to $67 4, or 16% cost savings. 

Number of Eligible employees: There are over 11 million eligible members. 

I. Injury prevention 

While Rally does not have a program specific to injury prevention, we do offer registered Rally users with health and lifestyle 
information through Missions, Challenges and other online health resources to keep members better informed for managing 
their health and wellness. 

Number of Eligible employees: There are 25 million registered Rally users. 

m. Preventive service reminders, sent by mail, phone or electronically 

HealtheNotes Reminders are responsible for a 17% to 30% increase in closure rate depending on the gap in care (compared to 
members without HealtheNotes Reminders). In addition, sending Reminders by email results in a 13% increase in closure rate 
compared to sending the results by U.S. mail. 

We do measure and continue to monitor the execution and total reach of the HealtheNotes Reminders program, which can be 
up to 12% for a commercial population. HealtheNote Reminders also serves as a means to meet NCQA accreditation dedicated 
to improving health care quality. HealtheNotes Reminders, as part of our HealtheNotes program, help reduce gaps in care. Gap 
closures assist in reducing medical spend, which consistently provides a 3:1 ROI. 

In 2018, our HealtheNotes Reminders program monitored more than 16 million members and sent messages to more than 3 
million members. 

n. Gaps in care reminders, sent by mail, phone or electronically 

For HealtheNotes, we typically measure results in terms of mailing reach and gap closures. We reach 14% to 18% of a 
customer's population annually. Based on annual analytics studies conducted on claims data, in 2018 we closed 82,000 
incremental gaps for members who were messaged with HealtheNotes. Gap closures assist in reducing medical spend, which 
consistently provides a 3:1 ROI. 

In 2018, 13.6 million members were eligible for this program. HealtheNotes messaged over 8.4 million gaps in care across over 
24 different conditions identified through our proprietary technology platform, eSync. 
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I o. Type of smart innovative health programming (i.e., smart phone tracking, Fit Bit, etc.) 

'esults: The Rally app currently has a 4.6 out of 5 rating for both iOS and Android. This is one of the highest ratings for health
,riented apps. 

Number of Eligible Employees: There are 25 million registered Rally users with access to the mobile app. Of those, 
nearly 500,000 users downloaded the app to an ~ndroid device and 970,000 to an iOS device. 

1.140 Describe the standards related to frequency and content of interactions between the member and attending 
physician. 

Response: 

The frequency and content of the interactions between the member and physician depends on the condition, risk level, and 
treatment plan. These can vary greatly. Throughout the care management process, we support members and their 
engagement with attending physicians to optimize their interactions with the physician. For our care management approach, we 
base the duration and outreach frequency on case acuity and, at any given time, the member can telephone his or her nurse 
directly to discuss their treatment. The duration of the case and number of calls is also highly dependent on the nurse's clinical 
judgment and the ability to close gaps in care. 

Our PHS program will continue to use the State's designated clinical support team based in St. Louis, Missouri, to seamlessly 
manage your members by developing these individual treatment plans and tailoring them with short-term and long-term goals, 
resulting in a length of engagement that varies widely and is dependent on the health care needs of the individual. Your 
members will continue to receive assessments and interventions from until the identified gaps in care have been resolved and 
the participant has successfully achieved the health care goals outlined in the plan of care. 

Your PHS nurse team supports the member and his or her physicians, along with the member's family, in identifying health care 
needs and the best options to complete the identified care plan. Continuous support from nurses, along with facilitation and 
coordination of care with multiple providers, deliver the care plan. Nurses guide, evaluate and monitor the care plan through 

1>mpletion and closure of the case. 

Interactions between our nurses and physicians occur through telephonic and mail-based outreach. Throughout the care 
management process, nurses engage physicians to assure compliance and consistency with a member's plan of care. Nurses 
typically contact physician offices telephonically for the following: 

• Patient safety concerns or durable medical equipment needs 

• To facilitate physician access or communication 

• To confirm treatment plan or clinical updates 

Other specific reasons for telephonic contact include retrieving lab data, assisting a member in scheduling an appointment 
more quickly, or validating if a gap in care is being met in a manner that may not have appeared in claims information (such as 
physician has provided medication samples versus filling a prescription). If our nurses feel there is a utilization risk, quality of 
care, clinical or administrative risk, they will trigger referral to a medical director for involvement. 

1.141 Describe the qualifications of the staff that manage the OM cases. 

Response: 

The qualifications of the PHS staff members designated to the State, and based out of St. Louis, Missouri, are as follows: 

• Medical Directors: Our medical directors are licensed physicians, board certified in American Board of Medical 
Specialties with an active unrestricted license with a minimum of five years of clinical practice experience, as well as 
experience in managed care, employee benefits and medical policy development. 

• Nurse Case Managers: Case managers are registered nurses with state license and at least three years of direct clinical 
experience. Nurses working have varied clinical backgrounds in specialties that include home health care, pediatrics, 

I 
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• 
oncology, cardiology, rehabilitation, infectious disease and transplants. 

Non-Clinical Support Coordinators: Engagement specialists must have a high school diploma or equivalent, and a 
Bachelor of Science or Associate degree in a health care field is preferred. We require at least two years of experience 
a telephonic customer service role and one or more years in a patient care setting (i.e., hospital, physician's office, 
assisted living facility or nursing home). Medical terminology expertise is required. 

1.142 For the diagnoses that are managed in DM, indicate if there has been a resulting decrease in the admissions / ER 
visits for these diagnoses from the year prior to the program being implemented. Provide the percentage decrease. 

Response: 

Information on ER visits and admissions is tracked and reported on a customer specific basis. This will vary based on the 
specific programs they have in place and the disease prevalence of the population. These are measures which impact the 
calculation of our best-in-class cost savings provided as a Performance Guarantee to the State. 

1.143 If no decrease has occurred in the hospitalizations for the diagnoses managed through DM, provide an assessment 
as to why this occurred, including what corrective actions were taken. 

Response: 

Not applicable. 

If a participant has more than one DM diagnosis, describe how the programs manage the member's care. Describe 
1.144 the program that manages gaps in clinical care, beginning with the identification process and concluding with 

outcome. 
Response: 

Through our personal health and condition assessment, the nurse will determine whether the member has multiple conditions 
and/or risks. In such cases, we work within a hierarchy to make sure we meet the individual's immediate and critical needs fir 
while also providing support for other risks or conditions. 

For example, for the five most common chronic conditions, we guide the member to the appropriate support in the following 
order: heart failure, chronic obstructive pulmonary disease (COPD), coronary artery disease, diabetes, asthma. The nurse 
would focus on the higher-priority condition while managing the lower priority condition as a comorbidity. 

We have specific programs for each condition. Although our approach to member identification and solution packaging is 
condition-agnostic, when identified with a chronic condition, we direct the member to a program that best addresses that 
condition, such as diabetes or cancer. 

GAPS IN CARE 

With the PHS model, our intelligence platform creates a value opportunity methodology and gap-in-care profile for each 
member. Levels of risk include: 

• Low-value members have a condition diagnosis, based on evidence-based medicine criteria, but are currently stable. 
These individuals lack an evidence-based gap (such as missing medication), but present an opportunity for health 
improvement. 

• Moderate-value members have a condition diagnosis or multiple diagnoses, based on evidence-based medicine criteria, 
and have one or more evidence-based medicine gaps such as non-adherence to a physician's treatment plan or missing 
medications, tests or physician visits. 

• High-value members have a condition diagnosis or multiple diagnoses, based on evidence-based medicine criteria, 
presenting an opportunity for multiple interventions. Triggers include hospitalizations and emergency room utilization over 
the last 12 months as well as multiple evidence-based medicine gaps such as missing medication, lab tests or lab results 
inconsistent with guidelines. 

Our member enqaqement model involves usinQ multiple methods and materials as deemed aooropriate for your specific 
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Im. ember population, including digital, telephonic, secure email and mail. We have found that leveraging these multiple channels 
is a more comprehensive strategy than relying on a single method for outreach to members. 
\ 
. o increase member engagement and offer nurse support at home and away, we provide digital communications to 
complement our telephonic nurse interventions with high-risk members. 

Through our digital capabilities, including member access to care plan information, high-risk members will have more 
immediqte access not only to their nurse, but also to the member's personal care plan, tracking information detailing care plan 
progress and educational information related to the member's condition. Our goal, as always, is to provide more meaningful 
member and nurse interactions that lead to sustainable clinical outcomes. 

Describe the ability to administer copay waivers or customized member cost sharing based on individual member 
1.145 eligibility within the same plan options. For example, diabetics participating in a diabetic OM program may receive 

copay waivers for routine office visits. 
Response: 

Confirmed. We can administer a wellness incentive program that enables members to move to lower copayment plans when 
they complete specific health and wellness-related activities such as primary care visits and preventive screenings throughout 
the year. We have implemented this program for a similar state customer. 

Provide a case study that highlights success in providing customized programs and solutions to a customer with 
1.146 similar characteristics as the State. Describe the goals, initiatives developed to achieve the goals, and successes and 

challenges in implementing the initiatives. Include specific metrics and outcomes measured to determine success. 
Response: 

A customer similar to the State partnered with us to shift their wellness rewards program from pure participation-based rewards 
to an outcomes-based rewards structure. To create understanding and reach our engagement goals, we deployed an 
integrated, multi-channel and targeted communications strategy that included use of direct mail, email, interactive e-cards, text 

essage reminders and other digital/online tactics. We applied change management principles, including listing out the steps in 
... simple 1 , 2, 3 approach to make it as easy as possible for each individual. 

The results included a more than 700% increase in wellness personal coaching completions year over year. Biometric 
screening participation rose 60% from the previous year. Most significantly, we tailored the communications to the population 
and met the needs of each consumer, thus gaining trust within their population. We average 80% open rates on our email 
campaigns (standard open rates are 20%) with an average of 30% click-through rates. 

1.147 Describe how current OM program history from the State's existing services can be utilized to transition OM services. 

Response: 

As the incumbent, no transition will be required for existing members. For any new teammates or enrollees, we have extensive 
experience transitioning participants from internal programs and disease management programs run by external vendors. Each 
transition specifically meets the needs of the program participants. 

Internally, we prepare our clinical team for acceptance and eligibility verification of transitioning members receiving care at the 
time of transition, in addition to making any necessary process modifications. The guiding principles of our transitions include: 

SAFEGUARD THE CLINICAL STATUS OF PATIENTS RELIANT ON SERVICES 

It is extremely important that members actively engaged in a condition management program during time of transition continue 
to receive support. This is accomplished by supplying nursing services in proportion to need, clearly defining crucial processes, 
educating staff in key departments, launching initial provider education efforts (in close coordination with customer staff) and 
launching communication with all other internal and external service providers. 

MANAGE EXPECTATIONS 

'e base transition communication strategies on the individual vendor proorams and the extent and nature of member 
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interaction with the programs. All members, regardless of their level of interaction, receive program introductory materials. 

Certain groups of members, based on frequency of contact, clinical risk parameters and other factors, will receive either a ca' 
from their previous nurse manager who institutes a warm transfer to the new health coach, or an outbound call from their nev,. 
nurse. 

EMPHASIZE EVIDENCE-BASED QUALITY STANDARDS 

Our nurses effectively address information and decision needs across chronic conditions on issues ranging from symptom 
management to lifestyle changes and medication management, thereby supporting the whole health of members. 

1.148 

Attach sample of standard medical and utilization report(s) that would be prepared for the State. Items 1 through 11 
are minimum reporting requirements for the State: 

1. Daily Reporting 
The State requires a daily reporting of claims paid in a format acceptable to meet State requirements for 
Contractor reimbursement; such format shall be determined during contract finalization with the specified 
Contractor. The following are required data fields for daily reporting and should not include Personal Health 
Information (PHI): 

a. Policy/Group/Plan Number 
b. Claim Number 
c. Payee 
d. Provider Name 
e. Claim Expense Incurred Date 
f. Claim Payment Date 
g. Claim Process Date 
h. Claim Billed Amount 
i. Claim Allowed Amount 
j. Claim Paid Amount 

2. Monthly reporting containing the following information: 

a. Paid claims 
b. Administrative/Network Fees (if applicable) 
c. Monthly enrollment counts 
d. Reconciliation of claim drafts to paid claims 
e. ASO reconciliation of monthly PEPM Administrative Fees 
f. Membership (Census) report 
g. Large Loss Report 
h. EPR and Rx Executive Summary 

3. Quarterly Reports 

a. Appeals Reports 
b. Workers Comp Report 
c. Performance Guarantees (Service Report) 
d. Health Plan Review Report 
e. Medical/Rx Rebate report 

4. Annual Reports 

a. General claim utilization reports by major line of coverage identifying: 

i. Claims submitted 
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Response: 

1. Confirmed. 
2. Confirmed. 
3. Confirmed. 
4. Confirmed. 
5. Confirmed. 
6. Confirmed. 

5. 

ii. Claims eligible 
iii. Deductible and coinsurance application 
iv. Payment reductions due to network negotiated rates 
v. Reasonable and Customary cutbacks and savings 
vi. COB savings 
vii. Ineligible expenses 
viii. Net benefits paid by major line of coverage 

Consultative Reports 

a. Reports that analyze utilization of healthcare services of plan members: 

i. Identifies opportunities for plan design or care management interventions 

6. Claim utilization report will show separate experience for: 

a. Members 
b. Dependents 
c. COBRA Participants 
d. Retirees 

7. Member contested claims separated by denial reason 

8. Claim lag report 

9. Network savings reports for each network offered 

10. Most utilized hospitals and physicians reports 

11. A year-end financial accounting for the program within 90 calendar days after fiscal year end 

7. We provide quarterly Customer Complaints and Appeals Reports that show the following metrics: 

• Total number of complaints and appeals 

• Complaints and appeals by type (access/availability, administration, benefit, billing/financial or service/attitude) 

• Complaints and appeals summary, including numbers (including appeals or complaints per 1,000 enrollees) , types (pre
service or post-service), level (first or second), outcome (overturned, upheld or withdrawn) and dollar value of 
overturned appeals 

• Turnaround time or compliance with Department of Labor (DOL) standards 

8. Confirmed. 
9. Confirmed. 
10. Confirmed. 
· 1 . We provide the information needed to complete Schedule C (Service Provider Information) for IRS Form 5500 (Annual 

Jturn/Report of Employee Benefit Plan) with the annual vear-end reconciliation, which is provided. within 120 days of the end 
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of the contract period. The information is available on a policy-year basis. 

Please refer to the attachments titled 1.148_Sample Reporting located in Section 28 of this response . 

1.149 I Describe Ad Hoc Reporting Capability both online and paper formats. 

Response: 

Your reporting package enables you to customize report parameters to create more detailed views of the data and includes a 
broad array of membership and utilization information. You can edit the default layout by adding variables to the report during 
the creation process of your online reports. 

You can also select ad hoc data to create a variety of customized reports. 

We can provide ad hoc reports for State if additional data is required. Jane Perez, your Account Manager, will meet with you to 
develop reporting solutions tailored to your benefit strategy. 

1.150 I Describe how reporting capabilities ( other than the ones required in 1 .148 above) would provide value to the State. 

Response: 

Our analytics solutions enable you to differentiate among segments of your own membership, and identify overall usage and 
acceptance of the health plan. Our analytics also help you identify the potential risk areas for your teammates. 

Our integrated analytics include: 

IN-DEPTH ANALYTICS 

Motivating Health Ownership Framework: Focuses on your specific plan offerings and identifies opportunities to improve 
plan financial return by combining plan components, such as clinical programs, rewards and technology, in a way that meets 
your specific population health needs and overall goals 

Consumer Activation Index: Identifies how teammates make health choices and presents opportunities to help them make 
better ones. We'll develop strategies to promote behavior changes and increase program utilization - resulting in better 
outcomes and increased value. 

Performance Reporting: Evaluates your historic health plan performance by highlighting trends in experience and consumer 
behavior, and suggesting opportunities for future cost savings. We'll evaluate your performance and develop future strategies to 
save you money. 

We believe a key to a better understanding of your teammates' health behavior and cost drivers is partnership. While we 
provide you with clear and comprehensive data to conduct your own analysis, we also support you with a team of advisors who 
continually look for trends occurring in your data. Through this analysis, we can recommend tailored solutions to maximize your 
plan's performance, encourage your teammates to make better health decisions, and improve cost management. 

1. Understand Your Population: Our proprietary tools analyze performance areas within your population to identify the 
highest-value opportunities; to analyze health, care and compliance decisions; and to estimate current and future disease 
and health priorities. 

2. Position Your Plan: We define the right pace for your moves using appropriate benchmarking and insights from our 
experience with similar customers. The right packaging and proper sequence of features drive higher engagement than 
the components alone and minimize execution risk. 

3. Evaluate Your Culture: We create a roll-out strategy that complements your culture and the goals you seek, whether 
you are targeting population health trend or total workforce productivity. Our studies show that good cultural alignment 
accelerates plan performance. 

4. Take Action: We begin to shift your plan components as you move along the Motivating Health Ownership Framework. 
We set goals along the way, monitor performance and make midcourse corrections as needed. 
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MOTIVATING HEAL TH OWNERSHIP FRAMEWORK - FINDING THE RIGHT PROGRAMS 

1~ilding on the principle of consumer accountability and empowerment advocated by account-based plans, the Motivating 
,ealth Ownership approach moves this agenda further through broader reinforcement of all aspects of your health plan, 

ultimately driving toward individual health ownership. This is done by combining plan components, such as clinical programs, 
rewards and technology, in a way that meets your specific population health needs and overall goals. 

By analyzing plan components on expected intensity for both cost reduction and increased member activation, we can 
benchmark your benefit plan on the Motivating Health Ownership Framework and compare your position to the 
UnitedHealthcare Public Sector book of business and to your group peers. This enables us to measure the performance of the 
components, as well as the synergy produced by integration. We believe that it is the calibration of plan components-(informed 
by a customer's specific health population needs and culture) that leads to the best results. 

Our AMTs extensively analyze each customer's health cost drivers and risks and identify the right solutions to address their 
financial challenges. By using the principles of the Motivating Health Ownership Framework, we can ensure that we are 
maximizing the value of the solutions we recommend to our customers. Our advice is backed by our experience with more than 
5 million members in consumer-driven health plans (CDHPs), more than 2 million members in rewards-based plans, and the 
insights gained from analyzing more than 30 million health care decisions each year. 

CONSUMER ACTIVATION INDEX - LEARNING How TEAMMATES MAKE CHOICES 

The Consumer Activation Index (CAI) enables us to learn how your teammates make health choices and to help them make 
better ones. CAI stratifies member populations by health risk, lifestyle risk, demographics and disease state and then analyzes 
consumer behavior on 56 decision points encompassing financial, care setting, and the use of health care and wellness 
information, resources and services. By breaking down an aggregate population into smaller groups with similar demographic, 
socioeconomic and health care engagement levels, we can better understand how health benefits are used, identify areas of 
the plan that may not be optimally utilized and develop strategies that can promote positive behavior change. CAI gives us 
invaluable insights into past performance and helps us address the underlying decisions. 

PERFORMANCE REPORTING - PLANNING A COURSE OF ACTION 
I 

\e Healthplan Performance Review provided quarterly highlights trends in experience and suggests opportunities for future 
cost savings. It includes key cost and utilization metrics for medical plans, managed pharmacy and clinical programs, as well as 
highlights from our proprietary methods, the Motivating Health Ownership Framework and CAI. Results can be compared to 
prior experience, book-of-business results, or industry peers. 

The Healthplan Performance Review provides an intensive consultation with your ·Account Manager, Jane Perez, and other 
UnitedHealthcare professionals to analyze your clinical, financial and employee health behavior measures, and plan a course of 
action. 

Our overall goal is to partner with you to help develop and maintain health care affordability strategies, and to provide a better 
understanding of teammate health behavior and health care cost drivers. We want to offer full transparency and insight into 
your program and help you optimize your health care investment. We then develop and implement solutions that support 
optimal decision-making, cost controls, and improved workforce health 

1.151 

Provide a brief sample of the reports listed below and the frequency of each report. 

a. 
b. 
C. 

d. 

e. 

f. 

Eligibility Report which shows accuracy of updates and changes 
Paid Claims Summary (Ingredient cost, days' supply, dispensing tees, taxes, copay totals by month) 
Detail Claim Listing (Utilization and Ingredient cost by individual claimant, listing the Drug name and dosage, 
submitted charge, allowable charge, paid) 
Cost Sharing Report (Amounts determined to be ineligible, amounts applied to copays and coinsurance, and 
amounts adjusted for COB) 
Detailed Utilization Report {# of prescriptions submitted by single source brand, multi-source brand and 
generic drugs, including average AWP, Ingredient cost per Rx, Dispensing fee, and average days' supply) 
To Dru Re ort detail of cost and utilization b to dru roducts 
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g. High Amount Claimant report I 
h. Therapeutic Interchange Report detailing success rates and cost impacts of Contractor initiated interchanges 
i. Drug Utilization Review activity and Savings Report by type of edit 
j. Member compliance and adherence to therapy 
k. Formulary Savings and Rebate report 
I. Paid Claims Summary (see b.) showing total number of claims, eligible charges and claim payments for each 

category 
m. Prior Authorization and other clinical program reporting 
n. Specialty Rx reporting 
o. Pharmacy cost and utilization reporting 

Response: 

a. Confirmed. Monthly. 

b. Confirmed. Monthly. 

c. Confirmed. Monthly. 

d. Confirmed. Monthly. 

e. Confirmed. Monthly. 

f. Confirmed. We provide the Top Drug Utilization report on a monthly basis. 

g. Confirmed. Monthly. 

h. We believe that members should be involved in their care and make informed decisions with their physicians. For this 
reason, we do not offer a traditional therapeutic interchange program. Through the following programs, we give members and 
physicians opportunities to switch to lower-cost prescriptions. 

0AW 1 AT HOM E DELIVERY P HARMACY 

When a prescriber indicates that a product is to be dispensed as written (DAW1 prescriptions) on a prescription submitted to 
OptumRx, our home delivery pharmacy, the prescription is subject to review by specially trained pharmacists. When 
appropriate, we call physicians to discuss switching to the generic alternative. If approved, the home delivery pharmacy 
coordinates a new prescription and notifies the member in writing. Additional communication is also included with the home 
delivery pharmacy package. 

Guidelines dictate that generic alternatives are preferred only when clinically appropriate, out of pocket cost is reduced for the 
member and member and physician impact is minimal. Physicians and members make the final determination regarding the 
interchange. 

LOWER COST ALTERNATIVE PROGRAM 

We help the State and its members benefit from savings opportunities through our Lower Cost Alternative (LCA) Program. At 
various touch points, members receive messaging educating them on LCA options, with real-time pricing at retail and home 
delivery. Members have the ability to turn down each LCA opportunity and do not receive additional communication for one 
year about the same opportunity. 

LCA alerts are clinically appropriate and consistent with the member's Prescription Drug List (PDL) and benefit structure. Touch 
points may include customer service advocates, clinicians and the member Web portal. 

Examples of how we engage the State members include: 

• Customer service and clinicians-When members make inbound calls, advocates providing first-line support receive 
automated benefit-specific notifications of lower-cost options to discuss with members. 

• Member Web portal- Members loaaing into our website receive an automated alert notifying them of specific lower-cos, 
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options. 

' \ , Marketing outreach-Education from targeted mailings and personal phone calls notify members of LCA opportunities to 
discuss with their physicians. 

• Point of Service-When a member fills their medication at a retail pharmacy, the pharmacist receives a message to 
discuss LCAs with the member and the physician. 

i. Confirmed. Monthly. 

j. Please refer to the attachments titled 1 .151 _Sample Pharmacy Reports located in Section 28 of this response. 

k. Please refer to the attachments titled 1.151 _Sample Pharmacy Reports located in Section 28 of this response. 

I. Confirmed. Monthly. 

m. Please refer to the attachments titled 1 .151 _Sample Pharmacy Reports located in Section 28 of this response. 

n. Please refer to the attachments titled 1.151 _Sample Pharmacy Reports located in Section 28 of this response. 

o. We provide the Managed Pharmacy Cost and Utilization by Month report on a monthly basis. Please refer to the attachments 
titled 1.151 _Sample Pharmacy Reports located in Section 28 of this response. 

Provide an analysis report indicating which prescription drugs would not be included and which prescription drugs 
1.152 would be added to the State's current formulary. Refer to http://das.nebraska .gov/Beneflts/Active/2019/2019July

DecPrescri tionDru List. df for the State's current formular . 
!Sponse: 

As the incumbent carrier, the current formulary would remain in place as it is today. 

1
_
153 

Describe the current formulary appeal process to address member concerns regarding formulary alternatives or 
provider indications of medical necessity. 

Response: 

Administrative and clinical reviews support benefit plan coverage determinations. 

Administrative reviews are based on benefit design and conditions of coverage that typically do not require clinical information 
from the physician. Examples include: 

1. Supply limits without clinical overrides, such as quantity or frequency of medication dispensed per copayment 
2. Pharmacy network requirements 
3. Plan exclusions 
4. Preferential coverage of lower-tier medications 

Clinical reviews are based on application of clinical criteria as a condition of coverage to an individual member. Our criteria are 
developed by our UnitedHealthcare National Pharmacy & Therapeutics Committee (NP& TC); reviews typically require 
additional member information from the physician. 

Following are descriptions of our administrative and clinical, ERISA-compliant appeals processes for pre-service and post
service transactions. 
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ADMINISTRATIVE AND CLINICAL APPEALS PROCESS I 
Pre-service transactions occur before a medication is dispensed. Post-service transactions are those for which members havr 
paid all, or some, of the prescription cost at the point of service and submit a paper claim for reimbursement. 

If a member, member's representative or member's physician submits a request for benefit coverage, trained clinicians review 
the request and approve or deny coverage according to clinical criteria or plan design. Written notification outlining the decision 
is sent to the member. If the decision is an adverse benefit determination-denial or reduction of benefits-the letter also 
provides instructions for filing an appeal. 

The following steps outline the appeal process: 

• The member, member's representative or member's physician initiates a first-level appeal by submitting additional 
information outlined in the appeal Instructions. Instructions for filing an appeal are included in denial of coverage letters or 
members may obtain direction by calling the customer service number on their ID card. 

• Our dedicated appeals unit reviews the additional information to determine if medication use meets coverage conditions 
specified or intended by the plan. Our review staff includes benefits specialists for administrative issues and pharmacists 
and physicians for clinical issues. We employ clinicians with a wide variety of specialties and experience to conduct 
comprehensive reviews; however, if we do not have the appropriate specialties and licensures required to review an 
appeal, we contract with independent review organizations to provide necessary expertise. 

• If approved, benefits are authorized. If denied, members and physicians are notified in writing and informed of their right to 
a second-level appeal, if required by state law. 

• If the member, member's representative or member's physician submits a second-level appeal, it is reviewed by appeals 
staff not involved in, nor subordinate to those who performed, the original review. The second-level appeal decision is final 
and binding. 

• If the initial denial is upheld, written member notification communicates the right to civil action. 

URGENT CLAIMS 

If urgent orocessing is required, an initial benefit determination is provided to the member within state-reauired timelines. 

1 
_
154 

Are any generic drugs considered "non-preferred" in the proposed formulary (i.e., subject to the "non-preferred" 
copay)? If yes, describe in detail and provide examples. 

Response: 

Unlike traditional formulary approaches, our Prescription Drug List (POL) strategy assigns tier status based on overall health 
care value of medications. Certain brand-name medications may be placed in Tier 1 to offer members affordable and effective 
treatment options, while some generic medications may be placed in Tier 2, Tier 3 or Tier 4 to reflect their relative therapeutic 
and economic value. Cost levels/tiers are assigned to medications based on an evaluation of medication cost, clinical value and 
overall health care cost. We encourage use of the highest-value medications by placing them in the lowest tier regardless of 
brand-name or generic status. When generics are placed in a higher tier, we continually monitor their price to move them to a 
lower tier when warranted. 

1.155 

Does the formulary currently exclude any prescription drugs from coverage? 

If yes: 
a. provide a list of those excluded from coverage 
b. indicate the notification process for any future changes to the exclusion list, including the amount of 

advanced notification that will be provide to the State and its members and the form the notification will take 
If no: 

a. Confirm that no such future exclusions will be required during the term of this contract? 
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Response: 

trategic drug exclusions are an option tor customers who want to manage their drug spend very closely. Prescription 
medications approved by the FDA are included on our Prescription Drug List (POL); however, some drugs may be excluded 
from coverage under the benefit plan. For example, many standard benefit plans exclude coverage for certain medications for 
which therapeutically equivalent or over-the-counter (OTC) equivalent alternatives are available. 

We do not make the decision to recommend excluding medications from benefit coverage lightly. While we understand that 
exclusions may be disruptive, they are beneficial, especially in situations where medications ofter no additional health care 
value over other equally effective options. By excluding certain prescription drugs, we are often able to negotiate more 
aggressive discounts or higher rebates for drugs intended to treat the same condition. This approach results in a lower overall 
net cost for the medication class while maintaining affordable options for members. 

When we make updates to the Prescription Drug List, we recognize the importance of communicating to affected members 
prior to the effective date due to the potential for disruption. 

As such, we contact customers at least 90 days before the effective date of any benefit coverage exclusion to explain our 
rationale. We also send letters to affected members, at least 30 days prior to implementation, encouraging them to visit 
myuhc.com or contact member services for further information and to work with their physician. 

Please refer to the attachment titled 1.155_Strategic Exclusions located in Section 28 of this response. 

1.156 Do the manufacturer agreements contain provisions that limit the amount the manufacturer can raise the AWP price 
of prescription drugs each year? If yes, describe. 

Response: 

' (e help customers mitigate the risk of increased drug costs by implementing a ceiling, or Maximum Allowable Price, on the 
.~jority of brand name, rebateable drugs. In fact, we have successfully negotiated Price Protection on nearly 99% of our 

rebateable drugs. 

Our inflation cap payments or Price Protection is a guarantee by drug manufacturers that the wholesale price inflation of a drug 
does not exceed a certain level within a given timeframe. If a drug's inflation does exceed the threshold within this timeframe, 
the manufacturer refunds the difference between the actual inflation and that threshold as a ercent of WAC. 

1.157 What reporting will be provided to the State to demonstrate such manufacturer price limit agreements provide 
meaningful benefits to the State? 

Response: 

Rebates earned from price protection from inflation clauses in our rebate contracts are aggregated into and not separated out 
from our base rebate re ortin . 

What is the current number of retail pharmacies in the network? 

Response: 

There are over 67,000 pharmacies in our broad national network. 

1.159 List any pharmacy chains excluded from the retail pharmacy network. 

Response: 
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Our national network does not exclude any major pharmacy chains. 

1.160 

Perform and provide a GeoAccess (driving distance) analysis based on the contracted pharmacy network. 
Utilize the access standards in the table below for the analysis. 

Provider Type Urban and Suburban Enrollees Rural Enrollees 

Pharmacies 2 in 20 miles 2 in 35 miles 

Response: Please refer to the Geo Access Report included in Section 2B of this response. 

Provide the number of participating retail pharmacies that were terminated from the network in the past 24 months: 

I 
Termination Rates 

1.161 By Organization+ 

I-

By Pharmacy++ 

# of 
Pharmacies 

%of 
Pharmacies 

Reasons for Terminations 

,. 
+when the termination is initiated by the Contractor 
++when the termination is initiated by a pharmacy 

Response: 

# of % of Termination Rates 
Pharmacies Pharmacies 

Reasons for Terminations 

By Organization+ 151 0.01% 

-

By Pharmacy++ 

I 
+when the termination is initiated by the Contractor 
++when the termination is initiated by a pharmacy 

Violations 

The number of pharmacies that have voluntarily 
left our national network is not tracked. 
Pharmacies are constantly closing, merging, 
opening and re-credentialing, the most common 
reason for leaving our network in 2018 was I 
facility closure due to economic or other causes 
not related to our contracting relationship. j 

1.162 Using the pharmacy identifier on the provided PBM Claims Data File, identify and list all pharmacies that are not in 
your proposed retail pharmacy network. 

Response: 

Please refer to the pharmacy disruption included in Section 28 of this response. 
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The State has designed its pharmacy plan benefits to minimize the use of manufacturers' coupons or savings cards. 
Does the retail network agreements allow pharmacies to utilize manufacturer coupon and other programs to 

'~·
163 

circumvent plan design incentives and disincentives? What action is taken to deter or minimize the use of 
manufacturer's cou ans? 

Response: 

The decision to accept coupons or copayment cards as part of a claim payment is a decision made by the dispensing 
pharmacy. The NCPDP standard for claims processing, which we adhere to, supports the adjudication process by allowing for 
multiple claims between the pharmacy and multiple payers, which may include a coordinated secondary payment transaction 
such as a pharmacy coupon or copayment card. 

1.164 What options are available to members regarding Prescription Drug Discount card programs for entities that do not 
accept the branded card used by the Contractor? 

Response: 

In the past, physicians routinely gave patients complimentary samples. Now, physicians are increasingly providing coupons as 
an alternative. Although the coupon reduces the financial burden on the member, it can undermine a successful benefit plan 
strategy. 

Along with increasing costs for customers, coupons are not universally accepted as a legitimate business practice. As coupons 
may be interpreted as payments to induce the use of specific products, they are banned in federal programs-such as 
Medicare-as a violation of federal anti-kickback statutes. 

We drive value to the pharmacy benefit by providing the member the right medication, at the appropriate time, for the right 
price. We recommend customers implement the following strategies to minimize the impact of coupons: 

• Implementing the Coupon Adjustment Benefit Plan Protection program as a real-time solution that counts the amount a 
member has paid for a prescription toward deductibles and out-of-pocket maximums and excludes amounts paid by the 
manufacturer's copayment card program. 

• Maximizing Home Delivery Pharmacy utilization as coupons are not accepted at home delivery 

• Increasing copayment tier differentials to make discounts less appealing 

• Excluding certain heavily promoted brand drugs when there are multiple lower-cost alternatives 

• Utilizing our designated specialty network as we no longer redeem coupons for certain specialty medications 

• Expanding the Step Therapy Program 

• Educating members on the negative impact of coupons 

1.165 What programs are available that can increase rebates to card programs. 

Response: 

We do not have card programs that increase rebates. 

Response: 

·~!.e have described each component of the Home Delivery Pharmacy process below, including our security and anti-tampering 
__ ) ategies. 
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ORDER SUBMISSION 

We offer several options for members and prescribers to order new prescriptions from our Home Delivery Pharmacy. Membe· 
may submit prescriptions by mail and prescribers may initiate new orders by phone, mail, fax, ore-prescribing. Members or 
prescribers may submit refill orders by telephone through a customer service agent or our IVR system, our website, or mail. We 
encourage members to expedite refill orders either by ordering online or calling our automated IVR system. New members 
receive a welcome kit that includes a description of our Home Delivery Pharmacy process and a convenient order form. 

ORDER CAPTURE ANO ENTRY 

Following submission of a new or refill prescription order, we scan the information into our system using imaging software. This 
image capture initiates our electronic documentation process. The prescription is assigned a barcode to-further maintain 
accurate tracking throughout the order dispensing process. Once the order is logged into our system for tracking, a licensed 
pharmacy technician reviews the prescription for completeness, authenticity, clarity and alterations. If the prescription is not 
complete or is not legible, the technician contacts the member or prescriber to obtain the necessary information. 

ELIGIBILITY AND COVERAGE SCREENING 

Once we verify the prescription information is complete, our system screens and adjudicates the prescription according to 
member eligibility and coverage status. If the member is not eligible or the drug is not covered by the member's plan, the 
system denies the claim. We then contact the member by phone within 48 hours to notify them of the denial and provide the 
reason for the denial. In addition, we send written notification of the denial to the member. 

PHARMACIST INTERVENTION AND DRUG REVIEW 

A licensed pharmacist reviews each prescription for accuracy and screens for clinical appropriateness and safety. In addition, 
our system automatically scans the prescription against our DUR and prior authorization edits and alerts the pharmacist if there 
is potential for adverse interaction or if the prescription is subject to prior authorization or clinical edits, such as step therapy. If 
limits apply, the pharmacist flags the prescription for coverage determination. If a safety issue exists, the pharmacist contacts 
the prescriber to discuss the issue and obtain a revised prescription if necessary. 

If a DUR or prior authorization determination is required, a pharmacist contacts the prescriber to obtain the necessary clinical 
information. If the information submitted by the prescriber does not meet the criteria established by the customer (for exampk 
the member does not meet medical necessity criteria for the prescription), the claim is denied and we send written notification 
to the member. If the information submitted meets the required criteria, we approve the claim and route the prescription for 
fulfillment. 

FULFILLMENT 

After a prescription is approved, the claim system electronically records the approval, processes the member's check, money 
order, or credit card payment and initiates the fulfillment phase. This phase includes a series of automated tasks through which 
the system identifies the type of medication, determines whether the medication is prepackaged or countable (for example, 
ointment versus tablets), flags the appropriate bottle size, if appropriate, and auto-dispenses the medication. 

Our facilities employ an advanced pharmacy system (APS) for high volume fulfillment purposes. After an order is successfully 
imported, it is placed into the APS database to begin the filling process. Automated tasks are monitored and supported by a 
team of pharmacists and pharmacy technicians. 

PHARMACIST VERIFICATION 

Following the fulfillment phase, a pharmacist performs a final verification of the prescription to confirm that the correct 
medication and quantity have been dispensed. This verification includes direct visual inspection of the medication dispensed. 
This verification phase is tracked through an electronic audit trail that time stamps the verification and notes the pharmacist 
performing the review. If an error is noted, the reviewing pharmacist flags the order for correction and re-dispensing. If the order 
is correct, it is flagged for shipping. 

SHIPPING 

Our Home Delivery Pharmacy staff packages approved and verified orders. All medications, including those requiring cold 
storage, are shipped in Kodiakotton, a recyclable, biodegradable and eco-friendly natural fiber Styrofoam alternative that is able 
to maintain standard refrigerated temperature of (2°- 8°C) for up to 50 hours. The packaging is designed to protect and secur 
the medication while also facilitatin the bio-disinte ration rocess, reventin waste and su ortin our efforts to romote 
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sustainable solutions. Temperature indicators are included with select refrigerated packages, based on the allowable 
temperature range of the medication. 

,jost prescription orders are shipped by USPS First Class mail. As required, we ship urgently needed medications and 
injectable drugs through overnight carrier or expedited delivery. We also require a signature for delivery of orders, as 
appropriate, for controlled substances or high-cost medications. We accommodate delivery to either a member's home or a 
physician's office. 

After an order has been packaged and manifested in our system, a file is exported to the host system. The file contains 
complete tracking of the order's fulfilment. An IVR call is placed to members to notify them when an order is shipped, or they 
may receive an SMS text notification and/or email. 

SECURITY AND ANTI-TAMPERING STRATEGIES 

We use a vigorous quality control system, which includes multiple human and digital checkpoints, to thoroughly monitor and 
inspect every prescription submitted to our Home Delivery Pharmacy facilities. Our comprehensive review includes checks for 
legibility, evidence of tampering, medication name, directions, and quantity. Orders that indicate a potential fraud or forgery are 
electronically sent to a pharmacist for review. The reviewing pharmacist may contact the prescriber or the member to address 
the issue. An electronic color image of all prescriptions is maintained in the system for historical reference. 

In addition, we confirm the integrity of every item shipped from our facilities by mailing medications in a tamper-evident plastic 
mailer that requires the destruction of the bag to gain entry. We seal bottles hermetically with aluminum, tamper-proof seals 
and dual-use caps that allow members to select twist-off or childproof functionality. As an additional layer of security for opioid 
products, warning labels and special caps are provided to highlight the risks of addiction and abuse. 

DRIVING VALUE 

We align with State of Nebraska's interests to drive value to the pharmacy benefit. Our synchronized and transparent approach 
adds value to the health system and aligns with customer goals. We maintain efficient, technologically advanced procedures for 
dispensing Home Delivery Pharmacy prescriptions and safeguarding the security and integrity of all medications shipped from 
"'Ur facilities. We offer accurate, efficient Home Delivery Pharmacy dispensing that combines the latest automation 

.thnologies with eyes-on inspection and verification at multiple checkpoints throughout the fulfillment process. The following 
diagram details our overall fulfillment process, including the kind of rigorous quality assurance measures we perform to help 
State of Nebraska's members receive the correct prescription as quickly and efficiently as possible. 

1.167 Provide the locations of all Mail Order facilities nationwide. 

Response: 

We own and operate four Home Delivery Pharmacy dispensing facilities based in Carlsbad, California; Overland Park, Kansas; 
Las Vegas, Nevada and Jeffersonville, Indiana. 

1.168 Describe the standard floor limit for accepting prescription orders from members without the correct payment? 

Response: 

We extend a $100 ship-and-bill or floor limit to members. In the case of nonpayment, a prescription may be shipped by request 
to the member if the total of the order and the outstanding balance does not exceed the standard ship-and-bill limit of $100. 

The participant receives a bill for the copayment amount due. 

The $100 limit is adjusted only in specific situations pending approval from senior leadership. 
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1.169 Provide location information on specialty pharmacy if different from Mail Order Facility. 

Response: 

Our national specialty pharmacy facilities are located in Jeffersonville, Indiana and Las Vegas, Nevada. We provide the majority 
of specialty medications and injectables through our internal specialty pharmacy, BriovaRx. 

Additionally, 13 regional locations support our national pharmacies, as needed. 

1.170 Describe the relationship with the specialty pharmacy, including if it is part of a specialty pharmacy network. 

Response: 

OptumRx, an affiliated UnitedHealth Group company, is our primary provider for specialty pharmacy services and medications. 
OptumRx also works on our behalf with external vendors for the dispensing of certain specialty medications with limited 
distribution channels, home-infusion services and backup specialty pharmacy services. 

OptumRx Home Delivery Pharmacy offers a digital platform that provides members with an unparalleled experience. Our digital 
platform includes text reminders, Hassle Free FIii enrollment, low cost alternatives, medication management and much more to 
help promote adherence and continuity of care. These digital capabilities help OptumRx Home Delivery drive 13.4% greater 
adherence than retail pharmacies (90-day supply) for the top five chronic conditions. 

Additionally, owning our Home Delivery Pharmacy and Specially Pharmacy facilities offer the State and its members improved 
efficiencies, reduced costs and enhanced quality control. These advantages are leveraged into our competitive pricing and 
deliver enhanced value. Additionally, our Home Delivery Pharmacy facilities encompass our award-winning customer service, 
clinical programs and adherence strategies to improve health outcomes and respond directly to members' needs. 

Ownership of these facilities provides the following benefits: 

• A reduction in overall drug costs: Through our purchasing power and strong relationships with wholesale manufacture 
we maintain aggressive discount pricing that allows us to offer competitive rates across mail, specialty and retail. 

• Streamlined operations: We reduce our reliance on subcontracting which lowers administrative costs and eliminates 
barriers to service. 

• Enhanced quality:We offer direct control over the quality of service and care delivered through our facilities. Through 
diligent application of Six Sigma techniques, we promote accountability and a disciplined approach to managing ongoing 
quality improvement. 

We continue to explore opportunities to maximize our capabilities to further enhance the value we deliver to our customers . 

1.171 Provide the definition and qualification criteria of a specialty drug. 

Response: 

Our definition for Specialty Drugs is: Prescription Drugs available at UnitedHealthcare's Specialty Pharmacy, including: (a) 
biotechnology drugs; (b) orphan drugs used to treat rare diseases; (c) typically high-cost drugs; (d) drugs administered by oral 
or injectable routes, including infusions In any outpatient setting; (e} drugs requiring ongoing frequent patient management or 
monitoring; and (f) drugs that require specialized coordination, handling and distribution services for appropriate medication 
administration 

1 _ 172 Describe how the State is notified of the pricing terms for new specialty drugs including how far in advance such 
notice is provided. 

Response: 
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I We report this information to the State through our website, clinical publications and quarterly and annual customer reviews . 

. 1e proactively assess the cost and clinical impact of new products, including blockbuster brand-name medications, brand
name medications about to lose patent status and emerging generic medications. 

Prospective review identifies and assesses the potential effect of changes in best practice or changes in medication usage or 
status, such as FDA warnings. Key resources include: 

• FDA websites 
• FDA reports 
• The Pink Sheet 
• Pharmaceutical Approvals Monthly 
• Pharmaceutical Business Review 
• Adis Insight 
• BioMed Tracker 
• Drug manufacturer information 

Our First Mover process provides expedited review for the impending release of high-cost, high impact therapies. We start 
monitoring new therapies, which are projected to have significant cost impact to customers and members, 12 months to 18 
months prior to their anticipated launch. 

These therapies are evaluated for drug utilization management strategies and receive expedited clinical decisions and 
implementation once FDA approved. Our clinical analytics team also conducts a post-launch analysis to assess clinical and 
economic outcomes, including adherence, strategy impact and utilization patterns. 

1 _ 173 Describe any separate plan design that can be implemented for specialty drugs that would include generic, preferred 
brand, and non-preferred brand tiers . 

. ,esponse: 

The State has three coinsurance plans and two copayment plans. They already have the Restricted Ancillary Generic Drug 
Policy in place to drive generic/lower-cost drug utilization (Tier 1 copayment plus ancillary penalty). They have exclusive 
specialty with zero grace fills . Additionally, they have medical necessity and Notification/PA to ensure proper utilization of these 
drugs. Plan design considerations include the following: 

• For the copayment plans, the State could implement separate tiered copayments for specialty drugs specifically as their 
current tiered copayments are quite low for specialty drugs ($5/$30/$50 and $5/$40/$60). The State has our Advantage 
PDL so the tier placement would be determined by the Advantage PDL as it is today. They could add a separate flat or 
tiered copayment for specialty drugs. 

• For the coinsurance plans, they wouldn't experience any difference since the coinsurance is the same for all tiers on 
these plans. They could implement a higher coinsurance applied to all specialty drugs with a min/max. 

1 
_ 174 Describe the courier services utilized for specialty product delivery and how courier service vehicles maintain 

temperature control. 

Response: 

We are dedicated to being our customers' trusted champion in the pharmacy benefit arena. Intrinsic to achieving this is gaining, 
and keeping, our customers' trust. We take seriously the responsibility to safeguard our patients' medications, and we closely 
monitor our specialty pharmacy fulfillment process to maintain product quality. To confirm that specialty medications retain 
potency, quality and sterility, we follow stringent procedures for inventory management, product storage and maintaining the 
cold chain. 

1VENTORV MANAGEMENT 
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To protect potency and freshness, we do not routinely stock products with an expiration date of less than 90 days from the time I 
we receive it. When dispensing 90-day supplies for Medicare Part D members, we check for an expiration date of at least six 
months from the date dispensed. We maintain a just-in-time inventory and keep two days' supply with a half-day safety stoc~ 

PRODUCT STORAGE 

Upon receipt, medications are placed into storage units-refrigerators or freezers-based on product specifications and 
storage requirements. We monitor each storage unit for acceptable conditions. If a storage unit fails to maintain the appropriate 
storage temperature, support staff takes corrective action. 

MAINTAINING THE COLD CHAIN 

We strictly adhere to manufacturer guidelines for product sensitivity and stability. When shipping to extremely cold areas
those that may not exceed 32 degrees on the day of receipt, we package refrigerated medication in special Thermal Bag 
containers to keep the medication from freezing. 

Temperature chamber testing is performed at an International Safe Transit Association (ISTA) Certified third-party laboratory to 
validate packaging maintains the appropriate temperature and adheres to ISTA 7E summer and winter profiles. 

COLD CHAIN DELIVERY 

We ship temperature-sensitive medications in carefully designed temperature-controlled packaging. We have researched, 
benchmarked, tested, refined and re-tested our packaging systems for many years, with results certified by a third-party test 
laboratory. Our cold chain packaging meets manufacturer required storage conditions, as described in United States 
Pharmacopeia. 

The amount of time a package takes to arrive is a critical variable. We use biodegradable, eco-friendly packaging that 
maintains our standard refrigerated temperatures (2°- 8°C) for over 36 hours. While the standard is to protect inside package 
temperature for 24 hours, our packaging supports a 36-hour shipping and delivery duration. 

Temperature indicators are included with select refrigerated packages, based on the allowable temperature range of the 
medication. The indicator changes color if the contents of the cooler exceed the acceptable temperature range. Members art> 
directed to contact our specialty pharmacy if the indicator has changed color. ' 

We also consider the outside temperature range through which the package is expected to travel. Shippers use a variety of 
external temperature profiles to test their packaging, with many using the 1ST A 7E standard for summer and winter to qualify 
their cold chain packaging. 

We use a more severe temperature profile, in addition to the ISTA 7E summer profile, to promote realistic testing. We base our 
hot delivery profile on the hottest day in a southern city, such as, Phoenix, Arizona, where 110 degrees is the average recorded 
temperature in July. Additional testing is conducted up to 120 degrees. 

Our packaging is designed and tested to perform reliably under the harshest conditions-from our facility to the member. Every 
refrigerated shipment is shipped ·Overnight to avoid temperature excursions and inclement weather. 

SYSTEMATIC TESTING 

We have developed lightweight, efficient packaging solutions that meet the toughest challenges of the distribution system. In 
addition to controlling temperature, we take cost, complexity and environmental impacts into account. 

Our intensive, persistent research results in better service to members. Our carefully tested containers perform where it matters 
most-protecting fragile medications shipped in the most extreme temperature conditions. 

Lane studies were performed verifying that our packing methods met standards through UPS; this study allowed us to build our 
own summer shipping profile based upon these results. 

1.175 Describe any limits on certain specialty drugs to less than 30 days' supply for a patient's initial prescription. Indicate 
which drugs and the days' supply limit. 
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I Response: 

le align our interests with our customers' to manage the pharmacy benefit as efficiently as possible, continuously seeking 
• .Jays to improve member health outcomes while reducing the cost of care. Medication wastage contributes to high pharmacy 
costs with no added value to the member or the State; therefore, we take a multi-faceted approach to minimizing waste 
including: 

• Limiting days' supply to up to 30 to 34 days, bai?ed upon plan design 

• Requiring our specialty network to implement dose optimization programs 

• Requiring our specialty network to establish and support member training and adherence to treatment regimens to 
encourage appropriate utilization 

• Assay management for hemophilia-Our specialty network and hemophilia treatment centers (HTCs) dispense factor 
products very close to the prescribed dose. The National Hemophilia Foundation allows a variance of dispensed factor 
product amounts of up to 10% above the written dosage to accommodate for varying units in vials of the plasma and 
recombinant factor medications. This may be needed when a pharmacy has limited access to a wide array of vial sizes. 
However, due to ample inventories of factor products and purchasing power, our specialty network and HTCs achieve 
an average variance of 1.5% to 3%, depending upon supply. 

Our specialty pharmacy network works with physicians and members to manage medication supply appropriately. Providing 
correct vial sizes, preventing stockpiling and optimizing dispensed dosages reinforce optimal care. 

By limiting the dispensing of specialty medications to a 30 days' supply, as opposed to a 90 days' supply, savings may be 
attained through decreased wastage from changing from one medication to another or when therapy is stopped. 

For specialty medications infused or typically administered by a health care professional, we confirm the dosage is appropriate 
and, at times, recommend adjustments that take into consideration vial size. For Remicade, as an example, our clinicians 
. ""Commend dosage adjustments, as clinically appropriate, to the closest increment of 100 mg (vial size). Our strategy for 

JVeral categories of physician-administered medications includes physician fee schedules based on Average Sales Price, with 
application of necessary clinical policies and claim edits to support appropriate utilization. This allows medication to be sourced 
through buy-and-bill, leveraging appropriate reimbursement for medications with clinical program supports and potentially 
limiting wastage when dosing a partial vial. Buy-and-bill is also less disruptive to therapy when regimen or dosage changes 
occur. 

SPLIT FILL 

For members new to a specific oncology therapy, we send up to a 15 days' supply of medication for the first three months, 
depending on the member tolerance to medication. Member copayments are also prorated related to the amount of medication 
shipped. Members are returned to a retail days' supply upon proven stabilization to therapy (for example, after the completion 
of three months on split fill) . 

We monitor the potential for significant member disruption versus waste avoidance and savings gains. To capture waste 
savings for a subset of members on an oral oncology agent who may discontinue early-approximately 49% in one study-the 
split fill must be applied to all members new to therapy. Included drugs are those with the highest potential for early 
discontinuation: Afinitor, Nexavar, Sprycel, Sutent, Tarceva, Tasigna, Targretin, Votrient and Zolinza. Others may be added as 
they come to market. 

1.176 I Describe any quantity limit rules for specialty drugs and include a list of the quantity limits by drug. 

Response: 

To give members effective and appropriate drug therapy according to FDA guidelines, some medications are subject to Supply 
Limits, based upon the manufacturer's package size, FDA-approved dosing recommendations or other clinical evidence and 
supportive data. Supply Limits consist of: 

I Quantity level limits: Restrict the amount of medication covered for a single copayment 
I 
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-1 In addition to promoting appropriate drug therapy and dose optimization, these programs administer benefits consistent with , 

• Quantity duration limits: Control the quantity of medication covered per specified time period 

the member's plan design, such as the maximum allowed days' supply per prescription. 

For select medications, prescribers may request coverage reviews to obtain approval for an increased quantity of medication. 
Our prior authorization department is staffed with clinical pharmacists and technicians who review requests and determine if the 
request is clinically appropriate, based on our coverage criteria and supported by the member's benefit. 

Please refer to the attachment titled 1.176_Clinical Programs located in Section 2B of this response. 

1.177 Provide the customer and member service operation hours of the specialty pharmacy program. 

Response: 

Members have access to specialty support 24 hours a day, seven days a week through one dedicated, toll-free telephone 
number. 

1.178 Provide a concise description of member service pharmacist support for specialty drugs, including how many 
pharmacists provide member support, the hours of availability and any specialized expertise. 

Response: 

As part of our holistic, "one-stop shop" model, members using specialty drugs have around-the-clock access to expert 
clinicians, pharmacy technicians and licensed clinical pharmacists. These professionals have extensive experience in handling 
questions about chronic, and often complex, therapies. 

Members are encouraged to speak with a clinical pharmacist regarding side effects from their medication or ask questions 
about their therapy or disease state. 

Additionally, members enrolled in our Clinical Management Programs (CMPs) receive consistent support from a dedicated 
pharmacist. Scheduled calls occur monthly, and then move to quarterly, to provide a regular touchpoint for members. 

We also offer live video consultation with BriovaRx pharmacists through Briovalive, a component of our CMPs. We find that 
7% more patients who received a video consultation through Briovalive were adherent to their medications compared to 
patients who did not receive a video consult. 

Members with new specialty medication regimens often have questions or concerns and may be intimidated with self
administration of injections. Patient care coordinators (PCCs) call members with targeted conditions to offer and schedule a 
Briovalive session that coincides with receipt of their first medication shipment. An email confirmation, with information on how 
to join the BriovaLive session, is sent to the member following the call. 

Members are called by PCCs an hour before the scheduled session to confirm they are ready to join. To use Briovalive, 
members connect through a third-party HIPAA-compliant platform and only need an Internet connection and a laptop, desktop, 
or tablet. 

Through Briovalive, pharmacists unbox medications with members and: 

• Review medication and supplies 

• Assist with assembling devices 

• Provide injection training with instant feedback for proper technique 

• Educate on side effects and drug interactions 

• Counsel on proper medication storage 

• Provide general support, encouragement, and reassurance 
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'. 
1.179 Provide a concise description of the member support services provided to members who utilize oncology specialty 

drugs. 

esponse: 

When a claim for an oncology medication is submitted, it is reviewed by a member of our prior authorization team to determine 
if it meets guidelines before it is dispensed. Prior authorization and quantity limits are based on recent evidence-based 
literature and best practices. In addition to verifying eligibility/coverage criteria, our guidelines focus on appropriate medication 
utilization. We engage physicians, when necessary, to enforce protocols from the National Comprehensive Cancer Network 
(NCCI) -an alliance of 21 world leading cancer centers. This includes checking if the drug is appropriate for the diagnosis and 
the dosage is safe for the member's body weight. 

We do not dispense a quantity that exceeds the maximum allowed quantity set by our quantity limits edits or that surpasses the 
total quantity written by the physician. 

Our prior authorization team also checks if following genetic tests were completed, if necessary: 

• Aggressive Systemic Mastocytosis-c-kit Mutational Status 

• Breast cancer-HER-2/neu receptor overexpression 

• Colon Cancer-EGFR expression 

• Leukemia--Philadelphia Chromosome or T3151 mutation 

• Lung cancer-EGFR exon 19 deletions, exon 21 substitution mutations or ALK 

• Melanoma-BRAF V600 or BRAF 600K mutation 

1111 Myelodysplastic Disease/Myeloproliferative Disease-Platelet-Derived Growth Factor Receptor Gene Rearrangements . 

. ,s an added service, smart pill bottles and bi-directional text messaging are coupled with clinical support to help patients 
comply with their treatments 

Patients on specific oral oncology therapies receive a smart pill bottle that glows and chimes to remind the patient to take their 
next dose and other relevant reminders for their therapy. If a dose is missed, this alerts the pharmacy to contact and counsel 
the patient so that they remain on therapy. A pilot study demonstrated a more than 9% increase in patient adherence as a 
result of the smart bottle technology. 

SHIPPING 

Infusible oncology drugs and adjunctive therapy are express delivered direct to a physician office or clinic for administration to a 
specific member. We encourage use of generic drugs and hydration fluids are included with chemotherapy orders, if requested. 
One chemotherapy cycle at a time is delivered to minimize waste if the dosage is changed or the drug discontinued. We also 
customize dispensing parameters, based on the State's needs. 

We dispense a wide variety of oral oncolytics, including limited distribution products, such as Revlimid and Thalomid. Prior to 
dispensing, a clinical pharmacist speaks with the member before scheduling delivery. 

CLINICAL MANAGEMENT PROGRAMS 

Our innovative Clinical Management Programs control costs, manage utilization and improve medication adherence and 
outcomes for oncology members. Our clinical services and analytics teams develop our CMPs using evidence-based literature, 
recent clinical studies and key drug manufacturer information. These programs are reviewed and supported by our NP& TC and 
clinical programs subcommittee, which are comprised of experienced academic and practicing physicians and pharmacists with 
diverse expertise in a wide range of health care disciplines. 

Our CMPs are optional to members and provide education and individualized support, which includes: 

, One-on-one phone consultations with a clinical pharmacist; follow-up calls based on disease state, member need and 
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• 
proactive identification and intervention for members at-risk of non-adherence 

Care plan 

• Disease-specific education mailings to enhance knowledge and understanding of disease state, medication therapy, 
self-management tips and other helpful resources 

• Physician notification and outreach 

• Follow-up assessment and monitoring, as needed 

• Referrals to case management services to coordinate care and minimize barriers to optimizing health 

We also offer the following components of our CMPs to members targeted by our PCCs: 

• Briovalive: The industry's only live video consultation program gives members direct, personal contact throughout the 
course of treatrnent and significantly impacts adherence. Seven percent more patients who received a video 
consultation through Briovalive were adherent to their medications compared to patients who did not receive a video 
consult 

• Briova Bundle: Kits filled with helpful items such as insulated bags, reusable gel packs, stress balls, rubber grippers, and 
water bottles, are sent to members; dry erase calendars are also included to help members take medications as 
prescribed and manage side effects. We also provide a Briova Bundle for pediatric patients 10 and younger. 

CANCER SUPPORT PROGRAM 

The Cancer Support Program provides a comprehensive array of services tailored to individual needs. A member in active 
treatment receives a personalized care plan, which may include short-term education, treatment option support or intensive, 
ongoing case management with an oncology nurse. The member's needs and circumstances determine the frequency and type 
of interventions. Most cancer treatment regimens are highly toxic and result in symptoms and side effects that drive up costs. 
Oncology nurses help mitigate these issues to increase the quality of life and reduce cancer-related medical expenses. 

Our clinical team consists of experienced oncology nurses and dedicated social workers with oncology expertise. Program 
oversight comes from a board-certified oncologist, hematologist and national medical directors who provide input on program 
desiqn, have clinical oversiqht, drive critical interventions and perform case reviews, as needed. 

1 
_ 1

80 
Provide a brief recommendation of how the Specialty Pharmacy will collaborate with the State's selected medical 
carriers to optimize patient care and utilization of specialty drugs. 

Response: 

A synchronized pharmacy and medical benefit offers advantages that go beyond administrative simplicity. We integrate 
pharmacy, medical and lab data to optimize member care, perform predictive modeling and identify members who may benefit 
from interventions. 

• Optimized Care-Synchronized data provides one member profile that highlights timely, accurate and objective 
identification of gaps in care and promotes cost-effective treatment plans. 

• Predictive Modeling-Analyzed medical and pharmacy claims identify individuals at-risk for future health events. Case 
managers initiate the assessment process with the highest-risk individuals. 

• Timely Interventions-Harmonized data quickly identifies potential health care issues and identifies interventions, such as 
referrals to physicians, medication and lifestyle suggestions and enrollment in care/disease management programs. These 
interventions may improve outcomes, prevent the progression of disease and mitigate downstream medical costs. 

CASE AND DISEASE MANAGEMENT 

Proper medication adherence is central to our clinical programs, as Right Medication is one of the four value pillars under which 
our programs are organized, along with Right Provider, Right Care/Treatment and Right Lifestyle. 
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I While our nurses are highly trained to assess members on their medication usage and coach them in the importance of proper 
1,Jse, they do not rely only on self-reporting. Our sophisticated intelligence system within OptumlQ identifies opportunities for 
\~ervention-including adherence-by analyzing medical, laboratory and pharmacy data, pinpointing opportunities to enhance 

. ,,ember care. 

Nurses see which care opportunities are available and prioritize their conversation and interactions to be most impactful and 
beneficial to the member. In the case of non-adherence, the message would appear under the Right Medication category. 

Nurses also receive opportunity alerts if a member would benefit from a lower-cost alternative. Alerts are specific to the State's 
benefit structure and occur when they provide lower costs for customers and members. 

We provide members with information on the most beneficial opportunities to close gaps in care across benefits-not just 
medication-related gaps-in real-time and eliminate redundancies. Our 360 Opportunity Alert System connects with members 
through their choice of channel engagement-nurse, pharmacist, customer service advocate, health coach or member website. 

ADVOCATE4ME 

Our customer service model provides members with an advocate-a single resource-for more extensive requests and 
questions, including support for pharmacy and medical benefit questions, physician research and appointment scheduling. Our 
advocates make the most of every call-from leveraging real-time access to claims data to providing evidence-based 
medication information and education to members considering a medical procedure. 

Advocates also research questions and concerns about complex issues to provide additional support to members. This 
information is used to populate member dashboards, which combines benefit, claim and health data from across our enterprise 
into a single, user-friendly screen. The dashboards also educate our advocates, through automated alerts, on opportunities to 
connect members to additional resources, such as switching to a lower-cost alternative and/or Home Delivery Pharmacy, 
workinQ with a wellness coach or enrollinQ in a case management program. 

, _ 1
81 

Describe any specialty drug categories that are recommended to clients which limit coverage to the pharmacy benefit 
only. 

Response: 

Specialty pharmaceuticals must be managed within the context of total health. As such, our specialty programs manage the 
distribution channel and the conditions those medications are meant to treat. 

As a guiding principle, the method of administration and necessary support services indicates the benefit under which a 
medication is covered. Medications taken orally, self-inhaled, self-injected, self-infused or otherwise self-administered are 
covered under the pharmacy benefit while medications administered by a physician are covered under the medical benefit. 

Carving out health care physician-administered medications from the medical benefit may cause major confusion and disruption 
of the member experience, resulting in appeals and escalations. This has been seen with several large customers who have 
tried this strategy under the false assumption of cost savings. From our medical utilization and reimbursement analyses, there 
is minimal, if any, savings and in several cases, an incremental cost increase. Our contracting with physicians, specialty 
pharmacies and home infusion providers provides appropriate and competitive reimbursement for specialty medications under 
the medical benefit. We help customers understand our strategies and report on utilization, reimbursement and delivery of 
streamlined affordable care. 

When warranted, physicians buy-and-bill-source the medication, inventory it in their office and bill us-as we achieve similar 
or better reimbursement for select categories of specialty medications by contracting our network of physicians to an Average 
Sales Price (ASP) fee schedule. This provides easier access to assisted-administered infusible specialty medications and limits 
physician and member disruption. 

Our ASP-based physician fee schedules and contracting efforts deliver a more competitive reimbursement rate than our most 
-1gressive specialty pharmacy contracted rates for several medical benefit drugs. 
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An example includes Remicade, which historically is sourced through buy-and-bill. Several external PBMs promote the ability to 
achieve a more competitive discount by carving it out to the pharmacy benefit. The majority-over 85%-of our physicians are 
re-contracted to an ASP-based fee schedule with a lower reimbursement rate. This has resulted in a book of business avera{ 
rate that is 8% better than an external PBM or specialty pharmacy achieves. As such, it is preferential for physicians to source 
Remicade through buy-and-bill to provide optimal savings with minimal physician and member disruption. Incremental savings 
are also achieved as wastage is avoided when physicians use a remaining amount from the multi-dose vial for another 
member. 

Approximately half of our specialty medications are distributed directly to the member and reimbursed through the pharmacy 
benefit. Due to the trend toward self-administration, we assist members with their treatments to promote adherence and help 
customers manage costs. Our disease-focused programs are aimed at the highest-cost conditions requiring the greatest 
volume of medications (oncology, cardiac and musculoskeletal conditions). Our specialty pharmacists collaborate with our 
UnitedHealth Group partners to manage these disease states and associated medication therapies-regardless of the 
distribution and reimbursement channels. 

1.182 Describe what procedures or management tools the organization has in-place to manage the use of manufacturer 
coupons for high cost drugs. 

Response: 

Coupons and copayment cards for high-dollar specialty prescriptions may be accepted as part of our patient assistance efforts. 
These situations would involve rocessin a seconda , coordinated claim to allow the member the benefit of a discount. 

1_183 Describe any specialty drug copay assistance programs (e.g. variable copay design, concierge service) available to 
reduce the State's Plan costs and describe any member impact and Plan requirements to implement. 

Response: 

Real-time solutions and continuity of therapy are crucial in improving health outcomes, especially for specialty-utilizing 
members. To avoid interruptions in drug therapy if a member expresses financial hardship, we refer qualified members to 
financial assistance programs that offer copayment assistance. One qualification for copayment assistance is that the 
member's primary insurance first covers a portion of the medication cost. We also coordinate third-party payment and 
dispensing for certain specialty medications through these programs. 

In addition, we accept payment from patient advocacy groups that offer partial or full financial assistance to eligible members. 
We do not work directly with pharmaceutical companies to dispense drugs through these programs. 

Our specialty pharmacy patient care coordinators have access to a Web-based tool (Patient Assistance Program Database) to 
search for programs that may provide options for the State's members. We continually research additional programs for future 
inclusion to offer comprehensive assistance for those in need of alternative coverage. 

Programs that offer support include pharmaceutical manufacturers, state-mandated programs, non-profit organizations, the 
HealthWell Foundation and the Patient Access Network Foundation. 

How will the State be kept informed of changes to clinical management rules? 

Response: 

We work at both the macro and hands-on level to assist the State with coverage and benefit strategies around emerging over
the-counter (OTC) medications, generics, patent expirations and other market changes. 

At the hands-on level, the AMT models proposed plan design changes to identify financial and clinical opportunities that align 
business solutions with the State's specific needs. 

At the macro level, we keep the State notified of market events in a number of ways: 
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I question and answer discussions. 

UnitedHealthcare sends a monthly electronic newsletter to customers, Customer Connection, which summarizes 
important pharmacy news including Prescription Drug List changes, generic launches and new program offerings. 

Provide a sample client management report that details clinical rule activity and savings 

1.185 

Response: 

a. Provide a sample of client clinical management performance report. 
b. Describe PA, step therapy and quantity level limit program capabilities. 
c. Attach a list of drug categories for which such programs can be applied. 
d. Briefly describe drug utilization review (DUR) process and indicate which point-of-sale edits can be 

overwritten and which are "hard" rejects. Include a list of point-of-sale edits. 
e. Provide the detailed utilization management program list, including specific drugs names in each program. 
f. Provide a sample DUR report that is produced and made available to clients. 

a. Please refer to the attachment titled 1.185 Sample Client Management Reports included in Section 28 of this response. 

b. For certain medications, physicians are required to provide additional information to our Prior Authorization Unit to determine 
if coverage is consistent with the member's benefit design or meets clinical criteria. Certain medications use contingency edit 
technology. Our claims system automatically searches the member's prescription and medical claims history at the point of 
service for specific medication markers, such as trial of first-line medications, diagnosis, or member-specific requirements, such 
as age. If the processed claim meets pre-defined criteria, the medication is dispensed without further review. Our standard Prior 
Authorization coverage is based on FDA-approved or proven uses of medications and includes several therapeutic 
classes/categories, such as acne medications, immune modulators, and oral oncology medications. 

Prior Authorization/Medical Necessity goes beyond drug and diagnosis and evaluates clinical appropriateness of medications 
for condition being treated, severity of condition, type of medication, frequency of use and duration of therapy. If the medication 

deemed medically necessary, coverage is authorized for a specific period of time. Prior Authorization/Medical Necessity 
,,1creases pharmacy benefit performance and reduces variation in medical practice. 

Our Supply Limits program encompasses Quantity Duration (QD) limits-quantity of medication covered within a certain period 
of time-and Quantity Level Limits (QLL)-quantity of medication covered per copayment. Medication-specific limits are based 
on FDA-approved dosing guidelines, medical literature or supportive data. Point-of-service edits limit the quantity of medication 
covered within a certain period of time or per copayment. Standard QD limits include several medication classes/categories
generally maintenance medications-such as antihypertensives, anti-inflammatory agents, long-acting narcotic analgesics, 
sedative hypnotics, statins and erectile dysfunction medications. Standard QLLs include medication classes generally used for 
episodic treatments, such as anti-infectives, migraine medications, antiemetics and ophthalmics. 

c. Please refer to the attachment titled 1.185 Sample Client Management Reports included in Section 28 of this response. 

d. Our Concurrent DUR program screens each retail and home delivery prescription at the point of service before the drug is 
dispensed against the member's prescription drug history. The system checks for inappropriate drug prescribing/utilization and 
potentially dangerous medical implications or drug interactions. 

The Concurrent DUR system includes the ability to provide passive messages, messages with the opportunity for pharmacist 
override (also referred to as soft rejects), and hard edits that cannot be overridden without authorization from the prescriber 
(usually requires prior authorization and clinical review). Soft reject edits reject the claim until the dispensing pharmacist enters 
an override code indicating that the pharmacist has contacted the prescriber or the pharmacy benefit administrator's pharmacy 
call center before the claim can be adjudicated and the medication dispensed. 

Concurrent DUR screening includes: 

HARD EDITS 

Therapeutic dose limits screening for prescriptions of acetaminophen-containing products that amount to over 4 grams of 
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acetaminophen per daily dose 

• Morphine equivalent dose (MED) limit for high cumulative daily opioid doses (prior authorization required for higher 
doses) 

SOFT ALERTS 

• Severe drug interactions 

• Refill too soon 

• Duplicate claims 

• Duplicate therapy 

MESSAGE ALERTS 

• Additional duplicate therapy precautions 

• Additional drug-drug interaction precautions 

• Drug-disease caution screening 

• Over- and under-utilization by dose or duration 

• Drug-allergy contraindications 

• Drug-age precaution 

• Drug-gender precaution 

• Drug-inferred health state, such as pregnancy 

Although the above are recommended as hard or soft edits, additional hard edits may be discussed with the State, if requested. 

e. Our clinical services department has developed evidence-based disease and drug-specific utilization programs under the 
pharmacy benefit. These programs, approved by our UnitedHealthcare NP&TC, consist of POL tiering, Dose Optimization, 
Step Therapy, Prior Authorization/Medical Necessity, Prior Authorization/Notification and Supply Limits. We only implement 
utilization management programs after extensive analysis of impact and ongoing validation, to avoid inappropriate use and 
deliver associated savings. This prevents unnecessary physician and member disruption and delays in accessing 
necessary therapy. Please refer to the attachment titled 1.185 Sample Client Management Reports included in Section 2B 
of this response. 

f. Please refer to the attachment titled 1.185 Sample Client Management Reports included in Section 2B of this response. 

1.186 
What was the overall average DUR savings as a percentage of plan cost in 2018 in reference to Public Sector cases 
similar in size to the State of Nebraska? 

Response: 

The primary objective of our DUR Program is to address safety and utilization concerns at the point of service, before the drug 
is dispensed to avoid the member experiencing adverse effects. With that in mind, our Concurrent DUR Program may save our 
customers between 4% and 8% of drug spend, depending on drug mix and opportunity. 

The intent of our Retrospective DUR Program is to identify drug prescribing and/or drug utilization patterns that may indicate 
inappropriate or unnecessary medication use and notify physicians of potential issues to allow changes, if appropriate. While 
cost savings is not the goal of our Retrospective DUR Program, it yields savings of up to 1 % of drug spend. To measure 
performance, we identify theraov changes that occur following interventions with physicians. 
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1.187 Summarize the DUR edits that detect fraud and/or abuse. 

~sponse: 

We employ various strategies specially designed to address fraud, abuse, and excessive utilization related to narcotics and 
other controlled substances. Our clinical utilization management strategies include both concurrent and retrospective DUR 
interventions. We further supplement our clinical initiatives with standard reporting and real time claims audit services. This 
identifies potentially suspect physician prescribing patterns, pharmacy fraud or abuse, and inappropriate or potentially 
dangerous utilization patterns among members. 

RETROSPECTIVE DRUG UTILIZATION REVIEW 

As part of our retrospective DUR services, we offer the High Utilization Narcotic Program that supports the appropriate use of 
controlled substances. This program promotes optimal pharmacologic therapy for pain management. The program seeks to 
minimize the occurrence of drug abuse, diversion and inappropriate use of opioid analgesics. 

Members must meet at least one of following criteria: 

• Have a supply overlap for two or more extended-release or long-acting opioid analgesic prescriptions 

• See multiple prescribers for prescriptions for the same opioid analgesic 

• Use multiple pharmacies to fill prescriptions for the same opioid analgesic 

The key components of the program are the provider mailings that include: 

• Provider letter 

• Provider education piece 

1 Provider report of individual member utilization 

The provider report includes a request for feedback on the appropriateness of therapy or planned changes to opioid analgesic 
therapy. The primary outcome is the rate of resolution of inappropriate opioid utilization. 

CONCURRENT DRUG UTILIZATION REVIEW 

With concurrent drug utilization review, we employ system-based edits. These edits analyze claims to detect potentially 
inappropriate or dangerous drug use. Examples include: 

• High narcotic usage 

• Duplicate therapy 

• Dosages in excess of daily maximums 

• Early refills 

• Drug-drug conflicts/interactions 

These edits can be set up as "soft" or "hard" (resulting in claim denial). When concurrent DUR identifies a potential problem, 
an on-screen message alerts the dispensing pharmacist. The pharmacist can then resolve the problem appropriately. Custom 
messaging might communicate restrictions on selected drugs such as narcotics or controlled substances. 

Concurrent DUR edits address all potentially addictive drugs such as narcotic analgesics (OxyContin, Duragesic and Vicodin), 
and benzodiazepines (Valium and Ativan). A complete listing of narcotics and potentially addictive drugs covered by these 
edits is considered proprietary and confidential. 

-.EAL TIME AUDIT SYSTEM 

Page 111 of 176 



Real Time Audit System checks pharmacy claims post-adjudication. This strategy benefits our customers by: 

• Reducing erroneous or duplicate claims 

• Detecting patterns of fraud, waste, or abuse 

• Providing more accurate, higher quality claims administration 

All submitted claims (100%) from every pharmacy in our network are processed through our Real Time Audit System. The 
claims run through a set of filters that screen for utilization patterns, cost information, and other criteria. These filters check for 
potential fraud or abuse of controlled substances, including: 

• Duplicate claims 

• Days' supply variations 

• High-dollar/high-cost claims 

• Percentage of drugs in a controlled substance category 

The system flags any claims that do not pass this screening for potential review. Our audit team then investigates claims in 
"real time" and contacts the associated member, pharmacy or prescriber as necessary to verify the claim's accuracy. When 
inaccurate claims transactions have been identified, the pharmacist reverses and resubmits the claims. Sometimes, an auditor 
reverses and reprocesses the claim if the period of adjudication is closed. 

Our Real Time Audit System helps us focus on our other audit activities, which include desktop and on-site audits. Through 
these more detailed audit activities, we incorporate comprehensive report- and data-mining techniques that further support 
detection of significant issues, including potential patterns of fraud, waste and abuse. For example, we compare utilization 
thresholds across groupings of data. This technique reveals inconsistent, excessive, suspicious or aberrant elements. 
Continued drill-down may identify an issue such as potential drug diversion, prescriber or pharmacy fraud, or abuse of 
programs. 

1.188 Describe the "look-back" period utilized for the refill-too-soon edit and indicate whether it includes only the previous 
claim or cumulative historical claims. 

Response: 

To facilitate member adherence, we process refill requests upon receipt as long as the prescription is eligible for refill as 
determined by plan design, which is typically when 75% of the medication supply has been used (for example, on day 67 for a 
90-day supply order). 

If we cannot fill all medication requests submitted on one order, we send a note with the filled medications advising the member 
when the remaining prescriptions are eligible for refill. Should a prescription be eligible for refill in a shorter period of time, that 
medication is placed in queue to be refilled and shipped on the date eligible. A note is sent with the first order to explain that the 
remaining medication will follow shortly. 

1.189 In addition to point-of-sale edits, describe any other tools or programs that are available to detect, prevent, and 
resolve fraud and/or abuse. Also provide a complete description and samples of any documents used. 

Response: 

Our claims adjudication process includes a multi-tiered auditing program of standard auditing services that is available at no 
extra charge to all of our customers. 

Our claims auditing strategies are spearheaded by our unique Real Time Audit System. In concert with audits occurring at 
multiple levels including on-site and desktop, this unique process provides sentinel monitoring for pharmacy, member and 
physician fraud, waste and abuse through various system edits and algorithms. This improves the health system for both 
members and customers by guarding against fraud, waste and abuse. This process includes real time auditing of every singlP 
claim we adjudicate, escalated auditino where warranted, and reporting and notification to the appropriate law enforcement 
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agencies when applicable. 

·,llowing is an overview of our fraud, waste and abuse programs. 

REAL TIME CLAIMS AUDITING 

Our Real Time Audit System is our frontline process through which we detect pharmacy fraud, waste and abuse. This 
proprietary process examines 100% of paid claims upon adjudication, with over 50% of our network pharmacies receiving real 
time audit outreach. Claims are filtered through pre-defined algorithms that screen for appropriate utilization patterns, cost 
information and other criteria that may indicate error or abuse. Claims flagged for potential review are routed into actionable 
queues within three seconds of detection, on average. Our audit team then investigates selected claims flagged during this 
initial screening. A team member contacts the member, pharmacy or physician as necessary to verify the claim's accuracy. If 
an inaccurate claims transaction is identified, the pharmacy reverses and resubmits the claim. If the pharmacy is unwilling or 
unable to reverse or resubmit the claim, an auditor reverses and reprocesses the claim. 

DESKTOP AUDITS 

Desktop audits are conducted throughout each day to examine historic paid claims transactions for unusual patterns. A desktop 
audit may result in an in-depth investigative audit. In these audits, source documentation is required for review from the 
pharmacy or other sources such as wholesalers. Over 20% of our pharmacy network is subjected to desktop auditing each 
year. 

ON-SITE AUDITS 

On-site audits are conducted as necessary from in-depth desktop audits, random selection and internal or external referrals. 
Over 5% of our network pharmacies are audited on-site each year. 

During an on-site audit an auditor reviews a targeted subset of claims. On-site audits may include review of: 

• Hard-copy prescription files 

Daily computer-generated transaction logs 

• Purchase invoices 

• Third-party signature logs 

• Accuracy of data submission 

• Compound and specialty medication orders 

• Return to stock policy adherence 

• Regulatory compliance 

• Presence of expired medications 

• Contract compliance 

• Monitoring of foot traffic and inventory handling 

TARGETED AUDITS 

Targeted audits are proactive efforts to identify fraud, waste and abuse that may be initiated in response to: 

• Drug-specific reports 

• Analytic findings 

Regulatory requirements 
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• Suspicious prescriber billing 

• Billing spikes 

• Ad hoc reports 

• Outlying claims based on quantity and cost 

INVESTIGATIVE AUDITS 

In addition to the significant number of audits procedures designed to detect and prevent waste, abuse and error we also 
perform many investigations annually focused on identifying and documenting potentially fraudulent billing. The types of 
fraudulent billing identified and investigated vary, but include: 

• Phantom billing 

• Pill shorting 

• Dispensing generics but billing for brands 

• Use of grey market drugs (for example, purchasing from illicit sources) 

• Intentional inappropriate billing of compound claims to increase reimbursement or to allow otherwise non-covered 
medications to be paid 

• Identity theft 

• Billing for drugs other than those dispensed 

• Collusion between pharmacies and patients and prescribers 

• Re-dispensing unreversed medications 

• Inappropriate dispensing of narcotics 

IDENTI FY ING MEMBER FRAUD, ABUSE AND DRUG-SEEKING BEHAVIOR 

We help protect against member fraud and abuse by requiring our pharmacies to verify member information by presenting a 
valid ID card. Member eligibility can then be verified in real time with our claims adjudication system. If the member does not 
have an ID card, he or she may furnish suitable identification and ask the pharmacist to contact our Pharmacy Help Desk for 
verification of eligibility. 

1 _ 190 Indicate whether or not a DEA or other provider identifier is required to fill a prescription for controlled substances and 
also describe how such prescriptions are monitored and managed to identify and deter fraud or abuse. 

Response: 

In order to process claims, we require a valid prescriber identification, which may include: 

• National Provider Identification (NPI) 

• Drug Enforcement Administration (DEA) number (when the prescriber NPI is not available) 

• State license number 

DEA NUMBER VALIDATION 

We validate DEA and prescriber identification numbers with a master prescriber file downloaded monthly from Enclarity. 
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We run the check digit routine and verify if the number is created correctly. 

We confirm and validate the submitted ID against the full prescriber file (the DEA number must be on file, or we reject 
the claim). 

Our opioid management strategies promote opioid safety and awareness while reducing related adverse drug events and 
hospitalizations. We promote more clinically appropriate treatments by: 

• Requiring prior authorizations for long-acting opioids. 

• Limiting the use of trans mucosal fentanyl products to members who have pain due to cancer. 

• Adhering to Centers for Disease Control and Prevention (CDC) guidelines for supply limits. 

• Conducting cumulative dose review for outlier opioid users across all opioid prescriptions. 

• A cumulative opioid total daily dose limit that looks across all opioid prescriptions. 

• Limiting initial short-acting opioid prescriptions for opioid-na'fve members. 

In addition, we monitor and address prescription and utilization behaviors through: 

High Utilization Narcotic Program: Identifies members who may be over-utilizing narcotics and analgesics or potentially seek 
narcotics and analgesics inappropriately from several physicians. We review pharmacy claims on a quarterly basis to identify 
members who meet the program criteria. 

Pharmacy Lock-In: The program creates a coordinated view of prescribing patterns. Members must obtain their prescriptions 
from a single pharmacy, reducing the likelihood of overprescribing or conflicting prescriptions. 

High Claimant Program: Pharmacy claims are reviewed to identify members whose medication use shows patterns indicative 
of overuse, such as excessive refills, doctor and pharmacy shopping, therapeutic duplications, and drug interactions, such as 

>ioids and benzodiazepines. 

Monitoring Prescribing: Using pharmacy claims and demographic data, we identify outlier prescribers focusing on excessive 
dosing and duration of opioids, and dangerous combinations of opioids and central nervous system depressants. Through 
peer-comparison reporting based on prescriber specialty, we conduct a multi-level approach that includes outreach and 
intervention. We also help detect prescribers that are suspected of engaging in diversion. 

Unsafe or Inappropriate Combinations of Opioids: Concurrent drug utilization review (DUA) screens for unsafe or 
inappropriate combinations of opioids. We also screen for drug-drug and drug-age interaction, pregnancy, opioid use 
secondary to medication assisted treatment (MAT)-related prescriptions, excessive use, early refills, and stockpiling of 
controlled substances. 

Supporting Chronic Populations and Recovery: We treat afflicted populations and offer ongoing support by providing 
benefit coverage for MAT. We address post-treatment relapse by providing access to emergency rescue medications for 
overdose prevention and coverage of preferred MAT products without prior authorization. In addition, we provide access to a 
free, confidential substance use and treatment helpline, available 24 hours a day, seven days a week. 

Results: Opioid management strategies are having a significant impact. We have seen significant improvement in utilization 
with 19% fewer members using a long-acting opioid and the average dose per day for long-acting opioids has decreased by 
17%. 

1.191 Does the prior authorization rule for drugs used to treat Hepatitis-C (Harvoni or Viekira Pack) take into account 
severity of illness? If yes, provide a copy of the complete criteria for approval. 

Response: 

We continuously evaluate appropriate clinical strategies to produce the best health outcomes and deliver value to our 
customers and members. Prior authorization criteria for hepatitis C agents are evidence-based and incorporate FDA-approved 
~rescribing information and the American Association for the Study of Liver Diseases/Infectious Diseases Society of America 

Page 115 of 176 



(AASLD/IDSA) clinical guidelines. We consider our clinical criteria proprietary and confidential. 

ADMINISTRATIVE PRIOR AUTHORIZATION 

We work collaboratively with the State to establish guidelines for administrative prior authorization override policies. 

Administrative prior authorizations include any decision made not using the utilization management clinical guideline criteria; for 
example: benefit exclusions, withdrawals, dismissals, lack of information, and inquiries. 

CLINICAL PRIOR AUTHORIZATION 

Clinical prior authorization manages the appropriate use of high-cost medications, or highly utilized therapeutic drug categories, 
with potential for inappropriate or unsafe use through clinical evidence-based guidelines. An expert team of clinical pharmacists 
defines our prior authorization guidelines with oversight from physicians and pharmacists on our National Pharmacy & 
Therapeutics Committee. Guidelines are based on nationally recognized clinical practice guidelines, FDA labeling, published 
clinical literature and input from practicing medical experts. Clinical prior authorization also increases formulary awareness and 
provides a basis for tiering decisions. 

Clinical prior authorizations include any type of clinical decision made using the utilization management clinical guideline 
criteria; for example, medical necessity, quantity limit, step therapy, and tiering change requests. 

PRIOR AUTHORIZATION PROCESS 

For either type of prior authorization, the member or physician may initiate the request. A team of licensed pharmacy 
technicians and clinical pharmacists work with the physician's office to gather information needed to make a decision. Upon 
completion, the physician and member receive written correspondence with the decision. If the claim is denied, the member is 
provided with information on how to appeal the decision. 

1.192 I Describe medication compliance and adherence therapy programs. 

Response: 

As medication adherence is important to the effective treatment of many conditions, we offer several adherence strategies ar. 
programs: 

• Prescription Drug List Strategy-When generic alternatives are not available, we may place certain single-source 
brand medications in Tier 1 to give members access to affordable and effective treatment options for maintenance 
medications that treat specific chronic conditions, such as diabetes or asthma. 

• Under-utilization Edit-Identifies prescriptions in specific therapeutic categories for which non-adherence is potentially 
detrimental to a member's health and returns a warning message to the pharmacist. 

• Telephonic Counseling-Identifies potential adherence issues and highlights coaching opportunities for care 
management professionals, based on medication type and refill history. 

• OptumlQ Integrated Clinical Platform-Scans our total population, applying over 1,000 value drivers to establish 
clinical and financial priorities, allowing us to intervene and improve member health earlier, when costs are most 
manageable. 

• Specialty Medication Adherence Programs-Provides ongoing member support and proactive adherence monitoring 
and intervention programs. 

1.193 I Describe how outcomes for specialty drug management programs (ROI, Clinical Results, etc.) are reported. 

Response: 

We provide the State with comprehensive reporting of specialty medication utilization and clinical outcomes, as well as total 
health care savings. The State's AMT provides detailed reporting during annual, semi-annual and quarterly reviews. 
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I PHARMACY BENEFIT REPORTING 

'tur reporting for medications covered under the pharmacy benefit compares the State's current utilization with the previous two 
}riods to show changes in utilization and plan cost. We provide a summary of utilization for each therapeutic class and more 

specific analysis on the top six therapeutic classes utilized by the State members. This analysis includes: 

• Costs billed back to the plan 
• Per member per month (PMPM) costs 
• Comparison with book of business data for benchmarking purposes 
• Total members on therapy 

MEDICAL BENEFIT REPORTING 

We provide an overview of total spend and users for the top therapeutic classes utilized by the State for medications covered 
under both benefits, along with overall trend. Reporting represents the current and one prior period. 

We break the analysis down further for medications specific to the medical benefit to show: 

• Top 20 spend therapeutic classes by channel of distribution (physician office, outpatient facility, other) 
• Top 20 spend drug/drug combinations 
• Top 20 spend users by therapeutic class 
• Change in number of users from previous period 
• Percentage of spend for top utilized medications 
• Top 10 spend providers 
• Savings achieved for medications sourced through Buy and Bill 
• Year-over-year or period-over-period comparisons 
..,. Total specialty drug PMPM and previous-period comparison 

1.194 I Describe policies for lost medication, vacation supplies, and overseas supplies for prescription early refills. 

Response: 

Our general policy for Home Delivery Pharmacy medications that are lost due to shipping error or other circumstances is to 
verify and document the loss, report it to the mail carrier used, and ship a replacement order within 48 hours. Following are 
additional details regarding our policies for handling lost medications. 

MONITORING AND TRACKING 

Home Delivery Pharmacy staff document and monitor reports of lost medications in our complaint tracking system. When we 
receive notification of a loss, we research the order to verify the ship date. For orders shipped first class by the United States 
Postal Service, which is approximately 85% of all orders shipped, we confirm the order as lost, seven working business days 
after the verified ship date. For orders shipped through alternative carriers, such as UPS or FedEx, we verify delivery issues 
through the carrier's tracking system. 

If a member alerts us of a potential loss before seven days have passed, we ask the member to wait to see if the order arrives 
to rule out shipping delays before verifying the shipment as lost. We also verify that the member has sufficient on-hand 
medication. If the member lacks an adequate supply, we may initiate a replacement order. 

REPLACEMENT ORDERS 

If a loss is verified, we typically send a replacement by overnight delivery. If the cost of the medication is over $2,000 or the 
rriedication is a controlled substance, we require a signature at delivery. In addition, for controlled substances we contact the 
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member's physician to obtain authorization before sending a replacement order. 

LOCATING LOST DRUGS 

We make an attempt to locate lost orders by reporting losses directly to the mail carrier used to ship the medication. A formal 
complaint is opened if the loss is a controlled substance or if it is valued at more than $2,000. We ask carriers to return orders 
reported as lost to us. 

If a member subsequently reports that he or she has received the original order previously verified as lost, the member can 
keep it by authorizing a charge for the additional order. If the member refuses the charge or does not wish to keep the second 
order, we send a postage-paid return envelope and ask the member to return it to us. 

MANUFACTURER CREDIT 

We assume the costs for lost medication. We do not receive manufacturer credit for losses. 

We can accommodate approvals and refill-too-soon edit overrides for vacation refills and extended travel periods when allowed 
by the State's plan design. Our Home Delivery Pharmacy can execute the override as requested during fulfillment and a retail 
pharmacist may contact a Help Desk Technician to process the override. 

VACAT ION AND TRAV EL O RDER S 

We can accommodate approvals and refill-too-soon edit overrides for vacation refills and extended travel periods when allowed 
by the State's plan design. Our Home Delivery Pharmacy can execute the override as requested during fulfillment and a retail 
pharmacist may contact a Help Desk Technician to process the override. 

1.195 I Describe policy for synchronization of prescriptions (refer to Legislative Bill 442). 

Response: 

When a retail pharmacy receives a request from a member to sync eligible medications as outlined in Legislative Bill 442, the 
retail pharmacy will call the Opium Rx pharmacist help desk to receive a clarification code so that the medication can be filled ' 
required by Legislative Bill 442. 

1.196 I Provide a detailed description of how drugs that are preferred versus non-preferred are determined. 

Response: 

We consider clinical, pharmacoeconomic and financial factors to determine tier placement on our formulary or Prescription 
Drug List (POL) for prescription drugs or other pharmaceutical products, services or supplies. Prescription medications 
approved by the FDA are included on our POL; however, some may be recommended for exclusion from coverage under the 
benefit plan. For example, many standard benefit plans exclude coverage for medications in which there are therapeutically 
equivalent prescription or over-the-counter (OTC) alternatives. 

Our POL maintenance and review process is performed by the following committees: 

UNI TEDHEAL THCARE NATIONAL PHARMACY & THERAPEUTICS COMMITTEE 

Our UnitedHealthcare National Pharmacy & Therapeutics Committee (NP&TC) reviews and evaluates clinical and therapeutic 
factors. Evaluation includes clinical trials treatment guidelines, a medication's place in therapy, its relative safety and efficacy, 
and programs or limitations that should be applied. 

Our NP& TC meets monthly to review new medications for the POL and evaluates new clinical evidence for existing products. 
Additionally, it reviews and approves clinical programs and policies to keep consistent with published evidence. 

PHARMACOECONOMIC WORK GROUP 

The Pharmacoeconomic (PE) Work Group evaluates available medical and outcomes literature, as well as cost-consequence 
and budget impact models. For example, it analyzes potential cost offsets, such as decreases in hospital stays or emergency 
room visits or added costs , such as lab tests or medical utilization due to side effects. 
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I ECONOMIC REVIEW 

,ur clinical and financial experts evaluate evidence related to acquisition cost (pricing), rebates and market factors (market 
.'1are penetration). Included in the analysis is a review of cost factors relative to equivalent or similar medications. 

POL MANAGEMENT COMMITTEE 

The POL Management Committee consists of seven voting members of high-level medical and business executives across 
UnitedHealth Group. It meets at least four times annually to evaluate the following: clinical recommendations of the NP& TC, 
evidence provided by the PE Work Group and net costs supporting financial analyses and market dynamics. Based on this 
evaluation, they determine the total health care value of each medication, and, in turn, tier placement. 

Participation of UnitedHealth Group senior medical leadership in our POL decisions provides an understanding of their effect on 
the medical plan so as not to negatively impact overall medical management strategies and cost. Our medical leadership 
considers the impact of our POL decisions on the physician community and leverages our relationships with physicians to 
encourage compliance. Through our review process, we also contact medical specialty societies to gain insight and perspective 
on our strategies. Finally, our medical leaders promote pharmacy decisions to their respective areas within UnitedHealth Group 
to provide consistency across health care. 

We have found that Medi-Span is not always consistent in how it assigns Multi-source codes (MSCs). Therefore, infrequently 
and in certain circumstances, such as with brand named products under an Abbreviated New Drug Application (ANDA) , 
(generic drugs entered before they are actually launched and available on the shelves, multiple products with the same generic 
name yet different MSCs, naming and strength issues etc.) we will override an MSC. 

1 
_ 1

97 
Describe how individual physician prescribing patterns are monitored. Describe what actions are taken with 
physicians who have a high degree of non-compliance. 

Response: 

The objectives of our physician engagement programs are to improve the quality of member care and manage total health care 
1sts. Our targeted programs analyze medical and pharmacy claims data to identify physicians who practice high-quality and 
Jst-efficient, evidence-based medicine to guide members to those physicians. Additionally, we provide physicians with access 

to the information they need to facilitate effective health care decisions. 

PHYSICIAN ENGAGEMENT 

We continually monitor utilization data to identify topics for physician engagement and outreach. Quality improvement projects 
are developed to provide evidence-based prescribing recommendations to outlier physicians. Past and current projects include 
concurrent prescription of sedatives and stimulants, concurrent prescription of opioid use disorder. medications with 
narcotics/opioids, high dose utilization of narcotic analgesics, high utilizers of compounded medications and high utilizers of 
medications that provide no value. Interventions with outlier prescribers range from provider notification, to peer comparison 
reporting and academic detailing. 

As an example, the goal of our physician engagement program targeting network physicians who are high prescribers of 
compounded medications is to reduce overall compound utilization. The first round of communication was conducted by mail 
and peer-to-peer consultation. We targeted about 200 physicians which resulted in decreased compound use and spend. Of 
physicians contacted, 78% were supportive of the information. In addition, 67%t stated they were unaware of the high cost of 
compounds and 50% stated they would change their prescribing of compounded medications. A second round of 
communications began in the first quarter of 2014 and targeted an additional 250 physicians. 

E-PRESCRIBING 

E-prescribing enables physicians to send prescriptions electronically directly to a pharmacy from the physician's point of care. 
E-prescribing is a vital component of health care modernization and we continue to work with physicians to expand access to 
this critical program. 

prescribing, along with our complement of decision support tools, decreases costs by reducing errors and improving 
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efficiency and compliance. Physician e-prescribing capabilities at the point of care improve cost and efficiency through the 
following exchange of information: 

• Access to·real-time member eligibility benefit information 
• Identification of care management concerns 
• Access to real-time, member-specific Prescription Drug List (PDL) 
• Access to tiering information to make cost-effective decisions 

In addition, our e-prescribing capabilities alert physicians of possible: 

• Drug-drug interactions 
• Duplicate therapies 

ELECTRONIC PRIOR AUTHORIZATION 

. I 

Health care professionals may submit real-time Prior Authorization requests through our provider portal, CoverMyMeds, and 
Surescripts. Many determinations are received instantly; those needing further review are received within three to five business 
days. 

PRECHECK MVSCRIPT 

The PreCheck MyScript solution provides real-time, member-specific prescription coverage information and costs, and 
suggests covered lower-cost alternatives if available. This solution also alerts the physician if a medication requires a prior 
authorization, and the physician can submit for approval electronically while ordering the prescription, often receiving an 
approval within seconds. PreCheck My Script is easily accessed by any UnitedHealthcare provider through Link (provider 
portal), and it is integrated in a growing number of electronic medical records to provide the same. 

1.198 
Briefly describe methods currently in place to influence prescribing behavior. Include the process for State to l 

in/out of these programs. 

Response: 

Physicians make treatment decisions - and help shape member decisions - that directly influence total health care costs. So 
the more a physician knows about their patients' health and benefits, the more deliberate they can be in choosing the most 
appropriate tests, treatments and medications for each individual. As the pharmacy landscape continues to evolve, we realize 
that collaborating with our customers' physicians offers substantial opportunities to reduce the cost of care while improving 
member out comes. 

We offer this collaboration by providing outreach and education to providers relative to specialty medication fulfillment for the 
State's members. We offer comprehensive materials and personalized care plans for specific diseases. 

Through our website, our broadcast fax system, and through targeted mailings, we communicate with prescribing physicians 
through a variety of educational and clinical intervention programs. 

Through this direct communication, we highlight our best practices, raise awareness of critical drug issues or emerging drug 
trends, and identify member-specific drug issues. Both our general and targeted communications can lead to improved 
prescribing habits. In turn, this can prevent potentially adverse or unnecessarily costly drug utilization and reduce the cost of 
care. 

Key information that we deliver through these channels includes: 

• FDA drug warnings and recalls 
• Clinical changes that may impact prescribing choices, such as release of new drug information regarding potential 

interactions 
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I • Tier changes and reminders regarding the importance of using lower-tiered drugs 
"""' Educational materials on specific drugs and disease states 

Targeted letters regarding specific member utilization patterns and issues 

In addition, our pharmacists communicate with physicians to: 

• Request new prescriptions 
• Obtain or renew authorizations 
• Review pharmacy utilization and medical management tor specific members 
• Discuss issues regarding individual response to therapy, side effects and medication compliance 

Pharmacists also send copies of member-oriented education materials to the physician tor review. 

The Provider Relations Associate team is a group of professionals that supports the needs of physicians and staff relative to 
our Specialty Pharmacy Program and the plans we serve. Our service to physicians includes information about: 

• Specialty Clinical Management Programs 
• Prior authorization assistance 
• Clinical programs 
• Plan options 
• Copayment assistance information 

We communicate to physicians through multiple channels, including our website, our broadcast fax system and targeted 
mailings. 

1.199 I Provide a copy of any physician score card or other reporting that is provided to clients . 

. ,esponse: 

We can provide a sample of the UnitedHealth Premium program report that we give to physicians who participate in that 
program; however, we do not share provider profiling reports with customers. 

Please refer to the attachment titled 1.199_UnitedHealth Premium program report included in Section 28 of this response. 

1.200 I Describe the process tor the State to have managed injectable programs administered. 

Response: 

To address the unique needs of specialty members, as well as the increasing costs of medications, we offer a synchronized 
specialty pharmacy program that promotes best practices in member care and positive financial and overall health outcomes. 
Our total specialty solution provides a "one-stop shop" for oral, injectable and infused medications through our nationwide 
networks of pharmacies and specially trained nurses (500+). We offer a holistic approach to care that goes beyond the 
person's specialty prescription and treatment, and instead focuses on the patient's whole health. Our ability to leverage clinical 
data and analytics drives smarter patient engagement and better outcomes at lower costs. 

Our holistic clinical management model includes therapy management programs, nursing services coordination and clinical 
monitoring, and our personalized patient engagement includes patient education, BriovaCommunity patient videos, and 
pharmacist consultations by phone and Briovalive video conferences. 

TOTAL CARE APPROACH 

Specialty pharmaceuticals are best managed with a total care approach that integrates pharmacy care with overall medical and 
pharmacy benefit management. As specialty medications may be covered under the pharmacy or medical benefit, the method 
"'f administration and level of member support required should determine benefit coverage. As a standard, specialty 

1
~dications requiring administration by a physician are covered under the medical portion of the benefit. Medications that are 

I self-administered are covered under the pharmacy benefit. Our synchronized service model offers care management, 
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medication distribution, program referrals, utilization and disease management programs, outcomes analysis and reporting and 
member education. 

In addition, our Specialty Pharmacy Program takes advantage of the expertise that UnitedHealth Group's family of health car1.c. 
companies has to offer. Members in need of additional support-clinically or otherwise-are referred to our case or disease 
management nurses who coordinate additional care and support, as necessary. These services provide the high-touch support 
required for chronic and complex conditions. As an example, our hepatitis C and multiple sclerosis Clinical Management 
Programs (CMPs) include screening for depression and, if necessary, referrals to the appropriate health care service. Similarly, 
referrals to our oncology disease management program are provided for members receiving oral oncolytics. 

Our clinicians serve as extensions of the member's health care team and work with the member, physician and UnitedHealth 
Group's disease management nurses to deliver holistic care management and oversight. Synchronization uniquely positions 
our Specialty Pharmacy Program to maximize efficiency, member experience, service and cost. Shared systems among 
OptumRx pharmacists, UnitedHealthcare health advocates and Personal Health Support nurses provide enterprise 
management of pharmacy and care management services. 

In 2014, we deployed an optimal site of care strategy for the infused medication, Soliris, and continued with immunoglobulins in 
the first quarter of 2015. Inflammatory conditions were added in October 2015. We are evaluating inclusion of other select 
therapeutic categories, such as, Gaucher's disease and hereditary angioedema. Since starting the program, we have seen 
success moving members to optimal sites. 

Additionally, our chemotherapy prior authorization program is in place to provide coverage for evidence-based regimens. 
Physicians are required to submit for Prior Authorization/Notification before beginning therapy. We base approvals on National 
Comprehensive Cancer Network (NCCN) guidelines and include line of therapy requirements to provide therapies with a 
stronger evidence of success prior to other options. The Prior Authorization/Notification Program also identifies oncology 
members proactively to provide support earlier in treatment and confirm the right information and care services are in place. 
We enhance our comprehensive database-consisting of over 150 million lives and one billion records to-date-with rich 
information on diagnosis, clinical parameters and treatment regimen to support comparative clinical and cost outcomes 
analysis in the future. To provide members with more efficient access to the most appropriate care, we approve treatments that 
fall under the top three NCCN categories - 1 , 2A, and 28. 

Specific criteria for these conditions influence greater use of cost-effective sites of care upon initial approval during the medical 
necessity review process. We are working with nationally contracted home and ambulatory infusion providers that meet our 
service requirements to provide high quality infusion services at a lower cost relative to other sites of care. 

Describe the capabilities regarding member access to: 

1.201 a. Physician and hospital quality and/or outcomes data 
b. Physician and hospital ranking or premium designation 
c. Physician and hospital pricing data by procedure by provider 

Response: 

a. We are committed to providing health care consumers with the information that can help them evaluate the quality of 
hospitals they are considering when making personal health care decisions. Our online tools display patient safety ratings and 
member experience survey results derived from various data sources on myuhc.com and on the Health4Me mobile 
application. 

Members can evaluate Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS) patient survey 
information, which measures patients' views on the quality of their experience and care received at a hospital. The survey 
contains 21 patient perspectives on care and patient rating items that encompass nine key topics. 

When searching for a provider, members will see a one-to-five star Healthgrades Patient Reviews rating under each 
physician's name, if one is available. Healthgrades is a leading online resource for consumer information on important featur, 
such as ex erience and atient satisfaction. Members will initial! see an avera e ratin of the atient reviews , but will have t1 , 
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I option of seeing more detail of individual reviews and ratings. If no data is available for a physician, no rating will be displayed. 

! Members seeking health care want to evaluate the quality of the providers and hospitals they are considering. Our decision 
Jpport tools on myuhc.com and Health4Me display this information. 

Members can easily identify Premium Care Physicians who meet UnitedHealth Premium quality and cost-efficiency criteria. 
Premium Care Physicians are recognized for their performance against national quality and market cost-efficiency standards 
and are listed with two blue hearts. The tools on myuhc.com and the mobile app display these physicians first in search results 
so consumers can easily identify network physicians who meet these standards and make it easy to identify the physicians 
recognized for providing the best value for the member based on their plan. 

For provider quality information displayed in our member tools, data sources can include the NCQA recognition programs, 
American Board of Internal Medicine (ABIM) Practice Improvement Modules and Healthgrades Patient Reviews ratings. 

Member tools display Leapfrog Hospital Survey information based on Patient Safety Ratings. The Leapfrog Hospital Survey 
measures hospital safety based on a set of standards in five categories. Leapfrog hospital quality data includes user experience 
information and shows a hospital safety score. Facility quality sources also include publicly available data from individual states, 
hospital admissions data from Medicare, UnitedHealthcare commercial admissions data and Hospital Consumer Assessment of 
Healthcare Providers and Systems (HCAHPS) Survey Ratings. 

c. Our transparency tools provide a personalized member experience with search results that integrate health and financial 
information, such as deductible and coinsurance amounts, benefit design and guidance specific to the member and their plan 
design. With myuhc.com and the mobile app, members can evaluate health care costs for an entire episode of care and make 
the choices that best suit their budget. 

Our innovative approach provides episode-of-care estimates composed of one or more treatment steps occurring over time, 
and each treatment step may include one or more procedures. Rather than searching by procedure and then having to 
assemble all the procedures to get an estimate, members can compare and understand all steps and costs in the treatment(s) 
they are evaluating. 

,ing the most accurate methodology for calculating costs, estimates are based on contracted fee schedule rates, claims
,ased costs and geographic average costs. Estimates reflect the member's health plan benefits and display member cost 
share based on the member's plan design and real-time progress towards deductibles and out-of-pocket maximums. 

Real-time integration with core systems helps our service advocates support members who call to discuss the cost estimates. 
Our advocates are qualified representatives who will be available to provide direct, hands-on guidance, as they see the same 
cost information as the members. 

1.202 
Describe capabilities toward educating members on price transparency and quality, include any decision matrices to 
help guide members in making a decision. 

Response: 

The tools on myuhc.com make it easy for members to search for providers, hospitals and other care professionals, and 
evaluate quality and cost information that is relevant to their plan design and benefits. The most current provider, facility and 
virtual visit information is accessible online 24 hours a day, 365 days a year via myuhc.com. Unlike a printed directory that 
becomes outdated quickly, the information online is updated weekly, so members are accessing the most current information 
with each weekly refresh. 

Members using the provider search tool can type in what they want to search for (e.g., provider name or specialty, facility name, 
clinic name, or medical group name). Members can also use the interactive icons to find health services by five categories: 
People, Places, Tests and Imaging, Services and Treatments and Care by Condition. 

Members can use filters to personalize results based on personal preferences (e.g., language spoken, gender). Interactive 
icons walk members through a series of questions and simple steps to refine and personalize their search. In addition, each 
step includes additional decision support, cost and quality information and guidance to help members maximize their health 
care benefits and evaluate health care costs. 

;rsonalized support engages members at every touch point, including Nurseline, customer care, care management and 
1 •• ,yuhc.com. We also provide information on myuhc.com about the methods that we use to evaluate quality and cost 

Page 123 of 176 



efficiency in the program. We use a quality-first methodology in the UnitedHealth Premium program, where providers must first 
pass quality criteria before being reviewed for cost efficiency. Physicians meeting both quality and cost-efficiency criteria are 
given the Premium Care physician designation on myuhc.com and our UnitedHealthcare Health4Me mobile application. 

The transparency tools on our member website, myuhc.com help members to comparison shop for health services and 
understand how costs differ from doctor to doctor. With myuhc.com and the mobile app, members can evaluate health care 
costs for an entire episode of care and make the choices that best suit their budget. 

Our innovative approach provides episode-of-care estimates composed of one or more treatment steps occurring over time, 
and each treatment step may include one or more procedures. Rather than searching by procedure and then having to 
assemble all the procedures to get an estimate, members can compare and understand all steps and costs in the treatment(s) 
they are evaluating. 

Using the most accurate methodology for calculating costs, estimates are based on provider fee schedules, which are in turn 
based on UnitedHealthcare-contracted rates. In the small number of cases when that information is not available, estimates are 
based on historical claims with the care provider. 

Estimates reflect the member's health plan benefits and display member cost share based on the member's plan design and 
real-time progress towards deductibles and out-of-pocket maximums. Members can also evaluate available quality and 
efficiency information for network physicians by following links provided in their search results. Encouraging consumers to visit 
high-quality health care providers has important implications for individuals, employers and the health care system. 

Collaboration with care providers is critically important when building cost estimators and other consumer support tools to 
ensure they enhance the overall patient experience - and accurately portray expected costs and treatment options - rather 
than focus solely on costs. 

Real-time integration with core systems helps our service advocates support members who call to discuss the cost estimates. 
Our advocates are qualified representatives who will be available to provide direct, hands-on guidance, as they see the same 
cost information as the members. 

DECISION SUPPORT 

Because we empower members to make their own decisions through our interactive tools and educational support provided by 
Advocate4me, we do not have any decision matrices available. The State's members are active users of our myuhc.com 
website and our Health4Me application. Our member website, myuhc.com, supports and engages members with information 
that can help them take charge of their health plan, evaluate the cost and quality of the care they receive and make informed 
decisions around health care options. Once registered, the site displays information specific to that member's plan design and 
benefit options. Health4Me, our primary mobile application, extends the reach of these decision support and budget 
management tools to mobile members using the same myuhc.com username and password. 

At UnitedHealthcare, we believe in the power of connection. We also know that while our many on line tools provide 
convenience and function, it takes a human being to offer compassion, understanding and support in today's dizzying health 
care arena. We encourage members who desire that personal connection to call and speak to an advocate. With an average 
tenure of over four years, our experienced advocates are schooled in interpersonal skills - and in sophisticated technology - to 
deliver high-touch, personalized service. 

Our Advocate4Me intelligent routing system directs the caller to the type of advocate best suited to assist them, whether it be to 
provide clinical support, help with administrative challenges, or offer information about health conditions, gaps in care and 
decision support. Our system provides the advocate with messaging and alerts about the member based on their unique data, 
targeting a broad range of potential needs. Equipped with the member-specific data to respond quickly to the reason for their 
call, the advocate may also engage the member in other relevant areas. For example, a member calling to confirm available 
plan benefits can be walked through using a cost-estimator tool on our website, improving their understanding of the variable 
costs that can be associated with provider selection. 

We provide advocates with data sources that mirror the information available online to the member, promoting informal 
discussions on how to use these tools to simplify and promote effective plan engagement, addressing cost and quality factors 
while never forgetting the human factor. 

Advocates are read and able to assist members in usin m uhc.com and Health4Me or in rovidin uidance to other 
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I resources and solutions. 

1 closing, we're proud to note that an advocate's performance is measured by their ability to have positive engagement with 
. 1e member, to listen and respond with empathy and compassion, and to build trust through integrity and positive interaction. 

We also encourage advocates to write a Compassion Note to the member, passing on encouragement or understanding or 
even just a note of cheer about the member's situation. In the last two years, advocates in service centers across the country 
have written over 540,000 compassion notes to members. 

Can members be messaged on more cost effective treatment options? For example, if a member has a non-
1.203 emergent emergency room visit that does not result in a hospital admission, will a message be sent to the member 

suggesting alternatives? 
Response: 

Yes. Advocates make proactive outbound calls and send emails to promote member education about lower-cost options, such 
as considering physical therapy over surgery and cost-saving options to emergency room utilization. But it all can begin with 
encouraging members to use network providers. 

Here's how it works: 

• A provider contacts UnitedHealthcare to determine if their patient is covered, and we are able to assess if the provider is 
in the network covered by the member's health plan. 

• If the provider is not, and we have the member's email address on file, we email them an alert to let them know of 
alternative network providers. 

• If we do not have their email on file but do have their phone number, an advocate on the Proactive Outbound Team will 
make an outbound phone call and offer support to the consumer 

This happens within 24 hours of the provider's original eligibility query . 

. he's a second situation to illustrate how Advocate4Me can raise member awareness about choosing non-emergency room 
options: 

• An advocate receives a call from a member asking about network providers in his area. In response, the advocate pulls 
up a list of providers by the member's ZIP code, relays that several UnitedHealth Premium providers are in his areas, 
then quickly mention the advantages in quality care and cost savings associated with using one of these providers. 

• As he is providing this information, the advocate notices a claim for an emergency room visit in the member's file. He 
brings up the visit, and offers to provide information on cost-saving alternatives that will save him money for a future 
emergent situation. 

• He also tells the member that for future situations, he can call Advocate4Me and ask for a nurse advocate (a licensed 
registered nurse) who can provide triage support and help the member access care when an urgent need occurs. 

If the member is open to it, the advocate can also refer the member to relevant health programs available under his plan, 
including case management, disease management or behavioral health. Over 20% of referrals to clinical resources stem from 
Advocate4Me. 

1.204 
Is member messaging available electronically, telephonically, and/or through the mail? What types of messages are 
sent to members? 

Response: 

Our member website, myuhc.com, sends a variety of automatically generated emails to members when they register, change 
a password, or update their contact information. Secure messaging provides another option for members to engage expert 
resources within UnitedHealthcare to answer questions or help resolve inquiries through the myuhc.com Message Center. 

?aistered members will receive Live Nurse Chat emails and site enhancement emails. Members can also go into their 
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account settings and elect to receive monthly email newsletters on site features and tools . 

Pharmacy Online also sends similar transactional emails to notify members of prescription shipments, renewals and refill 
reminders. Members may opt in to receive promotional emails, site enhancements, health content, mail service and other 
relevant topics. 

. I 

Members also have the option to elect online versions of their EOBs and health statements. Upon selecting this option, the 
member will receive a generated email when new EOB and health statement activity has occurred. These generated emails are 
notification messages and do not contain private information. 

HEAL THENOTES 

Using our proprietary eSync technology platform, UnitedHealthcare coordinates available medical claims, pharmacy data and 
lab results to identify opportunities to improve member health. We communicate these care opportunities through our 
HealtheNotes program. 

HealtheNotes communications share consumer-centric care opportunities, preventive reminders and evidence-based 
recommendations to members to close gaps in care and enhance overall member health and wellness. These communications 
give providers a complete view of their patient's health and identify opportunities for action members can take to improve their 
health and avoid serious diseases. 

As members make better decisions, you may see clinical outcomes improve, health care expenses reduce, member 
satisfaction levels rise and overall performance of the health plan improve. 

What steps have been taken toward improving Health Information Technology (HIT)? Describe the progress, state of 
1.205 development, and future commitment in terms of education, communication, awareness, and integration with 

utilization management. 
Response: 

Providers are assessed on their use of health information as an integral part of innovation programs such as performance
based compensation, Accountable Care Organizations and our Primary Care Incentive Program. Physicians and facilities th; 
use technology meaningfully will be rewarded by enhanced payments for quality-based outcomes. 

In addition, we are responsible for collecting and reporting HEDIS data annually, which requires collecting clinical data from 
medical records. We are exploring ways to more efficiently incorporate data from electronic medical records (EMR) . We are 
currently using data provided by our HEDIS vendors (who actually collect and abstract data from the medical records) to 
identify physicians and medical groups who use EMR. At the end of each HEDIS season, the vendors report to us the providers 
who were identified for review and are using EMR. We are starting to confirm that the offices have EMR and initiate 
conversations to identify groups that would be interested in exploring ways to more efficiently incorporate data from their EMR 
systems. Ideally, this would include an electronic exchange of data. While this project is currently in the discovery phase, it 
does demonstrate another way we are working to assess and leverage technology for greater efficiency. 

Our value-based incentive programs provide financial incentives for the adoption of health information technology (HIT). In an 
effort to maximize a practice's transformation work effort and financial investment, we provide incentives for achieving 
standards defined by nationally recognized programs such as the NCQA Patient Centered Medical Home Recognition, NCQA 
Patient Centered Specialty Practice Recognition, and the CMS Electronic Health Record (EHR) Incentive Programs. 

Our participation in the CMS Comprehensive Primary Care Plus (CPC+) Initiative pilot further exemplifies our commitment to 
standards-based Interoperable Health IT Tools. The CPC+ Initiative is a four-year multi-payer program fostering collaboration 
between public and private health care payers to strengthen primary care. Practices were selected th rough a competitive 
application process, including their use of health information technology and participation in practice transformation and 
improvement activities. 

A key focus of our organization is on providing physicians with the ability to connect to each other and to the broader care 
community by inventing the tools which will give them real-time, actionable information at the moment of care. We believe that 
by integrating collaborative technology we can facilitate and simplify community-wide care delivery. 

Encouraging the use of certified electronic health records by providers is an integral part of our value based, outcomes focusP-' 
culture. We are focused on providing physicians with the ability to connect to each other and to the broader care community . 
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inventing and promoting tools which will give them real-time, actionable information at the moment of care. 

~xamples include: 
I 

• Our value-based compensation initiatives embrace the use of certified electronic health records either as a performance 
measure to earn a financial incentive or as a requirement for participation. 

• In 2013, OptumRX released the first generation of its interactive App for the iPhone/iPod. This innovative tool provides 
instant access to a one-stop for making informed prescribing decisions. 

• Health Information Technology is a prominently displayed section on our physician website, LINK. The resources 
included on the site demonstrate our collaborative relationship in the health care community. Relevant links are provided 
to the websites of the American Medical Association, CMS, and other valuable contributors to the reform effort. 

• We have developed a broad spectrum of technology tools that enhance the delivery of high quality, cost effective care to 
diverse patient populations. Community Health Information Exchange, Mobile and in-home solutions, and 
Telehealth/Telemedicine support our objective to integrate collaborative technology to facilitate and simplify community
wide care delivery. 

Provide an implementation plan detailing the implementation timeline with a July 1, 2020 effective date. At a 
minimum, the Implementation Project Plan must provide specific details on the following: 

1.206 

Response: 

a. Identification and timing of significant responsibilities and tasks 
b. Names, titles, and implementation experience of key implementation staff and time dedicated to the State 

during implementation 
c. Identification and timing of the State's responsibilities 
d. Transition requirements with the incumbent Contractors 
e. Staff assigned to attend and present (if required) at Open Enrollment 
f. Data and timing requirements from current Contractors to ensure transition of care and prior-authorization 

data is appropriately transferred 

Please refer to Section 2B of this response for our proposed renewal implementation plan. 

Provide detailed information on communication to the members. Provide sample communication materials such as 
1.207 certificate of coverage booklets, up-to-date provider network directories, request letters for clinical programs and 

sample EOBs. 
Response: 

We currently assist the State with custom posters and fliers for vendor meeting and open enrollment. Your AMT also 
participates in the Welcome Guide process for open enrollment. We have provided an overview below of the communications 
we provide to members. 

COMMUNICATIONS 

We recognize that everyone learns differently. For that reason we offer a variety of ways to help your teammates understand 
and choose the right benefits. Here is a summary of the communication support that we provide. 

PRINT COMMUNICATIONS 

Print materials continue to be a preferred means for your teammates to learn about their benefits. We offer benefit plan 
brochures and flyers to help introduce the plan and how it works, as well as highlight additional services and support available. 
They can be distributed at employee locations and at benefit events. 

Jarl all rint materials are available in En 
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Mandarin Chinese, Vietnamese and more. 

WEB-BASED AND DIGITAL COMMUNICATIONS 

Whether you are looking for green solutions or seeking new ways to reach your teammates, we can deliver high-quality benet1u, 
content that can be accessed on computers, smartphones and tablets: 

• Pre-member websites: Our comprehensive and easy-to-navigate website is available to your teammates 24 hours a 
day, seven days a week. Your teammates can search for network doctors and hospitals, learn about their plan option(s), 
see side-by-side plan comparisons, watch videos and more. 

• Digital brochures: We create digital versions of brochures using our e-press tool and other software. Digital brochures 
include links to videos and other resources for easy use. 

EDUCATIONAL WEB RESOURCES 

If engaging your teammates is the goal, pushing communications out to them isn't always effective. We've created a number of 
resources to help pull your teammates in, not just to educate, but also entertain. These resources-described below-can even 
be linked from your company intranet site. 

• Getting Started Toolkit: A self-service suite of online materials we provide to the State to proactively engage your 
teammates with successfully onboarding to their UnitedHealthcare plan. The communications are organized into three 
phases that tell employers the best time to release the information: before the health plan begins, when the plan begins 
and then one to three months into their plan. The toolkit includes a variety of resources in print and digital formats. 
www .uhc.com/GettingStartedToolkit 

• CDH Toolkit: Only for employers, this website is a resource full of communications to help introduce and communicate 
the value of CDHPs https://www.uhc.com/employer/programs-tools/communication-resources/understanding
plans#cdhp 

• Cost estimator tool: Cost is usually the first thing that your teammates want to know. We offer the standard drug 
pricing tool, which helps your teammates estimate prescription costs and find lower-cost options. 

• Just Plain Clear English and Spanish glossary (justplainclear.com): This glossary contains thousands of health and 
insurance terms that are defined in plain, clear language. 

SUMMARY PLAN DESCRIPTIONS 

Certificates of coverage (COC) are not applicable for self-funded plans. We offer the following summary plan description (SPD) 
options: 

• A generic SPD sample for the State's use 

• Review, edit and provide comments to the SPD that the State produces, in a Word format, using the track changes 
feature 

• Draft customer-specific SPDs - two drafts per product 

• Draft and send a finalized SPD, in PDF file, to the State for addition to their website 

Additional costs for these services may be necessary for more complex arrangements. 

PROVIDER DIRECTORIES 

Hard-copy directories of physicians and health care professionals are generally updated twice a year for our spring/summer 
and fall/winter editions. However, in California, Illinois, New York, Ohio and Texas, directories are updated quarterly. They can 
be provided in print or PDF version upon request through your AMT. 

Because rint directories ma uickl become outdated, we encoura e members to access our online director of h sicians 
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and other health care professionals for the most recent information. 

"-I RECTORIES VIA THE INTERNET 

Oirectories are maintained online at our websites, myuhc.com and www.unitedhealthcare.com. This information is updated 
as needed, up to five times a week. 

The Internet directory sites offer a number of advantages, such as: 

• The ability to create a personalized directory that meets members' criteria 

• An interactive map with turn-by-turn directions to each physician's office from an address the individual provides 

• Access to data is available 24 hours a day, 365 days a year 

• Physician information, such as board certification, languages spoken, hospital affiliation and practice limitations (e.g., 
extended office hours) 

• Our online directory of physicians and health care professionals allows members to narrow their search based on their 
ZIP code and also within specified mile radii (five, 10, 15, 20 and 25 miles) . Members may print the applicable pages 
using the screen print function. All providers within the member's pre-determined geographic parameters can be 
accessed and printed. 

PERSONALIZED DIRECTORY 

Once enrollment information has been successfully loaded to our system, our automated, toll-free voice response system can 
trigger the mailing of a current paper listing of network physicians and hospitals near the caller's home address. A personalized 
cover letter explains the list of physicians and other health care professionals and is delivered to the caller's home within 
approximately one week of the request. 

>C.PLANATION OF BENEFITS 

Our EOB includes a claim summary page and a claim detail page. If the subscriber is receiving a check, the EOB also includes 
a check page. Please note if the dependent is 12 years old or older, the dependent receives the detailed EOB and the member 
receives the check. If the dependent is under 12 years old, the member receives both the check and the detailed EOB. 

The summary page of the EOB includes: 

• The member or dependent's name and address 

• The date 

• If there is no alternate ID number, only the last four digits of the member's Social Security number (SSN) are included. 

• There is one summary/claim detail page for each dependent, so if there are multiple dependents in an EOB, then each 
dependent has a summary/claim detail page. 

The claims detail page of the EOB includes: 

• A description of services provided, amounts charged, and benefits available; for each service line, for each family 
member for whom a bill was processed 

• Amount owed, if any, calculated and shown at the end of each claim, displayed at the line level when possible 

• Remark codes and descriptions that explain factors involved in the benefit determinations 

• A section called "Notes" that includes statements describing the individual's rights under ERISA, Health Care Reform 
and a request for fraud awareness, when applicable 
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• A section called "Account Summary'' that includes deductible/out-of-pocket information for the member whose claim 
appears in the EOB 

• Key Definition section that provides more explanation on terms used in the EOB 

/ 

The check page of the EOB includes the check number and the check amount, the return address and toll-free number, as well 
as the member/dependent name and dates of service. 

Members are advised on their EOBs that we have applied the network fee and that they are not responsible for the difference 
between the amount charged by the physician or other health care professional and the amount allowed. 

Our standard method of communicating claims detail is the health statement. Issued when claim activity has occurred, the 
health statement provides an easy-to-read health care summary, and comprehensive information about health care spending. 
In accordance with our company-wide goals of providing services that are both environmentally sound and cost-efficient, 
we have adopted online access as our primary distribution method for EOBs. 

We generate EOBs for finalized claims requiring no additional information. EOBs are available to view, download and print on 
our member website, myuhc.com. The standard process for customers who receive monthly health statements is for the 
member EOBs to be viewable online rather than sent through the mail; however, members can set or change their mailing 
preferences for EOBs, health statements and claim letters on myuhc.com or by calling customer care. 

Please refer to the attachments titled 1.207 _Sample Communications located in Section 28 of this response. Certificates of 
coverage are not applicable for self-funded plans. We have provided a sample summary plan description. 

1.208 

Provide detailed information on how long it will take to print and distribute benefits literature and indicate how long it 
will take to print and mail identification (ID) cards after receipt of correct eligibility data. During the year, ID cards must 
be distributed by the Contractor within three (3) business days of being notified of the new or changed enrollment by 
the State. 

Response: 

We try to print and deliver communications in the most cost-effective way. Therefore, we have guidelines for print and 
distribution requests: 

PRINTING 

The standard turnaround time for all print production is 10 business days, with the exception of folders and envelopes, which 
can require up to 10 additional business days. Any requests that would require the production of materials in less time could 
result in additional charges for the State. 

Member ID cards are distributed electronically on our member website myuhc.com and mobile application, within three days of 
being notified of new or changed enrollment by the State. 

DISTRIBUTION 

The standard distribution method for all communications is bulk shipping using ground transportation, as it is the most cost
effective means of delivery. A standard ground delivery takes seven to 10 business days. 

Any requests that would require the delivery of materials in fewer than seven days could result in additional charges for the 
State. 

We typically share the cost to produce and distribute standard communications materials with our customers . Distribution costs 
will vary, depending on the quantity, weight and shipping method. 

ID CARDS 

Our standard is to mail ID cards within 10 business days after final eligibility data has been loaded into our system, tested, 
validated, checked for quality and moved to production. The average turnaround is shorter during non-peak times. 

The full ID card issuance cycle - from our receipt of clean eligibility data to card production to member receipt of their card in 

I 

the mail - typically takes three weeks. The initial eligibility load, includinQ quality assurance steps, can take three to five days, ~ 
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I assuming receipt of clean eligibility information. 

-~e process and timeline for generating ID cards is the same for new hires as it is for initial plan setup. 

HEAL TH4ME APP ID CARD CONVENIENCE 

The mobility of our Health4Me app eliminates the need for a printed card since the member can view the ID card, show it to the 
provider and/or email it to the provider from the app. The provider can then print it as needed. 

TRACKING 

We track the full lifecycle of each eligibility file and the enrollment data it contains, as well as the ID card production process up 
to the point the member's ID card is postmarked and mailed via the United States Postal Service (USPS). 

1.209 

Provide detailed information on its procedures and time frame to prepare for annual Open Enrollment. The State will 
offer an annual Open Enrollment period during which time covered members may switch plan coverage. The 
Contractor shall provide staff to assist State Human Resource Personnel and Administrative Services - State 
Employee Benefits with annual Open Enrollment meetings in various locations throughout the State. The Contractor 
shall have certificate books ready for distribution prior to the State's annual Open Enrollment; State will provide plan 
designs electronically to Contractor sixty (60) days prior to annual Open Enrollment. Describe timelines and 
deadlines for Open Enrollment (system updates due to plan changes or file formats, new divisions, manual 
workarounds, dates for last pre-OE updates, OE file updates, etc.). 

Response: 

Your dedicated UnitedHealthcare Account Management Team (AMT) begins preparing for Open Enrollment in January of each 
year. They work closely with the State of Nebraska Wellness and Benefits Team to actively assist them with creation of the 
Benefit Option Guide, provide SBCs prior to the first day of Open Enrollment, print and mail communication material (Open 
Enrollment posters, fliers, brochures) to the appropriate State offices. Your Strategic Client Executive (Jane Perez) 
accompanies the State of Nebraska team to the pre-open enrollment meetings that are held across the State as well as near 

ncoln and Omaha over a three-week period. The AMT also presents benefit changes and program highlights training to HR 
.. ,anagers during the monthly HR manager's meeting held in April. 

Renewal Contract documents are provide no later than 5/1 (60 days prior to effective date). The average renewal 
implementation timeline from the moment renewal changes are confirmed until all systems are updated and are service ready is 
around 90 calendar days. 

1
_
210 

Describe what a one-time implementation credit could be used for as approved by the State. (I.e. implementation 
support, pre-implementation audits, readiness assessments, communication plans, etc.). 

Response: 

As the incumbent, an implementation credit is not applicable. The underlying infrastructure that currently supports your plans, 
eligibility, banking, reporting, billing and other administrative provisions are already in place. As such, your implementation for a 
new plan year will focus on any changes to these provisions, such as plan design, eligibility structure updates, new product 
adoptions, vendor interfaces or open enrollment needs. Depending upon the scope and complexity of your changes, we will 
deploy appropriate resources to accommodate new administration provisions. As your current partner, there will be no 
additional cost to the State of Nebraska for implementation and no disruption in services for the State's teammates and their 
family members. 

1.211 Describe the level of support that .will be provided in assisting members in learning about benefit options. 

Response: 

By listening to members, we developed three core principles that are the foundation for every written interaction we have with 
them: to be simple, to be personal and to help provide access to the optimal care they deserve. 

Our goal is to arm consumers with information, tools and programs, so that they can make more informed decisions that bring 
)tter health outcomes and lower costs throughout their entire relationship with us. Here is an overview of the ways in which 
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we communicate with our members year-round in efforts to help build trust. 

EDUCATE: ENROLLMENT DECISION SUPPORT 

Choosing the right benefit plan should be a simple and easy process. That is why we make it easy for teammates to learn ab6u1 
their benefits in order to help them make the right decision. Our goal is to continually simplify and personalize the benefits 
decision experience. We accomplish this in two ways. 

• We create communications that are compelling and engaging by using strong images and simple language. 

• We provide a selection of communication delivery options to help engage your teammates and more importantly, help 
them understand their plan options and the value of choosing UnitedHealthcare. 

We recognize that everyone learns differently. For that reason we offer a variety of ways to help your teammates understand 
and choose the right benefits. Here is a summary of the communication support that we provide. 

PRINT COMMUNICATIONS 

Print materials continue to be a preferred means for your teammates to learn about their benefits. We ofter benefit plan 
brochures and flyers to help introduce the plan and how it works, as well as highlight additional services and support available. 
They can be distributed at employee locations and at benefit events. 

WEB-BASED AND DIGITAL COMMUNICATIONS 

Whether you are looking for green solutions or seeking new ways to reach your teammates, we can deliver high-quality benefits 
content that can be accessed on computers, smartphones and tablets: 

• Pre-member websites: Our comprehensive and easy-to-navigate website is available to your teammates 24 hours a 
day, seven days a week. Your teammates can search for network doctors and hospitals, learn about their plan option(s), 
see side-by-side plan comparisons, watch videos and more. 

• Digital brochures: We create digital versions of brochures using our e-press tool and other software. Digital brochure· 
include links to videos and other resources for easy use. 

EDUCATIONAL WEB RESOURCES 

If engaging your teammates is the goal, pushing communications out to them isn't always effective. We've created a number of 
resources to help pull your teammates in, not just to educate, but also entertain. These resources-described below-can even 
be linked from your company intranet site. 

• Getting Started Toolkit: A self-service suite of online materials we provide to the State to proactively engage your 
teammates with successfully onboarding to their UnitedHealthcare plan. The communications are organized into three 
phases that tell employers the best time to release the information: before the health plan begins, when the plan begins 
and then one to three months into their plan. The toolkit includes a variety of resources in print and digital formats. 
www.uhc.com/GettingStartedToolkit 

• CDH Toolkit: Only for employers, this website is a resource full of communications to help introduce and communicate 
the value of CDHPs https://www.uhc.com/employer/proqrams-tools/communication-resources/understandinq
plans#cdhp 

• Cost estimator tool: Cost is usually the first thing that your teammates want to know. We offer the standard drug pricing 
tool, which helps your teammates estimate prescription costs and find lower-cost options. 

• Just Plain Clear English and Spanish glossary (justplainclear.com): This glossary contains thousands of health and 
insurance terms that are defined in plain, clear language. 
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I 1.212 
Provide a description, capabilities, benefits and execution process of all Wellness Programs that could be made 
available to the State. Describe experiences administering various wellness program structures. I.e., requirement
based/point-based/etc. 

ttesponse: 

The overall wellness capabilities available for customers are summarized below. Please note that our specific 
recommendations for the State of Nebraska Wellness program are outlined in our response to question 1.213 

RALLY: A PLATFORM FOR HEALTH AND CARE ENGAGEMENT WITH REWARDS 

Our Rally Engage digital wellness platform otters foundational wellness and an out-of-the-box virtual coin economy, funded 
by us, which rewards users for engaging with different actions and features. Coins are redeemable in the marketplace to secure 
deep discounts on goods and services from major popular brands. Simplicity, ease of use and flexibility are our fundamental 
design principles. We apply what we know about consumer behavior in the digital world to health, wellness, and benefits -for a 
consumer experience that is visually appealing, consistent, and simple to navigate. 

Whether improving diet, self-care, and fitness, Rally rewards people for getting healthier. The experience is simple and intuitive 
- making it easy for any member to understand where they are in their personal journey, what actions are needed to achieve 
desired outcomes, and we clearly show the benefits of progress to goals. Rewards are built into the digital experience, 
supporting and reinforcing the behaviors that drive better results. 

When we give users the right information and support within an intuitive and attractive interface, individuals can begin making 
more cost-effective, healthier decisions. Our Rally platform is capable of tracking requirement based incentives as well as point 
based incentives. 

BASE PACKAGE FEATURES 

• Health Survey: The Rally journey begins with our innovative Health Survey, a highly engaging, visually driven 
assessment that ignites the Rally online and mobile experience. The Health Survey uses game mechanics and a 
consumer-friendly design to engage users from the moment they log on to Rally and the responses form the basis of 
each member's personalized interaction with the site. The Rally Age that generates at the completion of the survey 
enables members to compare their estimated age with their actual age in a way that clearly demonstrates how engaging 
in healthy behaviors positively affects their health. Based on our experience, we have seen a 96 percent member 
completion rate for our Health Survey after the member starts. The Health Survey reveals insights on steps that members 
can take to improve their health and is the catalyst for motivating members to engage in activities across the Rally digital 
experience. 

• Missions are personalized action plans that are recommended to members based on their responses to the Health 
Survey. Users can select from more than 50 different activities to build healthier exercise, emotional, care and nutritional 
habits. There are a number of different Mission categories with various difficulty levels, presented to the member in 
prioritized order of highest recommended value to lowest. Sample Missions include weight train twice a week, eat more 
whole grains, walk 10,000 steps a day, de-clutter for 10 minutes, stretch every day, track your spending and more. As 
Mission journeys unfold, members receive in-the-moment behavior change support and messaging to help them reach 
their health and wellness goals. The immediate feedback provides instant gratification, fundamentally changing the way 
members engage in their health and encouraging sustained engagement. 

• Challenges are available to every user on werally.com. People can be motivated by competition, cooperation or self
direction - so we offer options that appeal to different users. With City Walks, participants use real-world steps - tracked 
through wearable and other devices - to virtually traverse cities (e.g., Big Apple Boogie, Hollywood Hustle), compete with 
others, and track progress on the leaderboard. Game Changers are no-pressure lifestyle challenges like Water Warrior or 
Snack Swap, designed to encourage and establish lifestyle behaviors and a healthy daily routine. Trophy Tourneys are 
competitive challenges for activities such as cycling or swimming. 

• Rewards show members how healthy activities pay off. Members earn Rally coins for engaging in and completing 
activities on the site (e.g., completing the Health Survey, checking in to a Challenge and/or Mission). We offer multiple 
redemption options: Sweepstakes, where coins are exchanged for a chance to win; Donations, where virtual coins are 
pooled to donate money to charitable organizations; Marketplace, which provides deep discounts on name brand goods 
and services for exchanQed coins; and Auctions, which allow members to bid their coins for a rotatinQ selection of 
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rewards. 

• Communities: Leveraging the proven power of social media and connectivity as a motivating factor for driving behavic 
change, Rally offers members access to health and wellness Communities where they can connect, inspire and suppoh 
each other to improve their health. Communities recommended to each member based on his or her Health Survey 
results include fitness and exercise, heart health, sleeping better, cold and flu, and more. These Communities are 
anonymous and create a feeling of understanding and compassion for individuals that have the same health concerns or 
interests. 

ENGAGE PACKAGE FEATURES 

• Co-branding 

• Customer-friendly URL, e.g., werally.com/client/[client_name] 

• Affiliation/Segmentation (the customer can choose different configurations for different audiences.) 

• Health Survey Configuration (up to 10 additional questions) 

• Six Digital Campaigns - choose from a library of pre-defined campaigns 

• Employer Rewards: Pre-defined or tailored reward design buy-up options 

• Private Sweepstakes: Available as a buy-up option 

• Private Challenges: Available as a buy-up option 

• Private Community: Available as a buy-up option 

• Resources Page: Available as a buy-up, a customizable tab promotes additional programs and benefits, including third 
party content, such as biometric screenings, an Employee Assistance Program, prevention or condition management 
resources. The page can also include links leading to external information or content not hosted on Rally. 

PERSONAL REWARDS 

UnitedHealthcare is committed to improving the overall well-being of the general population while lowering health care 
expenses for members and employers. Employers want to improve their members' well-being by rewarding health 
actions with incentive programs that improve health care behaviors . Improved health care behaviors lead to lower costs. 
UnitedHealth Personal Rewards is a "behavior change" incentive program that encourages your employees to make 
optimal health care decisions through personalized action plans. Our wellness experts work with the customers to 
develop a program, customized to focus on issues that are having the greatest impact on employees' health and 
wellness. This program will consider physical, mental, social and financial well-being of the population. 

KEY PROGRAM COMPONENTS 

• Health actions: With UnitedHealth Personal Rewards, actions and outcomes drive the incentive more than participation 
alone. A series of personalized health actions is assigned based on the member's age/gender, health status and the 
employer's primary cl inical drivers. Those actions must be completed for the member to earn incentives or financial 
rewards. Health actions can include biometric outcomes, chronic illness compliance, cancer screenings, diabetic 
screenings and more. We can also provide integration with condition management and wellness programs. 

• Member scorecard: Medical information from multiple sources is synthesized into a personalized scorecard for each 
member. The scorecard includes personalized action plans that track progress toward completion. UnitedHealth Personal 
Rewards' ongoing communication approach uses scorecards, messaging and outreach designed to activate and 
motivate members to continue working toward better health care decision-making. 

UnitedHealth Personal Rewards has many packaging options available based on best-practices: 
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cost, off-the-shelf solution. Solutions come with pre-defined health actions and Rally Coins. Employers may define 
reward amount and reward fulfillment options (i.e., employer or program fulfilled). Health actions cannot be modified. 
Packages do not allow for third-party file feeds . 

• Flex Package Solutions: The UnitedHealthcare Personal Rewards Flex package is designed for employers who want 
maximum flexibility in health actions, addition of third-party health actions, reward amounts and options to use percent 
complete versus monetary values. 

• Package introduces option for tracking wellness program health actions 

• Package introduces option for tracking clinical and care-management program health actions 

PERSONAL COACHING 

We built Personal Coaching so that at the exact moment members want to learn about better health, they can access instant 
expert support. From one website (optimized for mobile), members choose the way they want to be coached - through self-led 
courses, by phone, by secure email or chat. The website connects their entire experience together to enroll in programs, 
complete self-paced courses, set goals and monitor progress, view action plans, communicate with coaches and access 
additional health information. 

Online lessons last less than six minutes to make learning convenient. Courses are led by experienced health educators with 
more than 125 years of experience combined. They are authors and professors in their field, deliver popular TED Talks, have 
been featured on shows like Oprah, The Today Show, Good Morning America and NPR, and have strong followings on social 
media outlets like lnstagram. Learning is fun and lessons practical, and includes activities to make learning "stick" for behavior 
change improvement that leads to better health. 

One-on-one coaches have seven years of experience on average, most with certifications in their field. They make change 
easy for each member by adapting lessons and skills to each person's lifestyle through plans that take into consideration all a 
member's needs, goals and preferences - even acknowledging financial and emotional roadblocks to healthier living. 

I members have instant access anywhere at any time to wellness personal coaching and resources on their computers, smart 
,-,nones and tablets. One personal coaching website makes health education convenient, connecting their entire experience 
together. 

• Learn about and enroll in programs 

• Complete self-paced courses, with videos, discussions and activities 

• Set goals and monitor progress 

• Chat, secure email or call a coach 

• View action plans 

• Access additional health information 

Asking tor help beyond course content is convenient too. Members can call or chat with coaches to schedule one-on-one 
appointments or ask a question, keeping wellness top of mind in the moment-when it matters most. 

Personal Coaching integrates with your other health and wellness solutions. With such strong participation rates, Personal 
Coaching helps you achieve a healthier, more productive and engaged workforce. 

QUIT FOR LIFE 

Endorsed by the American Cancer Society, our Quit For Lite program is the nation's leading tobacco cessation program. It 
employs an evidence-based combination of physical, psychological and behavioral strategies to enable participants to take 
responsibility for and overcome their addiction to tobacco use. Using an integrated mix of medication support, phone-based 
r.ognitive coaching calls, and Web-based learning and support tools, Quit For Life produces an average quit rate of 49%. 
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Quit For Life's program structure incorporates the following components: 

• Up to five planned phone-based coaching sessions 

• Unlimited access to our Quit Coach staff for ongoing support throughout the quitting process for up to one year using toll-
free phone and live chat 

• Helping participants set a quit date within 30 days of enrollment 

• Telephonic support provided 24 hours a day 

• Continued access to the program website following program completion 

• A course of nicotine replacement therapy (patch or gum) sent to each participant in conjunction with an established quit 
date 

• Anytime access to our proprietary, interactive and mobile-friendly online website, including online support tools that 
complement phone-based coaching 

• A participant Quit Guide designed to support phone-based coaching sessions and Web activity 

• Tailored motivational emails sent throughout the quitting process 

• Personalized, interactive text messages using Text2Quit, an interactive text messaging-based protocol that connects 
participants to the program on their mobile phones 

• A Quit For Life customer service manager will be assigned to the customer to advise on tobacco-free workplace policies, 
communications and best practices around incentives and surcharges. 

During the first coaching call, the coaching staff focuses on helping participants establish a realistic quit date. The timing of 
proactive calls is relapse-sensitive, including a quit date call occurring one to two days after the established quit date and a 
post-quit date follow-up call approximately a week later. Two additional support calls aim to prevent relapse and occur at two- · 
to three-week intervals (totaling five outbound calls). We can adjust the call timing if the participant's circumstances change. 

ON-SITE HEAL TH PROMOTION 

To further advance our customer's wellness goals and assist in removing the design and administrative burden from them we 
offer On-Site Health Promotion solution, providing targeted health management services at the worksite. This will integrate with 
existing resources to maximize the investment by driving increased engagement, providing on-site services, and supporting 
sustained behavioral change. We bring tools, expertise and a breadth of turnkey content enabling the customer to dramatically 
increase engagement and outcomes, promote health across your workforce and create a long lasting culture of health and 
wellness. 

Our On-Site Health Promotion resources offer a complex solution that is highly customizable for the customer. Current 
components that help On-Site Health Promotion achieve positive health outcomes include: 

ASSESSMENT 

Our dedicated resources will collaborate with the customer during a discovery and assessment session to help us determine 
the unique needs of each customer. This process includes a robust assessment of the population health profile, cost drivers, 
medical spend and trend, worksite environment, teammate feedback, and business strategy and performance. The findings 
that emerge from this assessment will help us develop an on-site health promotion strategy, which will include goals, 
objectives, programming, tracking and a calendar of events. 

DELIVERY 

Once we have customized and further developed a strategy using the results of the assessment, the on-site health promotion 
specialists, two dedicated employees who are available to be located onsite, will execute on the strategy. The on-site health 
promotion specialists will focus their work in these primary areas: 

'"----------------------------------------------~..,, 
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• Building a Culture of Health 

Perform worksite assessment 

• Provide policy recommendations 

• Assist in the development of a wellness brand strategy 

• Identify and recommend environmental design opportunities to promote healthy behaviors 

• Delivering Health Improvement Activities 

• Develop and implement annual wellness calendar 

• Provide demonstrations and "how to" sessions 

• Create and manage a wellness champion network 

• Facilitate and monitor organizational wellness strategies 

• Increasing Teammate Engagement and Health Ownership 

• Build trust as a single point of contact 

• Deliver health marketing campaigns 

• Promote other wellness programs available to members and make appropriate cross vendor referrals 

Our On-Site Health Promotion solution increases engagement with your teammates by driving broad participation in on-site 
-:tivities from individuals who otherwise may not have participated in a health management program. 

BIOMETRIC SCREENINGS 

PHYSICIAN RESULTS FORMS 

Members download the Physician Results form from Rally to submit their biometric results obtained from a health provider or 
convenient care clinic visit. Each form contains a barcode for quicker processing and member matching. Using the online 
registration site, participants simply download the Physician Results Form and complete the required identification information. 
Participants bring the form to their visit and leave it for completion when the results are available, or return the form to their 
provider after results are in. After both the provider and participant sign the form, the provider's office or the participant can fax 
or upload the form for processing. Results will be available on the member portal within two to three days of receipt and on 
Rally within 10 days. This approach further promotes the member-PCP relationship, which has a positive impact on accessing 
cost-effective care. 

ON-SITE BIOMETRIC SCREENINGS 

We partner with Quest Diagnostics (Quest) to conduct on-site biometric screening events and to support off-site alternatives. 
This partnership, in collaboration with internal coordinators, brings access to: 10,000 screeners; tablet technology for faster 
data processing during on-site events; a national lab footprint of 2,200 Quest Patient Service Centers; and technology-driven 
processing of physician results forms for less manual data input. By partnering with Quest, we bring the coordinated experience 
of a one-vendor solution to the customer and its members. 

Our standard biometric screenings measure total cholesterol, HDL and cholesterol ratio, glucose, blood pressure and body 
mass index (BMI). For an additional fee, we can add LDL, triglycerides, cotinine, A1C, waist circumference, body fat and much 
more. We also offer fasting and non-fasting biometrics , as well as finger stick and venipuncture options. 

The entire process for a participant to be screened at an on-site event generally takes less than 15 minutes, with each 
l"larticipant receiving a wellness tip sheet to help them understand their results versus clinical ranges, the impact of their 

mbers on their health status, and other recommendations to improve their results. 
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Certified industry professionals conduct all biometric screenings. They take great care in promoting comfort, observing 
universal precautions, preserving privacy, and taking time to clearly explain results. 

When our physician results form or biometric screening solution is paired with our comprehensive well-being programs, we 
have found through our book of business that participants are 3.6 times more likely to enroll in a Personal Coaching program, 
more likely to visit their primary care provider, less likely to use the emergency room, and exhibit 10% to 30% less progression 
into severe chronic conditions. 

1.213 I Describe overall wellness solution for State of Nebraska and how it is integrated for a seamless member experience. 

Response: 

The Overall Wellness Solution for the State of Nebraska includes several recommendations and a multi-year incentive 
strategy. We will work closely with the State to structure a program that focuses on the activities they identify as driving the 
greatest value for the health of their members. 

We know that the State of Nebraska puts a high value on the health and happiness of teammates and their families. Integration 
of our wellness and lifestyle improvement programs helps all your members take charge of their health across the health 
spectrum. Listed below are the programs available for the State to consider when expanding the culture of health and wellness. 

As mentioned above, we recommend that the State of Nebraska implement a progressive, multi-year incentive strategy to help 
members progress through the following phases: 

• 1-Awareness: Incentives across a range of foundational health actions. We can use incentives to drive members to 
complete a health survey and an annual physical with their primary care physician. We can also use incentives to support 
local or onsite initiatives. 

• 2-Gaining skills: Expand on the awareness phase by adding rewardable actions, and introducing progressive 
engagement like screenings and programs like Real Appeal 

• 3-Building skills: Even more ways to earn custom incentives 

State-sponsored incentive designs are flexible, and can include such things as a reduction in premium, a gift card or a credit to 

an HSA account when members take actions that the State of Nebraska defines. We find that incentives tied to activities 

drives significant engagement. 

Page 138 of 176 

I 



State of Nebraska Wellness Strategy 
Wellness Strategy to steer members into Living a Healthier Life 

A1m31 R-ase2 R-ase3 Rlcm4 

Focus • ~ EEJS=> ~ ~ • Awareness Skill Building Maintenance Test/Learn/Calibrate 

Activities • • Real Appeal Real Appeal Real Appeal 

Health Survey Health Survey Health Survey 
Real Appeal Biometric Screening Biometric Screening Biometric Screening 
Health Survey Quit For Life Quit For Life Annual Physical or 
Self Directed Rally Annual Physical or Annual Physical or Age/Gender Screening via 
Activities Age/Gender Screening via claims Age/Gender Screening via 

claims claims Personal Dig~al Coaching 

3-5 year period 
Personal/Digital Coaching Personal/Digital Coaching Engage with Opium 

Engage with your Optum Onsite health coordinator 

Onsite health coordinator Disease Management 
Completion (shown to 
those who qualify based 
on claims) 
Schedule a Virtual Visit 

RALLY ENGAGE 

At the core of our wellness solution for the State of Nebraska is Rally Engage, our digital health and wellness engagement 
platform, offering the State a member-centric approach to engagement and the outcomes it drives. Rally's health and wellness 

1perience brings together clinical excellence, a proven behavior-change approach, and consumer engagement expertise. 

The Rally journey begins with our innovative Health Survey, a highly engaging, visually driven assessment that ignites the Rally 
online and mobile experience. The Health Survey uses game mechanics and a consumer-friendly design to engage users from 
the moment they log on to Rally and the responses form the basis of each member's personalized interaction with the site. The 
Rally Age that generates at the completion of the survey enables members to compare their estimated age with their actual age 
in a way that clearly demonstrates how engaging in healthy behaviors positively affects their health. Based on our experience, 
we have seen a 96% member completion rate for our Health Survey after the member starts. What sets the member 
experience apart is our ability to personalize recommendations across a range of topics. We help members understand their 
risks, set goals, work toward a goal, see their progress, and earn and redeem rewards. As a member works toward goal 
completion, we acknowledge milestones, and reward the member. Our engaging personalized activities include: 

• Missions help people reach and maintain healthy goals through evidence-based content and activities that are personal 
and rewarding. We recommend Missions to members based on their readiness to change, encouraging them to make 
small behavior modifications in their day-to-day lives to improve health and wellness. With over 50 Missions, users can 
commit to specific tasks such as eating more whole grains, sticking to a regular bedtime, and walking 10,000 steps a day. 
Users can check in to their Missions daily once completed and earn virtual coins toward rewards. As Mission journeys 
unfold, each member receives immediate behavior change support, virtual rewards, and messaging to help them reach 
their health and wellness goals. That immediate feedback provides instant gratification and encourages sustained 
engagement. 

• Challenges drive user engagement and healthy activity through accessible social competition, and opportunities to earn 
Rewards. We understand people can be motivated by competition, cooperation or self-direction, and so we offer various 
Challenge options that appeal to different users. With City Walks, members can use real-world steps - tracked using 
wearable and other devices - to virtually explore fun locales like Chicago, New York, or London. City Walks are available 
all year long and open to all users on werally.com. Trophy Tourneys, exclusively developed for the Rally Engage mobile 
app, are competitive challenges for activities such as cycling or swimming. Competition is tiered to support people of 
va in abilit . Game Chan ers, available to all users via our mobile a , are lites le challen es desi ned to encoura e 
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individual competition - that is to beat one's own record for healthy behaviors, like water intake, mindfulness, and more. 

• Communities leverage the proven power of social networking and connectivity to drive behavior change and offer soc 
support for members to encourage each other in their health improvement efforts. Members can join communities of 
interest to them, start conversations, comment on a topic, and read other opinions across a variety of topics, including 
condition-specific topics and general health lifestyle topics such as fitness and exercise, heart health, sleeping better, 
cold and flu, and more. These Communities are anonymous and create a feeling of understanding and compassion for 
individuals that have the same health concerns or interests. 

• Engagement - Rally sends members fresh and relevant health content every week, encouraging them to log in, read 
timely articles, and re-engage with their health goals. We source content and also create original content and 
infographics around a variety of topics. The content we provide is timely, engaging, and appeals to a broad audience by 
covering a variety of subjects -- from serious health issues to common lifestyle questions or concerns. 

• Incentive Tracking - Our platform rewards your members for completing micro-behavioral activities with fun incentives 
for every user. Our virtual coin economy is embedded into features such as the Health Survey, Missions, and Challenges 
to automatically rewards users with Rally Coins for participating in activities. In addition to the member engagement tools, 
we are including a more robust wellness offering that includes the ability to track incentive activities such as Health 
Survey completion and provide that information to members within their Rally experience. Client-sponsored rewards can 
layer on top of our built-in Rewards structure for a custom incentive program. This compelling, configurable reward 
structure supports our customer's unique population health goals within a single solution, and makes it easy for the user 
to understand and track incanted activity completion. 

INCENTIVE PROGRAM - UNITEDHEALTH PERSONAL REWARDS 

To further enhance Rally's Rewards program and the State's incentive program, our UnitedHealth Personal Rewards (UPR) 
program provides flexibility for the State around clinical, care and wellness program health actions. UPR includes outcomes, 
activity and compliance-based incentives. You can also choose to add other third-party health actions, different reward amounts 
and have the option to use percent complete vs. monetary values for tracking. 

Key program components include: 

• Health actions: A series of personalized health actions are assigned based on the member's age/gender, health status 
and the State's primary clinical drivers. Those actions must be completed to earn incentives or financial rewards. Health 
actions can include biometric outcomes, chronic illness compliance, cancer screenings, diabetic screenings, etc. We can 
also provide integration with condition management and wellness programs. 

• Member scorecard: Medical information from multiple sources is synthesized to generate a personalized scorecard for 
each member. The scorecard includes personalized action plans that track progress toward completion. 

UPR's ongoing communication approach uses scorecards, messaging and outreach designed to activate and motivate the 
State's members to continue working toward better health care decision-making. 

REAL APPEAL 

Real Appeal which has been in place for the State of Nebraska members since 2018 is a year-long life style intervention 
coaching program focused on weight loss. The State's results have been impressive, and participant's satisfaction scores are 
very high. 

Through proper nutrition, exercise, and sleep and stress management, participants receive group and one-on-one coaching, a 
success kit with items to support their weight loss journey, robust online tools to track and monitor progress, a mobile 
application, and an engaging evidence-based weekly webcast modeled as a television show. Real Appeal delivers easy-to-use 
digital tools. Unlike static learning modules, our digital coaching format engages participants with the following value 
propositions: 

• Empowering health, not just preventing disease: The foundation of success lies in engaging the willing. With a 
universally applicable and empowering program, we capture a much greater percentage of those in need. 

• Give the eo le what the want: We meet eo le where the are, understand their uni ue circumstances and then 
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deliver a truly customized plan for each participant. 

Clear path and small changes: We take the proven science and simplify it into a systematic program that participants 
want to follow. Breaking down big goals into smaller actionable changes keeps participants on track each week, and 
gives them the confidence needed for success. 

Accountability at every level: When incentives align, results follow. Real Appeal is built on the philosophy that the 
ultimate measure of success should be results. We make sure success remains a common goal, from the way we assess 
a participant's clinical need and readiness for change to the way we select and motivate our coaches. 

FUTURE STRATEGIC WELLNESS RECOMMENDATIONS 

BIOMETRIC SCREENINGS/ PHYSICIAN RESULTS FORMS 

PHYSICIAN RESULTS FORMS 

For the State of Nebraska, we are recommending our Physician Result forms that are available through Rally Engage. 
Members use these personalized forms to submit their biometric results obtained from a health provider or convenient care 
clinic visit. Each form contains a barcode for quicker processing and member matching. Using the online registration site, 
participants simply download the Physician Results Form from Rally Engage and complete the required identification 
information. Participants bring the form to their visit and leave it for completion when the results are available, or return the form 
to their provider after results are in. After both the provider and participant sign the form, the provider's office or the participant 
can fax or upload the form for processing. Results will be available on the member portal within two to three days of receipt and 
on Rally within 10 days. This approach further promotes the relationship between the member and their primary care physician, 
which has a positive impact on adherence to recommended screenings and access to cost-effective care. The additional cost 
for this recommended future enhancement is outline in the Cost Proposal. 

ERSONAL COACHING - ONLINE AND COACH-LED LIFESTYLE COACHING 

Built tor the real world, Personal Coaching is an online experience engaging people at levels unheard of for non-social media 
websites. We have driven a tenfold increase in coaching enrollment through a new digital coaching tool and website. 

From one website (optimized for mobile), members choose the way they want to get coached - through online self-led 
courses, over the phone, by secure email or chat. The website connects their entire experience together to enroll in 
programs, complete self-paced courses, set goals and monitor progress, view action plans, communicate with coaches and 
access additional health information. 

Topics include diabetes lifestyle, healthy heart, eat smart, fit for life, happiness, meditation, weight and wellness, tobacco 
cessation and sleep well. Online courses make learning convenient with lessons teaching healthier habits that last less than six 
minutes. Courses are led by health educators, authors and professors with specialization in their fields, with popular TED Talks, 
social media followers and features on shows like Oprah, The Today Show, Good Morning America and NPR. 

One-on-one coaches have seven years of experience on average and make change easy for each member by adapting 
lessons and skills to each person's lifestyle through personalized plans that take into consideration all a member's needs, goals 
and preferences - even acknowledging financial and emotional roadblocks to healthier living. Easy to implement, the entire 
experience integrates with Rally and your other clinical and wellness programs. The additional cost for this recommended 
future enhancement is outline in the Cost Proposal. 

ON-SITE HEALTH PROMOTION: A HIGH-TOUCH APPROACH 

To further advance the State's wellness goals and assist in removing the design and administrative burden from the State, we 
further propose adding an On-Site Health Promotion Specialists (OHPS). This resource would be strategically placed in a 
key location to plan, promote and track activities within the State. The OHPS will work with Wellness Champions to understand 
current efforts, and to identify areas of opportunity to maximize resources and make recommendations to the State's Wellness 

Jd Benefits Team. ,,,, 
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We understand that the State members and locations have unique needs, especially when it comes to engagement. 
Teammates are often only available at very specific times of day, and even times of year. Not all teammates can be reached 
the same way. The OHPS will create a customized 12-month calendar that aligns with the specific seasonal and 
logistical pressures as they change throughout the year. Whether we are targeting administrative staff or field personnel, th1~ 
strategy will maximize the time State teammates are available, and encourage them to stay engaged during times they may be 
focused on other priorities. The presence of the OHPS also helps achieve continued engagement. 

Our on-site solution will work with the State's communications officer and will offer robust marketing materials that can be 
tailored to align with States wellness strategy, and maximize participation. 

The on-site communication methods we typically use to increase awareness include: 

• Environmental Signage: Projector screens, posters, banners, table tents, flyers, etc. 

• Teammate Word of Mouth: As teammates have positive experiences across the locations 

• Wellness Champions: The on-site health promotion specialist will coordinate engagement activities and education in 
locations we cannot always reach 

Teammates will see the program in action on a daily basis when they attend a health event, interact with the on-site health 
promotion specialist, and experience the culture of health at work. The on-site health promotion specialist will develop deep 
trusting and impactful relationships with teammates through a variety of group and on-on-one interactions. These interactions 
will allow us to have a finger on the pulse of your population's health literacy, interests, goals, utilization trends, knowledge gaps 
and much more. By implementing our integrated approach to employee wellness, the State of Nebraska will create a long 
lasting culture of health and wellness. We fu lly understand the importance for the State of Nebraska to review and approve any 
and all communication and wellness activities. The additional cost for this recommended future enhancement is outline in 
the Cost Proposal. 

QUIT FOR LIFE 

Quit For Life is a clinically proven tobacco cessation program offered in collaboration with the American Cancer Society®. The: 
program combines online and telephonic tools and resources, along with physical, psychological and behavioral strategies to 
help members overcome their tobacco addiction. 

Throughout the program, members have access to a highly trained, experienced Quit Coach® to help make a plan, set a quit 
date and provide ongoing support. In addition, members receive many tools and resources to help keep them engaged and on 
track with their cessation plan. Quit For Life treats every tobacco user as a unique individual and tailors a quitting plan based 
on the participant's needs. 

It can be difficult for people to stop smoking or using any form of tobacco, especially without the proper help and resources. 
Quit For Life provides members with the coaching, tools, and resources to help improve their confidence and motivation to quit. 
With multiple communication channels, employees can more easily connect with the Quit Coach and all other resources in a 
way best suited to their preferences. The additional cost for this recommended future enhancement is outline in the Cost 
Proposal. 

SEAMLESS MEMBER E XPERIENC E 

Rally offers the State and its members a consumer-centric approach to drive seamless engagement in the actions that improve 
health and health care. A seamless member experience is achieved by: 

• Design: Consumer-centric, we deliver a fun, simple digital experience with bold graphics and straightforward language. 
Health and health care can be complicated - better design builds confidence in the decisions individuals make every day. 

• Engagement: Our Health Survey helps personalize interaction with features such as Missions, Challenges, 
Communities, and other targeted behavior change programs. When we give users the right information and support, they 
can begin making more cost-effective, healthier decisions. 

• Personalization: Starting with small, simple activities that build healthy habits, we present relevant information to each 
user while uidin them to their next best action. Members know that each time the lo in, the will see recommendel 
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content in the context of their personal Health Profile, and based on their goals, progress and readiness to change. 

Rewards show members how healthy activities pay off. Members earn Rally coins for engaging in and completing 
activities on the site (e.g., completing the Health Survey, checking in to a Challenge and/or Mission). We offer Rally 
Marketplace for rewards redemption, which provides deep discounts on name brand goods and services for exchanged 
coins. 

• Accessibility: No matter what device a user prefers, we offer a seamless experience across Web, mobile Web, and 
through native mobile apps available for iOS and Android. We make it easy to stay on track with health and wellness 
goals. 

With PHS, our care management suite of programs is integrated with our other health and wellness solutions, providing a 
seamless member experience for the State's population. 

The synchronization and containment of data within a single resource promotes integrated service, continuity of care and 
prevents disjointed, uninformed decisions and recommendations. 

Our entire care management staff, including nurses, health and wellness coaches, can access the same member information 
that details clinical interactions and health care experiences the member has had, along with potential or unmet needs. 

In addition to member background and history, our analytical system lets nurses see specific opportunities-prioritized, one by 
one-to engage the member. By comparing evidence-based guidelines to claims data, Health Survey and self-reported data 
(for example, medical, laboratory and pharmacy), nurses identify opportunities to improve health care, medication savings 
opportunities and even safety issues. 

Describe the availability of and the process to ensure members have: 

1.214 a. Lifestyle coaching. 

b. 24-hour nurse line. 

c. Other Wellness services, including medication adherence education. 

tiesponse: 

a. Lifestyle coaching - With the optional buy-up Personal Coaching program, your members have instant access anywhere at 
any time to personal coaching and on line resources on their computers, smart phones and tablets. One Personal Coaching 
website makes health education convenient, connecting their entire experience together. 

Members have access to personal coaching via phone or chat during standard business hours. Our standard hours are 7 a.m. 
to 10 p.m. CT, Monday through Thursday; 7 a.m. to 7 p.m. CT on Fridays and Saturday 8 a.m. to 4:30 p.m. CT. Members have 
send secure emails to personal coaches 24 hours a day, seven days a week. 

b. 24-hour Nurseline - Nurseline, which is currently available to all State of Nebraska members, places a registered nurse at 
the center of your health and wellness program. Available 24 hours a day, seven days a week, these nurses have the skills, 
training and tools to take the opportunity presented by an initial phone call and fully activate consumer behavior-helping 
individuals choose the right care, provider, medications and lifestyle, while serving as a hub for connecting members to the 
State's full array of health services and resources. 

In addition, Live Nurse Chat is a confidential, real-time, one-on-one chat service available 24 hours a day, seven days a week. 
Chat is more convenient than email and allows users to receive an immediate response to their inquiries rather than waiting up 
to 24 hours for a reply, which is done by some of our competitors. Chat volume varies throughout the year, with nearly 4,000 
chat sessions per month. 

Members who have a personal digital assistant (PDA), smart phone or other mobile device capable of supporting fast Web 
browser operations can use it to access Live Nurse Chat and connect with a nurse 24 hours-a-day, seven days-a-week. 

c. Other Wellness Services - Rally, and all of its wellness features, is available to members 24 hours a day, 365 days a year. 

-,x medication adherence, State of Nebraska members have access to Nurseline 24 hours a day. Nurseline extends beyond 
)lping members find the right treatment and allows nurses to address not only an immediate symptom, but also issues that 
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impact the member's quality of life, including gaps in care, medication use, primary care provider relationships, health and 
wellness needs and treatment options. Nurses log all member interactions into the technology platform, which assures 
integration across our spectrum of programs. 

1.215 
Describe the process for population risk analysis, population stratification, including predictive modeling with respect 
to Member outreach. 

Response: 

Our intelligence technology platform supports all the programs across our care management and wellness solution. This 
proprietary technology solution enables holistic member profiling, proactive health care management, heightened member 
engagement, stronger provider partnerships and more effective measurement of health care value. It synchronizes multiple 
data components, including medical records, lab results, pharmacy data, clinical information, self-reported data and behavioral 
and lifestyle coaching information, pinpointing definitive opportunities to enhance member care. The platform identifies 
intervention opportunities before a major health event occurs, and it calls out gaps in care to program nurses and coaches. 

Our technology platform drives actionable change across more than 100 conditions and targets interventions that would 
otherwise go untouched in traditional, risk-based, model-only outreach. The system drives communication to members through 
customized outreach and to physicians through comprehensive, member-specific health management reports. 

The broad and timely program outreach results in a more personalized consumer experience. We can identify members who 
will likely need intensive health care services in the near future (defined as within six to 12 months) or are recently experiencing 
evidence-based gaps. It uses data to develop a confidential profile of the member, and then it ranks his or her risk relative to 
other members. This identification tool analyzes data based on diagnosis, care-seeking behavior, prescriptions, 
hospitalizations, doctor visits and tests ordered, among other factors. 

The system identifies members as high risk and automatically promotes them to the appropriate resource. The system displays 
the information in a format that highlights actionable factors under the four value pillars of Right Provider, Right Care, Right 
Medication and Right Lifestyle. 

Such opportunities can include medication non-adherence, medication duplications or interactions, access to care, the use o 
multiple and/or non-network physicians and other health care professionals and missing standard of care interventions (such .... _ 
no hemoglobin A1C blood test for a member with diabetes) . 

Our technology platform makes sure that the State's members receive the appropriate level of outreach to their high-risk 
members. Some of the specific benefits include: 

• More accurate and further-reaching prediction of future health events 

• Ability to identify and engage members sooner and in a more proactive manner, prior to a potentially adverse medical 
experience 

• More accurate measurement of risk, centered on evidence-based medicine rules 

a Increased accuracy in stratification of participants into our programs 

• Ease of use-information readily available with medical and pharmacy claims and enrollment files serving as key inputs 

We focus on engaging members as appropriate depending on the level of risk of the identified gap in care. Our care 
management program uses the following outreach approaches while working with members: 

• Telephone calls from an assigned nurse or coach 

• Mailed condition-based materials and reminders with health improvement messaging 

• Secure email from an assigned nurse 

• Extensive Web-based content made available to members as reference information 
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I Our goal is always to provide meaningful member and nurse interactions that lead to sustainable clinical outcomes. Through 
qur digital capabilities, high-risk members have immediate access not only to their nurse, but also to their personal care plan, 

lre plan progress and educational information. 

1 
_
216 

I ~escribe the predictive modeling capabilities and the ability to benchmark the wellness program and its financial 
impact. 

Response: 

For predictive modeling, our eSync intelligence uses medical, behavioral, pharmacy, Health Survey, biometric and laboratory 
data to develop a confidential profile of the member and then ranks his or her risks relative to other members. Should the State 
decide to buy up to Personal Coaching and/or On-Site Health Promotion, we are willing to offer additional performance 
guarantees not included in our base offering. These guarantees are based on based on diagnosis, care-seeking behavior, 
prescriptions, hospitalizations, doctor visits, and tests ordered. 

Our integrated health and wellness experience brings together our clinical excellence and the Rally digital platform, along with 
other wellness program data. We use data from various wellness programs to benchmark programs and incorporate financial 
impact within our predictive modeling technology. For example, biometric screening results are incorporated into our 
identification and stratification system, which includes our predictive model, and used to identify individuals for Personal 
Coaching. We forward information about identified individuals to the clinical coordinators in the applicable programs or to other 
engagement channels as appropriate. We also integrate the information into our clinical systems for other programs, including 
condition or case management services and other consumer touch points (such as mailings or advocacy services). We use this 
biometric information to personalize the conversations with members on improving their health. 

1.217 I Describe the process to share recommendations for improvement based on risk factors. 

Response: 

Synchronization brings medical histories, personal preferences and lifestyle choices together with health care systems to 
~evelop an effective, simple, personalized action plan that creates value. By constantly synchronizing data from across 

Jpulations, the eSync platform develops a holistic member view and proactively identifies health care opportunities; this 
results in total population health optimization. The platform proactively identifies health care opportunities daily, identifying 
potential member health issues and facilitating intervention before major health events occur. 

After we identify those at risk and assess their health care needs, we collaboratively plan and execute a health care action plan 
- shared recommendations for the member to improve their health and wellness. 

Depending on the assessed health care needs, our nurses create a member-centric health care action plan that focuses on 
one or more of the specific health care pillars. We reinforce the health care action plan with data and facts that support health 
care decision-making. 

Building up to the pillars of health care support are individualized health care interventions specific to the member's needs. 
Interventions are outcomes-based and drive the level of health care decision-making necessary to provide health care support 
and influence outcomes. 

Through the care management process, we employ registered nurses (RNs) with extensive clinical and case management 
experience and training. Our nurses engage the appropriate resources needed to meet the member's health care needs, 
whether the resources are internal, external or community-based. 

1.218 I Describe monitoring activities to identify gaps in care and opportunities for improvement. 

Response: 

With our technology platform and HealtheNotes program fully integrated across our care management solutions that is in place 
today with the State of Nebraska, our holistic approach to managing the State's members includes monitoring activities and 
identifying opportunities through gaps in care. 

· 'ith our technology platform, we monitor 100% of the State's member population for gaps in care and reach out to all 
embers with identified Qaps, regardless of health status. This enables us to reach more members-from those facing a 

Page 145 of 176 



hospital stay, to those living with a chronic condition, to the completely healthy who might fall through the cracks in other health I 
and wellness solutions. 

As an advantage of our technology's intelligence, we can constantly scan the entire population for gaps in care and 
opportunities for intervention before a major health event occurs. 

With our technology platform, we have sophisticated ways of bringing a State member's data together so that, with the goal of 
better health and decreased medical expense, we can: 

• Effectively identify members with health risks 

• Reach out to them sooner to help keep chronic conditions from escalating 

• Give them the information needed to help make important care choices 

HealtheNotes is an integrated technological capability synchronizing health care management for optimal wellness for the 
State's members. Powered by our technology platform, the system scans your member population identifying events and 
engaging the member through targeted, mail-communication addressing care opportunities. 

Unlike other data technology in today's health care market, our proprietary platform retrieves and analyzes more data elements 
for every individual member to provide the most comprehensive medical profile possible, including (but not limited to) the 
following: 

• Pre-adjudicated medical claims 

• Adjudicated medical claims 

• Prescription claims 

• Biometric screening data 

• Lab results 

• Health Surveys 

• Information captured through every interaction with our clinical staff 

When any of our clinicians speak to members or their physicians, they have immediate access through eSync to all the 
information needed to make evidence-based recommendations and program referrals. Nurses log all member interactions into 
the technology platform, which maintains integration across our spectrum of programs. Any nurse, coach or advocate staff 
professional can immediately see the available opportunities and programs to the member, evaluate the member's claims data 
and prioritize the interactions most impactful and beneficial to the member. 

1.219 I Describe affirmative steps that are employed to promote compliance among members. 

Response: 

As part of our Personal Coaching program, an optional buy-up for our wellness program, all of our coaches receive alerts to 
lapses in member compliance, review notes from prior sessions, monitor progress on goals and view online activity on Rally 
and the Personal Coaching website. To enhance the coaching experience and success rates, our coaches can refer the State's 
members to Rally for online challenges and tools. Coaches can view and interact with information from a member's online 
activity and use that information to help coach and motivate them during their coaching experience to better ensure 
compliance. 

Our coaches leverage the information available to members on Rally to personalize member interactions and tie the full 
complement of wellness programs together for the member. For example, a member working with a personal coach on weight 
loss issues may be referred to our digital tools and content for fitness or nutrition, with meal planning and tips to maintain a 
healthier weight, all of which support the member's overall goal. 
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I Personal Coaching will get members engaged in their health and wellness plan by using resources and programs available to 
them. We designed our program to proactively create awareness of resources and educate and activate members by teaching 

3W skills and behaviors versus just relying on passive content consumption. 

As part of our Real Appeal coaching program, several key attributes keep participants engaged over time: 

• An entertaining and educational curriculum that builds skills from week to week 

• Personal attention and communications from experienced and caring coaches 

• Interactive group learning 

• Dashboard tools to track progress 

• Ongoing behavior change support throughout the entire program 

Participants receive program reminders and prompts in their secure message center. Participants who have opted in to text or 
email alerts receive a notification that messages are waiting for them. They can log in to the Real Appeal dashboard to view 
these messages. 

For participants who have lapses in participation, Real Appeal conducts re-engagement campaigns, such as "We Want You 
Back" emails and initiates outreach to members who are engaging in the platform, but not attending class, and vice-versa. 

Participants have access to the program regardless of their level of participation, whether active or recently inactive. If 
participants do not log in to the Real Appeal app or website for six consecutive weeks, the system places them in an idle status 
and they are removed from their assigned class. They can still access all of the digital tools of the program in their dashboard if 
they choose to log in. They can also call our Answer Center any time for help re-joining the class. 

1.220 

Response: 

Provide the following outcomes results, for each of the last two (2) years, for each Wellness service: 
a. Overall and program specific engagement rates (defined as the percentage of Members who are 

contacted, consent to participate in the program, complete an assessment and schedule a follow-up) and 
realized ROI for each program offered including: 

b. 

C. 

d. 

e. 
f. 
g. 

i. 24 hour nurse line 

ii. Lifestyle coaching 
iii. Other Wellness services 

Member participation and ROI for incentive programs. 

Provider satisfaction survey results. 

Member satisfaction survey results. 

Clinical measures for each Wellness services provided. 

Gaps in care closures. 
Monitor changes in Member-reported physical and mental health status through a tool. 

a. ~verall and program specific engagement rates (defined as the percentage of Members who are contacted, consent 
to participate in the program, complete an assessment .and schedule a follow-up) and realized ROI for each program 
offered including: 

i. 24 hour nurse line 

For our Nurseline program, over the last two years there was nearly a 1.5:1 average program ROI. 

~cause Nurseline is an inbound call model, we measure proqram enqaqement rates a bit different than described in the 
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question. We measure the number of calls and the total membership eligible. Information for the last two years are as follows: 

• 2017: 37 million members eligible with 1. 7 million NurseLine calls 

• 2018: 38 million members eligible with 1.8 million NurseLine calls 

ii. Lifestyle coaching 

Our Personal Coaching programs provide industry-leading results. Our online courses have delivered the following results and 
member engagement: 

• 56 minutes average sustained time spent in course 

• 79% of learners participate in discussions demonstrating high engagement in courses 

• 35% of participant time is spent on learning activities (for example, quizzes, discussions) 

• Four to five times completion rates of competitor courses 

• More than 44% higher engagement than average Internet videos 

The various areas of focus within our Personal Coaching program have seen the following engagement success: 

• Weight and Wellness: 62% completion rate with 56% losing weight 

• Healthy Heart: 71 % completion rate, 53% lost weight or improved blood pressure 

• Stress Less: 73% completion rate, 47% improved their stress level, 23% of people who completed the program also lost 
weight 

• Diabetes Lifestyle: 53% completion rate, 54% lost weight/improved A 1 C 

• Eat Smart: 74% completion rate, 42% lost weight, 14% reduced fat intake by 50% or more 

The ROI on Personal Coaching programs can vary. It is driven by customer-specific factors, including, but not limited to, the 
following: 

• The organization's effectiveness at cultivating and supporting a wellness culture 

• Population demographics 

• Health plan design and other factors that influence members' motivation levels 

• Access to claims data 

• Wellness program cost 

iii. Other Wellness services 

Engagement and ROI measures for some of our other wellness services are highlighted below. 

• Quit For Life - Across our employer book of business, our average participation rate is 10%. Please note participation 
rates vary based on the level of promotional activities performed by the customer and whether or not the customer has 
incentives in place. 

We are very effective at helping our customers engage tobacco users. As a result, our average participation rate of 10% 
(across our entire book of business) of estimated tobacco users is significantly higher than the industry average. To 
assure the success of the State's tobacco cessation ro ram, we will rovide res onsive and collaborative consultatior 
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regarding strategic initiatives and planning. 

To calculate ROI for the Quit For Life Program, we compare total program savings to total program costs. It is estimated 
that employers pay $6,275 dollars per tobacco user on direct and indirect costs such as health care costs, lost 
productivity, workers' compensation and smoking breaks. We estimate that the employer would, over time, save this 
amount on each quitter in the Quit For Life program. Our ROI model phases the savings in over five years, as not all 
health-related improvements are realized immediately upon quitting. To calculate health care costs associated with 
tobacco use, we use data from studies published in The American Journal of Preventive Medicine and Tobacco Control. 

Typically, the ROI (where ROI equals total savings divided by total fees) generated by this model improves over time. 
The ROI will typically be less than 1.0 in year one (range between 0.8 and 1.0), but year two and beyond will show a very 
strong ROI (range between 1.5 and 2.0 in year two, and range between 4.5 and 5.5 in year five). These savings reflect 
ROI on a cumulative basis, comparing total fees and total savings since program inception. 

• Real Appeal - For our Book of Business, we target a minimum of 15% enrollment in Real Appeal. With strong 
marketing and promotion, engagement rates can exceed 20%. Enrollment rates closely tie to a customer's promotion 
efforts. Customers who execute a multi-channel campaign, which includes email and other tactics, have enrollment rates 
from 20% to 60 %. 

Regarding ROI, in a 12-month medical cost study comparing Real Appeal participants to non-participants, we found that 
those who attended at least four coaching sessions incurred $254 less in medical costs than non-participants did, 
representing 6% in cost savings. Those who attended at least 26 sessions saw their cost savings grow to $67 4, or 16% 
cost savings. 

Real Appeal is a proven and effective weight loss program. It gives participants everyday tools to improve their health 
while helping employers reduce medical expense. Our data demonstrates that costs of the program for year-one 
participants are entirely offset by claims savings. This data also indicates that our goals to sustain engagement lead to a 
real payoff as session frequency is tied to medical claims reduction. 

1-\. Member participation and ROI for incentive programs. 

ror the past two years, our Personal Rewards incentive program has demonstrated the following engagement results: 

• 76% of participants achieved rewards in the program 

• 70% of participants had a physical or biometric screening (up from 46%) 

• 45% of participants completed coaching for qualified individuals; participants who lost weight lost an average of nine 
pounds 

• 27% of plan participants earned all their rewards 

For ROI, we do not track this across our book of business for the Personal Rewards incentive program. 

c. Provider Satisfaction Survey Results 

Our provider satisfaction survey results are considered confidential and proprietary. As part of our commitment to improving the 
health care experience, we collect feedback from care providers· to measure and understand provider perceptions of us and 
deepen our knowledge of their experiences and needs. This information is disseminated across the organization to streamline 
internal processes, improve coordination between departments and enhance communications. 

One of our primary feedback mechanisms, the Physician and Practice Manager Survey, has been running for more than 10 
years. This survey instrument measures provider perceptions of us on key measures such as Net Promoter Score (NPS), 
overall satisfaction, ease of doing business, and a host of other operational dimensions such as prior authorization and 
reimbursement. We gather nearly 3,000 responses per year from across the United States. A third-party vendor, Market 
Strategies International, administers the survey on our behalf to providers who are contracted within our network. 

addition to the Physician and Practice Manager Survey, which we distribute quarterly, we also gather provider feedback at 
e oint of interaction with UnitedHealthcare. We surve roviders after the contact our call center, on our main rovider 
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website, UHCprovider.com, and after our providers interact with our field staff. As part of this survey process we "close the 
loop" and follow up with providers who indicate dissatisfaction with their interaction. 

Additional, primary studies are also frequently conducted to evaluate market opportunities. 

d. Member satisfaction survey results. 

As part of our Voice of the Customer (VOC) program, Rally extends a Net Promoter Score (NPS) Survey to Rally users for both 
mobile and Web products as well as when users interact with Rally Consumer Support. Our core measure of customer 
satisfaction is the NPS, a common methodology used to measure customer loyalty across many industries and sectors 
including the insurance industry. Based on their responses, users are grouped into promoters, passives and detractors. The 
difference between the percent of promoters and the percent of detractors yields the NPS. NPS is designed to capture 
customer loyalty and gather user comments on their experience so that we can improve as needed. 

We also monitor user ratings and qualitative feedback of the Rally app to inform ongoing product enhancements. Collectively, 
this feedback might influence small corrections in the user experience design, more substantial feature enhancements or 
changes in the State's configurations, such as Challenges, Communities, Health Survey questions or digital campaigns. 

Over the last two years, member satisfaction was a 43 NPS for our first survey question, and a 54 NPS for our second survey 
question. By comparison to an average of 0-10 NPS, Rally is significantly outperforming the industry. 

e. Clinical measures for each Wellness services provided. 

Outcome measures for our Personal Coaching services over the last two years are highlighted below. 

• Stress Less - 90% of respondents with poor coping report improved coping 

• Eat Smart - 61 % of respondents with poor diet quality report improved diet quality 

• Sleep Well - 68% of respondents with insufficient sleep report improved amount of sleep 

• Happiness - 40% of respondents report improved happiness 

• Mindfulness/Meditation - 70% of respondents report improved mindfulness 

• Quit For Life - Six-month responder quit rate of 49% and a satisfaction rate of 94.6% 

• Real Appeal - 80% of participants lost weight, with an average of 10 pounds weight loss for those members 

f. Gaps in care closures. 

With our HealtheNotes program for addressing gaps in care, we reach 145 to 18% of a customer's population annually. In the 
last year alone, we closed 82,000 incremental gaps for members who were messaged with HealtheNotes. Gap closures assist 
in reducing medical spend, which consistently provided a 3:1 ROI the past two years. 

g. Monitor changes in Member-reported physical and mental health status through a tool. 

We do not track self-reported changes on the Health Survey at a book-of-business level; only a customer-specific level. With 
over 10,000 members taking the Health Survey in early 2019, we will be able to provide a robust year-over- year analysis of 
member reported changes in their physical and mental health in 2020 comparing the results for members who take the survey 
in both time periods. 

1.221 

Describe the ability to provide designated health coaches, lifestyle coaches, exercise physiologists, nutritionists, 
behavioral health specialists, maternity specialists or other clinical staff to carry out Wellness activities such as health 
risk assessment, telephonic coaching interventions including lifestyle coaching, a 24-hour nurse line and education 
about treatment options and health education to empower Members to manage their health. 

Page 150 of 176 

I 



, 
Response: 

(e can offer the State various telephonic, on-site and digital resources to its members through an integrated and 
~omprehensive wellness solution, many of which are noted below. 

TELEPHONIC 

• Personal Coaching - This program provides members with designated resources in various wellness areas such as 
lifestyle, exercise and nutrition, among others. Our professional wellness coaches have access to a comprehensive view 
of member data, including Health Survey responses, biometric results, and program activity and progress. 

• Real Appeal - One-on-one coaching is part of our personalized approach in the Intensive Lifestyle Intervention program. 
Participants can schedule one-on-one personalized coaching as often as they need by contacting their coach. 
Participants who want additional support can also set up a one-on-one video coaching session. 

• Quit For Life - The program uses a team coaching model, so participants are not assigned to individual coaches. Our 
priority is to reach participants for scheduled calls and to be available when they call us. Quit Coaches enter information 
from each coaching session into our coaching application. This information is then available and easily accessed by Quit 
Coaches during subsequent calls, assuring a seamless counseling experience. We can accommodate requests by 
participants to speak with the same Quit Coach. 

• Nurseline - Members also have access to registered nurses 24 hours a day, 365 days a year, to receive symptom 
decision support, evidence-based health information and education and medication information. Registered nurses help 
consumers determine most appropriate plan of action on when and where to seek care, which results in a reduction in 
inappropriate care, particularly emergency room and urgent care facilities. Members receive sound clinical information 
related to their condition and treatment options, including education regarding injuries and illnesses, condition 
management, medications and healthy lifestyles. 

• PHS - We provide designated nurse teams to the State's members, offering a holistic approach to total population care 
management and member interventions - both telephonically and mail-based. PHS nurses manage members throughout 
the process, offering treatment options and health education to empower the State's members to manage their ultimate 
outcomes. Our care management program integrates with many aspects of our wellness programs, seamlessly offering 
designated resources and focused interventions for areas such as cancer, kidney, heart disease, diabetes, respiratory 
conditions, orthopedic health, maternity and behavioral health. 

ON-SITE HEAL TH PROMOTION 

With our comprehensive PHS care management model and wellness programs, the State's members will have many 
designated resources available to them to further engage health and wellness activities, creating better outcomes for the 
State's member population. 

On-Site Health Promotion, offered as a buy-up option for the State, is an innovative solution that steps beyond the traditional 
boundaries of wellness solutions by extending the wellness experience to the workplace with two dedicated, full-time resources, 
new tools, techniques and other offerings that are exclusive to on-site interaction. 

At the worksite, On-Site Health Promotion significantly expands our ability to reach, engage and motivate members. We can 
engage in promotion, awareness building, education and enrollment in new and existing wellness programs. On-Site Health 
Promotion can bring wellness to life and improve the effectiveness and efficacy of engagement through: 

• Providing convenient access that drives better consumer utilization 

• Creating and accelerating awareness, and engagement across multiple health management services (telephonic 
Personal Coaching, Nurseline, Decision Support, case management, condition management, and more) 

• Establishing trusted personal relationships to help advocate, educate and navigate health management programs 

• Embedding wellness into the culture of the workplace 

i.Jr annual wellness calendar features an overall monthl theme around wellness and clinical to ics, as well as additional well-
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being themes. Each month includes activities with pre-event, event, and post-event materials aligned with the monthly themes, I 
including posters, presentations, flyers, note cards, emails and more to engage teammates. At the centerpiece of each activity , 
is a facilitator guide that provides a play by play guide of how to promote and deliver the event. Your on-site health promotior 
specialist then elects which activities will be the best fit for you and executes on delivering them to your site. 

DIGITAL 

• Rally - Rally simplifies, promotes and unifies administration of multiple components within a wellness strategy. 
Accessible on laptop, tablet or smartphone, it provides a personalized, intuitive experience that rewards people for 
getting healthier. This digital health and wellness experience brings together our clinical excellence and Rally Health's 
consumer engagement expertise to provide a digital health and wellness solution that makes individual health ownership 
simple and fun. Our proven behavior-change approach empowers members to manage their health through a simple 
interface, while enabling employers and health plans to engage their membership in targeted activities that produce 
positive results. 

Using all of the data collected from clinical sources as well as information gathered from the user, we then provide 
member-relevant recommendations for health-related activity on or off the site. Our clinical ranking system factors in 
clinically relevant programming options tailored to the individual, by sourcing available activities on Rally such as 
Missions, Challenges, Communities, as well as health or wellness programs, and other programs available to your 
members. 

• Digital Coaching - As part of our overall Personal Coaching program, we designed digital content and tools to go hand
in-hand with the personalized guidance of a coach to enhance accountability, engagement and health outcomes for the 
member. 

1.222 Describe outreach strategies including those for reaching Members with incomplete contact information. If outreach 
strategies vary by risk level or program, describe each of the different strategies and when each is used. 

Response: 

Our telephonic coaching programs conduct a variety of outreach methods to maximize engagement in your programs. 
Outreach methods include telephonic, web-based/email and text message depending on the program. Below, we have outlim: ... 
our outreach and engagement strategies for each of these programs. 

For members with incomplete contact information, we use a national phone append vendor to validate phone numbers and in 
many cases obtain numbers where none are provided. From the State's current eligibility files, we can obtain the member's 
name and address where we can typically find a phone number for them. 

PERSONAL COACHING 

Personal Coaching focuses on telephonic outreach to those identified and stratified as high risk. Our definition of high risk is 
very broad, and includes what many of our competitors classify as low or moderate risk. This enables us to reach and engage 
with more of your members. While we focus outreach on high-risk members, anyone may contact a personal coach and receive 
guidance. This can be accomplished by phone or online. 

QUIT FOR LIFE 

Quit For Life provides telephonic, Web-based and text message outreach to members who qualify. Our Quit Coaches make up 
to three attempts per call. In addition, we email participants to help them stay engaged in the program and working toward their 
goals. We provide text message support through Text2Quit. 

REAL APPEAL 

Real Appeal provides telephonic, email or text message engagement to members who opt-in to participate. Since this program 
targets your entire population, we can support anyone who is ready to take steps towards healthier habits. If they opt into 
receiving communication, Real Appeal sends reminders before weekly sessions, as well as periodic (every few months) 
customer satisfaction surveys to a select group of members. (Effective 4/1/18 for State of Nebraska members) 

Members also receive messaQinQ from their coach, delivered by the Real Aooeal messaoe center inbox. Members may receiv-
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I two or more messages per week. 

1.223 I Describe the health risk assessment completion rate. 

Response: 

Across our book of business, the Health Survey has a 95% completion rate, once a user has initiated their responses. Our 
Health Survey features simple design, accessibility across multiple devices, branching logic to keep questions personally 
relevant, and built-in Rewards. These features help to capture and sustain the user's attention as we guide and encourage 
them through to survey completion. 

1.224 I Describe how data collection will be administered and evaluation for the health risk assessment. 

Response: 

Data collection and evaluation is done through Rally's Health Survey, which features a variety of questions that touch on 
lifestyle, demographics, habits and health. The survey generates a Rally Age for the member which, based on scientific 
guidelines and evaluates the member's risk factors, shows how the member's current health compares to what their health 
should be for their actual age. This helps to personalize content, messages and recommendations to show members what 
activities they could do to improve their Rally Age. The survey also allows us to customize and enhance the experience for the 
members by directing them to Missions, Challenges and Communities on Rally that directly relate to interests they have 
indicated. In addition, Rally may surface clinical program recommendations like Personal Coaching, Real Appeal or Quit for Life 
if those programs can help a member to achieve their goals. We allow configuration of the survey that can touch on special 
subjects such as job satisfaction, affordability, family history, provider information or other unique factors that will assist the 
State in better understanding your employees. 

Upon completion of the Health Survey, users are presented with their health assessment results in the form of their Rally Age 
and Profile, which provides an overall summary of their risk or wellness. The profile also includes: 

• 

A clinical summary of individual risk factors, which is available in a printer-friendly format to facilitate sharing with the 
user's health care providers 

Information on reducing risk through behavior change and reference information that further contextualizes users' results 
and enables them to access additional resources (e.g., other users, Communities, Articles, and Discussions) about 
improving their health and well-being 

As soon as the Health Survey is completed, members receive a well-designed Profile with their Rally Age, clear explanations of 
risks, graphs to place data in context, and recommendations for health actions, such as Missions, that will help them address 
areas of concern. We present the user with a simple color-coded Profile allowing them to see at a glance the health risk areas 
where they are doing well (green) and where there might be room to improve (yellow or red). 

Based on clinical evidence, Rally suggests targeted changes that users might make to improve their health in each area. All of 
this is an important part of educating and informing users, making them open to healthy changes and setting the stage for 
successful Missions. 

) 
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Describe availability and describe each of the following programs and/or services: 
a. Health Risk Assessment (both web-based and telephonic) with 

Individual action steps 
b. Online biometric tracking tools 
c. Blood pressure, blood sugar, BMl/weight and other online trackers 
d. Self-management education and goal-setting 
e. Nutrition 

1.225 f. Physical activity and related online trackers 
g. Prenatal care 
h. Tobacco cessation 
i. Stress management 
j. Weight management 
k. Injury prevention 
I. Preventive service reminders, sent by mail, phone or electronically 
m. Gaps in care reminders, sent by mail, phone or electronically 
n. Type of smart innovative health programming, i.e., smart phone tracking , Fit Bit, etc. 

Response: 

All of these programs are available to the State with our proposal. These program descriptions were also provided in Question 
1 .138, as requested. 

a. Health Risk Assessment (both web-based and telephonic) 

As one of our current customers, the State's members will continue to have access to our NCQA-certified, proprietary Health 
Survey, an engaging and visually-driven health assessment that includes questions about patient demographics, personal 
health history, self-perceived health status, readiness to change, and special needs. The Health Survey reveals insights into 
each member's unique status, health risks, and acuity level, helping to identify specific steps that members can take to improve 
their health. 

In about ten minutes, users click through a fun survey backed by a clinically-validated approach with branching logic that keE. . 
questions relevant and navigation made easy with large icons and clear language. 

Upon completion, users receive a clear, easy-to-understand Health Profile with their Rally Age, an intuitive snapshot of 
individual health and an opportunity to set goals reflecting individual readiness to change. 

The Rally Age shows how life choices and health behaviors affect overall health. Developed by Expert 24, the proprietary 
calculation is robust, independent, and up-to-date. Generally speaking, a Rally Age that is the same as, or lower than, a user's 
real age indicates better health. A Rally Age that is greater than a user's real age indicates higher health risk. 

Using all of the data collected from clinical sources as well as information gathered from the user, we then provide member
relevant recommendations for health-related activity on or off the site. Our recommendations factor in clinically-relevant 
programming options tailored to the individual, highlighting available activities on Rally such as Missions, Challenges, 
Communities, as well as the State's health or wellness programs. 

It is easy to complete the Health Survey online or using a mobile device. We also provide a toll-free number for members to 
complete their survey over the phone by an exception only basis. A paper, mail-based version is also available for an additional 
fee. 

INDIVIDUAL ACTION STEPS 

Rally's member dashboard will continue to provide the State's members a simple way to access health and care activities, 
personalized status, with quick navigation to more detailed programs and features driving member health and well-being. The 
dashboard reflects the unique goals of the individual member, any State-sponsored incentive status and select digital 
campaigns as configured by the State. The dashboard and navigation tabs help keep the member engaged in priority activities -
and make it easy to correlate those activities with rewards. 

By default, the dashboard appears when a member initially logs into the Rally website. Rally users are greeted by name, and 
see a short, friendly message that reinforces positive health or well-being actions, for example, "Hey, Marisol! Try going to bE 
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a little earlier than usual tonight." 

1n the dashboard, users can easily visualize their goal progress, giving them a better understanding of where they stand in 
~lation to what they want to achieve. The State can highlight their incentive program, and what it takes to earn incentives. We 

also provide a high-level overview of what Missions and Challenges were joined and check-in status for the day. For navigation 
ease and greater detail, Missions, Challenges, Communities, Rewards, and available Resources tabs appear at the top of the 
page directly below the header bar. Participants can track their progress in their individual Missions directly from their 
dashboard and access detailed Challenge and Mission tabs for check-ins. 

b. Online biometric tracking tools 

Available biometric results are used to pre-fill the Health Survey (from recent biometric values within one year), and drive 
recommendations for healthy actions within the Health Profile. Members can reference their biometric data in both the Health 
Profile and within their Health Record. 

Biometric health data is automatically populated following the receipt of validated data. We will integrate the data with Rally 
within ten business days following the receipt of health screening information from a UnitedHealthcare-sponsored event. Non
UnitedHealthcare events may take longer. 

If the biometric data is loaded before the member completes the Health Survey, the Health Survey will pre-populate with the 
biometric values. 

Biometric results data (provided through either an internal or external biometrics program) does not replace or delete self
reported results in a member's Health Record. All biometric data inputs, whether self-reported or verified/uploaded, will display 
to members and no previous results or entries will be deleted. 

The Rally Health Record contains the clinical health history data set we have, including allergy, clinical and lab tests 
(cholesterol panel, lipid panel, lipid profile; blood glucose test, blood sugar tests; Hemoglobin A 1 C; and others), conditions, 
medications/supplements, surgeries/procedures and health care providers. It also displays biometric data. Depending on data 
type and source for the integration, the Health Record can be updated by various sources (e.g., self-reported, health coach, 

~alth fair/event, labs/biometrics, provider form, kiosk or convenience clinic). 

c. Blood pressure, blood sugar, BMl/weight and other online trackers 

See above. 

d. Self-management education and goal-setting 

Rally currently provides the State's members with Missions for self-management education and goal-setting. These member
driven Missions are activities to help support a healthier life. Rally recommends Missions to individual members based on 
responses received from the Health Survey, health data, risk factors identified through other sources, and readiness to change 
indicators. Missions provide opportunities for daily action toward a range of health and health-related topics, including: nutrition, 
fitness, stress, sleep, care, finance, and dental care. 

Our micro-behavioral Missions offer users the personalized, incremental steps needed for health ownership and more 
sustained behavior change. For example, a member can select the Mission walk 2,000 steps each day as the small incremental 
change to make toward their larger goal of weight loss. Users complete their daily Missions offline and check in digitally to see 
their progress and earn virtual coins toward rewards. This daily cycle of engagement gives the member the opportunity to pick a 
small change that they can repeatedly accomplish. By taking this incremental approach to change, members are more 
successful and motivated to continue on a path to healthier living. 

As Missions progress, each member receives immediate behavior change support, messaging to help users reach goals and 
create healthy habits, and virtual coins from our built-in rewards economy. Each Mission includes reminder tools and tracking 
options to validate member progress, and we support multiple tracking devices with easy device syncing. 

Members can select different Missions based on the goal they want to tackle, taking on activities that span a full spectrum of 
health and wellbeing topics. We currently have over 100 available Missions. 

Nutrition 
I 
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Rally will continue to provide access for your members to Missions, which provide opportunities for daily action toward a range 
of health and health-related topics, including nutrition. 

Rally includes a set of health and wellness communities where members can start topical discussions, ask questions, and 
connect with other Rally participants with the same health concerns and interests, such as nutrition. These communities are 
anonymous and create a feeling of understanding and compassion for individuals that have the same interests and issues. 

With Rally Engage, the State will have the ability to set up a private community for their population. Private communities can be 
use by the State for topics that are specific or relevant to your population. 

f. Physical activity and related online trackers 

Rally will continue to provide access for your members to Missions, which provide opportunities for daily action toward a range 
of health and health-related topics, including nutrition, fitness, stress, sleep, care, finance, and dental care. 

We support devices that are current and popular among our users. We continue to expand integration based on user feedback. 
Our platform features extensibility, with a flexible framework that supports future devices as they become popular. 

We encourage members to use their preferred activity tracker, including their iPhones or Android devices, to engage in 
Challenges and earn rewards. Data from integrated devices can populate progress in our City Walk Challenges and steps
based Missions to log activity and earn coins. 

Devices we currently support include: 

• Apple Watch 

• Fitbit 

• Garmin 

• MapMyRun 

• Misfit 

• Nokia Health 

• Run keeper 

• Strava 

• UA Record (Under Armour) 

Users who do not wish to use a separate tracking device can use their Android or iPhone 5s or newer as a step and distance 
tracker. 

g. Prenatal care 

The State's members will continue to be supported by our Maternity Support Program (MSP}, proven tools, resources and 
personal support to help members have a healthy pregnancy, receive appropriate care and assure they are well prepared for 
the baby's arrival, while working to reduce preterm delivery ~hrough early identification of risk factors. 

All participants have access to a telephonic support line staffed by experienced maternity nurses. In addition to telephonic 
nurse support, the program includes an integrated mobile app to provide an additional mode of engagement and education. 

Members complete an initial maternity risk assessment to identify risks early and throughout pregnancy as well as a post
delivery outcomes assessment including postpartum depression screening. Assessments are available telephonically or 
through the mobile app, Healthy Pregnancy. 

Members are assigned a maternity nurse who will communicate with the obstetrics provider as appropriate, provide member 
education, uidance, su art and resources desi ned to miti ate risks, romote self-mana ement skills and adherence to th1. 
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prescribed plan of care. 

1SP aims to improve pregnancy outcomes, reducing maternity and newborn spend. By combining MSP with other components 
A the maternal-neonatal continuum, mothers and babies receive the best care at lower costs. 

Of those identified in their first trimester, 75% enroll in the Maternity Support Program. The program delivers an ROI greater 
than 2:1 when members enroll early in the first trimester and complete the program. Babies delivered to moms that enrolled in 
the Maternity Support Program in their first trimester had $9,000 lower NICU cost and four days shorter length of stay versus 
comparable non-enrollees. 

h. Tobacco cessation 

Rally provides the State's members with support for tobacco cessation through Missions, at no additional cost. Rally gives your 
members access to health and wellness communities where individuals can connect, inspire, and support each other in efforts 
to improve their health. Communities are recommended to each member based on their Health Survey results, and may 
include: smoking cessation, fitness and exercise, heart health, sleeping better, cold and flu, and more. 

Our self-directed health education modules encourage members to improve focused areas of health, providing a strong 
foundation from which to integrate complementary services. Members benefit from our integration with clinical programs that 
offer deeper intervention strategies for targeted health goals. 

As an optional buy-up, Rally offers integration with the Quit For Life program, an online and telephonic tobacco cessation 
program designed and developed with the American Cancer Society. Our Clinical Ranking System (CRS) and member 
eligibility will determine whether the Quit For Life program is surfaced to the user as a recommendation. The Quit For Life 
program will be recommended to eligible users during goal selection if quitting tobacco is an appropriate goal for that member. 

Eligible members who select the Quit For Life program are directed to a summary page. They participate in the program by 
enrolling in and later accessing their account from their Rally dashboard via SSO capability. 

i. Stress management 

ally will continue to provide access for your members to Missions, which provide opportunities for daily action toward a range 
of health and health-related topics, including nutrition, fitness, stress, sleep, care, finance, and dental care. 

Rally includes a set of health and wellness communities where members can start topical discussions, ask questions, and 
connect with other Rally participants with the same health concerns and interests, such as stress management. These 
communities are anonymous and create a feeling of understanding and compassion for individuals that have the same interests 
and issues. 

With Rally Engage, the State will have the ability to set up a private community for their population. Private communities can be 
use by the State for topics that are specific or relevant to your population. 

j. Weight management 

Real Appeal was added to the State of Nebraska benefits as of 4/1 /18, and since many members that have enrolled have seen 
significant weight loss. It is a year-long digital weight loss and coaching program. It balances the clinically proven science of 
Intensive Lifestyle Intervention (ILi) with engagement and delivery tactics that are scalable for employers and inspiring for 
participants. Real appeal has been very successful since we started offering it to all of our customers. To date, over 650,000 
members have engaged in the program with a total weight loss of 2 million pounds for UnitedHealthcare customers. 

Our mission is to help prevent and treat diseases related to lifestyle habits through an inclusive program that supports behavior 
change for every participant. Our program targets individuals who are above their Body Mass Index (BMI) target range and 
seeking weight management support, or those coping with diabetes, prediabetes or other obesity-related diseases. 

Issues related to excess weight and obesity account for one of the most significant cost drivers in today's health care market. 
Because chronic conditions, such as diabetes, have been clinically linked to weight as an underlying factor, weight 
management has become a critical issue to employers throughout the United States. Real Appeal addresses weight as the root 
cause of a larger disease management problem. 

ur ro ram delivers eas -to-use di ital tools, one-on-one coachin over the Internet, coach access 24 hours a da , seven 
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days a week through secure messaging, HIPAA-compliant group sessions and entertaining, online education. Unlike static 
learning modules, our digital coaching format engages participants with the following value propositions: 

• Empowering health, not just preventing disease: The foundation of success lies in engaging the willing. With a 
universally applicable and empowering program, we capture a much greater percentage of those in need. 

• Give the people what they want: We meet people where they are, understand their unique circumstances and then 
deliver a truly customized plan for each participant. 

• Clear path and small changes: We take the proven science and simplify it into a systematic program that participants 
want to follow. Breaking down big goals into smaller actionable changes keeps participants on track each week, and 
gives them the confidence needed for success. 

• Balance technology and human interaction: High-tech, high-fidelity interactivity leads to action. 

• Accountability at every level: When incentives align, results follow. Real Appeal is built on the philosophy that the 
ultimate measure of success should be results. We make sure success remains a common goal, from the way we assess 
a participant's clinical need and readiness for change, to the way we bill for results versus session attendance, to the way 
we select and motivate our coaches. 

k. Injury prevention 

While Rally does not have a program specific to injury prevention, we do offer registered Rally users with health and lifestyle 
information through Missions, Challenges and other online health resources to keep members better informed for managing 
their health and wellness. 

In addition, Rally includes a set of health and wellness communities where members can start topical discussions, ask 
questions, and connect with other Rally participants with the same health concerns and interests, such as injury prevention. 
These communities are anonymous and create a feeling of understanding and compassion for individuals that have the same 
interests and issues. 

With Rally Engage, the State will have the ability to set up a private community for their population. Private communities can 
use by the State for topics that are specific or relevant to your population. 

I. Preventive service reminders, sent by mail, phone or electronically 

HealtheNotes Reminders are personalized direct mail brochures and emails sent to consumers identifying opportunities for 
preventive care. The personalized mailings are in an engaging color format and design with preventive care reminders. 
HealtheNotes Reminders inform members about the importance of self-care and speaking to their providers about their health. 
We use general, evidence-based medical guidelines set forth by sources such as the Centers for Disease Control (CDC), 
United States Preventive Service Task Force (USPSTF), and American Diabetes Association (ADA). 

The program can increase the number of individuals receiving the following: 

• Recommended mammograms 

• Pediatric immunizations 

• Adolescent immunizations 

• Cervical cancer screenings 

• LDL screenings for individuals with coronary artery disease 

• Comprehensive exams for individuals with diabetes 

We generate HealtheNotes Reminders rules monthly. A member receives a mailing upon gap identification, followed by a 12-
month suppression period for that member. A member receives a maximum of one HealtheNotes Reminder per topic per year. 

m. Gaps in care reminders, sent by mail, phone or electronically 
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I Using our proprietary eSync technology platform, we coordinate available medical claims, pharmacy data and lab results to 
i!;lentify gaps in care and opportunities to improve member health. We communicate these care opportunities through our 

ealtheNotes program. 

HealtheNotes is an integrated technological capability synchronizing health care management for optimal wellness. Powered 
by eSync, the system scans the member population identifying events and engaging the member through targeted, mail
communication addressing care opportunities. Implementing HealtheNotes provides the potential to lower health care costs, 
improve member outcomes and quality of life. 

n. Type of smart innovative health programming (i.e., smart phone tracking, Fit Bit, etc.) 

We are dedicated to building platforms with Responsive Web Design (RWD), ensuring that each member has a seamless 
experience through different touch points such as web, mobile web, mobile app, and tablet. Rally adapts the site to provide the 
right experience for the device the member is using. No matter what the user's preferred device, we can support an engaging 
and rewarding wellness experience. 

Rally's native mobile app mobilizes member health on the go with availability for Apple and Android devices. Users can 
register, take the Health Survey, set health goals, quickly check in to Missions and other activities, and participate in 
discussions with other users who have similar goals. Users can get reminders to perform their activities every day, and can also 
use their smartphones as step- and distance-tracking devices. Our Native Mobile App, for both iOS and Android, are 
rated 4.6+ stars. 

1.226 I Describe wellness-coaching success. 

Response: 

For our optional buy-up Personal Coaching solution, we measure the effects of our coaching interventions based on their 
· 1ccess in closing the gaps our personal coaches identify to address with a member. Each gap has a point value, helping us 
~ntify and prioritize our approach with each member. In each instance, where a coach can confirm behavior change, we 

record the results. 

Outcome measures for our Person Coaching services over the last two years are highlighted below. 

• Stress Less - 90% of respondents with poor coping report improved coping 

• Eat Smart - 61 % of respondents with poor diet quality report improved diet quality 

• Sleep Well - 68% of respondents with insufficient sleep report improved amount of sleep 

• Happiness - 40% of respondents report improved happiness 

• Mindfulness/Meditation - 70% of respondents report improved mindfulness 

• Quit For Life - Six-month responder quit rate of 49% and a satisfaction rate of 94.6% 

• Real Appeal - 80% participants lost weight, with an average 10 pounds weight loss for each member that lost weight 

1.227 I Describe the concept of success relate to improvement in employee population health risks. 

Response: 

We have a long history of successfully helping the State analyze population data while engaging and motivating members to 
change behaviors and improve their health. We have developed a formula to help the State create a sustainable and enduring 
culture of health and a wellness brand, connecting your members to wellness programs and services delivered through a high
touch concierge relationship, and by leveraging incentive-based loyalty programs that engage and reward the State's members. 

,EASURE AND DEVELOP INSIGHTS 
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Understanding a population's demographic and health profile is critical to developing a successful wellness strategy. For 
example, a program strategy for a predominantly female work force ages 25 to 35 looks very different from a program strategy _ 
for a predominantly male workforce ages 50 to 60. 

Our powerful, proprietary eSync technology platform combines demographic information with medical and pharmacy claims, 
workers' compensation records, absenteeism histories, Health Survey results and biometric screenings to provide critical 
insights on member health needs and actionable opportunities for beneficial health and wellness interventions. This approach 
uncovers the real drivers of high health care costs, letting us deliver an integrated program based on those findings. 

For example, if the State's aggregate Health Survey results show a high percentage of members struggling with risk factors of 
physical inactivity and being overweight, then nutrition education, Real Appeal and on-site fitness challenges should be a 
primary focus of the overall program strategy. 

BUILD A WELLNESS BRAND AND A CULTURE OF HEAL TH 

We find that wellness programs work best when there is consistent environmental support and a compelling wellness brand 
that builds trust and excitement through a year-long communication strategy. One key aspect of that support is an effective 
branding and communication strategy that clearly identifies employee health as an organizational priority. A successful brand 
establishes a clear visual identity for the State's wellness program and the use of multi-modal communications continuously 
builds awareness and establishes health as a core aspect of the organizational culture. 

Wellness communication messaging should appeal comprehensively to members' senses, values and emotions. They should 
be invasive-surrounding members throughout the workday and reaching them afterward, at home. Only when the health and 
wellness brand is effectively communicated as a critical element of the organization's mission can members be engaged to 
make real, long-term changes. 

CREATE A CONCIERGE-LIKE RELATIONSHIP 

Replace the traditional model of having a different entry point for every service with an always-available concierge service that 
provides a single, trusted point of information, consultation and service access for any health-related need. This go-to resource 
connects members with compelling programs and resources, including wellness programs, high-quality physicians and 
symptom-support services, and will even schedule physician appointments on behalf of the member. 

This retail-inspired model of member-ism puts the member at the center of the health care experience, enabling better 
decision-making through a personalized health advocacy service that builds a trusting relationship with the member during 
every interaction. Members' health advocates help them navigate the oftentimes complex world of health care, helping them 
uncover health resources they often do not know about. 

DRIVE BEHAVIOR CHANGE 

We offer a comprehensive portfolio of resources and services to actively engage members and permanently change behaviors 
across the continuum of health needs. These multi-modal programs are delivered over the phone, online, email, chat and on
site-allowing us to extend our reach and our impact. 

Our Wellness programs empower members to manage their own health and leverage innovative methods for inspiring change. 
Since we take integration seriously, we have synchronized all health information, programs and activities into our eSync 
technology platform, which enables our wellness coaches and nurses to drive better health outcomes online, on-site and over 
the phone. 

REWARD HEAL TH 

In the end, the intrinsic, personal experience of improved health is the only effective motivation for lifelong change. However, 
incentives play a critical role in attracting and engaging members in a wellness program, and they can help build loyalty and 
commitment over time to a healthy lifestyle. 

Because a little motivation goes a long way, our innovative approach to rewarding positive health actions and outcomes may 
include premium credits, gift cards, a structured points-based program and fun-fueling sweepstake-like events. The key is 
properly aligning behavior change and engagement goals with appropriate and ongoing incentives in order to be effective. 

We recommend establishin a true consumer lo alt ro ram that b desi n will increase en a ement and im rove user 
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I satisfaction for all. 

1.228 I Describe how risk stratification is conducted for wellness programs. 

Response: 

Risk stratification for our wellness programs is centered on our coaching programs - Personal Coaching, Real Appeal and Quit 
For Life. Our wellness solutions offer some of the most innovative and predictive means of identifying and engaging members. 
They leverages our proprietary eSync technology platform to build on the traditional methods of member engagement-the 
Health Survey, incentives, and self-referrals-by incorporating claims, data from biometric screenings, and referrals from other 
programs, such as condition management, into the identification process, allowing us to identify significantly more people than 
using traditional methods alone. 

PERSONAL COACHING 

We proactively target a whole population with the objective to keep a healthy population healthy, while guiding at-risk 
individuals into targeted clinical interventions that focus on behavior change. Our inbound model of self-enrollment makes sure 
that anyone who is ready to make a change can access resources to do so. In addition to this whole population capture 
strategy, we flag specific stratification through our intelligence platform. 

Specific criteria, as noted for the programs below, trigger an outreach call for each of the following programs: 

• Quit Tobacco: Uses tobacco 

• Stress Less: Feels tense, anxious or depressed and stress has affected health in the past year 

• Fit for Life: Exercises less than two times per week 

• Eat Smart: Eats three or more servings of food high in fat per day 

Health Heart: Total cholesterol of 200 or over; HDL cholesterol under 40; systolic blood pressure 140 or over; diastolic 
blood pressure 90 or greater 

• Diabetes Lifestyle: HgbA 1 c over 7 

• Weight and Wellness: BMI of 25 or over 

Additional programs such as Sleep Well, General Wellness and Family Wellness are all self-referral. Programs integrated with 
the Rally digital engagement platform are recommended to users as a colorful activity card when our clinical ranking system 
determines that a specific program is relevant for a member's health goals. This digital integration provides a convenient way to 
capture eligible members into programs that best serve their needs. 

REAL APPEAL 

With Real Appeal in place with the State, we offer a total population health solution that targets your full population with a 
program designed to support anyone who is ready to take steps toward healthier habits. By targeting your entire population, 
Real Appeal engages the willing and creates maximum awareness for the program. All participants who can benefit are aware, 
receptive and ready to register. Real Appeal is a member opt-in program. 

QUIT FOR LIFE 

Most tobacco users will self-refer to the Quit For Life program. We can identify potential participants from Health Survey data, 
biometric screenings, pharmacy benefit manager claims data and from internal or external sources. Our recruitment team then 
facilitates outbound calls to invite tobacco users to enroll in the program. We can also accept enrollments via warm transfers or 
other mutually agreed-upon referral mechanisms. 

1.229 I Provide the ROI calculation methodology for the overall Wellness program. 
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Response: 

For the State's overall wellness program, we calculate and measure ROI primarily through cost savings. While that is one 
indication of how a wellness program is working, it is an incomplete story of the value of health management programs and w .... 
are currently exploring new ways to effectively measure the value of our health management solutions. Ultimately, we have 
learned that programs that are designed to improve health should focus on many other metrics, most of which can be 
categorized as either people metrics or business metrics. 

People metrics (outcomes affecting members personally) include: 

• Quality of life (job satisfaction, morale, family life, relationships, emotions) 

• Energy level, mood 

• Net health risk reduction 

• Job safety and ergonomics 

• Personal health care expenditures 

• Health benefit program satisfaction 

Building a value proposition around these metrics is critically important. By giving these metrics the same credence as the 
business metrics listed below, employers like the State can communicate a powerful message that says "we care about you," 
rather than simply "we want to lower health care costs." That, in turn, can help build teammate engagement. 

Business metrics (outcomes affecting organizational performance) include: 

• Absenteeism/ presenteeism/ productivity 

• Accident rates, other safety metrics, disability program use 

• Return on invested capital 

• Recruitment/retention 

• Health care costs (medical, pharmacy) 

• Industry-specific operational business metrics (through-put, claims handling, inventory turnover) 

• Health care utilization (emergency room, inpatient stays, readmissions, pharmacy, etc.) 

1.230 I Define and measure wellness outcomes related to the programming structure. 

Response: 

The program structure and mix of health and wellness solutions makes it difficult to define and measure outcomes tor overall 
wellness programs. Below are outcomes and success rates of some of our wellness solutions that we can track and measure 
across our book of business. 

PERSONAL COACHING 

Our coaching programs have achieved the following results by providing participants with personal support, education, and 
online tools and trackers that drive behavior change: 

WEIGHT MANAGEMENT 

• 62% program completion 

• 56% lost weight 

TOBACCO CESSATION 
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• 53% program completion 

58% quit or reduced tobacco use by 50% or more 

• 32% quit tobacco use 

NUTRITION 

• 74% program completion 

• 42% lost weight 

• 14% reduced fat intake by 50% or more 

In addition, we have found that members who complete our Personal Coaching program are 17% more likely to reduce their 
nutrition risk category than non-participants are. 

EXERCISE 

• 69% program completion 

• 23% increased exercise to 90 minutes or more per week 

• 40% lost weight 

In addition, we have found that members who complete our Personal Coaching program are 31 % more likely to reduce their 
physical activity risk category than non-participants are. 

STRESS 

• 73% program completion 

47% improved their stress level 

• 23% of people who completed the program also lost weight 

HEART HEAL TH 

• 71 % program completion 

• 53% lost weight or improved blood pressure 

In addition, we have found the members who complete our Personal Coaching program are 53% more likely to reduce their 
blood pressure risk category than non-participants are. 

DIABETES LIFESTYLE 

• 53% program completion 

• 54% lost weight or improved A 1 c level 

REAL APPEAL 

We measure individual and population outcomes with engagement and other indicators: 

• Enrollment (total, and enrollment of at-risk population) 

• Initial session attendance 

• Ongoing session attendance (more than four, nine, 16 or 26) 

• Weight loss 

Participants on track to lose more than 5% of body weight 
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Our approach to engaging participants in a clinically validated weight loss coaching program has yielded impressive results. 
We can report the following highlights: 

• 620,000 registered participants 

• Over 2,000,000 total pounds lost 

• 80% of participants lost weight 

• 42% of participants lost more than 5% body weight 

• 10 pounds average weight loss 

• 15% to 20% average engagement 

• Participants who attended at least four coaching sessions incurred medical costs $254 lower than non-participants, 
representing 6% cost savings. 

• Participants who attended at least 26 sessions saw their cost savings grow to $67 4, or 16% cost savings. 

QUIT FOR LIFE 

The program's quit rates, customer satisfaction, participation rates and service levels continue to surpass industry standards. 
On average across the book of business, the Quit For Life program has shown an average six-month responder quit rate of 
49% and a satisfaction rate of 95%. Our clinical and scientific roots are evident in our thorough evaluation methods. 

Participants are considered to have successfully quit if they have not used any tobacco at all for 30 or more days. We use the 
Responder Method for calculating and reporting quit rates. The responder quit rate is the percent of participants who responded 
to the survey (i.e., completed) who have quit for 30 days or more at the follow-up survey. 

1.231 Describe the program that manages gaps in clinical care, beginning with the identification process and concludinq 
with outcome. 

Response: 

Our eSync technology platform has a predictive modeling component that runs thousands of gaps in care algorithms daily to 
identify individuals who have not received appropriate preventive care or screenings. 

As we identify a member with an opportunity to benefit from preventative care, a personalized HealtheNotes Reminder is 
generated and sent to the member. 

Our HealtheNotes Reminders include a number of preventive treatment reminders to increase the number of individuals who 
receive the following. 

• Recommended mammograms 

• Pediatric immunizations 

• Adolescent immunizations 

• Cervical cancer screenings 

• Low-density lipoprotein (LDL) screenings for individuals with coronary artery disease 

• Comprehensive exams for individuals with diabetes 

Our company synchronizes our data resources to encourage individuals to take advantage of screening(s) that can prevent 
serious illness or reduce the risk of death from illnesses. We deliver the reminders in a user-friendly, personalized and timely 
format. 
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I Describe successful outcomes of the current wellness programs offered as pertaining to the following: 

a. Eligibility 
b. Centralized electronic medical records 
c. Medical Community integration processes and program details 

1.232 d. Education materials 
e. Identification, participation, engagement 
f. Risk stratification methodology 
g. Predictive modeling capabilities 
h. Including individuals in the disease management program once a member's paid claims exceed $50,000 

Response: 

These items noted above typically do not pertain to our Wellness program, and thus, are difficult to quantify with measurable 
outcomes. While we may not measure these areas, we are encouraged by the results we have seen with many aspects of our 
Wellness program, such as the Health Survey, personalized Missions, user retention and our coaching programs. Examples of 
results include: 

• Our Health Survey, in January 2019, the State's members were incentivized to register for Rally and complete the Health 
Survey. Between January 1 and April 1, 10,436 members logged onto the Rally site and 99% completed the Health 
Survey - compared to a 95% rate across our book of business. 

• For Rally retention, 99% of the State's registered users have logged in two or more times, while 40% have logged in four 
or more times. 

• Our Quit For Life program, on average across our book of business, has shown an average six-month responder quit rate 
of 49% ar:id a'program member satisfaction rate of 95%. 

Describe the following tools and services available to Members via the Member portal: 

a. Health Risk Assessment. 

1.233 b. Wellness tools and trackers. 

c. Health promotion and health education tools. 

d. Any other web tools to support Wellness activities. 

e. Health services related to member cost 

Response: 

a. Health Risk Assessment. 

Our NCQA-certified, proprietary Health Survey is an engaging and visually driven health assessment that includes questions 
about user demographics, personal health history, self-perceived health status, readiness to change, and special needs. The 
Health Survey reveals insights into each user's unique status, health risks, and acuity level, helping to identify specific steps 
that users can take to improve their health. 

In about ten minutes, users click through a fun survey backed by a clinically validated approach with branching logic that keeps 
questions relevant and navigation made easy with large icons and clear language. 

Upon completion, users receive a clear, easy-to-understand Health Profile with their Rally Age, an intuitive snapshot of 
individual health and an opportunity to set goals reflecting individual readiness to change. 

The Rally Age shows how life choices and health behaviors affect overall health. Developed by Expert 24, the proprietary 
calculation is robust, independent, and up-to-date. Generally speaking, a Rally Age that is the same as, or lower than, a user's 
real age indicates better health. A Rally Age that is greater than a user's real age indicates higher health risk. 

b. Wellness tools and trackers. 

,ally drives positive, sustainable health behaviors by engaging members and dependents ages 13 and over, in taking 
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ownership of their health through an intuitive interface and a personalized wellness experience. Rally is optimized for use on 
almost any device-smartphone, tablet and laptop-and incorporates member data to create a personalized digital experience 
that engages members in wellness programming and facilitates measurable behavior change on their terms. 

The Rally journey begins with our innovative Health Survey, a highly engaging, visually driven assessment tool that ignites the 
Rally online experience. The Health Survey uses game mechanics and a consumer-friendly design to engage users from the 
moment they log on to Rally, and the responses form the basis of each adult member's personalized interaction with the site. A 
member can take the Health Survey as many times as he or she likes. The Rally Age that is generated at the completion of the 
survey enables members to compare their estimated age with their actual age in a way that clearly demonstrates how engaging 
in healthy behaviors positively affects their health. Based on our experience, we have seen a 95% member completion rate for 
our Health Survey. The Health Survey reveals insights on steps that members can take to improve their health and is the 
catalyst for motivating members to engage in activities across the Rally digital experience. 

A key tool that Rally provides is our Personal Health Record (PHR). The PHR is a personal health hub containing each 
member's health information, including allergies, conditions, surgeries and procedures, medications, and clinical tests and 
health care professionals. The health care professional's category features an ability to add information that a member's 
primary care physician or other provider may provide. Members can print their Rally PHR and bring it with them to provider 
appointments. 

c. Health promotion and health education tools. 

Rally supports online content (RSS, biogs), on-site licensed content from Greatist.com (fresh voice with an emphasis on 
fitness and nutrition and infographics) and from NewsCred (a variety of sources including HealthDay, Harvard Health Letters 
and others). In addition, Rally has a growing library of custom original content, including exclusive infographics. Rally's dynamic 
content management system recommends articles to members based on their interaction and progress through the site. 

In addition, we use the best available data, which can include Health Survey input and biometric, eligibility and claims data to 
make health content recommendations. Our clinical ranking system (CRS) is the foundational driver behind content that is 
personalized and customized to have the most impact in improving a user's overall health. The system generates a list of 
ranked items for each user, which can include, but is not limited to, Missions, Challenges, Communities and third-party 
programs. The scores of ranked content optimally match users with activities and programs that display on their dashboard f 
a simplified experience. Prioritizing personalization over prescription, we recommend content to help users understand what 
they can do to feel better and be healthier. 

d. Any other web tools to support Wellness activities. 

Rally brings a fresh approach to engagement in health with a focus on the consumer, from the user-centered design philosophy 
to the friendly, simple language, clear illustrations and icons. Rally engages members by creating a personalized digital 
experience that dynamically evolves as individuals interact with the site. The Rally journey begins with our innovative Health 
Survey, which uses game mechanics and consumer-friendly design to engage users from the moment they log in to Rally. 
Rally keeps members engaged through social motivation and game mechanics, while creating personal experiences based on 
each member's unique profile - capturing risk status, acuity and readiness to change. 

Below are examples of built-in features that have been proven to automatically drive everyday interaction, social connection 
and incentives. 

SOCIAL NETWORKING 

Leveraging the proven power of social networking and connectivity to drive behavior change, Rally features member profiling to 
understand each user and make the experience relevant, facilitates connections among users and between users and 
coaches, and offers communication tools. We also offer users access to health and wellness Communities where they can 
connect, inspire and support each other in health improvement efforts. Rally recommends potential Communities to each user, 
based on Health Survey results. Communities are anonymous and create a feeling of understanding and belonging among 
people sharing similar health concerns or interests. 

GAMING PRINCIPLES 

Gaming principles are integral to the Rally experience as one of the most powerful tools available in the design of learning 
experiences, behavior change and education. By applying game design principles to Missions, Challenges and Rewards, we 
channel the leasure and reward athwa in a ositive direction exercise, health foods, social su art, etc. to et eo le 
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I hooked on health. 

' ' Missions: Missions are digital action plans recommended to users based on their responses to the Health Survey. 
Missions help users take every day healthy actions in the real world, then log in digitally to earn coins toward rewards. 
Mission topics include weight training, healthy eating, gratitude, financial wellness, dental care, stress reduction, sleep 
management and more. 

• Challenges: Challenges are an integral part of the user experience, designed to motivate users to get moving through 
friendly competition. Challenges encourage social competition through team activities such as steps-based walking 
challenges tracked with activity devices. We also offer individual Challenges to help members make healthy choices in 
nutrition, stress, fitness and more. 

• Rewards: Rewards reinforce the idea that healthy activities pay off. Users earn coins for participating in activities on 
Rally (such as completing the Health Survey or checking in to a Challenge or Mission) and can redeem their coins in a 
variety of ways for goods and services. 

DEVICE INTEGRATION 

User-friendly and catering to user preference, Rally integrates with fitness devices including Fitbit, Garmin, UA Record 
and more. This integration allows us to populate data from the devices into Missions and Challenges. Users can sync devices 
to their Rally account, making it a one-stop solution for data and progress tracking. 

INCENTIVES 

We built rewards into the system with the flexibility to add employer-defined incentives. Users complete online activities to earn 
Rally Coins, which can be used for sweepstakes entries for prizes. Dual-layered rewards programs offer incentives tailored to 
employer needs. Our tracking and reporting capabilities support complex incentive designs and we offer multiple 
fulfillment solutions. 

MOBILE APP 

J.ilored to mobile devices, the Rally app rewards users for forming healthy habits. Available for iPhone and Android, the app is 
_n easy way for users to take the Rally experience they love on the go, get participation reminders, and even use their phone 
as a step/distance tracker (with iPhone 5s and above/Android phones with Google Fit). With the mobile app, users can take the 
Health Survey, check in to Missions, track steps that are automatically pulled in and updated across the platform, see their 
progress in Challenges, use their rewards and more. 

e. Health services related to member cost 

The transparency tools on our member website, myuhc.com, provide a personalized member experience with search results 
that integrate health and financial information, such as deductible and coinsurance amounts, benefit design and guidance 
specific to the member and their plan design. Members can comparison shop for health services and understand how costs 
differ from doctor to doctor. Our integrated suite of transparency tools is available to members on myuhc.com and via our 
mobile app, which provides instant access to member's critical health information anytime, anywhere. 

1.234 I What sets this organization apart from other competitors? 

Response: 

The following are our key differentiators that set us apart from other competitors: 

• A Powerful Mix of Innovative and Proven Programs and Services: We make wellness activities simple through a 
unique ability to meet members where they are on their health journeys and stay with them every step of the way. Our 
size and scalability give us perspective along with the ability to deploy specialized solutions. -

• Integration that Delivers the Power of One: Internally our integration technology works behind the scenes to help 
members live their best lives. We offer a fully integrated end-to-end solution with industry-leading programs, as your 
needs evolve. 

1 Data that Wears a Human Face and the Technology that Drives it: We are data rich and our proprietary technology 
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drives its use to help those we serve meet their personal and business goals. Rather than simply focusing on claims data I 
insights, we combine geographic, psychographic and demographic data to generate a holistic view of each member's 
health needs. r • 

• Leadership that Believes Forward is the only Direction to Take: Three decades of leadership commitment to 
innovation continues to make a healthy difference. Our think tanks like the OptumLabs Innovation Center-in 
collaboration with thought leaders such as Mayo Clinic and Johns Hopkins-influence wellness solutions defined by 
science, refined by experience, validated by data analysis and continually enhanced by our industry-leading experts. 

What differentiates us most from our competitors is our ability to manage, analyze and leverage data to personalize wellness 
experiences, communications and resources to create a culture of health that engages and excites your members and keeps 
them coming back. 

Our proprietary eSync platform synchronizes large amounts of data, including geographic, psychographic and demographic 
data, with personal preferences, medical histories and lifestyle choices to develop a holistic profile of each individual. Our 
sophisticated analyses include a "Propensity to Enroll" in programs and even a "Health Ownership lndex"-a proprietary 
algorithm derived from 75 inputs that determines each member's health risks, gaps and opportunities to provide relevant, timely 
recommendations and get ahead of costly health care events. This type of analysis uncovers the real drivers of health care 
costs in your population, helping us design a customized wellness program as your strategy evolves over time. This information 
also enables us to develop custom communications for each demographic within your population, to maximize the impact of 
our messaging and engagement strategies. Our customers are seeing 22% lower risk-adjusted PMPM costs for those engaged 
in our wellness solutions. 

We also distinguish ourselves from the competition by providing all your wellness needs under one roof. Our integrated, 
streamlined wellness services are easily accessible to members, lifting the burden of having to manage multiple vendors and 
providing fragmented program experiences to members. Our programs have strong performance and our customers are 
realizing these results. In fact, 11 of the 2017 National Business Group on Health's Best Employers for Healthy Lifestyles 
Award winners are customers who offer our wellness services to their members. 

1.235 I Describe engagement strategies that are innovative and unique. 

Response: 

Member engagement does not simply just happen; it requires an ongoing, innovative strategy from the State and 
UnitedHealthcare to help drive optimal wellness engagement. The key components to establishing and evolving innovative 
wellness engagement include the following: 

• Build a Wellness Brand and Establish a Culture of Health: Wellness programs work best when there is consistent 
environmental support and a compelling wellness brand that builds trust and excitement through a comprehensive 
communication approach. One key aspect of that support is an effective branding and communication strategy that 
clearly identifies member health as an organizational priority. A successful brand establishes a clear visual identity for the 
wellness program and uses multi-modal communications to build awareness and establish health as a foundational 
element of the organizational culture. The State's account team consults with your stakeholders on strategies that 
resonate with targeted populations and drive interest in the program at a time when your members are most likely to 
engage with the program. Additionally, as part of our standard communication approach, we provide materials the State 
can personalize for its respective member populations. This approach provides a more targeted experience and 
leverages the best-in-class materials we have developed based on consumer research and campaign testing. 

Building a wellness brand and establishing a culture of health also requires top-down support. When leaders actively 
participate in and promote wellness programs and initiatives, allow your teammates to attend wellness activities during 
the work day, communicate well-being messages during team meetings, and assist in changing the environment to allow 
for the healthy choice to be the easy choice, engagement in wellness programs evolve. Only when the health and 
wellness brand is effectively communicated as a critical element of the organization's mission will members be engaged 
to make real , meaningful and long-term changes. 

• Design a Wellness Program That Resonates with the Population: Successfully motivating members to access and 
use available wellness programs and resources is not a one-size-fits-all proposition. It requires a deep understanding c 
the health issues impacting the member population, identifying the programs/resources necessary for empowering t 
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• 

members to take charge of their health a·nd offering convenient ways for members to access those resources. This is why 
we partner with the State to continually review member data, identify the health issues having the biggest impact on 
member well-being and implement a portfolio of programs and other resources to address those health concerns. 

We partner with the State to offer your members convenient options for accessing these resources, including online, over 
the phone and in person. Our goal is to meet members wherever they are in the wellness continuum and introduce them 
to the resources to which they have access to either maintain or improve their health. 

• Offer Incentives That Encourage Program Participation: Incentives play a critical role in attracting and engaging 
members in a wellness program-encouraging members to take the initial steps toward better health. This is why we 
recommend establishing a true consumer loyalty program that, by design, increases engagement and improves 
satisfaction for all. 

Because a little motivation goes a long way, our innovative approach to rewarding positive health actions and outcomes 
may include premium credits, gift cards, a structured points-based program and/or fun-fueling sweepstake-like events. 
Our incentive strategy is based on improving member awareness of the wellness program; motivating members to 
develop the skills they will need to implement behavior changes; and supporting their efforts to maintain the gains they 
have achieved by participating in the program. 

• On-Site Health Promotion: This is an innovative solution that steps beyond the traditional boundaries of wellness 
solutions by extending the wellness experience to the workplace with new tools, techniques and other offerings that are 
exclusive to on-site interaction. While traditional approaches continue to yield results, the following differentiators help 
On-Site Health Promotion drive unprecedented levels of engagement and tangible outcomes. 

At the worksite, On-Site Health Promotion significantly expands our ability to reach, engage and motivate members. We 
can engage in promotion, awareness building, education and enrollment in new and existing wellness programs. On-Site 
Health Promotion can bring wellness to life and improve the effectiveness and efficacy of engagement through: 

• Providing convenient access that drives better consumer utilization 

• Creating and accelerating awareness, and engagement across multiple health management services (telephonic 
Personal Coaching, Nurseline, Decision Support, case management, condition management, and more) 

• Establishing trusted personal relationships to help advocate, educate and navigate health management programs 

• Embedding wellness into the culture of the workplace 

Our annual wellness calendar features an overall monthly theme around wellness and clinical topics, as well as additional well
being themes. Each month includes activities with pre-event, event, and post-event materials aligned with the monthly themes, 
including posters, presentations, flyers, note cards, emails and more to engage employees. At the centerpiece of each activity 
is a facilitator guide that provides a play by play guide of how to promote and deliver the event. Your on-site health promotion 
specialist then elects which activities will be the best fit for you and executes on delivering them to your site. 

We look forward to continuing our partnership with the State and working with you further to design a comprehensive wellness 
solution that improves engagement and outcomes for your members. 

1.236 The State has employees throughout the state. Describe the strategy for engaging individuals in remote locations? 

Response: 

Our Rally wellness platform is available to the State's members anytime, anywhere. This innovative digital solution provides 
health and wellness activities, tools, coaching and educational content to members everywhere - including remote locations. 

In addition, we are proposing an on-site health promotion specialist be added as part of the multi-year wellness strategy. This 
resource is available to travel and target your remotely located teammates situated at smaller sites. The health promotion 
specialist will partner with your wellness champions at each location to promote on-site activities. 

/ .237 
How will this program help the State be successful in evolving its culture of health in the workplace and engaging 
members into programs? 
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Response: 

As a state entity, we appreciate that it's important to address the culture of health and well-being of your teammates and beir 
an example for the greater population of Nebraska. We are excited to work with the State to develop and evolve your health 
plan by building on past success and learning from solutions that were not beneficial. We recommend doing this by continuing 
and expanding the On-site Health Promotion program. 

As part of the multi-year strategy, we are recommending one-two dedicated, full-time on-site health promotion specialists that 
would be staffed at select State offices t. These specialists will play an integral role in engaging your teammates within the 
workplace through active promotion of available health management programs, as well as provide participant tracking, 
reporting and program evaluation. This solution represents industry best practices related to establishing a culture of health and 
wellness. 

Below are additional details into how we will continue to support the State through on-site and state-wide engagement 
initiatives. 

HEAL TH COMMUNICATIONS: ON-SITE HEAL TH TOOLKIT 

Building awareness and educating your teammates are important drivers to the success of our health promotion programs. Our 
vast library contains hundreds of articles and presentations across all health topics supported by On-Site Health Promotion. We 
also provide templates of posters, notecards, emails, flyers, presentations and more that we use to provide messaging and 
announcements for our customers such as the State. This turnkey approach allows our on-site health promotion specialists to 
focus on being in front of your teammates instead of developing materials behind closed doors. 

HEAL TH EVENTS 

Health events increase awareness, provide education, encourage engagement, and make health and wellness top of mind. Our 
approach is to generate hands-on participation in order to educate and engage. Sample health events include Make your New 
Year's resolution, healthy cooking demonstration class, and Sit and be Fit. 

WELLNESS CHAMPION PROGRAM 

The Wellness Champion program currently in place at the State of Nebraska, would be led by the on-site health promotion 
specialist. This is the primary mechanism for building an infrastructure to support and maintain a cultural change. This program 
provides the foundation for developing a sustainable On-Site Health Promotion program with a consultative approach that will 
ultimately empower the State with the training and tools necessary to improve the health and well-being of their worksites. 

THE IMPORTANCE OF CULTURE CHANGE PROGRAMS 

Ultimately, the greatest influence on evolving the health and wellness culture at the State's workplace is the culture that people 
live in every day. As we work to improve population health, changing the day-to-day stimulus to include more health messages 
can guide people to make better decisions. Through strategic assessment, key physical, environmental and cultural areas, we 
identify opportunities to more positively influence the culture. The on-site health promotion specialists will work with site 
leadership to prioritize and implement changes by identifying opportunities to positively influence the workplace culture. 

~ -.... .. - • - - - - ... - . - -1 
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1.238 Describe the web-based digital platform capabilities with respect to wellness programs and data aggregation. Include 
the ability for programs from other vendors to be "plugged into" the platform and describe the tools included in the 
digital platform. 

Response: 

Rally incorporates a range of data to drive a personalized experience for each user. We aggregate data from sources such as 
eligibility, biometric health screenings, reward (incentive) activity, Health Survey results, reporting and health activity progress. 
The site allows ongoing analysis of available data to deliver targeted messaging to users. Data from the Health Survey and 
biometric screenings create a personalized experience for each user by recommending specific Missions and Communities 
that address the unique health and wellness needs of each individual. While two individuals can have similar clinical and risk 
profiles, their Mission recommendations may be different based on their interaction with Rally and what the site absorbs abor 
their attitude and behavior. The digital experience is dynamic because as we learn more about a user's engagement 
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I preferences and health status, we can refine the recommendations, campaigns and messaging strategies that guide them 
.toward optimal health. 

1.239 Describe how members are provided with personalized guidance and a longitudinal view of the member's health, 
healthcare and benefit needs. 

Response: 

With our wellness program, the member dashboard offers Rally users simple access to personalized guidance, health and care 
activities, health and wellness activity status, with quick navigation to more detailed programs and features driving member 
health and well-being to meet their individual needs. The dashboard reflects the unique goals of the individual, employer
sponsored incentive status as determined by the State, and select digital campaigns as configured by the State. The 
dashboard and navigation tabs help keep the member engaged in priority activities - and make it easy to correlate those 
activities with rewards. 

By default, the dashboard appears when a member initially logs into the Rally website. Rally users are greeted by name, and 
see a short, friendly message that reinforces positive health or wellbeing actions, for example, "Hey, Marisol! Try going to bed a 
little earlier than usual tonight." 

On the dashboard, users can easily visualize their goal progress, giving them a better understanding of where they stand in 
relation to what they want to achieve. The State can highlight their incentive program, and what it takes to earn. We also 
provide a high-level overview of what Missions and Challenges were joined and check-in status for the day. For navigation 
ease and greater detail, Missions, Challenges, Communities, Rewards, and available Resources tabs appear at the top of 
the page directly below the header bar. Participants can track their progress in their individual Missions directly from their 
dashboard and access detailed Challenge and Mission tabs for check-ins. 

The first row presents Your Progress. It features individual goals with a goal progress bar, and multiple Missions that help users 
stay on track. More information about each Mission is available with a flip of each card, where we highlight the value of that 
Mission and success criteria. Check-ins are immediately available in the call to action button, so users can see their progress 
· •odate in real time. Members can check in to self-report their progress or integrate with a step tracking device for those 

issions that feature device syncing. Users are gratified when they see a dynamic checkmark for completion, and the Rally 
Coins earned. 

Your Progress presents goals right alongside Rewards status, for available employer reward programs. The progress bar 
dynamically updates as members achieve, with employer-specific rewards displaying current status and the incentives that can 
be earned, for example, $25 of $100. When a user wants more insight into their status, a click on the call to action button will 
take them to the Rewards overview. The Employer Rewards program is further explained, with a progress visualization, and 
clear descriptions of incented program activities either available or to be completed. 

Below the high-level Your Progress section, we highlight an array of the most relevant information, for example, Rally Coins 
with earnings and expenditures, Featured Rewards with ways to spend coins through auctions, sweepstakes, donations or the 
Rally Marketplace, and Recommendations, where we offer more exposure for those personalized recommendations. 

Other Activities feature available specialized programs, Challenges, and other Missions that the member is engaged in. The 
final row of cards promotes other features and sources of inspiration, followed by articles and Community discussions. The 
footer includes quick links and more wellness and navigation options. 

1.240 Describe all-in-one experience for members to access medical benefits and programs available, as well as to find the 
best and most cost-efficient care. 

Response: 

We provide an all-in-one-experience for members to access medical benefits, pharmacy benefits, and programs available via 
our member website, myuhc.com and our Health4Me mobile application. Members can locate the best and most cost-efficient 
care by using myuhc.com or Health4Me The State's members will continue be supported by a designated team of advocates 
who can help members locate providers and answer questions about medical benefits and programs available. 

·~YUHC.COM 

,,\e member website myuhc.com is the starting point for members to access the tools and information specific to their plan. For 
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example, a user might click on the "Cost Estimates" field for price and quality transparency while another user might click on 
"Manage Your Health Savings Account" to assess their health care spending. These are two examples of the manv 
transparency tools we have available 24 hours a day, seven days a week, on myuhc.com. Our member website supports ( 
engages members with information that can help them take charge of their health plan, evaluate the cost and quality of the Ci::. . _ 

they receive and make informed decisions around health care options. Our mobile app extends the reach of these decision 
support and budget management tools to mobile members using the same myuhc.com HealthSafe ID username and 
password. 

Members can access our Virtual Visit network or T eledoc via myuhc.com and/or the mobile app. Members selecting a Virtual 
Visit provider group on myuhc.com may click directly through to the Virtual Visits provider group of their choice. Members 
selecting a Virtual Visit provider group on the mobile app are redirected to the app store to download the specific Virtual Visit 
provider group's app. 

Once on the provider group's website, members are required to complete patient registration information just as they would 
when visiting a new provider group in the brick-and-mortar world. Members can also schedule a Virtual Visit appointment in lieu 
of the virtual waiting room. 

HEALTH4ME 

UnitedHealthcare Health4Me is a free app designed to accommodate members' health care interactions on a mobile device. 
From estimating costs to finding health care providers, they can access information anytime, anywhere with this go-to resource. 
Best of all, information is personalized and confidential. Health4Me is designed to help members be: 

• Informed - Knowing what costs are covered, tracking claims and payment 

• Resourceful - Finding and receiving care that's convenient and appropriate 

• Engaged - Understanding treatment choices, comparing costs and eliminating surprises. 

Our award-winning mobile application helps members access their personalized, plan-specific health care information 
anywhere using their HealthSafe ID. 

Members can search for network physicians and facilities, call them, share their information via email or text, view their location 
on a map, get driving directions and save them to their favorite physicians on their phone with notes. 

Available for iPhones and Android devices, Health4Me can be downloaded free of charge. If not yet registered on myuhc.com, 
members can register using the mobile app and then use that same username and password for both the online site and the 
mobile app. 

UnitedHealthcare continues to be a market leader in mobile application adoption due to our inclusion of convenient mobile 
features. As one of the first national health plans to offer member payment capabilities integrated with claims and benefits 
information, our solutions have evolved so registered members can make payments via the Health4Me mobile application and 
online at myuhc.com. 

ADVOCATE4ME 

Advocate4Me is a one-stop resource for the State's member health questions, concerns and guidance. Advocates educate 
members about a recent diagnosis or existing health condition, providing condition definitions, symptoms, causes , transmission , 
treatment options, complications, preventive care, doctor visit preparation, admission counseling, etc. Advocates are also able 
to provide members education and support related to their medications, and they can engage members in an innovative shared 
decision-making process related to targeted conditions. Advocates provide additional targeted health advocacy based on 
member-specific insights of our population intelligence engine, which often includes connecting the member with specialized 
clinical resources. Advocates are also able to support members with non-clinical needs related to their health issues, including 
the availability of benefits, coordination of benefits, treatment cost estimation, current spend totals, claim issues, provider 
search, appointment scheduling, etc. Advocate4Me features a tiered-advocacy model, through which the State's members with 
the most complex health issues are routed directly to a nurse advocate, who has an active clinical license (RN). Our other 
advocates (benefits advocate and health advocate) are also able to provide members with a broad range of evidence-based 
health information and support, but will conference in a nurse advocate per the member's needs. Members looking for help 
understandin current s m toms, includin s m toms that ma re uire erner enc care, are connected direct! to a nurse w 
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specializes in triage support. 

1.241 Can individuals be tracked and rewarded for showing progression and build that activity into the incentive design? 
Explain. 

Response: 

Yes. With UnitedHealth Personal Rewards, actions and outcomes drive the incentive more than participation alone. A series of 
personalized health actions is assigned based on the member's age/gender, health status and the employer's primary clinical 
drivers. Those actions must be completed for the employee to earn incentives or financial rewards. Health actions can include 
biometric outcomes and improvements, chronic illness compliance, cancer screenings, diabetic screenings and more. We can 
also provide integration with condition management and wellness programs. 

Members have access to the on line incentive platform through Rally, where they can see their program and track their progress 
through the online scorecard. This program is included in our quoted medical ASO fees. 

1.242 

Describe any such initiatives currently offered to self-funded groups such as the State, which are available within the 
State of Nebraska. Describe how these Nebraska initiatives can be implemented in the State's health plans and the 
incremental costs of the ASO fees. If any of these innovative Nebraska-based initiatives are in development or in the 
planning stages for the future, provide any information available to allow the State to understand concepts for 
developing each initiative. Include information on the expected implementation of such initiatives in Nebraska, when 
available to the State plans and the expected impact on program costs. Such initiatives may include, but are not 
limited, to the following: 

a. High Performance Networks or narrow networks, 
b. Patient-Centered Medical Home models, 
c. Accountable Care Organizations, 
d. TelemedicineNirtual Visits (which also includes Behavioral Health); 
e. Other value-added services. 

Response: 

a. Tiered Benefit designs that include better benefits when using a UnitedHealth Premium physician are available to encourage 
member to use high quality and cost efficient providers. These providers are shown with two blue hearts. The UnitedHealth 
Premium physician designation program is designed to support patient care and help members make more informed choices 
for their medical care. The program uses a transparent methodology and national standardized measures to evaluate 
physicians across 16 specialty and 47 sub-specialties and recognize those who meet quality and cost-efficiency criteria. 

The program consists of both quality and cost-efficiency evaluations with quality serving as the primary measurement. This 
emphasis on quality demonstrates our commitment to evidence-based practice as only those physicians who meet quality 
criteria are evaluated for cost efficiency. The results of these quality and cost-efficiency evaluations are used together to 
determine a designation result that we display on UnitedHealthcare's public websites. 

• Quality evaluations compare each physician's observed practice to the UnitedHealthcare national rate among other 
physicians in the same specialty who are responsible for the same interventions. The quality standards are based on 
national standardized measures. 

• Cost-efficiency evaluations compare each physician's health care costs to the case-mix adjusted costs of peers in the 
same specialty and geographic area. The cost-efficiency standards are based on local market benchmarks for the 
efficient use of resources in providing care. 

1UnitedHealthcare has been involved with the Patient Centered Medical Home (PCMH) Stakeholder Group and was the 
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original participants and signees of the PCMH agreement in 2013. We have also been an active supporter and participants 
with the ongoing stakeholder group, now chaired by Senator Kolterman. 

c. UnitedHealthcare has been on the leading edge of innovative payment models. We were one of the first to recognize top
performing medical centers that practice evidence-based medicine. More than 20 years ago, we launched our Centers of 
Excellence program to direct our members to facilities that excel at treating complex medical conditions like cancer and 
congenital heart disease. 

Over time, our partnerships with physicians, hospitals, and provider organizations expanded to build performance-based 
payment models and ACOs. While ACOs are an important model on the continuum of innovative payment and delivery system 
reform, only certain provider organizations have the necessary infrastructure, physician leadership, and care management 
capabilities to be prepared for success in an ACO relationship. 

In 2010, the Affordable Care Act (ACA) brought these payment models to the forefront by promoting a close partnership 
between patient and physician and the importance of an integrated care team. The ACA created multiple programs for ACOs 
and Patient-Centered Medical Homes with Medicare, Medicaid and the CMS. 

Today, UnitedHealthcare has the deepest, most integrated value-based incentive platform in the industry. 

We meet providers where they are, not where we expect them to be. Each arrangement is unique and based on the provider's 
ability and desire to manage care and risk. These partnerships bring value to our customers, and continue to deliver a positive, 
affordable health care experience for your employees. 

By "value," we mean a balance of quality, efficiency and lower costs. We place metrics around the value, and use these metrics 
to determine how we pay providers. We pay based on how well providers meet or exceed the metrics, not for the number of 
services they perform. 

We are currently involved in ACOs in a growing number of geographies across the country. We will continue to develop ACO 
relationships with a variety of hospital systems and large physician organizations with whom we will collaborate for the purpose 
of improving health, patient experience, quality outcomes and driving lower total medical costs. 

In addition, our strong analytical capabilities, data and reporting tools help our partner ACOs identify areas of improvement. We 
also can provide clinical support to assist ACOs in developing and/or augmenting clinical programs. We also offer products that 
encourage our members to become engaged. Through our sister company, Optumlnsight, we offer an array of industry-leading 
tools and capabilities for our ACO partners. Finally, as the leading national carrier to offer Medicare, Medicaid and Commercial 
plans, the size and variation in the population we represent allows us to test our ACO strategy across a more varied population. 

d. Our new Virtual Visits model lets members choose a virtual provider group, see and speak to a doctor using their smart 
phone capable of streaming video, tablet or computer. During the virtual visit, members can obtain a diagnosis and a 
prescription, if appropriate, which can be sent to a drug store . 

Virtual Visits are fully integrated with our medical benefit plans and are included at no additional administrative cost. The Virtual 
Visit model includes a benefit design combined with a network of contracted Virtual Visit provider groups. Cost of the patient 
visit is subject to benefit plan design, including deductibles, copayments and out-of-pocket maximums. Claims are processed 
using standard claim processing procedures and the member cost-share is handled like other medical claims. 

As an embedded feature of our proposed solution, we offer behavioral health virtual visits through our network of more than 
4,800 virtual visits clinicians located in all 50 states. The current behavioral health virtual visits network within the state of 
Nebraska is comprised of the following clinicians: 11 MDs, 66 MAs, 15 RNs and 11 PhDs. These clinicians use multiple HIPAA
secure virtual technology methods, such as real-time audio and video connections to provide services to the State's members. 
Many virtual visits providers have online appointment scheduling capabilities. 

Earlier this year, we expanded some ABA services to include virtual delivery, specifically Family Training and Guidance. We 
also began accepting requests from clinicians who provide behavioral health inpatient consults to members in medical beds, to 
do those consults virtually as needed. 

e. The NexusACO suite of products offers national tiered plan design options by collaborating with a select group of ACOs 
nationwide. ACOs are groups of health care providers, including primary care physicians (PCPs), specialists and facilities tha 
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work together to improve health outcomes and increase cost savings and patient satisfaction for our members. 

II NexusACO members are required to select a PCP to provide their preventive care, treat chronic conditions, manage 
, 1edications and to connect them to specialists, if needed, regardless of which plan they enroll in. PCPs provide our members a 

single point of contact to help guide their care, saving time and money for each covered family member. Choosing a PCP in a 
high-performing ACO network offers the greatest value to members, helping them manage their health care needs. 

PRODUCT OPTIONS 

• Two tiered plans are available: one requires referrals to access specialists and other services, and one is an open access 
plan. 

• Both plans require selection of a PCP, improving coordination of care for members. 

• Both plan options require tiered plan designs to drive use of quality, cost-efficient Tier 1 providers, focusing on top
performing ACOs and the UnitedHealth Premium physicians. 

• Our national network includes select ACO providers and physicians who have been evaluated and designated for quality 
and cost through UnitedHealth Premium in Tier 1, which are available at a lower out-of-pocket cost for members; and our 
broad national network is available at the in-network benefit level. 

ACCESS 

Our goal is to provide members with access to high-performing ACOs across most of our major markets. The frame work of 
ACOs will be supplemented by UnitedHealth Premium physicians outside of the ACO service area(s). Consumers are offered 
tiered benefit designs, benefit incentives, education, and outreach to help them understand the importance of selecting a PCP 
and accessing care at a Tier 1 provider. Network contracts and risk sharing arrangements are designed to support and motivate 
physicians toward value-based care. 

• As of January 1, 2019 there are 35 high-performing ACOs in 23 markets and 15 states that met the necessary cost and 
quality levels we required for Tier 1 participation in this product. 

• In areas where a high-performing ACO is not available, our Tier 1 network is comprised of UnitedHealth Premium 
physicians who are available in 164 markets in 44 states. 

SERVICE 

The service model we envision for the near future that supports our NexusACO product creates a positive, end-to-end 
experience that is personalized and tailored to the individual and to our ACO partner. We accomplish this by replacing the 
traditional, fragmented role of the health plan (us) and the delivery system (ACO) with a model of consumer service and 
advocacy that provides the consumer with the ability to connect via one entry point rather than having to access our network(s) 
and the ACO separately. 

We partner uniquely with each ACO to ensure an optimal portfolio of clinical programs, capitalizing on the expertise, technology 
and resources of each organization holistically. 

RALLY 

With Rally, we aim to inspire our users to take actions that result in better health. Our transparency tools give users the 
opportunity, through innovative transparency, to understand exactly what their health care will entail and how the experience 
will go - from finding the right doctor, to paying the bill: 

• Find and Price Care: We use text-based and guided search paradigms to help users find the providers that can help 
them most. With this tool, users can quickly find care, select a provider, and see the out-of-pocket cost impact, as well as 
what the health plan pays. 

• Scheduling Care: We currently offer appointment scheduling with some providers' systems, and are looking to rapidly 
expand this feature throughout 2019. Our technology framework supports scheduling integration and is prepared to take 
on more partnerships designed for a seamless user experience. 
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• Paying for Care: As we continue to build features that support the member experience, we plan to integrate pay tor care 
options, where users experience a full engagement loop from finding, to pricing, to scheduling, and finally to paying tor 
care. Members will be able to see their care costs and pay outstanding balances in the familiar way they would with ar' 
other retail transaction. 

Rewards for Using Premium Providers: We continue to explore ways to encourage users to make educated decisions about 
their health care. In the future, we plan to implement incentives tor choosing top providers designated by health plans, 
rewarding users tor making cost- and care-effective decisions. 
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Deloitte. 

INDEPENDENT AUDITORS' REPORT 

To the Board of Directors of 
United HealthCare Services, Inc. and Subsidiaries: 

Deloitte & Touche LLP 
50 South 6th Street 
Suite 2800 
Minneapolis, MN 55402-1538 
USA 

Tel: +1 612 397 4000 
Fax: +1 612 397 4450 
www.deloitte.com 

We have audited the accompanying consolidated financial statements of United HealthCare Services, Inc. and 
Subsidiaries (the "Company"), a wholly owned subsidiary of UnitedHealth Group Incorporated (UHG), which 
comprise the consolidated balance sheets as of December 31, 2017 and 2016, and the related consolidated 
statements of operations, comprehensive income, changes in equity, and cash flows for the years then ended, 
and the related notes to the consolidated financial statements. 

Management's Responsibility for the Consolidated Financial Statements 

Management is responsible for the preparation and fair presentation of these consolidated financial statements 
in accordance with accounting principles generally accepted in the United States of America; this includes the 
design, implementation, and maintenance of internal control relevant to the preparation and fair presentation 
of consolidated financial statements that are free from material misstatement, whether due to fraud or error. 

Auditors' Responsibility 

Our responsibility is to express an opinion on these consolidated financial statements based on our audits. We 
conducted our audits in accordance with auditing standards generally accepted in the United States of 
America. Those standards require that we plan and perform the audit to obtain reasonable assurance about 
whether the consolidated financial statements are free from material misstatement. 

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in the 
consolidated financial statements. The procedures selected depend on the auditor's judgment, including the 
assessment of the risks of material misstatement of the consolidated financial statements, whether due to fraud 
or error. In making those risk assessments, the auditor considers internal control relevant to the Company's 
preparation and fair presentation of the consolidated financial statements in order to design audit procedures 
that are appropriate in the circumstances, but not for the purpose of expressing an opinion on the effectiveness 
of the Company's internal control. Accordingly, we express no such opinion. An audit also includes 
evaluating the appropriateness of accounting policies used and the reasonableness of significant accounting 
estimates made by management, as well as evaluating the overall presentation of the consolidated financial 
statements. 

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our 
audit opinion. 
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Opinion 

In our opinion, the consolidated financial statements referred to above present fairly, in all material respects, 
the financial position of United HealthCare Services, Inc. and its Subsidiaries as of December 31, 2017 and 
2016, and the results of their operations and their cash flows for the years then ended in accordance with 
accounting principles generally accepted in the United States of America. 

February 26, 2018 
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United HealthCare Services, Inc. and Subsidiaries 
Consolidated Balance Sheets 

December 31 , 

(in millions, except share and per share data) 2017 2016 

Assets 

Current assets: 
Cash and cash equivalents $ 9,582 $ 8,252 
Short-term investments 3,011 2,420 
Accounts receivable, net of allowances of $565 and $423 8,669 7,409 
Other current receivables, net of allowances of $401 and $369 5,773 6,773 
Assets under management 3,101 3,105 
Related-party receivables, net 1,707 1,163 
Prepaid expenses and other current assets 2,550 I 749 

Total current assets 34,393 30,871 
Long-term investments 23,747 19,086 
Property, equipment and capitalized software, net of accumulated depreciation 

and amortization of $3,085 and $3,086 5,265 4,285 
Goodwill 46,586 40,045 
Other intangible assets, net of accumulated amortization of $3,875 and $3,300 7,580 7,769 

Other assets 2,002 1,304 

Total assets $ 119,573 $ 103,360 

Liabilities, redeemable noncontrolling interests and equity 

Current liabilities: 
Medical costs payable $ 15,359 $ 13,570 
Accounts payable and accrued liabilities 13,271 ll,2ll 
Unearned revenues 2,000 1,670 
Current maturities of long-term notes payable to related party 766 
Other current liabilities 11,874 9,953 

Total current liabilities 42,504 37,170 
Long-term notes payable to related party, less current maturities 4,430 4,248 
Deferred income taxes 2,189 2,884 
Other liabilities 3,776 3,048 

Total liabilities 52,899 47,350 

Commitments and contingencies (Note 13) 

Redeemable noncontrolling interests 1,301 1,269 

Equity: 
Common stock, $1.00 par value - 10,000 shares authorized; 1,000 shares issued 

and outstanding 
Additional paid-in capital 49,065 45,Sll 
Retained earnings 14,298 9,166 
Accumulated other comprehensive loss (47) (139) 
Nonredeemable noncontrolling interests 2,057 (97) 

Total equity 65,373 54 741 

Total liabilities, redeemable noncontrolling interests and equity $ 119,573 $ 103,360 

See Notes to the Consolidated Financial Statements 
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United HealthCare Services, Inc. and Subsidiaries 
Consolidated Statements ot" Operations 

For the Years Ended December 31, 
(in millions) 

Revenues: 
Premiums 

Products 

Services 

Investment and other income 

Total revenues 

Operating costs: 

Medical costs 

Selling, general and administrative expenses 

Cost of products sold 
Depreciation and amortization 

Total operating costs 

Earnings from operations 

Interest expense - related-party 

Earnings before income taxes 
Provision for income truces 

Net earnings 
Earnin~ attributable to noncontrolling interests 

Net earnings attributable to shareholder 

$ 

$ 

2017 2016 

135,664 $ 121,132 

29,668 29,567 

15,911 13,867 

789 605 

182,032 165,171 

111,569 98,102 

28,857 25,987 

27,184 27,127 
1,994 1,832 

169,604 153,048 

12,428 12,123 

(202) (189) 

12,226 11,934 
(3,069) (4,817) 

9,157 7,117 

(269) (82) 

8,888 $ 7,035 

See Notes to the Consolidated Financial Statements 
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UnitedHealthCare Services, Inc. and Subsidiaries 
Consolidated Statements of Comprehensive Income 

For the Years Ended December 31, 
(in millions) 2017 2016 

Net earnings 
Other comprehensive income (loss): 

Gross unrealized gains (losses) on investment securities 

Income tax effect 

Total unrealized gains (losses), net of tax 

Gross reclassification adjustment for net realized gains 

included in net earning; 

Income tax effect 

Total reclassification adjustment, net of tax 

Total foreign currency translation gains (losses) 

Other comprehensive income (loss) 

Comprehensive income 

Comprehensive income attributable to noncontrolling interests 

Comprehensive income attributable to shareholder 

$ 

$ 

See Notes to the Consolidated Financial Statements 
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9,157 $ 7,117 

187 (57) 

(71) 20 

116 (37) 

(81) (134) 

31 48 
(50) (86) 

26 (13) 
92 (136) 

9,249 6,981 

(269) (82) 

8,980 $ 6,899 
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United HealthCare Services, Inc. and Subsidiaries 
Consolidated Statements of Changes in Equity 

Accumulated Other 
Comprehensive 
Income (Loss) 

Net Foreign 
Additional Unrealized Currency Nonredeemable 

Common Stock Paid-In Retained Gains (Losses) Translation Noncon trolling Total 
(in millions, except share data) S hares Amount Capital Earnings on Investments (Losses) Gains Interests Equity 

Balance at December 31, 2015 1,000 $45,334 $ 5,647 $ 48 $ (51) $ (105) $50,873 

Adjustment to adopt ASU 2016-09 19 19 

Net earning; 7,035 40 7,075 

Other comprehensive loss (123) (13) (136) 

Share-based compensation 433 433 

Dividends and capital distributions (2,134) (3,535) (5,669) 

Capital contributions 2,508 2,508 
Acquisition of redeemable 

noncontrolling interest shares (143) (143) 

Redeemable noncontrolling 
interest fair value and 
other adjustments (187) (187) 

Distributions to nonredeemable 
noncontrolling interest (32) (32) 

Balance at December 31, 2016 1,000 45,811 9,166 (75) (64) (97) 54,7A 1 

Net earning; 8,888 194 9,C, 

Other comprehensive income 66 26 92 

Share-based compensation 548 548 

Dividends and cap ital distributions (2,750) (3,756) (6,506) 

Capital contributions 5,177 5,177 
Acquisition of redeemable 

noncontrolling interest shares 283 283 

Redeemable noncontrolling 
interests fair value and 
other adjustments (4) (4) 

Acquisition of nonredeemable 
noncontrolling interests shares 2,112 2,112 

Distributions to nonredeemable 
noncontrolling interests (152) (152) 

Balance at December 31, 2017 1,000 $ $49,065 $ 14,298 $ (9) $ (38) $ 2,057 $65,373 

See Notes to the Consolidated Financial Statements 
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United HealthCare Services, Inc. and Subsidiaries 
Consolidated Statements of Cash Flows 

For the Years Ended December 31, 

(in millions) 2017 2016 

Ope rating activities: 
Net earnings $ 9,157 $ 7,117 
Noncash items: 

Depreciation and amortization 1,994 1,832 
Deferred income taxes (989) 162 
Share-based compensation 571 466 
Other, net 394 36 

Net change in other operating items, net of effects from acquisitions and 

changes in AARP balances: 
Accounts receivable (907) (1,311) 
Other assets (918) (1,619) 

Medical costs payable 1,578 1,437 
Accounts payable and other liabilities 1,676 1,717 
Unearned revenues 183 (167) 
Related-party receivables, net (2,109) (68) 

Cash flows from operating activities 10,630 9,602 

Investing activities: 
Purchases of investments (12,509) (13,849) 
Sales of investments 3,252 5,873 
Maturities of investments 4,753 3,417 
Cash (paid for) assumed from acquisitions, net (195) 1,178 
Purchases of property, equipment and capitaliz.ed software (1,833) (1,509) 
Receivable from shareholder 202 
Other, net (155) (59) 

Cash flows used for investing activities (6,687) (4,747) 

Financing activities: 
Cash dividends paid (3,671) (3,520) 

Capital distributions paid (2,750) (2,134) 
Payable to shareholder 1,561 (931) 
Repayments of long-term notes payable to 

related party, net (766) (67) 

Customer funds administered 3,086 1,430 

Other, net (73) (23) 

Cash flows used for fmancing activities (2,613) (5,245) 

Increase (decrease) in cash and cash equivalents 1,330 (390) 
Cash and cash equivalents, beginning of period 8252 8,642 

Cash and cash equivalents, end of period $ 9,582 $ 8,252 

Supplemental cash flow disclosures: 
Cash paid for income taxes $ 4,141 $ 4,906 
Noncash contributions received for acquired entities 5,104 2,325 

See Notes to the Consolidated Financial Statements 
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1. Description of Business 

United HealthCare Services, Inc. and Subsidiaries 
Notes to the Consolidated Financial Statements 

United HealthCare Services, Inc. (individually and together with its subsidiaries, UHS or the Company), a wholly
owned subsidiary of UnitedHealth Group Incorporated (UHG or shareholder), is a diversified health care company 
dedicated to helping people live healthier lives and helping make the health system work better for everyone. 

Through its diversified family of businesses, the Company leverages core competencies in data and health 
information, advanced technology, and clinical expertise to help meet the demands of the health system. The 
Company offers a broad spectrum of products and services, including health care coverage, benefits and pharmacy 
care services, and information and technology-enabled health services. 

2. Basis of Presentation, Use of Estimates, and Significant Accounting Policies 

Basis of Presentation 

The Company has prepared the Consolidated Financial Statements in accordance with U.S. Generally Accepted 
Accounting Principles (GAAP) and has included the accounts ofUHS and its subsidiaries. 

Use of Estimates 

These Consolidated Financial Statements include certain amounts based on the Company's best estimates and 
judgments. The Company's most significant estimates relate to estimotes ondjudgmcnts for medical costs payable 
and revenues, valuation and impairment analysis of goodwill and other intangible assets, and estimates of other 
current liabilities and other current receivables. Certain of these estimates require the application of complex 
assumptions and judgments, often because they involve matters that are inherently uncertain and will likely change 
in subsequent periods. The impact of any change in estimates is included in earnings in the period in which the 
estimate is adjusted. 

Revenues 

Premiums 

Premium revenues are primarily derived from risk-based health insurance arrangements in which the premium is 
typically at a fixed rate per individual served for a one-year period, and the Company assumes the economic risk of 
funding its customers' health care and related administrative costs. 

Premium revenues are recognized in the period during which eligible individuals are entitled to receive health care 
benefits. Health care premium payments received from the Company's customers in advance of the service period 
are recorded as unearned revenues. Fully insured commercial products of U.S. health plans, Medicare Advantage 
and Medicare Prescription Drug Benefit (Medicare Part D) plans with medical Joss ratios as calculated under the 
definitions in the Patient Protection and Affordable Care Act (ACA) and related federal and state regulations and 
implementing regulations, that fall below certain targets, are required to rebate ratable portions of their premiums 
annually. Medicare Advantage premium revenue includes the impact of Centers for Medicare & Medicaid Services 
(CMS) quality bonuses based on plans' Star ratings. 

Premium revenues are recognized based on the estimated premiums earned, net of projected rebates, because the 
Company is able to reasonably estimate the ultimate premiums for these contracts. The Company also records 
premium revenues from capitation arrangements at its care delivery and management businesses. 
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The Company's Medicare Advantage and Medicare Part D premium revenues are subject to periodic adjustment 
under the CMS risk adjustment payment methodology. CMS utilizes a risk adjustment model that apportions 
premiums paid to all health plans according to health severity and certain demographic factors. The CMS risk 
adjustment model provides higher per member payments for emollees diagnosed with certain conditions, and lower 
payments for emollees who are healthier. Under this risk adjustment methodology, CMS calculates the risk-adjusted 
premium payment using diagnosis data from hospital inpatient, hospital outpatient and physician treatment settings. 
The Company and health care providers collect, capture, and submit the necessary and available diagnosis data to 
CMS within prescribed deadlines. The Company estimates risk adjustment premium revenues based upon the 
diagnosis data submitted, and expected to be submitted, to CMS. Risk adjustment data for the Company's plans are 
subject to review by the government, including audit by regulators. See Note 13 for additional information regarding 
these audits. 

Products and Services 

For the Company's pharmacy care services business, the majority of revenues are derived from products sold 
through a contracted network of retail pharmacies or home delivery and specialty pharmacy facilities. Product 
revenues include ingredient costs (net ofrebates), a negotiated dispensing fee, and customer co-payments for drugs 
dispensed through the Company's mail-service pharmacy. In retail pharmacy transactions, revenues recognized 
exclude the member's applicable co-payment. Pharmacy products are billed to customers based on the number of 
transactions occurring during the billing period. Product revenues are recognized when the prescriptions are 
dispensed through the retail network, or received by consumers through the Company's mail-service pharmacy. The 
Company has entered into contracts in which it is primarily obligated to pay its network pharmacy providers for 
benefits provided to their customers, regardless if the Company is paid. The Company is also involved in 
establishing the prices charged by retail pharmacies, determining which drugs will be included in formulary listings, 
and selecting which retail pharmacies will be included in the network offered to plan sponsors' members and 
accordingly, revenues are reported on a gross basis. 

Services revenue consists of fees derived from services performed for customers that self-insure the health care costs 
of their employees and employees' dependents. Under service fee contracts, the Company receives a monthly fixed 
fee per employee, which is recognized as revenue as the Company performs, or makes available the applicable 
services to the customer. The customers retain the risk of financing health care costs for their employees and 
employees' dependents, and the Company administers the payment of customer funds to physicians and other health 
care professionals :from customer-funded bank accounts. As the Company has neither the obligation to fund the 
health care costs, nor the primary responsibility for providing the medical care, the Company does not recognize 
premium revenue and medical costs for these contracts in its Consolidated Financial Statements. For these fee-based 
customer arrangements, the Company provides coordination and facilitation of medical services; transaction 
processing; customer, consumer and care professional services; and access to contracted networks of physicians, 
hospitals and other health care professionals. These services are performed throughout the contract period. 

Service revenues include net patient service revenues that are recorded based upon established billng rates, less 
allowances for contractual adjustments, and are recognized as services are provided. For its financial services 
offerings, the Company charges fees and earns investment income on managed funds. The Company also provides 
software and information products, advisory consulting arrangements and services outsourcing contracts, which may 
be delivered over several years. These revenues are generally recognized over time and measured each period based 
on the progress to date as services are performed or made available to customers. 

As of December 31, 2017, accounts receivables related to products and services were $3 .4 billion. In 2017, the 
Company had no material bad-debt expense and there were no material contract assets, contract liabilities or 
deferred contract costs recorded on the Consolidated Balance Sheet as of December 31, 2017. 

For the year ended December 31, 2017, revenue recognized :from performance obligations related to prior periods 
(for example, due to changes in transaction price), was not material. 
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Revenue expected to be recognized in any future year related to remaining performance obligations, excluding 
revenue pertaining to contracts that have an original expected duration of one year or less, contracts where revenue 
is recognized as invoiced and contracts with variable consideration related to undelivered performance obligations, 
is not material. 

Medical Costs and Medical Costs Payable 

The Company's estimate of medical costs payable represents management's best estimate of its liability for unpaid 
medical costs as of December 31, 2017. 

Each period, the Company re-examines previously established medical costs payable estimates based on actual 
claim submissions and other changes in facts and circumstances. As more complete claim information becomes 
available, the Company adjusts the amount of the estimates and includes the changes in estimates in medical costs in 
the period in which the change is identified. Approximately 90% of claims related to medical care services are 
known and settled within 90 days from the date of service, and substantially all within twelve months. 

Medical costs and medical costs payable include estimates of the Company's obligations for medical care services 
that have been rendered on behalf of insured consumers, but for which claims have not yet been received, processed, 
or paid. The Company develops estimates for medical care services incurred but not reported (IBNR), which include 
estimates for claims that have not been received or fully processed, using an actuarial process that is consistently 
applied, centrally controlled, and automated. The actuarial models consider factors such as time from date of service 
to claim processing, seasonal variances in medical care consumption, health care professional contract rate changes, 
medical care utilization and other medical cost trends, membership volume and demographics, the introduction of 
new technologies, benefit plan changes, and business mix changes related to products, customers and geography. 

In developing its medical costs payable estimates, the Company applies different estimation methods depending on 
which incurred claims are being estimated. For the most recent two months, the Company estimates claim costs 
incurred by applying observed medical cost trend factors to the average per member per month medical costs 
incurred in prior months for which more complete claim data is available, supplemented by a review of near-term 
completion factors (actuarial estimates, based upon historical experience and analysis of current trends, of the 
percentage of incurred claims during a given period that have been adjudicated by the Company at the date of 
estimation). For months prior to the most recent two months, the Company applies the completion factors to actual 
claims adjudicated-to-date to estimate the expected amount of ultimate incurred claims for those months. 

Cost of Products Sold 

The Company's cost of products sold includes the cost of pharmaceuticals dispensed to unaffiliated customers, 
either directly at its mail and specialty pharmacy locations, or indirectly through its nationwide network of 
participating pharmacies. Rebates attributable to non-affiliated clients are accrued as rebates receivable and a 
reduction of cost of products sold with a corresponding payable for the amounts of the rebates to be remitted to 
those non-affiliated clients in accordance with their contracts and recorded in the Consolidated Statements of 
Operations as a reduction of product revenue. Cost of products sold also includes the cost of personnel to support the 
Company's transaction processing services, system sales, maintenance and professional services. 

Cash, Cash Equivalents and Investments 

Cash and cash equivalents are highly liquid investments having an original maturity of three months or less. The fair 
value of cash and cash equivalents approximates their carrying value because of the short maturity of the 
instruments. 

Investments with maturities ofless than one year are classified as short-term. Because ofregulatory requirements, 
certain investments are included in long-term investments regardless of their maturity date. The Company classifies 
these investments as held-to-maturity and reports them at amortized cost. Substantially all other investments are 
classified as available-for-sale and reported at fair value based on quoted market prices, where available. 
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The Company excludes unrealized gains and losses on investments in available-for-sale securities from net earnings, 
and reports them as comprehensive income and, net of income tax effects, as a separate component of equity. To 
calculate realized gains and losses on the sale of investments, the Company specifically identifies the cost of each 
investment sold. 

The Company evaluates an investment for impairment by considering the length of time and extent to which market 
value has been less than cost or amortized cost, the financial condition and near-term prospects of the issuer, as well 
as specific events or circumstances that may influence the operations of the issuer, and the Company's intent to sell 
the security, or the likelihood that it will be required to sell the security, before recovery of the entire amortized cost. 

New information and the passage of time can change these judgments. The Company manages its investment 
portfolio to limit its exposure to any one issuer or market sector, and largely limits its investments to investment 
grade quality. Securities downgraded below policy minimums after purchase will be disposed ofin accordance with 
the Company's investment policy. 

Assets Under Management 

The Company provides health insurance products and services to members of AARP under a Supplemental Health 
Insurance Program (the AARP Program), and to AARP members and non-members under separate Medicare 
Advantage and Medicare Part D arrangements. The products and services under the AARP Program include 
supplemental Medicare benefits, hospital indemnity insurance - including insurance for individuals aged 50 to 
64 years - and other related products. 

Pursuant to the Company's agreement, AARP Program assets are managed separately from the Company's general 
investment portfolio and are used to pay costs associated with the AARP Program. These assets are invested at the 
Company's discretion, within investment guidelines approved by AARP. The Company does not guarantee any rates 
ofreturn on these investments and, upon any transfer of the AARP Program contract to another entity, the Company 
would transfer cash equal in amount to the fair value of these investments at the date of transfer to that entity. 
Because the purpose of these assets is to fund medical costs payable, rate stabilization fund (RSF) liabilities, and 
other related liabilities associated with this AARP contract, assets under management are classified as current assets, 
consistent with the classification of these liabilities. 

The effects of changes in other balance sheet amounts associated with the AARP Program also accrue to the overall 
benefit of the AARP policyholders through the RSF balance. Accordingly, the Company excludes the effect of such 
changes from its Consolidated Statements of Cash Flows. 

Other Current Receivables 

Other current receivables include amounts due from pharmaceutical manufacturers for rebates and Medicare Part D 
drug discounts and other miscellaneous amounts due to the Company. 

The Company's pharmacy care services businesses contract with pharmaceutical manufacturers, some of which 
provide rebates based on use of the manufacturers' products by affiliated and non-affiliated clients. The Company 
accrues rebates as they are earned by its clients on a monthly basis, based on the terms of the applicable contracts, 
historical data and current estimates. The pharmacy care services businesses bill these rebates to the manufacturers 
on a monthly or quarterly basis depending on the contractual terms, and record rebates attributable to affiliated 
clients as a reduction to medical costs. The Company generally receives rebates between two and five months after 
billing. As of December 31, 2017 and 2016, total pharmaceutical manufacturer rebates receivable included in other 
current receivables in the Consolidated Balance Sheets amounted to $3.8 billion and $3.3 billion, respectively. 

As of December 31, 2017 and 2016, the Company's Medicare Part D receivables amounted to $0.5 billion and $1.5 
billion, respectively. 
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Property, Equipment and Capitalized Software 

Property, equipment and capitalized software are stated at cost, net of accumulated depreciation and amortization. 
Capitalized software consists of certain costs incurred in the development of internal-use software, including 
external direct costs of materials and services, and applicable payroll costs of employees devoted to specific 
software development. 

The Company calculates depreciation and amortization using the straight-line method over the estimated useful lives 
of the assets. The useful lives for property, equipment and capitalized software are: 

Furniture, fixtures and equipment 
Buildings 
Capitalized software 

3 to 10 years 
35 to 40 years 

3 to 5 years 

Leasehold improvements are depreciated over the shorter of the remaining lease term or their estimated useful 
economic lives. 

Goodwill 

As UHS is defined by its legal structure, and is not managed by individual product lines, the Company represents a 
single reporting unit for goodwill impairment testing purposes. 

To determine whether goodwill is impaired, annually or more frequently if needed, the Company may perform a 
multi-step impairment test. The Company may first assess qualitative factors to determine if it is more likely than 
not that the carrying value of the reporting unit exceeds its estimated fair value. The Company may also elect to skip 
the qualitative testing and proceed directly to the quantitative testing. 

When performing quantitative testing, the Company first estimates the fair value of its reporting unit using 
discounted cash flows . To determine fair value, the Company must make assumptions about a wide variety of 
internal and external factors. Significant assumptions used in the impairment analysis include financial projections 
of free cash flow (including significant assumptions about operations, capital requirements and income taxes), long
term growth rates for determining terminal value, and discount rates. Comparative market multiples are used to 
corroborate the results of the discounted cash flow test. If the fair value is less than the carrying value of the 
reporting unit, then the implied value of goodwill is calculated and compared to the carrying amount of goodwill, to 
determine whether goodwill is impaired. 

There was no impairment of goodwill during the year ended December 31, 2017. 

Other Intangible Assets 

The Company's other intangible assets are subject to impairment tests when events or circumstances indicate that an 
intangible asset (or asset group) may be impaired. The Company's indefinite-lived intangible assets are also tested 
for impairment annually. There was no impairment of other intangible assets during the year ended December 31, 
2017. 

Other Current Liabilities 

Other current liabilities include health savings account deposits ($6.4 billion and $5.7 billion as of December 31, 
2017 and 2016, respectively), deposits under the Medicare Part D program ($1.5 billion and $0. 7 billion as of 
December 31, 2017 and 2016, respectively), the RSF associated with the AARP Program, program, accruals for 
premium rebate payments under the ACA, the current portion of future policy benefits, and customer balances. 
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Policy Acquisition Costs 

The Company's short-duration health insurance contracts typically have a one-year term, and may be canceled by 
the customer with at least 30 days' notice. Costs related to the acquisition and renewal of short-duration customer 
contracts are charged to expense as incurred. 

Redeemable Noncontrolling Interests 

Redeemable noncontrolling interests in the Company's subsidiaries whose redemption is outside the control of the 
Company are classified as temporary equity. The following table provides details of the Company's redeemable 
noncontrolling interests' activity for the years ended December 31: 

(in millions) 

Redeemable noncontrolling interests, beginning of period 

Net earnings 
Acquisitions 
Redemptions 
Distributions 
Fair value and other adjustments 

Redeemable noncontrolling interests, end of period 

Share-Based Compensation 

$ 

$ 

2017 

1,269 

74 
268 

(311) 
(41) 

42 

1,301 

$ 

$ 

2016 

1,078 

42 
21 

(123) 
(10) 
261 

1,269 

The Company recognizes compensation expense for UHG's share-based awards, including stock options, stock
settled stock appreciation rights (SARs ), and restricted stock and restricted stock units (collectively, restricted 
shares), on a straight-line basis over the related service period - generally, the vesting period - of the award, or to an 
employee's eligible retirement date under the award agreement, if earlier. Restricted shares vest ratably, primarily 
over two to five years, and compensation expense related to restricted shares is based on the share price at date of 
grant. Stock options and SARs vest ratably, primarily over four years, and may be exercised up to 10 years from the 
date of grant. Compensation expense related to stock options and SARs is based on the fair value at date of grant, 
which is estimated on the date of grant using a binomial option-pricing model. 

Under UHG's Employee Stock Purchase Plan (ESPP), eligible employees are allowed to purchase UHG's stock at a 
discounted price, which is 85% of the lower of the market price ofUHG's common stock at the beginning or at the 
end of the six-month purchase period. 

Share-based compensation expense for all programs is recognized in selling, general and administrative expenses in 
the Consolidated Statements of Operations. 

Health Insurance Industry Tax 

The ACA includes an annual, nondeductible insurance industry tax (Health Insurance Industry Tax) to be levied 
proportionally across the insurance industry for risk-based health insurance products. 

The Company estimates its liability for the Health Insurance Industry Tax based on a ratio of the Company's 
applicable net premiums written compared to the U.S. health insurance industry total applicable net premiums, both 
for the previous calendar year. The Company records in full the estimated liability for the Health Insurance Industry 
Tax at the beginning of the calendar year, with a corresponding deferred cost that is amortized to selling, general and 
administrative expenses in the Consolidated Statements of Operations using a straight-line method over the calendar 
year. The liability is recorded in accounts payable and accrued liabilities, and the corresponding deferred cost is 
recorded in prepaid expenses and other current assets in the Consolidated Balance Sheets. A provision in the 2016 
Federal Budget imposed a one year moratorium for 2017 on the collection of the Health Insurance Industry Tax. 
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Recently Issued Accounting Standards 

In February 2016, the Financial Accounting Standards Board (FASB) issued Accounting Standard Update (ASU) 
No. 2016-02, "Leases (Topic 842)" (ASU 2016-02). Under ASU 2016-02, an entity will be required to recognize 
assets and liabilities for the rights and obligations created by leases on the entity's balance sheet for both finance and 
operating leases. For leases with a term of 12 months or less, an entity can elect to not recognize lease assets and 
lease liabilities, and instead expense the lease over a straight-line basis for the term of the lease. ASU 2016-02 will 
require new disclosures that depict the amount, timing, and uncertainty of cash flows pertaining to an entity's leases. 
Companies are required to adopt the new standard using a modified retrospective approach for annual and interim 
periods beginning after December 15, 2018. Early adoption of ASU 2016-02 is permitted. When adopted, the 
Company does not expect ASU 2016-02 to have a material impact on its results of operations, equity or cash flows. 
The impact of ASU 2016-02 on the Company's consolidated financial position will be based on leases outstanding 
at the time of adoption. 

In January 2016, the FASB issued ASU 2016-01, "Financial Instruments- Overall (Subtopic 825-10): Recognition 
and Measurement of Financial Assets and Financial Liabilities" (ASU 2016-0 l ). The new guidance changes the 
current accounting related to (i) the classification and measurement of certain equity investments, (ii) the 
presentation of changes in the fair value of financial liabilities measured under the fair value option that are due to 
instrument-specific credit risk, and (iii) certain disclosures associated with the fair value of financial instruments. 
Most notably, ASU 2016-01 requires that equity investments, with certain exemptions, be measured at fair value 
with changes in fair value recognized in net income as opposed to other comprehensive income. The Company 
adopted ASU 2016-01 effective January 1, 2018 as required. ASU 2016-01 did not have a material impact on the 
Company's consolidated financial position, results of operations, equity or cash flows. 

Recently Adopted Accounting Standards 

In May 2014, the FASB issued ASU No. 2014-09, "Revenue from Contracts with Customers (Topic 606)", as 
modified by subsequently issued ASUs 2015-14, 2016-08, 2016-10, 2016-12, and 2016-20 (collectively ASU 2014-
09). ASU 2014-09 superseded existing revenue recognition standards with a single model unless those contracts are 
within the scope of other standards ( e.g., an insurance entity's insurance contracts). The revenue recognition 
principle in ASU 2014-09 is that an entity should recognize revenue to depict the transfer of goods or services to 
customers in an amount that reflects the consideration to which the entity expects to be entitled in exchange for 
those goods or services. The Company early adopted the new standard effective January 1, 2017, as allowed, using 
the modified retrospective approach. A significant majority of the Company's revenues are not subject to the new 
guidance. The adoption of ASU 2014-09 did not have a material impact on the Company's consolidated fmancial 
position, results of operations, equity or cash flows as of the adoption date or for the year ended December 31, 2017. 

The Company has determined that there have been no other recently adopted or issued accounting standards that 
had, or will have, a material impact on its Consolidated Financial Statements. 
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3. Investments 

A summary of short-term and long-term investments by major security type is as follows: 

Gross Gross 
Amortized Unrealized Unrealized Fair 

(in miUions) Cost Gains Losses Value 

December 31, 2017 

Debt securities - available-for-sale: 
U.S. government and agency obligations $ 2,276 $ 1 $ (24) $ 2,253 

State and municipal obligations 6,110 83 (28) 6,165 

Corporate obligations 11,304 51 (37) 11,318 

U.S. agency mortgage-backed securities 3,458 6 (29) 3,435 

Non-U.S. agency mortgage-backed securities 879 3 {5) 877 

Total debt securities - available-for-sale 24,027 144 {123) 24,048 

Equity securities 1,417 7 (40) 1,384 

Debt securities - held-to-maturity: 
U.S. government and agency obligations 180 (1) 179 

State and municipal obligations 2 2 

Corporate obligations 250 250 

Total debt securities - held-to-maturity 432 {12 431 

Total investments $ 25,876 $ 151 $ (164) $ 25,863 

December 31, 2016 

Debt securities - available-for-sale: 
U.S. government and agency obligations $ 1,817 $ 1 $ (24) $ 1,794 

State and municipal obligations 5,500 33 (80) 5,453 
Corporate obligations 9,058 36 (46) 9,048 
U.S. agency mortgage-backed securities 2,520 6 (36) 2,490 
Non-U.S. agency mortgage-backed securities 848 3 {92 842 

Total debt securities - available-for-sale 19,743 79 {195} 19,627 

Equity securities 1,475 48 (47) 1,476 

Debt securities - held-to-maturity: 
U.S. government and agency obligations 177 177 

State and municipal obligations 5 5 
Corporate obligations 221 221 

Total debt securities - held-to-maturity 403 403 

Total investments $ 21,621 $ 127 $ {242) $ 21,506 

Nearly all of the Company's investments in mortgage-backed securities were rated AAA as of December 31, 2017. 
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The amortized cost and fair value of debt securities as of December 31, 2017, by contractual maturity, were as 
follows: 

Available-for-Sale Held-to-Maturity 

Amorti7.ed Fair Amortiud Fair 

(in minions) Cost Value Cost Value 

Due in one year or less $ 3,040 $ 3,036 $ 107 $ 106 
Due from one year to five years 8,904 8,881 108 108 
Due from five years to ten years 5,866 5,899 88 88 

Due after ten years 1,882 1,920 129 129 
U.S. agency mortgage-backed securities 3,458 3,435 
Non-U.S. agency mortgage-backed securities 877 877 

Total debt securities $ 24,027 $ 24,048 $ 432 $ 431 

The fair value of available-for-sale investments with gross unrealized losses by major security type, and length of 
time that individual securities have been in a continuous unrealized loss position, was as follows: 

Less Than 12 Months 12 Months or Greater Total 
Gross Gross Gross 

Fair Unrealized Fair Unrealized Fair Unrealized 
(in millions) Value Losses Value Losses Value Losses 

December 31, 2017 

Debt securities - available-for-sale: 
U.S. government and agency obligations $ 1,091 $ (7) $ 862 $ (17) $ 1,953 $ 
State and municipal obligations 2,055 (16) 654 (11) 2,709 
Corporate obli~tions 5,112 (20) 981 (16) 6,093 
U.S. agency mort~-backed securities 1,497 (10) 981 (21) 2,478 
Non-U .S. agency mort~e-backed securities 353 (3) 113 (2) 466 

Total debt securities - available-for-sale $ 10,108 $ (56) $ 3,591 $ (67) $ 13,699 $ 

Equity securities $ 94 $ (4) $ 100 $ (36) $ 194 $ 

December 31, 2016 

Debt securities - available-for-sale: 
U.S. government and agency obligations $ 1,388 $ (24) $ $ $ 1,388 $ 
State and municipal obligations 3,385 (80) 4 3,389 
Corporate obligations 4,102 (44) 116 (2) 4,218 
U.S. agency mort~-backed securities 1,888 (33) 69 (3) 1,957 
Non-U.S. agency mort~-backed securities 455 (7) 77 (2) 532 

Total debt securities - available-for-sale $ 11218 $ (188) $ 266 $ (7) $ 11,484 $ 

Equity securities $ 90 $ (5) $ 87 $ (42) $ 177 $ 

The Company's unrealized losses from all securities as of December 31, 2017 were generated from approximately 
11,000 positions out ofa total of24,000 positions. The Company believes that it will collect the principal and 
interest due on its debt securities that have an amortized cost in excess of fair value. The unrealized losses were 
primarily caused by interest rate increases, and not by unfavorable changes in the credit quality associated with these 
securities. At each reporting period, the Company evaluates securities for impairment when the fair value of the 
investment is less than its amortized cost. The Company evaluated the underlying credit quality and credit ratings of 
the issuers, noting no significant deterioration since purchase. As of December 31, 2017, the Company did not have 
the intent to sell any of the securities in an unrealized loss position. Therefore, the Company believes these losses to 
be temporary. 
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(36) 
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(123) 

(40) 

(24) 
(80) 
(46) 
(36) 
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(195) 

(47) 



The Company's investments in equity securities consist of investments in employee savings plan related 
investments, and dividend paying stocks. The Company evaluated its investments in equity securities for severity 
and duration of unrealized loss, overall market volatility and other market factors. Additionally, as of December 31, 
2017, the Company's investments included $894 million of equity method investments in operating businesses in 
the health care sector. 

Net realized gains reclassified out of accumulated other comprehensive income were from the following sources: 

(in millions) 

Total other-than-temporary impairments recognized in earnin~ 
Gross realized losses from sales 
Gross realized ~ins from sales 
Net realized ~ins (included in investment and other income 

in the Consolidated Statements of Operations) 
Income tax effect (included in provision for income taxes 

in the Consolidated Statements of Operations) 
Realized ~s, net of taxes 

4. Fair Value 

For the Years Ended December 31, 
2017 2016 

$ (9) $ (45) 
(22) (39) 
112 218 

81 134 

(31) (48) 
$ 50 $ 86 

Certain assets and liabilities are measured at fair value in the Consolidated Financial Statements, or have fair values 
disclosed in the Notes to the Consolidated Financial Statements. These assets and liabilities are classified into one of 
three levels of a hierarchy defined by GAAP. In instances in which the inputs used to measure fair value fall into 
different levels of the fair value hierarchy, the fair value measurement is categorized in its entirety based on the 
lowest level input that is significant to the fair value measurement in its entirety. The Company's assessment of the 
significance of a particular item to the fair value measurement in its entirety requires judgment, including the 
consideration of inputs specific to the asset or liability. 

The fair value hierarchy is summarized as follows: 

Level 1 - Quoted prices (unadjusted) for identical assets/liabilities in active markets. 

Level 2 - Other observable inputs, either directly or indirectly, including: 

Quoted prices for similar assets/liabilities in active markets; 

• Quoted prices for identical or similar assets/liabilities in inactive markets ( e.g., few transactions, 
limited information, noncurrent prices, high variability over time); 

Inputs other than quoted prices that are observable for the asset/liability (e.g., interest rates, yield 
curves, implied volatilities, credit spreads); and 

Inputs that are corroborated by other observable market data. 

Level 3 - Unobservable inputs that cannot be corroborated by observable market data. 

Transfers between levels, if any, are recorded as of the beginning of the reporting period in which the transfer 
occurs. There were no transfers of any financial assets or liabilities between Levels 1, 2 or 3 during 2017 or 2016. 

Nonfinancial assets and liabilities, or financial assets and liabilities that are measured at fair value on a nomecurring 
basis, are subject to fair value adjustments only in certain circumstances, such as when the Company records an 
impairment. There were no significant fair value adjustments recorded for these assets and liabilities during the 
years ended December 31, 2017 or 2016. 

The following methods and assumptions were used to estimate the fair value and determine the fair value hierarchy 
classification of each class of financial instrument included in the tables below: 
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Cash and Cash Equivalents - The carrying value of cash and cash equivalents approximates fair value, as 
maturities are less than three months. Fair values of cash equivalent instruments that do not trade on a regular basis 
in active markets are classified as Level 2. 

Debt and Equity Securities - Fair values of debt and equity securities are based on quoted market prices, where 
available. The Company obtains one price for each security, primarily from a third-party pricing service (pricing 
service), which generally uses quoted or other observable inputs for the determination of fair value. The pricing 
service normally derives security prices through recently reported trades for identical or similar securities and, if 
necessary, makes adjustments through the reporting date based upon available observable market information. For 
securities not actively traded, the pricing service may use quoted market prices of comparable instruments or 
discounted cash flow analyses, incorporating inputs that are currently observable in the markets for similar 
securities. Inputs that are often used in the valuation methodologies include, but arc not limited to, benchmark 
yields, credit spreads, default rates, prepayment speeds and nonbinding broker quotes. 

As the Company is responsible for the determination of fair value, it performs quarterly analyses on the prices 
received from the pricing service to determine whether the prices are reasonable estimates of fair value. Specifically, 
the Company compares the prices received from the pricing service to prices reported by a secondary pricing source, 
such as its custodian, its investment consultant, or third-party investment advisors. Additionally, the Company 
compares changes in the reported market values and returns to relevant market indices to test the reasonableness of 
the reported prices. The Company's internal price verification procedures, and reviews of fair value methodology 
documentation provided by independent pricing services, have not historically resulted in adjustment to the prices 
obtained from the pricing service. 

Fair values of debt securities that do not trade on a regular basis in active markets, but instead are priced using other 
observable inputs, are classified as Level 2. 

Fair value estimates for Level 1 and Level 2 equity securities are based on quoted market prices for actively traded 
equity securities and/or other market data for the same or comparable instruments and transactions in establishing 
the prices. 

The fair values of Level 3 investments in venture capital portfolios are estimated using a market valuation technique 
that relies heavily on management assumptions and qualitative observations. Under the market approach, the fair 
values of the Company's various venture capital investments are computed using limited quantitative and qualitative 
observations of activity for similar companies in the current market. The Company's market modeling utilizes, as 
applicable, transactions for comparable companies in similar industries that also have similar revenue and growth 
characteristics and preferences in their capital structure. Key significant unobservable inputs in the market technique 
include implied earnings before interest, taxes, depreciation and amortization (EBITDA) multiples and revenue 
multiples. Additionally, the fair values of certain of the Company's venture capital securities are based on recent 
transactions in inactive markets for identical or similar securities. Significant changes in any of these inputs could 
result in significantly lower or higher fair value measurements. 

Throughout the procedures discussed above in relation to the Company's processes for validating third-party pricing 
information, the Company validates the understanding of assumptions and inputs used in security pricing, and 
determines the proper classification in the hierarchy based on that understanding. 

Assets Under Management - Assets under management consist of debt securities and other investments held to 
fund costs associated with the AARP Program, and are priced and classified using the same methodologies as the 
Company's investments in debt and equity securities. 

Long-Term Notes Payable to Related Party-The fair values of the Company's long-term notes payable to related 
party are estimated and classified using the same methodologies as the Company's investments in debt securities. 
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The following table presents a summary of fair value measurements by level and carrying value, for items measured 
at fair value on a recurring basis in the Consolidated Balance Sheets: 

Quoted Prices Other Total 
in Active Obseivable Unobseivable Fair and 
Markets Inputs Inputs Carrying 

(in millions) (Levell) (Level 2) {Level 3} Value 

December 31, 2017 
Cash and cash equivalents $ 9,347 $ 235 $ $ 9,582 

Debt securities - available-for-sale: 
U.S. government and agency obligations 2,058 195 2,253 
State and municipal obligations 6,165 6,165 
Corporate obligations 23 11,155 140 11,318 
U.S. agency mortgage-backed securities 3,435 3,435 
Non-U.S. agency mortgage-backed securities 877 877 

Total debt securities - available-for-sale 2,081 21,827 140 24,048 

Equity securities 1,228 14 142 1,384 

Assets under management 1,117 1984 3,101 

Total assets at fair value $ 13,773 $ 24,060 $ 282 $ 38,115 

December 31, 2016 
Cash and cash equivalents $ 8,211 $ 41 $ $ 8,252 

Debt securities - available-for-sale: 
U.S. government and agency obligations 1,630 164 1,794 
State and municipal obligations 5,453 5,453 
Corporate obligations 13 8,933 102 9,048 
U.S. agency mortgage-backed securities 2,490 2,490 
Non-U.S. agency mortgage-backed securities 842 842 

Total debt securities - available-for-sale 1,643 17,882 102 19,627 

Equity securities 1,045 13 418 1,476 

Assets under management 1,064 2,041 3,105 

Total assets at fair value $ 11,963 $ 19,977 $ 520 $ 32,460 

- 19 -
197 



The following table presents a summary of fair value measurements by level and carrying value, for certain financial 
instruments not measured at fair value on a recurring basis in the Consolidated Balance Sheets: 

Quoted Prices Other 
in Active Observable Unobservable Total Total 
Markets Inputs Inputs Fair Carrying 

(in mllllo ns) (Level 1) (Level 2) (LevelJ) Value Value 

December 31, 2017 
Debt securitx:s - held-to-maturity: 

U.S. government and agency obligations $ 176 $ 3 $ $ 179 $ 180 
State and municipal obligations 2 2 2 
Corporate obligafons 15 234 250 250 

Total debt securities - held-to-maturity $ 191 $ 4 $ 236 $ 431 $ 432 

Long-term notes payable to related party $ $ 4,652 $ $ 4,652 $ 4,430 

December 31, 2016 

Debt securities - held-to-maturity: 
U.S. government and agency obligations $ 177 $ $ $ 177 $ 177 
State and municipal obligations 5 5 5 
Corporate obligations 18 8 195 221 221 

Total debl st:curili:s - held-to-maturity $ 195 $ 8 $ 200 $ 403 $ 403 

Long-term notes payable to related party $ $ 5,282 $ $ 5,282 $ 5,014 

The carrying amounts reported in the Consolidated Balance Sheets for other current financial assets and liabilities 
approximate fair value because of their short-term nature. These assets and liabilities are not listed in the table 
above. 

5. Property, Equipment and Capitalized Software 

A swnmary of property, equipment and capitalized software is as follows: 

December 31, 
(in millions) 2017 2016 

Land and improvements 
Buildings and improvements 
Computer equipment 
Furniture and fixtures 
Less: accumulated depreciation 

Property and equipment, net 

Capitalized software 
Less: accumulated amortization 

Capitalized software, net 

Total property, equipment and capitalized software, net 

$ 

$ 

86 $ 
2,507 
1,781 

781 

(2,044) 

3 111 

3,195 
(1,041) 

2154 

5,265 $ 

Depreciation expense for property and equipment for the years ended December 31, 201 7 and 2016 was 

70 
1,931 
1,967 

601 

(2,105) 

2.464 

2,802 
(981} 

l 821 

4~85 

$712 million and $623 million, respectively. Amortization expense for capitalized software for the years ended 
December 31, 2017 and 2016 was $490 million and $420 million, respectively. 
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6. Goodwill and Other Intangible Assets 

Changes in the carrying amount of goodwill were as follows: 

(in millions) 

Balance, beginning of period 
Acquisitions 
Adjustments, net 

Balance, end of period 

2017 

$ 

$ 

2016 

40,045 $ 37,883 
6,609 2,188 

(68} (26} 

46,586 $ 40,045 

The gross carrying value, accumulated amortization, and net carrying value of other intangible assets were as 
follows: 

December 31, 2017 December 31, 2016 

Gross Net Gross Net 
Carrying Accumu1ated Carrying Carrying Accumulated Carrying 

(in millions) Value Amorti7ation Value Value Amorti7ation Value 

Customer-related $ 10,370 $ (3,384) $ 6,986 $ 10,269 $ (2,926) $ 7,343 
Trademarks and technology 897 (415) 482 686 (318) 368 
Other 188 (76} 112 114 (5§2 58 
Total $ 11,455 $ (3,875} $ 7,580 $ 11,069 $ (3,300l $ 7,769 

The acquisition-date fair values and weighted-average useful lives assigned to finite-lived intangible assets acquired 
in business combinations consisted of the following, by year of acquisition: 

2017 2016 

Weighted- Weighted-
Fair Average Fair Average 

(in millions) Value Useful Life Value Useful Life 

Customer-related $ 324 13 years 772 17 years 
Trademarks and technology 111 11 years 54 3 years 

Other 79 6 years 22 5 years 

Total acquired fmite-lived intangible assets $ 514 11 years $ 848 16 years 

Estimated full-year amortization expense relating to other intangible assets for each of the next five years ending 
December 31 is as follows: 

(in millions) 

2018 
2019 
2020 
2021 
2022 

Estimated Amortmttion 
Expense 

$ 741 
679 
613 
559 
496 

Amortization expense relating to other intangible assets was $792 million and $789 million for the years ended 
December 31, 2017 and 2016, respectively. 
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7. Medical Costs Payable 

The following table shows the components of the change in medical costs payable for the years ended December 31: 

(in millions) 2017 2016 

Balance, beginning of period $ 13,570 $ 12,051 
Acquisitions 83 
Reported medical costs: 

Current year 112,042 98,240 
Prior years (473) (138) 

Total reported medical costs 111,569 98,102 

Medical payments: 
Current year (97,448) (85,382) 
Prior years (122415) (11,201) 

Total medical payments (109,863) (%,583) 

Balance, end of period $ 15,359 $ 13,570 

For the year ended December 31, 2017, the medical cost reserve development was primarily driven by lower than 
expected health system utilization levels. For the year ended December 31, 2016, no individual factors were 
significant. 

Medical costs payable included IBNR of $9.8 billion and $8.9 billion at December 31, 2017 and 2016, respectively. 
Substantially all of the IBNR balance as of December 31, 2017 relates to the current year. 

The following table provides information about incurred and paid medical cost development as of December 31, 
2017: 

(in millions) 
Year 

2016 
2017 

Total 

(in miUions) 
Year 

2016 
2017 

Total 

Net remaining outstanding liabilities prior to 2016 

Total medical costs payable 

$ 

$ 
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Net Incurred Medical Costs 

For the Yean Ende d December 31, 
2016 2017 

98,240 $ 

$ 

97,788 
112042 

209,830 

Net Cumulative Medical Payments 

For the Years Ended December 31, 
2016 2017 

(85,382) $ 

$ 

(97,528) 
(97,448) 

(194,976) 

505 

15,359 
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8. Long-Term Notes Payable to Related Party 

Notes Payable- During 2015, the Company issued unsecured notes payable (Notes Payable) of$4.75 billion to 
UHG, using the proceeds to partially fund an acquisition. In accordance with the terms of the Notes Payable, the 
Company converted $182 million and $264 million of accrued interest to principal at December 31, 2017 and 2016, 
respectively. 

The Company's Notes Payable balances as of December 31, 2017 were comprised of the following: 

(in millions) 
3.76% Fixed Rate Notes - due July 2025 
4. 76% Fixed Rate Notes - due July 2045 

Long-term notes payable to related party 

Principal, plus 
Accrued 
Interest 

$ 2,189 
2,241 

$ 4,430 

Maturities of Notes Payable for the years ending December 31 are as follows: 

(in millions) 
2018 
2019 
2020 
2021 
2022 
Thereafter 

9. Income Taxes 

$ 

Interest Payable 
Upon maturity 
Upon maturity 

Maturities of 
Notes Payable 

4,430 

The Company's operations are included in the consolidated federal income tax return ofUHG. Federal and state 
income taxes are paid to, or refunded by, UHG pursuant to the terms of a tax sharing agreement (TSA), under which 
taxes approximate the amount that would have been computed on a separate company basis. Under the terms of the 
TSA, the Company's share-based compensation-related tax benefits are reimbursed to UHG upon realization. 

The current income tax provision reflects the tax consequences of revenues and expenses currently taxable or 
deductible on various income tax returns for the year reported. The deferred income tax provision or benefit 
generally reflects the net change in deferred income tax assets and liabilities during the year, excluding any deferred 
income tax assets and liabilities of acquired businesses. 

The components of the provision for income taxes for the years ended December 31 are as follows: 

(in millions) 2017 2016 
Current provision: 

Federal $ 3,702 $ 4,381 
State and local 356 274 

Total current provision 4,058 4,655 
Deferred (benefit) provision (989) 162 

Total provision for income truces $ 3,069 $ 4,817 
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The reconciliation of the tax provision at the U.S. federal statutory rate to the provision for income taxes and the 
effective tax rate for the years ended December 31 is as follows: 

(in millions) 2017 2016 

Tax provision at the U.S. federal statutory rate $ 4,280 35.0 % $ 4,177 35.0 % 
Change in tax law (1,202) (9.8) 
State income taxes, net of federal benefit 203 1.7 212 1.8 
Share-based awards - excess tax benefit (321) (2.6) (151) (1.2) 
Non-deductible compensation 168 1.4 125 ,I .o 
Health insurance industry tax 547 4.6 
Other, net (59) (0.6) (93) (0.8) 

Provision for income taxes $ 3,069 25.1 % $ 4,817 40.4 % 

The Company had federal and state income taxes payable of $317 million included in accounts payable and accrued 
liabilities in the Consolidated Balance Sheets as of December 31, 2017. The Company had federal income taxes 
receivable of $174 million included in other current receivables and state income taxes payable balances of 
$146 million included in accounts payable and accrued liabilities in the Consolidated Balance Sheets as of 
December 31, 2016. 

Deferred income tax assets and liabilities are recognized for the differences between the financial and income tax 
reporting bases of assets and liabilities based on enacted tax rates and laws. The components of deferred income tax 
assets and liabilities as of December 31 are as follows: 

(in millions) 2017 2016 

Deferred income tax assets: 
Accrued expenses and allowances $ 490 $ 733 
Net operating Joss carryforwards 169 104 
Share-based compensation 82 100 
Nondeductible liabilities 173 235 
Other 164 401 

Subtotal 1,078 1,573 

Less: valuation allowances (48) (42) 

Total deferred income tax assets 1,030 1,531 

Deferred income tax liabilities: 
Other intangible assets (1,907) (3,017) 
Capitalized software (524) (670) 
Depreciation and amortization (258) (352) 
Prepaid expenses (240) (239) 
Outside basis in partnerships (290) (137) 

Total deferred income tax liabilities (3,219) (4,415) 

Net deferred income tax liabilities $ (2,189) $ (2,884) 

On December 22, 2017, the U.S. federal government enacted a tax bill, H.R.l, An Act to Provide for Reconciliation 
Pursuant to Titles II and V of the Concurrent Resolution on the Budget for Fiscal Year 2018 (Tax Reform). Tax 
Reform changed existing United States tax law including a reduction of the U.S. corporate tax rate. The Company 
re-measured deferred taxes as of the date of enactment which resulted in the $1.2 billion reduction of net deferred 
income tax liabilities. The Company's measurement of the income tax effects of Tax Reform for the year ended 
December 31, 2017 is reasonably estimated and, therefore, included in these financial statements. 
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Valuation allowances are provided when it is considered more likely than not that deferred tax assets will not be 
realized. The valuation allowances primarily relate to future tax benefits on certain federal, state and non-U.S. net 
operating loss carryforwards. Federal net operating loss carryforwards of$227 million expire beginning in 2022 
through 203 7; state net operating loss carryforwards expire beginning in 2018 through 203 7. Substantially all of the 
non-U.S. tax loss carryforwards have indefinite carryforward periods. 

As of December 31, 2017, the Company's undistributed earnings from non-U.S. subsidiaries are intended to be 
indefinitely reinvested in non-U.S. operations, and therefore no U.S. deferred taxes have been recorded. Taxes 
payable on the remittance of such earnings would be minimal. 

A reconciliation of the beginning and ending amount of unrecognized tax benefits as of December 31 is as follows: 

(io millions) 2017 2016 

Gross unrecognized tax benefits, beginning of period $ 116 $ 91 
Gross increases: 

Current year tax positions 229 37 
Prior year tax positions 27 

Gross decreases: 
Prior year tax positions (33) 
Settlements (1) 
Statute oflimitations lapses (4) (12) 

Gross unrecognized tax benefits, end of period $ 334 $ 116 

The Company believes it is reasonably possible that its liability for unrecognized tax benefits will decrease in the 
next twelve months by $73 million as a result of audit settlements and the expiration of statutes of limitations. 

The Company classifies interest and penalties associated with uncertain income tax positions as income taxes within 
its Consolidated Statements of Operations. The Company had $12 million and $17 million of accrued interest and 
penalties for uncertain tax positions as of December 31, 2017 and 2016, respectively. These amounts are not 
included in the reconciliation above. As of December 31, 2017, the total amount of unrecognized tax benefits that, if 
recognized, would affect the effective tax rate was $326 million. 

The Company currently files income tax returns in the United States, various states and localities and non-U.S. 
jurisdictions. The U.S. Internal Revenue Service (IRS) has completed exams on UHG's consolidated income tax 
returns for fiscal years 2016 and prior. The Company's 2017 tax year is under advance review by the IRS under its 
Compliance Assurance Program. With the exception of a few states, UHS is no longer subject to income tax 
examinations prior to the 2011 tax year. In general, the Company is subject to examination in non-U.S. jurisdictions 
for years 2012 and forward. 

10. Regulatory Capital and Dividend Restrictions 

The Company's regulated insurance and HMO subsidiaries in the U.S. are subject to regulations and standards in 
their respective jurisdictions. These standards, among other things, require these subsidiaries to maintain specified 
levels of statutory capital, as defined by each jurisdiction, and restrict the timing and amount of dividends and other 
distributions that may be paid to their parent companies. In the U.S., most of these regulations and standards are 
generally consistent with model regulations established by the National Association of Insurance Commissioners. 
These standards generally permit dividends to be paid from statutory unassigned surplus of the regulated subsidiary, 
and are limited based on the regulated subsidiary's level of statutory net income, and statutory capital and surplus. 
These dividends are referred to as "ordinary dividends" and generally may be paid without prior regulatory 
approval. If the dividend, together with other dividends paid within the preceding twelve months, exceeds a 
specified statutory limit or is paid from sources other than earned surplus, it is generally considered to be an 
"extraordinary dividend" and must receive prior regulatory approval. 
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The Company's regulated subsidiaries had estimated aggregate statutory capital and surplus of approximately 
$15 .1 billion as of December 31, 2017. The estimated statutory capital and surplus necessary to satisfy regulatory 
requirements of the Company's regulated subsidiaries was approximately $6. 7 billion as of December 31, 20 I 7. 

Optum Bank, Inc. (the Bank), a subsidiary ofUHS, must meet minimum requirements for Tier 1 leverage capital, 
Tier 1 risk-based capital, common equity Tier 1 risk-based capital, and total risk-based capital of the Federal Depusil 
Insurance Corporation (FDIC) to be considered "Well Capitalized" under the capital adequacy rules to which it is 
subject. At December 31, 2017, the Company believes the Bank met the FDIC requirements to be considered "Well 
Capitalized." 

11. Share-Based Compensation and Other Employee Benefit Plans 

The Company's outstanding UHG share-based awards consist mainly of non-qualified stock options, SARs and 
restricted shares. As of December 31, 2017, UHG had 51 million shares available for future grants of share-based 
awards under the Plan. As of December 31, 2017, there were also 9 million shares ofUHG common stock available 
for issuance under the ESPP. 

Stock Options and SARs 

The Company's portion ofUHG stock option and SAR activity for the year ended December 31, 2017 is 
summarized in the table below: 

Outstanding, beginning of period 
Granted 
Exercised 
Forfeited 

Outstanding, end of period 

Exercisable, end of period 
Vested and expected to vest, end of period 

Restricted Shares • 

Shares 
(in millions) 

34 
13 

(11) 
(1) 

35 

14 
34 

Weighted-
Average 

Exercise Price 

$ 83 
107 
53 

125 

100 

$ 64 
99 

Weighted-
Average 

Remaining Aggregate 
Contractual life Intrinsic Value 

(in years) (in millions) 

6.6 $ 4,172 

4.8 $ 2,269 
6.6 4,104 

Restricted share activity for the year ended December 31, 2017 is summarized in the table below: 

(shares in millions) 

Nonvested, beginning of period 

Granted 
Vested 

Nonvested, end of period 
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Shares 

7 
2 

(3) 

6 

Weighted-Average 
Grant Date Fair Value 

per Share 

$ 96 
161 
84 

127 
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Other Share-Based Compensation Data 

For the Years Ended December 31, 
(in millions, except per share amounts) 

Stock Options and SARs 
Weighted-average grant date fair value of shares granted, per share $ 

Total intrinsic value of stock options and SARs exercised 

Restricted Shares 
Weighted-average grant date fair value of shares granted, per share $ 

Total fair value of restricted shares vested 

Employee Stock Purchase Plan 
Number of shares purchased 

Share-Based Compensation Items 
Share-based compensation expense, before tax 
Share-based compensation expense, net of tax effects 

Income tax benefit realized from share-based award exercises 

(in millions) 
Unrecognized compensation expense related to share awards 
Weighted-average years to recognize compensation expense 

Share-Based Compensation Recognition and Estimates 

$ 

2017 2016 

29 $ 20 
1,389 528 

161 $ 114 

435 267 

2 2 

575 $ 466 
497 400 
425 227 

December 31, 
2017 

$ 554 
1.3 

The principal assumptions the Company used in calculating grant date fair value for stock options and SARs were as 
follows: 

Risk-free interest rate 

Expected volatility 

Expected dividend yield 

Forfeiture rate 

Expected life in years 

For the Years Ended December 31, 

2017 2016 

1.9%- 2.1% 

18.5% - 20.7% 

1.4% - 1.6% 

5.0% 

5.7 

1.2% - 1.4% 

20.8% - 22.5% 

1.8% 

5.0% 

5.6 - 5.9 

Risk-free interest rates are based on U.S. Treasury yields in effect at the time of grant. Expected volatilities are 
based on the historical volatility ofUHG's common stock and the implied volatility from exchange-traded options 
on UHG's common stock. Expected dividend yields are based on the per share cash dividend paid by UHG. UHG 
uses historical data to estimate option and SAR exercises and forfeitures within the valuation model. The expected 
lives of options and SARs granted represent the period of time that the awards granted are expected to be 
outstanding based on historical exercise patterns. 

Other Employee Benefit Plans 

UHG also offers a 401(k) plan for its employees. Compensation expense related to this plan was not material for 
2017 and 2016. 
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In addition, the Company maintains non-qualified, deferred compensation plans, which allow certain members of 
senior management and executives to defer portions of their salary or bonus, and receive certain Company 
contributions on such deferrals, subject to plan limitations. The deferrals are recorded within Jong-term investments, 
with an approximately equal amount in other liabilities, in the Consolidated Balance Sheets. The total deferrals are 
distributable based upon termination of employment or other periods, as elected under each plan, and were $848 
million and $655 million as of December 31, 2017 and 2016, respectively. 

12. Related-Party Transactions 

Management Service Agreements - The Company provides administrative services to operate and manage the 
businesses of its subsidiaries and affiliates under management service agreements that require these subsidiaries and 
affiliates to pay the Company a monthly administrative fee. These fees cover employee compensation, occupancy, 
depreciation, marketing, utilization review and case management services, professional fees and other administrative 
services. Fees charged to the Company's subsidiaries are eliminated in the Consolidated Financial Statements. 
Management contract and other administrative fees charged to affiliates were $2.0 billion and $1.8 billion in 2017 
and 2016, respectively, and are included in service revenues in the Consolidated Statements of Operations. 

Pharmacy Care Services - The Company's pharmacy care services businesses provide services to other UHS 
subsidiaries and affiliates. Revenues attributable to UHS subsidiaries are eliminated in the Consolidated Financial 
Statements. Pharmacy revenues from affiliates were $3 .3 billion and $2.9 billion in 2017 and 2016, respectively, and 
are included in product revenues in the Consolidated Statements of Operations. 

Services Agreements - Effective July 2016, the Company executed services agreements (Agreements) with its 
affiliate (Affiliate), whereby each party provides specialized services to the other. Under the terms of the 
Agreements, the Affiliate provides operating services - including coordination of benefits, high dollar claim audits, 
audit recovery operations, payment integrity pipeline management, advanced research analytics, and other services -
to UHS, while UHS provides business referrals and support services to the Affiliate. For the years ended 
December 31, 2017 and 2016, UHS recognized $462 million and $136 million in related services revenues, 
respectively, and was charged $2.2 billion and $594 million in selling, general and administrative expenses, 
respectively in the Consolidated Statements of Operations. Prepayments of$2.6 billion and unearned revenues of 
$800 million are included in Related-party receivables, net in the Consolidated Balance Sheets. 

See Note 8 for details pertaining to the Company's long-term notes payable to related party. 

13. Commitments and Contingencies 

Leases 

The Company leases facilities and equipment under Jong-term operating leases that are non-cancelable and expire on 
various dates. Rent expense under all operating leases for the years ended Decem her 3 1, 20 l 7 and 2016 was 
$641 million and $554 million, respectively. 

At December 31, 2017, future minimum annual lease payments, net of sublease income, under all non-cancelable 
operating leases were as follows: 

(in millions) 

2018 
2019 
2020 
2021 
2022 
Thereafter 
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Future Minimum 
Lease Payments 

$ 473 
410 
361 
302 
248 
801 
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Performance Guarantees and Other 

The Company provides guarantees related to its service level under certain contracts. If minimum standards are not 
met, the Company may be financially at risk up to a stated percentage of the contracted fee or a stated dollar amount. 
None of the amounts accrued, paid or charged to income for service level guarantees were material as of and for the 
years ended December 31, 2017 and 2016. 

As of December 31, 2017, the Company had outstanding, undrawn letters of credit with financial institutions of 
$70 million, and surety bonds outstanding with insurance companies of $1.4 billion, primarily to bond contractual 
performance. 

Pending Acquisition 

In December 2017, the Company entered into an agreement to acquire a company in the health care sector for 
approximately $4.9 billion. The acquisition is expected to close later in 2018, subject to regulatory approval and 
other customary closing conditions. 

legal Matters 

Because of the nature of its businesses, the Company is frequently made party to a variety of legal actions and 
regulatory inquiries - including class actions and suits brought by members, care providers, consumer advocacy 
organizations, customers and regulators - relating to the Company's businesses, including management and 
administration of health benefit plans and other services. These matters include medical malpractice, employment, 
intellectual property, antitrust, privacy and contract claims, and claims related to health care benefits coverage and 
other business practices. 

The Company records liabilities for its estimates of probable costs resulting from these matters where appropriate. 
Estimates of costs resulting from legal and regulatory matters involving the Company are inherently difficult to 
predict, particularly where the matters: involve indeterminate claims for monetary damages or may involve fines, 
penalties or punitive damages; present novel legal theories or represent a shift in regulatory policy; involve a large 
number of claimants or regulatory bodies; are in the early stages of the proceedings; or could result in a change in 
business practices. Accordingly, the Company is often unable to estimate losses or ranges oflosses for those matters 
where there is a reasonable possibility or it is probable that a loss may be incurred. 

Government Investigations, Audits and Reviews 

The Company has been involved or is currently involved in various governmental investigations, audits and reviews. 
These include routine, regular and special investigations, audits and reviews by the CMS, state insurance and health 
and welfare departments, the Brazilian national regulatory agency for private health insurance and plans (the 
Agencia Nacional de Saude Suplementar), state attorneys general, the Office of the Inspector General, the Office of 
Personnel Management, the Office of Civil Rights, the Government Accountability Office, the Federal Trade 
Commission, U.S. Congressional committees, the U.S. Department of Justice, the SEC, the Internal Revenue 
Service, the U.S. Drug Enforcement Administration, the Brazilian federal revenue service (the Secretaria da Receita 
Federal), the U.S. Department of Labor, the Federal Deposit Insurance Corporation, the Defense Contract Audit 
Agency and other governmental authorities. Certain of the Company's businesses have been reviewed or are 
currently under review, including for, among other matters, compliance with coding and other requirements under 
the Medicare risk-adjustment model. CMS has selected certain of the Company's local plans for risk adjustment data 
validation (RADV) audits to validate the coding practices of and supporting documentation maintained by health 
care providers, and such audits may result in retrospective adjustments to payments made to the Company's health 
plans. 

On February 14, 2017, the Department of Justice (DOJ) announced its decision to pursue certain claims within a 
lawsuit initially asserted against UHG and filed under seal by a whistleblower in 2011. The whistleblower's 
complaint, which was unsealed on February 15, 2017, alleges that UHG, along with a number of other Medicare 
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Advantage plans, made improper risk adjustment submissions and violated the False Claims Act. On March 24, 
2017, the DOJ intervened in a separate lawsuit initially asserted against UHG and filed by a whistleblower in 2009 
concerning risk adjustment submissions by Medicare Advantage plans. On October S, 2017, in one of the cases, the 
district court dismissed certain ofDOJ's claims with prejudice, and dismissed all ofDOJ's remaining claims with 
leave to file a further amended complaint; on October 12, the DOJ filed a notice of dismissal without prejudice of 
the case. The other case is now pending in the U.S. District Court for the Central District of California. The 
Company cannot reasonably estimate the outcome that may result from these matters given their current posture. 

14. Subsequent Events 

In preparing these Consolidated Financial Statements, management has evaluated and disclosed all material 
subsequent events up to February 26, 2018, the date that these Consolidated Financial Statements were issued. 

* * * * * * 
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Deloitte. 

INDEPENDENT AUDITORS' REPORT 

To the Board of Directors of 
United HealthCare Services, Inc. and Subsidiaries: 

Deloitte & Touche LLP 
50 South 6th Street 
Suite 2800 
Minneapolis, MN 55402-1 538 
USA 

Tel : + 1 612 397 4000 
Fax: + 1 612 397 4450 
www.deloitte.com 

We have audited the accompanying consolidated financial statements of United HealthCare Ser_vices, Inc. and 
Subsidiaries (the "Company"), a wholly owned subsidiary of UnitedHealth Group Incorporated (UHG), 
which comprise the consolidated balance sheets as of December 31, 2018 and 2017, and the related 
consolidated statements of operations, comprehensive income, changes in equity, and cash flows for the years 
then ended, and the related notes to the consolidated financial statements. 

Management's Responsibility for the Consolidated Financial Statements 

Management is responsible for the preparation and fair presentation of these consolidated financial statements 
in accordance with accounting principles generally accepted in the United States of America; this includes the 
design, implementation, and maintenance of internal control relevant to the preparation and fair presentation 
of consolidated financial statements that are free from material misstatement, whether due to fraud or error. 

Auditors' Responsibility 

Our responsibility is to express an opinion on these consolidated financial statements based on our audits. We 
conducted our audits in accordance with auditing standards generally accepted in the United States of 
America. Those standards require that we plan and perform the audit to obtain reasonable assurance about 
whether the consolidated financial statements are free from material misstatement. 

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in the 
consolidated financial statements. The procedures selected depend on the auditor' s judgment, including the 
assessment of the risks of material misstatement of the consolidated financial statements, whether due to fraud 
or error. In making those risk assessments, the auditor considers internal control relevant to the Company's 
preparation and fair presentation of the consolidated financial statements in order to design audit procedures 
that are appropriate in the circumstances, but not for the purpose of expressing an opinion on the effectiveness 
of the Company's internal control. Accordingly, we express no such opinion. An audit also includes 
evaluating the appropriateness of accounting policies used and the reasonableness of significant accounting 
estimates made by management, as well as evaluating the overall presentation of the consolidated financial 
statements. 

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our 
audit opinion. 
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Opinion 

In our opinion, the consolidated financial statements referred to above present fairly, in all material respects, 
the financial position of United HealthCare Services, Inc. and its Subsidiaries as of December 31, 2018 and 
2017, and the results of their operations and their cash flows for the years then ended in accordance with 
accounting principles generally accepted in the United States of America. 

February 25, 2019 
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United HealthCare Services, Inc. and Subsidiaries 
Consolidated Balance Sheets 

December 31, 

(in millions, except share and per share data) 2018 2017 

Assets 
Current assets: 

Cash and cash equivalents $ 8,962 $ 9,582 

Short-tenn investments 2,911 3,011 

Accounts receivable, net of allowances of $659 and $565 10,198 8,669 

Other current receivables, net of allowances of $455 and $401 6,291 5,773 

Assets under management 3,032 3,101 

Related-party receivables, net 2,756 1,707 

Prepaid expenses and other current assets 2,861 2,550 

Total current assets 37,011 34,393 

Long-term investments 27,698 23,747 

Property, equipment and capitalized software, net of accumulated depreciation 

and amortization of$3,417 and $3,085 5,953 5,265 

Goodwill 49,398 46,586 

Other intangible assets, net of accumulated amortization of $4,098 and $3,875 7,944 7,580 

Other assets 2,679 2,002 

Total assets $ 130,683 $ 119,573 

liabilities, redeemable noncontrolling interests and equity 
Current liabilities: 

Medical costs payable $ 17,205 $ 15,359 

Accounts payable and accrued liabilities 14,149 13,271 

Unearned revenues 2,078 2,000 

Other current liabilities 11,882 11,874 

Total current liabilities 45,314 42,504 

Long-term notes payable to related party 4,619 4,430 

Deferred income taxes 2,355 2,189 

Other liabilities 4,267 3,776 

Total liabilities 56,555 52,899 

Commitments and contingencies (Note 13) 

Redeemable noncontrolling interests 1,454 1,301 

Equity: 
Common stock, $1.00 par value - 10,000 shares authorized; 1,000 shares issued 

and outstanding 

Additional paid-in capital 52,812 49,065 

Retained earnings 17,974 14,298 

Accumulated other comprehensive loss (299) (47) 

Nonredeemable noncontrolling interests 2,187 2,057 

Total equity 72,674 65,373 

Total liabilities, redeemable noncontrolling interests and equity $ 130,683 $ 119,573 

See Notes to the Consolidated Financial Statements 
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United HealthCare Services, Inc. and Subsidiaries 
Consolidated Statements of Operations 

For the Years Ended December 31, 
(in millions) 

Revenues: 

Premiums 

Products 

Services 
Investment and other income 

Total revenues 

Operating costs: 

Medical costs 

Sellin& general and administrative exp ens es 

Cost of products sold 
Depreciation and amortization 

Total operating costs 

Earnings from operations 

Interest expense - related-party 

Earnings before income taxes 
Provision for income truces 

Net earnings 

Earning<; attributable to noncontrolling interests 

Net earnings attributable to shareholder 

$ 

$ 

2018 2017 

153,355 $ 135,664 

32,902 29,668 

17,632 15,911 
1,129 789 

205,018 182,032 

125,382 111,569 

35,696 28,857 

30,067 27,184 
2,085 1,994 

193,230 169,604 

11,788 12,428 

(200) (202) 

11,588 12,226 
(3,385) (3,069) 

8,203 9,157 

(367) (269) 

7,836 $ 8,888 

See Notes to the Consolidated Financial Statements 
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United HealthCare Services, Inc. and Subsidiaries 
Consolidated Statements of Comprehensive Income 

For the Years Ended December 31, 

(in millions) 2018 2017 

Net earnings 
Other comprehensive (loss) income: 

Gross unrealized (losses) gains on investment securities 

Income tax effect 

Total unrealized (losses) gains, net of tax 

Gross reclassification adjustment for net realized gains 

included in net earning, 

Income tax effect 

Total reclassification adjustment, net of tax 

Total foreign currency translation (losses) gains 

Other comprehensive (loss) income 

Comprehensive income 

Comprehensive income attributable to noncontrolling interests 

Comprehensive income attributable to shareholder 

$ 

$ 

See Notes to the Consolidated Financial Statements 
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8,203 $ 9,157 

(256) 187 

58 (71) 

(198) 116 

(64) (81) 

14 31 

(50) (50) 

(30) 26 

(278) 92 

7,925 9,249 

(367) (269) 

7,558 $ 8,980 
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United HealthCare Services, Inc. and Subsidiaries 
Consolidated Statements of Changes in Equity 

Accumulated Other 
Comprehensive 
Income (Loss) 

Net Foreign 
Additional Unrealized Currency Nonredeemable 

Common Stock Paid-In Retained (Losses) Gains Translation Non controlling Total 
(in millions, except share data) Shares Amount Capital F.arnings on Investments (Losses) Gains Interests F.quity 

Balance at December 31, 2016 1,000 $ 45,811 $ 9,166 $ (75) $ (64) $ (97) $ 54,741 

Net earning; 8,888 194 9,082 

Other comprehensive income 66 26 92 

Share-based compensation 548 548 

Dividends and capital distributions (2,750) (3,756) (6,506) 

Capital contributions 5,177 5,177 

Acquisition of redeemable 

noncontrolling interest shares 283 283 

Redeemable noncontrolling 

interests fair value and 

other adjustments (4) (4) 

Acquisition of nonredeemable 

noncontrolling interests shares 2,112 2,112 

Distributions to nonredeemable 

noncontrolling interest (152) (152) 

Balance at December 31, 2017 1,000 49,065 14,298 (9) (38) 2,057 65.373 

Adjustment to adopt ASU 2016-01 (26) 26 

Net earning; 7,836 253 8,089 

Other comprehensive Joss (248) (30) (278) 

Share-based compensation 594 594 

Dividends and capital distributions (1,300) (4,134) (5,434) 

Capital contributions 4,706 4,706 

Redeemable noncontrolling 

interests fair value and 

other adjustments (253) (253) 

Acquisition of nonredeemable 

noncontrolling interests shares 105 105 

Distributions to nonredeemable 

noncontrolling interests (228) (228) 

Balance at December 31, 2018 1,000 $ - $ 52,812 $ 17,974 $ (231) $ (68) $ 2,187 $ 72,674 

See Notes to the Consolidated Financial Statements 
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United HealthCare Services, Inc. and Subsidiaries 
Consolidated Statements of Cash Flows 

For the Years Fiided December 31, 

(in millions) 2018 2017 

Operating activities: 

Net earnings $ 8,203 $ 9,157 
Noncash items: 

Depreciation and amortization 2,085 1,994 
Deferred income taxes 33 (989) 
Share-based compensation 608 571 
Other, net 354 394 

Net change in other operating items, net of effects from acquisitions and 
changes in AARP balances: 

Accounts receivable (1,284) (907) 
Other assets (413) (918) 
Medical costs payable 1,752 1,578 
Accounts payable and other liabilities 467 1,676 
Unearned revenues (2) 183 
Related-party receivables, net (198) (2,109) 

Cash flows from operating activities 11,605 10,630 

Investing activities: 

Purchases of investments (11,502) (12,509) 
Sales of investments 2,644 3,252 
Maturities of investments 5,374 4,753 
Cash assumed from (paid for) acquisitions, net 209 (195) 
Purchases of property, equipment and capitalized software (1,867) (1,833) 
Other, net (379) (155) 

Cash flows used for investing activities (5,521) (6,687) 

Financing activities: 

Cash dividends paid (4,095) (3,671) 
Capital distributions paid (1,300) (2,750) 
Payable to shareholder (799) 1,561 
Repayments of long-term notes payable to 
related party, net (766) 

Customer funds administered (81) 3,086 
Other, net (429) (73) 

Cash flows used for financing activities (6,704) (2,613) 

(Decrease) increase in cash and cash equivalents (620) 1,330 
Cash and cash equivalents, beginning of period 9,582 8,252 

Cash and cash equivalents, end of period $ 8,962 $ 9,582 

Supplemental cash flow disclosures: 

Cash paid for income taxes $ 3,375 $ 4,141 
Noncash contributions received for acquired entities 3,432 5,104 

See Notes to the Consolidated Financial Statements 
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1. Description of Business 

United HealthCare Services, Inc. and Subsidiaries 
Notes to the Consolidated Financial Statements 

United HealthCare Services, Inc. (individually and together with its subsidiaries, UHS or the Company), a wholly-owned 
subsidiary of UnitedHealth Group Incorporated (UHG or shareholder), is a diversified health care company dedicated to 
helping people live healthier lives and helping make the health system work better for everyone. 

Through its diversified family of businesses, the Company leverages core competencies in data and health information, 
advanced technology, and clinical expertise to help meet the demands of the health system. The Company offers a broad 
spectrum of products and services, including health care coverage, benefits and pharmacy care services, and information 
and technology-enabled health services. 

2. Basis of Presentation, Use of Estimates, and Significant Accounting Policies 

Basis of Presentation 

The Company has prepared the Consolidated Financial Statements in accordance with accounting principles generally 
accepted in the United States of America (GAAP) and has included the accounts ofUHS and its subsidiaries. 

Use of Estimates 

These Consolidated Financial Statements include certain amounts based on the Company's best estimates and 
judgments. The Company's most significant estimates relate to estimates and judgments for medical costs payable and 
revenues, valuation and impairment analysis of goodwill and other intangible assets, and estimates of other current 
liabilities and other current receivables. Certain of these estimates require the application of complex assumptions and 
judgments, often because they involve matters that are inherently uncertain and will likely change in subsequent periods. 
The impact of any change in estimates is included in earnings in the period in which the estimate is adjusted. 

Revenues 

Premiums 

Premium revenues are primarily derived from risk-based health insurance arrangements in which the premium is 
typically at a fixed rate per individual served for a one-year period, and the Company assumes the economic risk of 
funding its customers' health care and related administrative costs. 

Premium revenues are recognized in the period during which eligible individuals are entitled to receive health care 
benefits. Health care premium payments received from the Company's customers in advance of the service period are 
recorded as unearned revenues. Fully insured commercial products of U.S. health plans, Medicare Advantage and 
Medicare Prescription Drug Benefit (Medicare Part D) plans with medical loss ratios as calculated under the definitions 
in the Patient Protection and Affordable Care Act (ACA) and related federal and state regulations and implementing 
regulations, that fall below certain targets, are required to rebate ratable portions of their premiums annually. Medicare 
Advantage premium revenue includes the impact of Centers for Medicare & Medicaid Services (CMS) quality bonuses 
based on plans' Star ratings. 

Premium revenues are recognized based on the estimated premiums earned, net of projected rebates, because the 
Company is able to reasonably estimate the ultimate premiums for these contracts. The Company also records premium 
revenues from capitation arrangements at its care delivery and management businesses. 
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The Company' s Medicare Advantage and Medicare Part D premium revenues are subject to periodic adjustment under 
the CMS risk adjustment payment methodology. CMS utilizes a risk adjustment model that apportions premiums paid to 
all health plans according to health severity and certain demographic factors. The CMS risk adjustment model provides 
higher per member payments for enrollees diagnosed with certain conditions, and lower payments for enrollees who are 
healthier. Under this risk adjustment methodology, CMS calculates the risk-adjusted premium payment using diagnosis 
data from hospital inpatient, hospital outpatient and physician treatment settings. The Company and health care providers 
collect, capture, and submit the necessary and available diagnosis data to CMS within prescribed deadlines. The 
Company estimates risk adjustment premium revenues based upon the diagnosis data submitted, and expected to be 
submitted, to CMS. Risk adjustment data for the Company's plans are subject to review by the government, including 
audit by regulators. See Note 13 for additional information regarding these audits. 

Products and Services 

For the Company's pharmacy care services business, the majority ofrevenues are derived from products sold through a 
contracted network ofretail pharmacies or home delivery, specialty and compounding pharmacy facilities. Product 
revenues include ingredient costs (net ofrebates), a negotiated dispensing fee, and customer co-payments for drugs 
dispensed through the Company's mail-service pharmacy. In retail pharmacy transactions, revenues recognized exclude 
the member's applicable co-payment. Pharmacy products are billed to customers based on the number of transactions 
occurring during the billing period. Product revenues are recognized when the prescriptions are dispensed through the 
retail network, or received by consumers through the Company's mail-service pharmacy. The Company has entered into 
contracts in which it is primarily obligated to pay its network pharmacy providers for benefits provided to their 
customers, regardless if the Company is paid. The Company is also involved in establishing the prices charged by retail 
pharmacies, determining which drugs will be included in formulary listings, and selecting which retail pharmacies will 
be included in the network offered to plan sponsors' members and accordingly, revenues are reported on a gross basis. 

Services revenue consists of fees derived from services performed for customers that self-insure the health care costs of 
their employees and employees' dependents. Under service fee contracts, the Company receives a monthly fixed fee per 
employee, which is recognized as revenue as the Company performs, or makes available the applicable services to the 
customer. The customers retain the risk of financing health care costs for their employees and employees' dependents, 
and the Company administers the payment of customer funds to physicians and other health care professionals from 
customer-funded bank accounts. As the Company has neither the obligation to fund the health care costs, nor the primary 
responsibility for providing the medical care, the Company does not recognize premium revenue and medical costs for 
these contracts in its Consolidated Financial Statements. For these fee-based customer arrangements, the Company 
provides coordination and facilitation of medical services; transaction processing; customer, consumer and care 
professional services; and access to contracted networks of physicians, hospitals and other health care professionals. 
These services are performed throughout the contract period. 

Service revenues include net patient service revenues that are recorded based upon established billing rates, less 
allowances for contractual adjustments, and are recognized as services are provided. For its financial services offerings, 
the Company charges fees and earns investment income on managed funds. The Company also provides software and 
information products, advisory consulting arrangements and services outsourcing contracts, which may be delivered over 
several years. These revenues are generally recognized over time and measured each period based on the progress to date 
as services are performed or made available to customers. 

As of December 31, 2018 and 2017, accounts receivables related to products and services were $3. 7 billion and 
$3 .4 billion, respectively. ln 2018 and 2017, the Company had no material bad-debt expense and there were no material 
contract assets, contract liabilities or deferred contract costs recorded on the Consolidated Balance Sheets as of 
December 31, 2018 or 2017. 

For the years ended December 31 , 2018 and 2017, revenue recognized from performance obligations related to prior 
periods (for example, due to changes in transaction price) was not material. 

Revenue expected to be recognized in any future year related to remaining performance obligations, excluding revenue 
pertaining to contracts that have an original expected duration of one year or less, contracts where revenue is recognized 
as invoiced, and contracts with variable consideration related to undelivered performance obligations, is not material. 
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Medical Costs and Medical Costs Payable 

The Company's estimate of medical costs payable represents management's best estimate of its liability for unpaid 
medical costs as of December 31, 2018. 

Each period, the Company re-examines previously established medical costs payable estimates based on actual claim 
submissions and other changes in facts and circumstances. As more complete claim information becomes available, the 
Company adjusts the amount of the estimates and includes the changes in estimates in medical costs in the period in 
which the change is identified. Approximately 90% of claims related to medical care services are known and settled 
within 90 days from the date of service, and substantially all within twelve months. 

Medical costs and medical costs payable include estimates of the Company's obligations for medical care services that 
have been rendered on behalf of insured consumers, but for which claims have not yet been received, processed, or paid. 
The Company develops estimates for medical care services incurred but not reported (IBNR), which include estimates 
for claims that have not been received or fully processed, using an actuarial process that is consistently applied, centrally 
controlled, and automated. The actuarial models consider factors such as time from date of service to claim processing, 
seasonal variances in medical care consumption, health care professional contract rate changes, medical care utilization 
and other medical cost trends, membership volume and demographics, the introduction of new technologies, benefit plan 
changes, and business mix changes related to products, customers and geography. 

In developing its medical costs payable estimates, the Company applies different estimation methods depending on 
which incurred claims are being estimated. For the most recent two months, the Company estimates claim costs incurred 
by applying observed medical cost trend factors to the average per member per month medical costs incurred in prior 
months for which more complete claim data is available, supplemented by a review of near-term completion factors 
( actuarial estimates, based upon historical experience and analysis of current trends, of the percentage of incurred claims 
during a given period that have been adjudicated by the Company at the date of estimation). For months prior to the most 
recent two months, the Company applies the completion factors to actual claims adjudicated-to-date to estimate the 
expected amount of ultimate incurred claims for those months. 

Cost of Protlucts Sold 

The Company's cost of products sold includes the cost of pharmaceuticals dispensed to unaffiliated customers, either 
directly at its mail and specialty pharmacy locations, or indirectly through its nationwide network of participating 
pharmacies. Rebates attributable to non-affiliated clients are accrued as rebates receivable and a reduction of cost of 
products sold with a corresponding payable for the amounts of the rebates to be remitted to those non-affiliated clients in 
accordance with their contracts and recorded in the Consolidated Statements of Operations as a reduction of product 
revenue. Cost of products sold also includes the cost of personnel to support the Company's transaction processing 
services, system sales, maintenance and professional services. 

Cash, Cash Equivalents and Investments 

Cash and cash equivalents are highly liquid investments having an original maturity of three months or less. The fair 
value of cash and cash equivalents approximates their carrying value because of the short maturity of the instruments. 

Investments with maturities ofless than one year are classified as short-term. Because ofregulatory requirements, certain 
investments are included in long-term investments regardless of their maturity date. The Company classifies these 
investments as held-to-maturity and reports them at amortized cost. Substantially all other investments are classified as 
available-for-sale and reported at fair value based on quoted market prices, where available. Equity investments, with 
certain exceptions, are measured at fair value with changes in fair value recognized in net earnings. 

The Company excludes unrealized gains and losses on investments in available-for-sale debt securities from net 
earnings, and reports them as comprehensive income and, net of income tax effects, as a separate component of equity. 
To calculate realized gains and losses on the sale of debt securities, the Company specifically identifies the cost of each 
investment sold. 
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The Company evaluates an investment for impairment by considering the length of time and extent to which market 
value has been less than cost or amortized cost, the financial condition and near-tenn prospects of the issuer, as well as 
specific events or circumstances that may influence the operations of the issuer, and the Company's intent to sell the 
security, or the likelihood that it will be required to sell the security, before recovery of the entire amortized cost. 

New information and the passage of time can change these judgments. The Company manages its investment portfolio to 
limit its exposure to any one issuer or market sector, and largely limits its investments to investment grade quality. 
Securities downgraded below policy minimums after purchase will be disposed of in accordance with the Company's 
investment policy. 

Assets Under Management 

The Company provides health insurance products and services to members of AARP under a Supplemental Health 
Insurance Program (the AARP Program), and to AARP members and non-members under separate Medicare Advantage 
and Medicare Part D arrangements. The products and services under the AARP Program include supplemental Medicare 
benefits, hospital indemnity insurance, including insurance for individuals aged 50 to 64 years, and other related 
products. 

Pursuant to the Company's agreement, AARP Program assets are managed separately from the Company's general 
investment portfolio and are used to pay costs associated with the AARP Program. These assets are invested at the 
Company's discretion, within investment guidelines approved by AARP. The Company does not guarantee any rates of 
return on these investments and, upon any transfer of the AARP Program contract to another entity, the Company would 
transfer cash equal in amount to the fair value of these investments at the date of transfer to that entity. Because the 
purpose of these assets is to fund medical costs payable, rate stabilization fund (RSF) liabilities, and other related 
liabilities associated with this AARP contract, assets under management are classified as current assets, consistent with 
the classification of these liabilities. 

The effects of changes in other balance sheet amounts associated with the AARP Program also accrue to the overall 
benefit of the AARP policyholders through the RSF balance. Accordingly, the Company excludes the effect of such 
changes from its Consolidated Statements of Cash Flows. 

Other Current Receivables 

Other current receivables include amounts due from pharmaceutical manufacturers for rebates and other miscellaneous 
amounts due to the Company. 

The Company's pharmacy care services businesses contract with pharmaceutical manufacturers, some of which provide 
rebates based on use of the manufacturers' products by affiliated and non-affiliated clients. The Company accrues 
rebates as they are earned by its clients on a monthly basis, based on the terms of the applicable contracts, historical data 
and current estimates. The pharmacy care services businesses bill these rebates to the manufacturers on a monthly or 
quarterly basis depending on the contractual terms, and record rebates attributable to affiliated clients as a reduction to 
medical costs. The Company generally receives rebates between two and five months after billing. As of December 31, 
2018 and 2017, total pharmaceutical manufacturer rebates receivable included in other current receivables in the 
Consolidated Balance Sheets amounted to $4.2 billion and $3.8 billion, respectively. 

Property, Equipment and Capitalized Software 

Property, equipment and capitalized software are stated at cost, net of accumulated depreciation and amortization. 
Capitalized software consists of certain costs incurred in the development of internal-use software, including external 
direct costs of materials and services, and applicable payroll costs of employees devoted to specific software 
development. 
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The Company calculates depreciation and amortization using the straight-line method over the estimated useful lives of 
the assets. The useful lives for property, equipment and capitalized software are: 

Furniture, fixtures and equipment 
Buildings 
Capitalized software 

3 to 10 years 
35 to 40 years 

3 to 5 years 

Leasehold improvements are depreciated over the shorter of the remaining lease term or their estimated useful economic 
lives. 

Goodwill 

As UHS is defined by its legal structure, and is not managed by individual product lines, the Company represents a 
single reporting Wlit for goodwill impairment testing purposes. 

To determine whether goodwill is impaired, annually or more frequently if needed, the Company performs a multi-step 
impairment test. The Company may first assess qualitative factors to determine if it is more likely than not that the 
carrying value of the reporting Wlit exceeds its estimated fair value. The Company may also elect to skip the qualitative 
testing and proceed directly to the quantitative testing. 

When performing quantitative testing, the Company first estimates the fair value of its reporting Wlit using discoW1ted 
cash flows. To determine fair value, the Company must make assumptions about a wide variety of internal and external 
factors. Significant assumptions used in the impairment analysis include financial projections of free cash flow 
(including significant assumptions about operations, capital requirements and income taxes), long-term growth rates for 
determining terminal value, and discoWlt rates. Comparative market multiples are used to corroborate the results of the 
discoW1ted cash flow test. If the fair value is less than the carrying value of the reporting unit, then the implied value of 
goodwill is calculated and compared to the carrying amoW1t of goodwill, to determine whether goodwill is impaired. 

There was no impairment of goodwill duri..rig the year ended December 31, 2018. 

Other Intangible Assets 

The Company's other intangible assets are subject to impairment tests when events or circumstances indicate that an 
intangible asset (or asset group) may be impaired. The Company's indefinite-lived intangible assets are also tested for 
impairment annually. There was no impairment of other intangible assets during the year ended December 31, 2018. 

Other Current Liabilities 

Other current liabilities include health savings account deposits ($7.5 billion and $6.4 billion as of December 31, 2018 
and 2017, respectively), deposits under the Medicare Part D program, the RSF associated with the AARP Program, 
accruals for premium rebate payments under the ACA, the current portion of future policy benefits, and customer 
balances. 

Policy Acquisition Costs 

The Company's short-duration health insurance contracts typically have a one-year term, and may be canceled by the 
customer with at least 30 days' notice. Costs related to the acquisition and renewal of short-duration customer contracts 
are primarily charged to expense as incurred. 
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Redeemable Noncontrolling Interests 

Redeemable noncontrolling interests in the Company's subsidiaries whose redemption is outside the control of the 
Company are classified as temporary equity. The following table provides details of the Company's redeemable 
noncontrolling interests' activity for the years ended December 31, 2018 and 2017: 

(in millions) 

Redeemable noncontrolling interests, beginning of period 
Net earning, 
Acquisitions 
Redemptions 
Distributions 
Fair value and other adjustments 

Redeemable noncontrolling interests, end of period 

Share-Based Compensation 

$ 

$ 

2018 

1,301 
114 
100 
(93) 
(53) 

85 
1,454 

$ 

$ 

2017 

1,269 
74 

268 
(311) 

(41) 
42 

1,301 

The Company recognizes compensation expense for UHG's share-based awards, including stock options, stock-settled 
stock appreciation rights (SARs), and restricted stock and restricted stock units (collectively, restricted shares), on a 
straight-line basis over the related service period- generally, the vesting period- of the award, or to an employee's 
eligible retirement date under the award agreement, if earlier. Restricted shares vest ratably, primarily over two to five 
years, and compensation expense related to restricted shares is based on the share price at date of grant. Stock options 
and SARs vest ratably, primarily over four years, and may be exercised up to IO years from the date of grant. 
Compensation expense related to stock options and SARs is based on the fair value at date of grant, which is estimated 
on the date of grant using a binomial option-pricing model. 

Under UHG's Employee Stock Purchase Plan (ESPP), eligible employees are allowed to purchase UHG's stock at a 
discounted price, which is 85% of the lower of the market price ofUHG's common stock at the beginning or at the end 
of the six-month purchase period. 

Share-based compensation expense for all programs is recognized in selling, general and administrative expenses in the 
Consolidated Statements of Operations. 

Health Insurance Industry Tax 

The ACA includes an annual, nondeductible insurance industry tax (Health Insurance Industry Tax) to be levied 
proportionally across the insurance industry for risk-based health insurance products. A one year moratorium on the 
collection of the Health Insurance Industry Tax will occur in 2019. 

The Company estimates its liability for the Health Insurance Industry Tax based on a ratio of the Company's applicable 
net premiums written compared to the U.S. health insurance industry total applicable net premiums, both for the previous 
calendar year. The Company records in full the estimated liability for the Health Insurance Industry Tax at the beginning 
of the calendar year, with a corresponding deferred cost that is amortized to selling, general and administrative expenses 
in the Consolidated Statements of Operations using a straight-line method over the calendar year. The liability is 
recorded in accounts payable and accrued liabilities, and the corresponding deferred cost is recorded in prepaid expenses 
and other current assets in the Consolidated Balance Sheets. 
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Recently Issued Accounting Standards 

In February 2016, the Financial Accounting Standards Board (FASB) issued Accounting Standard Update (ASU) 
No. 2016-02, "Leases (Topic 842)", as modified by ASUs 2018-01, 2018-10, 2018-11 and 2018-20 (collectively, 
ASU 2016-02). Under ASU 2016-02, an entity is required to recognize assets and liabilities for the rights and obligations 
created by leases on the entity's balance sheet for both finance and operating leases. For leases with a term of 12 months 
or less, the Company elected to not recognize lease assets and lease liabilities, and instead to expense the lease over a 
straight-line basis for the term of the lease. ASU 2016-02 requires new disclosures that depict the amount, timing, and 
uncertainty of cash flows pertaining to an entity's leases. The Company adopted ASU 2016-02 on January 1, 2019, using 
the cumulative effect upon adoption approach. The adoption resulted in no material impact to the Company's balance 
sheet, results of operations, equity or cash flows. 

Recently Adopted Accounting Stamlards 

In January 2016, the FASB issued ASU 2016-01, "Financial Instruments- Overall (Subtopic 825-10): Recognition and 
Measurement of Financial Assets and Financial Liabilities" (ASU 2016-01). Most notably, the new guidance requires 
that equity investments, with certain exemptions, be measured at fair value with changes in fair value recognized in net 
income as opposed to other comprehensive income. The Company adopted ASU 2016-01 on a prospective basis 
effective January 1, 2018, as required, and reclassified $26 million from accumulated other comprehensive income to 
retained earnings. 

The Company has determined that there have been no other recently adopted or issued accounting standards that had, or 
will have, a material impact on its Consolidated Financial Statements. 

- 14 -
224 



3. Investments 

A summary of debt securities by major security type is as follows: 

Gross Gross 
Amortized Unrealized Unrealized Fair 

(in millions) Cost Gains Losses Value 

December 31, 2018 

Debt securities - available-for-sale: 

U.S. government and agency obligations $ 3,008 $ 10 $ (35) $ 2,983 

State and municipal obligations 5,839 48 (47) 5,840 

Corporate obligations 13,171 18 (193) 12,996 

U.S. agency mortgage-backed securities 4,378 9 (93) 4,294 

Non-U.S. agency mortgage-backed securities 1,225 2 (18) 1,209 

Total debt securities - available-for-sale 27,621 87 (386) 27,322 

Debt securities - held-to-maturity: 

U.S. government and agency obligations 183 (2) 181 

State and municipal obligations 11 11 

Corporate obligations 274 274 

Total debt securities - held-to-maturity 468 (2) 466 

Total debt securities $ 28,089 $ 87 $ (388) $ 27,788 

December 31, 2017 

Debt securities - available-for-sale: 

U.S. government and agency obligations $ 2,276 $ $ (24) $ 2,253 

State and municipal obligations 6,110 83 (28) 6,165 

Corporate obligations 11,304 51 (37) 11,318 

U.S. agency mortgage-backed securities 3,458 6 (29) 3,435 

Non-U.S. agency mortgage-backed securities 879 3 (5) 877 

Total debt securities - available-for-sale 24,027 144 (123) 24,048 

Debt securities - held-to-maturity: 

U.S. government and agency obligations 180 (1) 179 

State and municipal obligations 2 2 

Corp orate obligations 250 250 

Total debt securities - held-to-maturity 432 (1) 431 

Total debt securities $ 24,459 $ 144 $ (124) $ 24,479 

Nearly all of the Company's investments in mortgage-backed securities were rated AAA as of December 31, 2018. 

The Company held $1.4 billion of equity securities as of December 31, 2018 and 2017. The Company's investments in 
equity securities primarily consist of employee savings plan related investments, and dividend paying stocks, with 
readily determinable fair values. Additionally, the Company's investments included $1.4 billion and $0.9 billion of 
equity method investments in operating businesses in the health care sector, as of December 31, 2018 and 2017, 
respectively. 
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The amortized cost and fair value of debt securities as of December 31, 2018, by contractual maturity, were as follows: 

Available-for-Sale Held-to-Maturity 
Amortized Fair Amortized Fair 

(in millions) Cost Value Cost Value 

Due in one year or less $ 2,944 $ 2,939 $ 77 $ 77 
Due from one year to five years 10,568 10,450 158 156 

Due from five years to ten years 6,350 6,265 123 123 

Due after ten years 2,156 2,165 110 110 

U.S. agency mort~ge-backed securities 4,378 4,294 

Non-U.S. agency mort~backed securities 1,225 1,209 

Total debt securities $ 27,621 $ 27,322 $ 468 $ 466 

The fair value of available-for-sale investments with gross unrealized losses by major security type, and length of time 
that individual securities have been in a continuous unrealized loss position, was as follows: 

Less Than 12 Months 12 Months or Greater Total 
Gross Gross Gross 

Fair Unrealized Fair Unrealized Fair Unrealized 
(in millions) Value losses Value losses Value losses 

December 31, 2018 

Debt securities - available-for-sale: 
U.S. government and agency obli!liilions $ 871 $ (6) $ 1,231 $ (29) $ 2,102 $ (35) 
State and municipal obligations 1,123 (9) 2,031 (38) 3,154 (47) 
Corp orate obligations 7,125 (97) 3,569 (96) 10,694 (193) 
U.S. agency mortgage-backed securities 1,151 (20) 2,096 (73) 3,247 (93) 
Non-U.S. agency mortgage-backed securities 550 (7) 401 (11) 951 (18) 

Total debt securities - available-for-sale $ .10,820 $ (139) 9,328 $ (247) $ 20,148 $ (386) 

December 31, 2017 

Debt securities - available-for-sale: 
U.S. government and agency obligations $ 1,091 $ (7) 862 $ (17) $ 1,953 $ (24) 
State and municipal obligations 2,055 (16) 654 (11) 2,709 (27) 
Corporate obligations 5,112 (20) 981 (16) 6,093 (36) 
U.S. agency mortgage-backed securities 1,497 (10) 981 (21) 2,478 (31) 
Non-U.S. agency mortgage-backed securities 353 (3) 113 (2) 466 (5) 

Total debt securities - available-for-sale $ 10,108 $ (56) $ 3,591 $ (67) $ 13 699 $ (123) 

The Company's unrealized losses from all securities as of December 31, 2018, were generated from approximately 
16,000 positions out ofa total of27,000 positions. The Company believes that it will collect the principal and interest 
due on its debt securities that have an amortized cost in excess of fair value. The unrealized losses were primarily caused 
by interest rate increases, and not by unfavorable changes in the credit quality associated with these securities. At each 
reporting period, the Company evaluates securities for impairment when the fair value of the investment is less than its 
amortized cost. The Company evaluated the underlying credit quality and credit ratings of the issuers, noting no 
significant deterioration since purchase. As of December 31, 2018, the Company did not have the intent to sell any of the 
securities in an unrealized loss position. Therefore, the Company believes these losses to be temporary. 
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4. Fair Value 

Certain assets and liabilities are measured at fair value in the Consolidated Financial Statements, or have fair values 
disclosed in the Notes to the Consolidated Financial Statements. These assets and liabilities are classified into one of 
three levels of a hierarchy defined by GAAP. In instances in which the inputs used to measure fair value fall into 
different levels of the fair value hierarchy, the fair value measurement is categorized in its entirety based on the lowest 
level input that is significant to the fair value measurement in its entirety. The Company's assessment of the significance 
of a particular item to the fair value measurement in its entirety requires judgment, including the consideration of inputs 
specific to the asset or liability. 

The fair value hierarchy is summarized as follows: 

Level I - Quoted prices (unadjusted) for identical assets/liabilities in active markets. 

Level 2 - Other observable inputs, either directly or indirectly, including: 

Quoted prices for similar assets/liabilities in active markets; 

Quoted prices for identical or similar assets/liabilities in inactive markets (e.g., few transactions, 
limited information, noncurrent prices, high variability over time); 

Inputs other than quoted prices that are observable for the asset/liability ( e.g., interest rates, yield 
curves, implied volatilities, credit spreads); and 

Inputs that are corroborated by other observable market data. 

Level 3 - Unobservable inputs that cannot be corroborated by observable market data. 

There were no transfers in or out of Level 3 financial assets or liabilities during the year ended December 31, 2018 or 
2017. 

Nonfinancial assets and liabilities, or financial assets and liabilities that are measured at fair value on a nomecurring 
basis, are subject to fair value adjustments only in certain circumstances, such as when the Company records an 
impairment. There were no significant fair value adjustments recorded for these assets and liabilities during the years 
ended December 31, 2018 or 2017. 

The following methods and assumptions were used to estimate the fair value and determine the fair value hierarchy 
classification of each class of financial instrument included in the tables below: 

Cash and Cash Equivalents - The carrying value of cash and cash equivalents approximates fair value, as maturities are 
less than three months. Fair values of cash equivalent instruments that do not trade on a regular basis in active markets 
are classified as Level 2. 

Debt and Equity Securities - Fair values of debt and equity securities are based on quoted market prices, where 
available. The Company obtains one price for each security, primarily from a third-party pricing service (pricing 
service), which generally uses quoted or other observable inputs for the determination of fair value. The pricing service 
normally derives security prices through recently reported trades for identical or similar securities and, if necessary, 
makes adjustments through the reporting date based upon available observable market information. For securities not 
actively traded, the pricing service may use quoted market prices of comparable instruments or discounted cash flow 
analyses, incorporating inputs that are currently observable in the markets for similar securities. Inputs that are often 
used in the valuation methodologies include, but are not limited to, benchmark yields, credit spreads, default rates, 
prepayment speeds and nonbinding broker quotes. 
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As the Company is responsible for the determination of fair value, it performs quarterly analyses on the prices received 
from the pricing service to determine whether the prices are reasonable estimates of fair value. Specifically, the 
Company compares the prices received from the pricing service to prices reported by a secondary pricing source, such as 
its custodian, its investment consultant, or third-party investment advisors. Additionally, the Company compares changes 
in the reported market values and returns to relevant market indices to test the reasonableness of the reported prices. The 
Company's internal price verification procedures, and reviews of fair value methodology documentation provided by 
independent pricing services, have not historically resulted in adjustment to the prices obtained from the pricing service. 

Fair values of debt securities that do not trade on a regular basis in active markets, but instead are priced using other 
observable inputs, are classified as Level 2. 

Fair value estimates for Level l and Level 2 equity securities are based on quoted market prices for actively traded 
equity securities and/or other market data for the same or comparable instruments and transactions in establishing the 
prices. 

The fair values of Level 3 investments in corporate bonds are estimated using valuation techniques that rely heavily on 
management assumptions and qualitative observations. 

Throughout the procedures discussed above in relation to the Company's processes for validating third-party pricing 
information, the Company validates the understanding of assumptions and inputs used in security pricing, and 
determines the proper classification in the hierarchy based on that understanding. 

Assets Under Management - Assets under management consist of debt securities and other investments held to fund 
costs associated with the AARP Program, and are priced and classified using the same methodologies as the Company's 
investments in debt and equity securities. 

Long-Term Notes Payable to Related Party-The fair values of the Company's long-term notes payable to related party 
are estimated and classified using the same methodologies as the Company's investments in debt securities. 
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The following table presents a summary of fair value measurements, by level and carrying value, for items measured at 
fair value on a recurring basis in the Consolidated Balance Sheets: 

Quoted Prices Other Total 

in Active Observable Unobservable Fair and 

Markets Inputs Inputs Carrying 

(in millions) (Level 1) (Level 2) (Level 3) Value 

December 31, 2018 
Cash and cash equivalents $ 8,884 $ 78 $ $ 8,962 

Debt securities - available-for-sale: 
U.S. government and agency obligations 2,657 326 2,983 
State and municipal obligations 5,840 5,840 
Corporate obligations 22 12,801 173 12,996 
U.S. agency mortgage-backed securities 4,294 4,294 
Non-U.S. agency mortgage-backed securities 1,209 1,209 

Total debt securities - available-for-sale 2,679 24,470 173 27,322 

Equity securities 1,312 13 96 1,421 

Assets under management 1,086 1,938 8 3,032 

Total assets at fair value $ 13,961 $ 26,499 $ 277 $ 40,737 

Percentage of total assets at fair value 34% 65% 1% 100% 

December 31, 2017 
Cash and cash equivalents $ 9,347 $ 235 $ $ 9,582 

Debt securities - available-for-sale: 
U.S. government and agency obligations 2,058 195 2,253 
State and municipal obligations 6,165 6,165 
Corporate obligations 23 11,155 140 11,318 
U.S. agency mortgage-backed securities 3,435 3,435 
Non-U.S. agency mortgage-backed securities 877 877 

Total debt securities - available-for-sale 2,081 21,827 140 24,048 

Equity securities 1,228 14 142 1,384 

Assets under management 1,117 1,984 3,101 

Total assets at fair value $ 13,773 $ 24,060 $ 282 $ 38,115 

Percentage of total assets at fair value 36% 63% 1% 100% 
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The following table presents a summary of fair value measurements by level and carrying value for certain financial 
instruments not measured at fair value on a recurring basis in the Consolidated Balance Sheets: 

Quoted Prices Other 

in Active Observable Unobservable Total Total 

Markets Inputs Inputs Fair Carrying 

(in millions) (Level 1) (Level 2) (Level 3) Value Value 

December 31, 2018 

Total debt securities - held-to-maturity $ 186 $ 13 $ 267 $ 466 $ 468 

Long-term notes payable to related party $ $ 4,330 $ $ 4,330 $ 4,6]9 

December 31, 2017 

Total debt securities - held-to-maturity $ 191 $ 4 $ 236 $ 431 $ 432 

Long-term notes payable to related party $ $ 4,652 $ $ 4,652 $ 4,430 

The carrying amounts reported in the Consolidated Balance Sheets for other current financial assets and liabilities 
approximate fair value because of their short-term nature. These assets and liabilities are not listed in the table above. 

5. Property, Equipment and Capitalized Software 

A summary of property, equipment and capitalized software is as follows: 

December 31, 
(in millions) 2018 2017 

Land and improvements $ 98 $ 86 
Buildin~ and improvements 2,880 2,507 
Computer equipment 1,923 1,781 
Furniture and fixtures 867 781 

Less: accumulated depreciation (2,262) (2,044) 

Property and equipment, net 3,506 3,111 

Capitalized software 3,602 3,195 
Less: accumulated amortization (1,155) (1,041) 

Capitalized software, net 2,447 2,154 

Total property , equipment and capitalized software, net $ 5,953 $ 5,265 

Depreciation expense for property and equipment for the years ended December 31, 2018 and 2017 was $778 million 
and $712 million, respectively. Amortization expense for capitalized software for the years ended December 31, 2018 
and 2017 was $537 million and $490 million, respectively. 

6. Goodwill and Other Intangible Assets 

Changes in the carrying amount of goodwill were as follows: 

(in millions) 

Balance, beginning of period 
Acquisitions 
Adjustments, net 

Balance, end of period 
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$ 

$ 

2018 

46,586 
2,842 

(30) 

49,398 

$ 

$ 

2017 

40,045 

6,609 
(68) 

46,586 
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The gross canying value, accumulated amortization, and net canying value of other intangible assets were as follows: 

December 31, 2018 December 31, 2017 

Gross Net Gross Net 

Carrying Accumulated Carrying Carrying Accumulated Carrying 

(in millions) Value Amortization Value Value Amortization Value 

Customer-related $ 10,791 $ (3,524) $ 7,267 $ 10,370 $ (3,384) $ 6,986 
Trademarks and technology 833 (471) 362 759 (415) 344 
Trademarks and other indefinite-lived 144 144 138 138 
Other 274 (103) 171 188 (76) 112 
Total $12,042 $ (4,098) $ 7,944 $ 11,455 $ (3,875) $ 7,580 

The acquisition-date fair values and weighted-average useful lives assigned to finite-lived intangible assets acquired in 
business combinations consisted of the following, by year of acquisition: 

2018 2017 
Weighted- Weighted-

Fair Average Fair Average 

(in millions) Value Useful Ufe Value Useful Life 

Customer-related $ 933 19 years $ 324 13 years 

Trademarks and technology 112 4 years 111 11 years 

Other 86 9 years 79 6 years 

Total acquired finite-lived intangible assets $ 1,131 17 years $ 514 11 years 

Estimated full-year amortization expense relating to other intangible assets for each of the next five years ending 
December 31 is as follows: 

(in millions) 

2019 
2020 
2021 
2022 
2023 

Estimated Amortization 
Expense 

$ 774 
707 
646 
563 
524 

Amortization expense relating to other intangible assets was $770 million and $792 million for the years ended 
December 31, 2018 and 2017, respectively. 
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7. Medical Costs Payable 

The following table shows the components of the change in medical costs payable for the years ended December 31 : 

(in millions) 2018 2017 

Balance, beginning of period $ 15,359 $ 13,570 
Acquisitions 97 83 
Reported medical costs: 

Current year 125,581 112,042 
Prior years (199) (473) 

Total reported medical costs 125,382 111,569 

Medical payments : 
Current year (109,276) (97,448) 
Prior years (14,357) (12415) 

Total medical payments (123,633) (109,863) 

Balance, end of period $ 17,205 $ 15,359 

For the year ended December 31, 2018, no individual factors significantly impacted the medical cost reserve 
development. For the year ended December 31, 2017, the medical cost reserve development was primarily driven by 
lower than expected health system utilization levels. 

Medical costs payable included IBNR of$I0.7 billion and $9.8 billion at December 31, 2018 and 2017, respectively. 
Substantially all of the IBNR balance as of December 31, 2018 relates to the current year. 

The following table provides information about incurred and paid medical cost development as of December 31, 2018 : 

(in millions) 

Year 

2017 
2018 

Total 

(in millions) 

Year 

2017 
2018 

Total 

Net remaining outstanding liabilities prior to 2017 

Total medical costs payable 

$ 

$ 
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Net Incurred Medical Costs 

For the Years Ended December 31, 
2017 2018 

112,042 $ 

$ 

111,860 
125,581 

237,441 

Net Cumulative Medical Payments 

For the Years Ended December 31, 
2017 2018 

(97,448) $ 

$ 

(111,472) 
(109,276) 

(220,748) 

512 

17,205 
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8. Long-Term Notes Payable to Related Party 

Notes Payable- During 2015, the Company issued unsecured notes payable (Notes Payable) of$4.75 billion to lIBG, 
using the proceeds to partially fund an acquisition. In accordance with the terms of the Notes Payable, the Company 
converted $189 million and $182 million of accrued interest to principal at December 31, 2018 and 2017, respectively. 

The Company's Notes Payable balances, including principal plus accrued interest, as of December 31 were comprised of 
the following: 

(in millions) 2018 2017 
3.77% Fixed Rate Notes - due July 2025 $ 2,272 $ 2,189 

4.77% Fixed Rate Notes - due July 2045 2,347 2,241 

Long-term notes payable to related party $ 4,619 $ 4,430 

Maturities of Notes Payable for the years ending December 31 are as follows: 

(in millions) 
2019 

2020 

2021 

2022 

2023 

Thereafter 

9. Income Taxes 

$ 

Interest 
Payable 

Upon maturity 

Upon maturity 

Maturities of 
Notes Payable 

4,619 

The Company' s operations are included in the consolidated federal income tax return ofUHG. Federal and state income 
taxes are paid to, or refunded by, lIBG pursuant to the terms of a tax sharing agreement (TSA), under which taxes 
approximate the amount that would have been computed on a separate company basis. Under the terms of the TSA, the 
Company's share-based compensation-related tax benefits are reimbursed to lIBG upon realization. 

The current income tax provision reflects the tax consequences of revenues and expenses currently taxable or deductible 
on various income tax returns for the year reported. The deferred income tax provision or benefit generally reflects the 
net change in deferred income tax assets and liabilities during the year, excluding any deferred income tax assets and 
liabilities of acquired businesses. 

The components of the provision for income taxes for the years ended December 31 are as follows: 

(in millions) 2018 2017 
Current provision: 

Federal $ 2,931 $ 3,702 

State and local 421 356 

Total current provision 3,352 4,058 

Deferred provision (benefit) 33 (989) 

Total provision for income taxes $ 3,385 $ 3,069 
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The reconciliation of the tax provision at the U.S. federal statutory rate to the provision for income taxes and the 
effective tax rate for the years ended December 31 is as follows: 

(in millions) 2018 2017 

Tax provision at the U.S. federal statutory rate $ 2,434 21.0 % $ 4,280 35.0 % 
State income taxes, net of federal benefit 354 3.1 203 1.7 
Non-deductible compensation 113 1.0 168 1.4 
Health insurance industry tax 490 4 .2 
Share-based awards - excess tax benefit (141) (1.2) (321) (2.6) 
Change in tax law (1,202) (9.8) 
Other, net 135 1.1 (59) (0.6) 

Provision for income taxes $ 3,385 29.2 % $ 3,069 25.1 % 

The Company had federal and state income taxes payable of $121 million and $317 million included in accounts payable 
and accrued liabilities in the Consolidated Balance Sheets as of December 31, 2018 and 2017, respectively. 

Deferred income tax assets and liabilities are recognized for the differences between the financial and income tax 
reporting bases of assets and liabilities based on enacted tax rates and laws. The components of deferred income tax 
assets and liabilities as of December 31 are as follows: 

(in millions) 2018 2017 

Deterred income tax assets: 
Accrued expenses and allowances $ 501 $ 490 
Net operating loss carry forwards 156 169 
Share-based compensation 76 82 
Non-deductible liabilities 205 173 
Other 230 164 

Subtotal 1,168 1,078 

Less: valuation allowances (68) (48) 

Total deferred income tax assets 1,100 1,030 

Deferred income tax liabilities: 
U.S. Federal and State Intangible assets (2,092) (1,907) 
Capitalized software (592) (524) 
Depreciation and amortization (291) (258) 
Prepaid expenses (162) (240) 
Outside basis in partnerships (318) (290) 

Total deferred income tax liabilities (3 ,455) (3,219) 

Net deferred income tax liabilities $ (2,355 $ (2,189) 

Valuation allowances are provided when it is considered more likely than not that deferred tax assets will not be realized. 
The valuation allowances primarily relate to future tax benefits on certain federal and state net operating loss 
carryforwards. Federal net operating loss carryforwards of$149 million expire beginning in 2022 through 2037, and 
$17 million have an indefinite carryforward period; state net operating loss carryforwards expire beginning in 2019 
through 2038. 
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A reconciliation of the beginning and ending amount of unrecognized tax benefits as of December 31 is as follows: 

(in millions) 2018 2017 

Gross unrecognized tax benefits, beginning of period $ 334 $ 116 
Gross increases: 

Current year tax positions 424 229 
Prior year tax positions 67 27 

Gross decreases: 
Prior year tax positions (71) (33) 
Settlements (2) (1) 
Statute oflimitations lapses (12) (4) 

Gross unrecognized tax benefits, end of period $ 740 $ 334 

The company believes it is reasonably possible that its liability for unrecognized tax benefits will decrease in the next 
twelve months by approximately $8 million as a result of audit settlements and expiration of statutes of limitations in 
certain major jurisdictions. 

The Company classifies interest and penalties associated with uncertain income tax positions as income taxes within its 
Consolidated Statements of Operations. The Company recognized a tax expense from the net increase of interest and 
penalties accrued of $5 million, and a tax benefit from the net reduction of interest and penalties accrued of $6 million, 
during the years ended December 31, 2018 and 2017, respectively. The Company had $21 million and $12 million of 
accrued interest and penalties for uncertain tax positions as of December 31, 2018 and 2017, respectively. These amounts 
are not included in the reconciliation above. As of December 31, 2018, there were $717 million of unrecognized tax 
benefits that, if recognized, would affect the effective tax rate. 

The Company currently files income tax returns in the United States and various states. The U.S. Internal Revenue 
Service (IRS) has completed exams on the consolidated income tax returns for fiscal years 2016 and prior. UHG's 2018 
and 2017 tax years are under advance review by the IRS under its Compliance Assurance Program. With the exception 
of a few states, the Company is no longer subject to income tax examinations prior to the 2012 tax year. 

10. Regulatory Capital and Dividend Restrictions 

The Company's regulated insurance and HMO subsidiaries in the U.S. are subject to regulations and standards in their 
respective jurisdictions. These standards, among other things, require these subsidiaries to maintain specified levels of 
statutory capital, as defined by each jurisdiction, and restrict the timing and amount of dividends and other distributions 
that may be paid to their parent companies. In the U.S., most of these regulations and standards are generally consistent 
with model regulations established by the National Association oflnsurance Commissioners. These standards generally 
permit dividends to be paid from statutory unassigned surplus of the regulated subsidiary, and are limited based on the 
regulated subsidiary's level of statutory net income, and statutory capital and surplus. These dividends are referred to as 
"ordinary dividends" and generally may be paid without prior regulatory approval. If the dividend, together with other 
dividends paid within the preceding twelve months, exceeds a specified statutory limit or is paid from sources other than 
earned surplus, it is generally considered to be an "extraordinary dividend" and must receive prior regulatory approval. 

The Company's regulated subsidiaries had estimated aggregate statutory capital and surplus of approximately 
$18.3 billion as of December 31, 2018. The estimated statutory capital and surplus necessary to satisfy regulatory 
requirements of the Company's regulated subsidiaries was approximately $8.7 billion as ofDecember 31, 2018. 

Optum Bank, a subsidiary ofUHS, must meet minimum capital requirements of the Federal Deposit Insurance 
Corporation (FDIC) to be considered "Well Capitalized" under the capital adequacy rules to which it is subject. At 
December 31, 2018, the Company believes that Optum Bank met the FDIC requirements to be considered "Well 
Capitalized." 
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11. Share-Based Compensation and Other Employee Benefit Plans 

The Company's outstanding UHG share-based awards consist mainly of non-qualified stock options, SARs and 
restricted shares. As of December 31, 2018, UHG had 42 million shares available for future grants of share-based awards 
under the Plan. As of December 31, 2018, there were also 7 million shares ofUHG common stock available for issuance 
under the ESPP. 

Stock Options and SARs 

The Company's portion of UHG stock option and SAR activity for the year ended December 31, 2018, is swnmarized in 
the table below: 

Outstanding, beginning of period 
Granted 
Exercised 
Forfeited 

Outstanding, end of period 

Exercisable, end of period 
Vested and expected to vest, end of period 

Restricted Shares 

Shares 
(in millions) 

35 
7 

(8) 
(1) 

33 

15 
32 

Weighted-
Average 

Ex,ercise Price 

$ 100 
231 

78 
163 

130 

$ 85 
129 

Weighted-
Average 

Remaining Aggregate 
Contractual life Intrinsic Value 

(in years) (in millions) 

6.5 $ 3,889 

5.1 $ 2,403 
6.5 3,849 

Restricted share activity for the year ended December 31, 2018, is summarized in the table below: 

(shares in millions) 

Nonvested, beginning of period 

Granted 

Vested 

Nonvested, end of period 
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Shares 

6 

1 
(2) 

5 

Weighted-Average 
Grant Date Fair Value 

per Share 

$ 127 
227 
110 

165 
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Other Share-Based Compensation Data 

(in millions, except per share amounts) 

Stock Options and SARs 
Weighted-average grant date fair value of shares granted, per share 

Total intrinsic value of stock option~ and SARs exercised 

Restricted Shares 
Weighted-average grant date fair value of shares granted, per share 

Total fair value of restricted shares vested 

Employee Stock Purchase Plan 
Number of shares purchased 

Share-Based Compensation Items 
Share-based compensation expense, before tax 

Share-based compensation expense, net of tax effects 

Income tax benefit realized from share-based award exercises 

(in millions) 
Unrecognized compensation expense related to share awards 

Weighted-average years to recognize compensation expense 

Share-Based Compensation Recognition and Estimates 

For the Years Ended December 31, 

$ 

$ 

$ 

2018 2017 

42 

1,363 

227 

489 

608 

558 

232 

$ 

$ 

$ 

29 

1,389 

161 

435 

2 

575 

497 

425 

December 31, 
2018 

$ 570 

1.3 

The principal assumptions the Company used in calculating grant date fair value for stock options and SARs were as 
follows: 

Risk-free interest rate 

Expected volatility 

Expected dividend yield 

Forfeiture rate 

Expected life in years 

For the Years Ended December 31, 
2018 2017 

2.6%- 3.1% 

18.7% - 19.3% 

1.3%- 1.5% 

5.0% 

5.6 

1.9%-2.1% 

18.5% - 20. 7% 

1.4%- 1.6% 

5.0% 

5.7 

Risk-free interest rates are based on U.S. Treasury yields in effect at the time of grant. Expected volatilities are based on 
the historical volatility ofUHG's common stock and the implied volatility from exchange-traded options on UHG's 
common stock. Expected dividend yields are based on the per share cash dividend paid by UHG. UHG uses historical 
data to estimate option and SAR exercises and forfeitures within the valuation model. The expected lives of options and 
SARs granted represent the period of time that the awards granted are expected to be outstanding based on historical 
exercise patterns. 
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Other Employee Benefit Plans 

UHG also offers a 401(k) plan for its employees. Compensation expense related to this plan was not material for 2018 
and 2017. 

In addition, the Company maintains non-qualified, deferred compensation plans, which allow certain members of senior 
management and executives to defer portions of their salary or bonus, and receive certain Company contributions on 
such deferrals, subject to plan limitations. The deferrals are recorded within long-term investments, with an 
approximately equal amount in other liabilities, in the Consolidated Balance Sheets. The total deferrals are distributable 
based upon termination of employment or other periods, as elected under each plan, and were $971 million and 
$848 million as of December 31, 2018 and 2017, respectively. 

12. Related-Party Transactions 

Management Service Agreements - The Company provides administrative services to operate and manage the 
businesses of its subsidiaries and affiliates under management service agreements that require these subsidiaries and 
affiliates to pay the Company a monthly administrative fee. These fees cover employee compensation, occupancy, 
depreciation, marketing, utilization review and case management services, professional fees and other administrative 
services. Fees charged to the Company's subsidiaries are eliminated in the Consolidated Financial Statements. 
Management contract and other administrative fees charged to affiliates were $2.5 billion and $2.0 billion in 2018 and 
2017, respectively, and are included in service revenues in the Consolidated Statements of Operations. 

Pharmacy Care Services - The Company's pharmacy care services businesses provide services to other UHS 
subsidiaries and affiliates. Revenues attributable to UHS subsidiaries are eliminated in the Consolidated Financial 
Statements. Pharmacy revenues from affiliates were $3.3 billion in 2018 and 2017, and are included in product revenues 
in the Consolidated Statements of Operations. 

Services Agreements - Effective July 2016, the Company executed services agreements (Agreements) with its affiliate 
(Affiliate), whereby each party provides specialized services to the other. Under the terms of the Agreements, the 
Affiliate provides operating services - including coordination of benefits, high dollar claim audits, audit recovery 
operations, payment integrity pipeline management, advanced research analytics, and other services - to UHS, while 
UHS provides business referrals and support services to the Affiliate. Effective January 2018, the Company executed 
additional service agreements (Agreements) with the same Affiliate, whereby each party provides specialized services to 
the other. Under the terms of these Agreements, the Affiliate provides operating services - including trade relations and 
pharmacy network pricing services - to UHS, while UHS provides business referrals and support services to the 
Affiliate. Under these Agreements, for the years ended December 31, 2018 and 2017, UHS recognized $721 million and 
$462 million in related services revenues, respectively, and was charged $5.5 billion and $2.2 billion in selling, general 
and administrative expenses, respectively in the Consolidated Statements of Operations. Prepayments of$3.4 billion and 
$2.6 billion, and unearned revenues of $900 million and $800 million, are included in Related-party receivables, net in 
the Consolidated Balance Sheets as of December 31, 2018 and 2017, respectively. 

See Note 8 for details pertaining to the Company's long-term notes payable to related party. 

13. Commitments and Contingencies 

Leases 

The Company leases facilities and equipment under long-term operating leases that are non-cancelable and expire on 
various dates. Rent expense under all operating leases for the years ended December 31, 2018 and 2017 was 
$658 million and $641 million, respectively. 

- 28 -
238 



At December 31, 2018, future minimum annual lease payments, net of sublease income, under all non-cancelable 
operating leases were as follows: 

(in millions) 

2019 
2020 
2021 
2022 
2023 
Thereafter 

Performance Guarantees and Other 

Future Minimum 
Lease Payments 

$ 593 
528 
449 
369 
294 
918 

The Company provides guarantees related to its service level under certain contracts. If minimum standards are not met, 
the Company may be fmancially at risk up to a stated percentage of the contracted fee or a stated dollar amount. None of 
the amounts accrued, paid or charged to income for service level guarantees were material as of and for the years ended 
December 31, 2018 and 2017. 

As of December 31, 2018, the Company had outstanding, undrawn letters of credit with financial institutions of 
$78 million, and surety bonds outstanding with insurance companies of $1.3 billion, primarily to bond contractual 
performance. 

Pending Acquisition 

In December 2017, the Company entered into an agreement to acquire a company in the health care sector for a total of 
approximately $4.3 billion. 

Legal Matters 

Because of the nature of its businesses, the Company is frequently made party to a variety of legal actions and regulatory 
inquiries - including class actions and suits brought by members, care providers, consumer advocacy organizations, 
customers and regulators - relating to the Company's businesses, including management and administration of health 
benefit plans and other services. These matters include medical malpractice, employment, intellectual property, antitrust, 
privacy and contract claims, and claims related to health care benefits coverage and other business practices. 

The Company records liabilities for its estimates of probable costs resulting from these matters where appropriate. 
Estimates of costs resulting from legal and regulatory matters involving the Company are inherently difficult to predict, 
particularly where the matters: involve indeterminate claims for monetary damages or may involve fmes, penalties or 
punitive damages; present novel legal theories or represent a shift in regulatory policy; involve a large number of 
claimants or regulatory bodies; are in the early stages of the proceedings; or could result in a change in business 
practices. Accordingly, the Company is often unable to estimate losses or ranges of losses for those matters where there 
is a reasonable possibility or it is probable that a loss may be incurred. 

Government Investigations, Audits and Reviews 

The Company has been involved or is currently involved in various governmental investigations, audits and reviews. 
These include routine, regular and special investigations, audits and reviews by the CMS, state insurance and health and 
welfare departments, state attorneys general, the Office of the Inspector General, the Office of Personnel Management, 
the Office of Civil Rights, the Government Accountability Office, the Federal Trade Commission, U.S. Congressional 
committees, the U.S. Department of Justice, the SEC, the Internal Revenue Service, the U.S. Drug Enforcement 
Administration, the U.S. Department of Labor, the Federal Deposit Insurance Corporation, the Defense Contract Audit 
Agency and other governmental authorities. Similarly, our international businesses are also subject to investigations, 
audits and reviews by applicable foreign governments, including South American and other non-U.S. governmental 
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authorities. Certain of the Company's businesses have been reviewed or are currently under review, including for, among 
other matters, compliance with coding and other requirements under the Medicare risk-adjustment model. CMS has 
selected certain of the Company's local plans for risk adjustment data validation (RADV) audits to validate the coding 
practices of and supporting documentation maintained by health care providers, and such audits may result in 
retrospective adjustments to payments made to the Company's health plans. 

On February 14, 2017, the Department of Justice (DOJ) announced its decision to pursue certain claims within a lawsuit 
initially asserted against UHG and filed under seal by a whistleblower in 2011. The whistleblower's complaint, which 
was unsealed on February 15, 2017, alleges that UHG made improper risk adjustment submissions and violated the False 
Claims Act. On February 12, 2018, the court granted in part and denied in part the Company's motion to dismiss. In May 
2018, DOJ moved to dismiss the Company's counterclaims, which were filed in March 2018, and moved for partial 
summary judgment. Those motions were argued in September 2018. The Company cannot reasonably estimate the 
outcome that may result from this matter given its procedural status. 

14. Subsequent Events 

In preparing these Consolidated Financial Statements, management has evaluated and disclosed all material subsequent 
events up to February 25, 2019, the date that these Consolidated Financial Statements were issued. 

* * * * * * 
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Our Mission: Helping people live 

healthier lives and helping make the 

health system work better for everyone. 

Our Culture 
The people of UnitedHealth Group are aligned around core values 

that inspire our behavior as individuals and as an organization: 

Integrity. 
Honor commitments. 
Never compromise ethics. 

Compassion. 
Walk in the shoes of people 
we serve and those with whom 
we work. 

Relationships. 
Build trust through collaboration. 

Innovation. 
Invent the future and learn from the past. 

Performance. 
Demonstrate excellence in everything we do. 
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UnitedHealth Group - A Mission-Driven Enterprise 

Measuring success by our positive impact on society 
Helping people live healthier lives and helping make the health system work better for everyone -

this single mission is the driving force behind everything we do. UnitedHealth Group, Optum and 

UnitedHealthca1-e are driven by a unified mission and vision to achieve the Triple Aim of health care: 

improving health outcomes, costs and experiences. We put the needs of others first, one person 

at a time. In turn, we grow and earn the opportunity to serve more people in more ways, delivering 

exceptional returns for society and for our shareholders. 

This Annual Review summarizes our strong 2018 performance and our ambitions for 2019 and the 

decade ahead. It also includes a look at some of the new thinking, new technologies and new products 

we are introducing to better integrate clinical infmmation and service; to improve engagement with 

physicians, patients and consumers; and to become increasingly effective in advancing health system 

performance on behalf of all the people we serve. 

We know we have more to do to reach the full potential of this enterprise. We remain dedicated to 

continuing to build a responsible global business capable of serving the health care needs of hundreds 

of millions of individuals and society, effectively and sustainably, while generating reliable growth and 

strong returns for our shareholders. 

Thank you for your interest in UnitedHealth Group and your continuing support. 
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An Innovative Approach 

to Addressing the 

Greatest Challenges 

in Health Care 

Ou1- nation is ea1-ly in an exc iting heal th ca 1-e in11ovat ion wave - one we expect to help lead, 

which w ill d1-ive gmwth at UnitedHealth G1·oup fm yems to come_ We a1-e at the fo refront 

of health care in harnessing the power of emerg ing technologies, like artific ial intell igenc e, 

machine lea mi 11g and natu 1al la 11guage pmces s111 g These tech11olog ies are helpi 11g us better 

assist high -1·isk patients and those with multiple chronic diseases, pa1-tne1- with care pmv1de1 s 

in moving to va lue-based ca re, and integrate the health ca re system around a pat ient-centric 

model. And we combine ou1- expe1tise in info1mation, data analyti cs and tech11olog y with 

decades of cl i11ica l insights in th e actual deli ve1y of health ca 1e 

4 244 

) 



Through our research, development and cont inuous improvement efforts, we are identifying new 

ways to address persistent and evolving challenges facing the health ca1-e systen1. These challenges 

include high and growing costs, uneven and tightening access to care, low engagement among 

many individuals in managing their health, vmiation in qua lity and in the use of lower- cost sites of 

se1-vice fm delivering care. and the pe1-vasive complexity in the health system. 

In 2018, UnitedHealth Gi-oup continued its long-standing commitment to innovation, focusing on 

the following characterist ics: 

Flowing critical health information to all health 

care participants by linking physical interactions 

to digital channels, supported by embedded, 

proprietary, clinical ontology and sophisticated 

data analytics designed to align and optimize 

performance. 

Our wo1 k to c1eate and deploy l11dividual Health Recmds (IH R) 

is a good example. Out goal with the I HR is to provide doctms 

and patients with a deeply pe, sonalized, 360 deg1 ee view of a 

person's health 

We will p,ovide each individual and thei, docto1 01 ca1egive1 

witl1 a fully integrated, fully poi table, real time, dy11amic 

medical 1ecord, powered by a p1oprietary medical ontology 

a11d best-know11 scie11ce, 11ot dependent 011 any 011e system 

01 11 etwork lmporta11tly, the IH R 11ot on ly shows doctrn s a11d 

patients where they have been a11d wl1ere they are, but ca 11 

suggest the path forwa1 d i11 their journey to bette, health 

We plan to offer I HRs at no cost to al l o f the people we se, ve 

with comp, ehe11sive bet 1efits covet age in North and South 

America, because the techno logy will be key to i111p1oving 

health outcomes, lowe1 i11g costs and irnp1 ovi11g the 

patie11t expe1 ie11ce 

5 

Engaging people in their health care both 

individually and at scale - a difficult but 

essential step in improving people's health 

and finances. 

0 11e way we are suppo1 ting out co11surne1 engagement 

efforts is with the Rally co 11 sumer digital platfo1 rn Rally 

provides pet so11alized 011li11e tools a11d solutio11s to help 

people irnp1ove a11d mai11tai11 the i1 health It encourages 

simple changes in eve1 yday routines, helpi11g use1 s acl1ieve 

goa ls and track tl1eir progress whi le they eam valuable 

i11ce11tive dollars. 

Nearly 2.5 million people use Rally each week Ral ly users 

have set rnillio11s of health-related goals a11d routinely access 

p1og1ams fo1 losing weigl1t, 

red ucing st1 ess, stayi11g 011 

top of p1 eve11tive care, quitti11g 

srnoki11g a11d much more 

People who have used Ra lly 

digital health a11d well -bei11g 

tools have earned more than 

$1 bi llio11 in health-related 

incentive I ewards si11ce 2016 

by maki11g choices that lead 

to better health 
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Applying high-touch human interactions, 

singly and at high volumes, to improve the 

consumer experience and drive better medical 

care outcomes. 

As an example, United Healthcare is steppi11g up su pport for 

patients facing one of the most complex situations - care 

tra11 sitio11. Nurses are embedded with c ustomer se1 vice 

representatives, g ivi11g seniors in Medica re Adva11tage plans 

a single po int of contact for their entire episode of care. 

These "11avigators" a1e helping patients as they battle ca11ce1, 

e11d -stage renal disease, diabetes and many other conditions. 

Navigators can ensure physical thernpy a11d needed medical 

equipment are in place before a senior is sent home from 

the hospital They also secure transportation to doctor 

appointments and review coverage and expected costs 

with people before an upcoming medica l piocedu1e This 

high-touch service is c reating deeply personal and caring 

relationsh ips with the people we se1 ve and d1 ivi11g extremely 

high co11sumer satisfaction, as measured by the Net Promoter 

System, whic h assesses c ustomer loyalty Navigators have 

helped over 200,000 individuals with complex needs i11 2018, 

and we expect to double participatio11 in 201 9 

6 

Evolving pharmacy care services by advancing 

market-leading transparency, improved 

adherence and clinical effectiveness, combined 

with distinguished consumer value. 

OptumRx, our pharmacy ca re se1·vi ces business. is advancing 

innovative approaches to transform pharmacy services to 

treat the whole person in a more consumer-friend ly manner 

These advances include e-commerce, convenie11t local 

market dispensi11g and same day delivery services, along with 

high-quality, high-value specia lty pharma, including home

and office-based i11fusion services In 2018, OptumRx also 

added 1etail dispensa1 y and telepsych capabilities to better 

serve the needs of the Medicaid populatio11 with behavioral 

health conditions 

Effec ti ve Jan 1, 2019, we launched the nation's first-ever 

scaled application of pharmacy discou 11ts at the point of sa le 

to improve the value consumers receive, particula1·ly those 

with at least one chronic disease. 

We are also working within efforts by the US Depa1 tme11t 

of Health & Human Services, the Centers for Medicare & 

Medica id Services and the U.S. Food & Drug Administration 

to modern ize pha1 macy practices We are collaborating to 

deve lop new ways to serve Medicare Part B patients, optimize 

site of service choices, and c1eate new drug formulary 

initiatives to bring be tter health care to more consu mers 

And we are engaged w ith pha1 maceutical manufacture1 s to 

find innovative ways to bu11dle high cost drug products and 

share health ca1e risks related to drug treatments to help 

control the giowing costs of ca re. 
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Introducing innovative, lower cost, consumer

centric health benefit designs and services. 

Our most adva11ced be11efit pla11 ciesig11s are 01 ga11ized 

aroL111d rewardi11g the use of high-perfor111i11g ca1e p1oviders 

U11itedHealthcare is crn1ti11uing to evolve our relationships 

with ca1e providers f1om a t1a11sactional and volume-based 

01 ientation to strategic coope1 ation, focused on highe1 -quality, 

higher-va lue health outcomes This progress is demonstrated 

by over 1,000 U11iteciHealthcare Accountable Care 

0 1ganizat io11s (ACOs), deliveri11g meaningful results and 

better health to more tha1116 million of the people we serve. 

Our top -perfo1 ming ACOs have reduced acute hospital 

acim iss io11s pe1 1,000 by 17 pe1ce11t, reduced emerge11cy 

visits pe1 1,000 by 1LI perce11t, and increased cance1 screenings 

by 8 percent. ACOs serving our employer- sponsored plan 

participa11ts perform better than non-ACOs on 11early 

90 pe1 cent of the quality metrics tracked. while reducing 

costs by up to 12 percent . Looking ahead, the opportunity 

is sig 11ifica 11t - we aim to 1educe medical a11d operating 

costs by billions of dollars over the 11ext few years 

Combining this focus on value-based ca re with local hea lth 

ca1e innovatio11 results in consumer-ce11tric be11efit designs 

like the newly launched Colorado D0cto1s Plan. formed in 

collaboration with Centura Health, one of ou1 ACO partners. 

Built wi th the co11sume1 experience in mi11ci. we a1e combining 

ou1 data a11d insights with Ce11tura Health's medical network 

to deliver a mote pe1sot1ali zed exper ie11ce through p1oactive 

outreach tools that help consumers fi11d the right level of care 

i11 rea l time Maki11g it easie1 fo1 consu mers to access the care 

they 11eed. delivered by high -perforrni11g care p1 oviders. leads 

to a11 improved ca1e expe1 ience a11d lower total cost of care 

These a11d othe1 innovations a1 e making health care work 

as a true system - i11formed, engaged ai1d alig11ed. This 

mode111 approach pmdu ces measu1 able value. a11d looks 

a11d feels 1efreshingly differe11t tha11 traditional health care 

We co11ti11ue to cillocate capital in a bala11ced fashio11 to furthe1 

adva 11 ce this disti11ctive approach. 
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UNITEDHEALTH GROUP" 

UnitedHealth Group: 

Dedicated to Advancing 

a Modern, High-Performing, 

Simpler Health Care System 

Driven by our mission, the 300,000 women and men of UnitedHealth Group, Optum 

and UnitedHealthcare measure our performance first and foremost by the impact we 

have on society - the way we deliver improved outcomes, lower costs and a better 

health care experience for individuals and their care providers. 
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Revenue 
exceeded 

$226B 
12% 

Growth 

2018 Performance Highlights 

24.4% $15.78 $17.38 
Return on Equity 

Full -yec11 1 etu111 on equity was 
st1 ong at 24 4 pe1 cent 

Operating Cash Flows 
Ope1 c1tillg casl1 fl ows we1e $1Ci71Jillio11, 

g1owi11!J 16 pe1ce11t ove1 2017 

Earnings from Operations 
Ea 111i11 ~Js fi orn opl~r atio11s g1 ew $71 billior1 or 

14 pe1ce11l yea1 over year Lo $17:3 billior1 

The enterprise is comprised of two complementary business 

platforms UnitedHealthcare for health benefits and Optum 

for health services. These two businesses share three enduring 

competencies: 

Data and information - to inform and guide health 

decision-making and health system performance; 

Advanced technology - to enable improved health outcomes 

and innovation in health care; and 

Clinical insights - to organize and augment systems of care 

to deliver better clinical ou tcomes at lower costs to individuals 

and to the health care system as a whole 

Our goal is to support the Triple Aim - improved outcomes, 

lower costs and a better health care experience for the people 

we are privi leged to serve. Through effec tively addressing 

the health care needs of individuals, care providers and our 

customers broadly, we build loyalty, gain greater traction for 

our products and services in the marketplace, and deliver 

growth and a fair and sustainable return for society and 

our shareholders. 

9 

• Through our businesses, UnitedHealthcare 

and Optum, we served 141 million unique 

individuals as of Dec. 31, 2018. 

• We provide medical benefits and services 

to people residing in all 50 states in the 

United States and more than 130 other 

countries. 

• 300,000 people worldwide power this 

enterprise with their entrepreneurial spirit 

and commitment to quality. Our workforce 

includes 85,000 clinical professionals 

and more than 21,000 technology 

professionals. 

• We invest approximately $3.5 billion 

annually in technology and innovation. 

• We process approximately 1.1 trillion 

digital transactions annually. 
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OPTUM 

Optum: Driving 

Improved Experiences 

and Better Outcomes 

at Lower Cost 

The people of Optum are working relentlessly to help reduce the total cost of ca re while 

improving health care quality, outcomes and experiences for the 126 million individuals they serve. 

A unique combination of data, leading analytics and decades of clinical expertise powers 

Optum's health care intelligence. This intelligence is OptumlQ, and it is infused into all Optum 

products and services, providing the most comprehensive view of the consumer, care provider 

and payer experience. 

10 250 



OptumlQ = 
Health Care Intelligence 

Clinical expertise 

> Leading analytics 

240M de-identified lives 
of clinical, claims and 

benefit information 

Optum is comprised of three primary 

1
business segments: 

OptumHealth 
OptumHealth engages people in their health and 

well-being; helps manage chronic, complex and behavioral 

health needs; and delivers care through OptumCare's 

community medical groups and ambulatory care systems, 

helping people get the right care at the right time at the 

appropriate site of care. 

• OptumCare provides quality care directly to over 

14 million patients through more than 36,000 physicians 

and 900 primary, urgent and surgery care centers. 

• OptumHealth completed 1.5 million in-home health 

assessments for seniors through the HouseCalls program 

in 2018 and closed more than 2.2 million gaps in care. 

• People who use Optum's Rally digital health and well -being 

tools have earned more than $1 billion in health-related 

incentive rewards since 2016. 

Optumlnsight 
Optumlnsight provides analytics, research, consulting, 

technology and managed services solutions to hospitals, 

physicians, health plans, government agencies, life sciences 

companies and other industry participants. Optumlnsight 

11 

leverages a broad foundation of data and analytics to help 

clients reduce administrative costs. meet compliance 

mandates, improve clinical performance and transform 

operations to succeed under value-based tare and new 

payment models. 

• Optumlnsight serves three out of four U.S. payers, helping 

them improve experiences and health outcomes for 

the populations they sponsor. 

• Optum360 is simplifying the administration and revenue 

process for four out of five U.S. hospitals, and manages 

$65 billion in annual billings for those who use the full suite 

of Optum360 services. 

OptumRx 
OptumRx delivers value through a full spectrum of pharmacy 

care services that improve health outcomes and reduce 

the total cost of care. OptumRx programs are deeply rooted 

in evidence-based clinical guidelines and delivered with 

industry-leading technology and innovation. Health plans, 

employers, government agencies, unions and trusts rely on 

OptumRx for their pharmacy care needs. 

• OptumRx provides pharmacy care services to 

65 million people nationwide. 

• OptumRx processed over 1.3 billion adjusted retail, 

mail and specialty drug prescriptions in 2018. 
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IJJ UnitedHealthcarc 

United Healthcare: 

Connecting the World 

to Better Health 

One Person at a Time 

UnitedHealthcare serves nearly 50 million individuals globally, delivering valuable health 

benefits and services to people in all stages of life, at all income levels, through all major health 

benefits segments. Our focus on people's health and care is helping us deliver a patient-centric, 

higher-quality and differentiated health care experience for people, characterized by simplicity, 

compassion and collaboration across the health system - all at a lower total cost of care. 

12 252 



I 

Through UnitedHealthcare's long-standing partnership with 

Optum, the company harnesses claims, demographic and 

clinical data to help better understand what consumers 

and customers want and need, and help support them in 

improving health care decision -making . Data analytics and 

leading technology are c ritical ingredients in the delivery of 

distinct value to everyone UnitedHealthcare serves. 

UnitedHealthcare is compri sed of four business segments: 

UnitedHealthcare Employer & Individual 
UnitedHealthcare Employer & Individual offers a comprehensive 

array of consumer-oriented health benefit plans and services 

nationwide for large national employers, public sector 

employers, mid-sized employers, small businesses and 

individuals. Nearly 27 million Americans rely on United Healthcare 

Employer & Individual through its fully insured and self-funded 

medical plans. 

UnitedHealthcare Medicare & Retirement 
UnitedHealthcare Medicare & Retirement is dedicated to 

serving the growing health and we ll-being needs of individuals 

over the age of 50. Through a comprehensive and diversified 

array of products and services, United Healthcare Medicare & 

Retirement helps 12 5 million people - one in five U.S. se11iors -

manage their health. This business offers products, services and 

programs designed to meet the i11dividual needs of members, 

as well as their families, physicians and communities. 

13 

Serving nearly 
8.2 ILLI 

more people 
through organic growth. 

since 201 

United Healthcare Community & State 
UnitedHealthcare Community & State is dedicated to providing 

diversified health care benefit products and services to state 

programs that care for the economically disadvantaged, 

the medically underserved and those without the benefit 

of employer-funded health care coverage, This business 

participates in full -risk programs in 30 states and the District 

of Columbia, serving 6.5 million people by facilitating care in 

all market segments with offerings speci fically designed to 

serve each of them. 

UnitedHealthcare Global 
UnitedHealthcare Global serves 6 2 million people with medical 

benefits and 2.2 million with dental benefits around the world, 

and provides medical delivery in its 55 hospitals and 275 

clinics and outpatient centers. United Healthcare Global offers 

health and well-being sol utions for people who live. work 

or travel outside their home country, using a broad network 

of health care providers in more than 130 countries. This 

business is uniquely positioned to address global hea lth care 

challenges and create value by combining distinctive enterprise 

capabilities with loca l market understanding. UnitedHealthcare 

Global is working to c reate health care systems that are more 

connected, more aligned and more affordable. 
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Commitment to Excellence 

UnitedHealth Group, Optum and UnitedHealthca re are committed to strong fundamental 

execut ion on behalf of the people and customers we serve, innovation, community 

invo lvement and value creation for both the health care system and our shareho lders. We are 

honored to be acknowledged for our performance by the following awards and recognit ion. 

United Health Group is the top ra nk ing company 

in the insurance and managed ca re sector 

on Fortune's 2019 World's Most Admired 

Companies list . This is the ninth st raight year 

UnitedHealth Group ranked No. 1 overall in its secto1·. 

UnitedHealth Group is a member of the Dow 

Jones Industrial Average, a blue chip group 

of 30 companies dP.P.mPrl inrl11stry leaders 

In 2018, for the seventh consecu tive year, 

The Civic 50, a Points of Li ght in it iat ive tha t 

high lighls companies that improve the qua lity 

of life in the communities where they do business, 

ranked UnitedHeal th Group one of Ame1·ica's 

50 most commu nity-minded companies . 

UnitedHealth Group has been li sted in the 

Dow Jones Sustainability World Index and Dow 

Jones North America Index annua lly since 1999. 

United Health Group was named one of America's 

Most JUST Companies by JUST Capita l and Forbes 

in 2018. The JUST 100 rankings measure how U.S 

compa nies perform on issues Americans care about 

most, i11cluding worker pay and treatment, customer 

respect, product quality and environmental impact. 

In 2018, for the eighth consecutive year, the National 

Business Group on Hea lth honored UnitedHealth 

Group with a Best Employers for Healthy 

Lifestyles top-tier Platinum award. 

14 

UnitedHealth Group was named a 2019 Military 

Friendly Employer by Viqtory, a veteran-owned 

business that connects the military community 

to civilian oppmtunity. 

In 2018, for the fourth consecutive yea r, Optum 

ranked No. 1 on the Healthcare Informatics (HCI) 

100, a li sting of the top health care IT companies 

based on U.S. revenues. 

Global ana lyst and consulting group Frost & Sullivan 

awa1·ded Opt um thei1· Company of the Year 

awa rd in 2018 for Populat ion Hea lth Management 

in North America 

Optum360, a leading provider of hea lth care 

revenue management services, was named No. 1 

in the 2018 Black Book Rankings for revenue 

cycl e management softwa 1·e, outsourcing and 

compute1·-assisted cod ing services. 

United Hea lthcare was 1·ecog nized by the 2018 BIG 

Awards for Business in the New Product of the 

Yea r category for PreCheck MyScript and the Healthy 

Pregnancy app. The BIG (Business Inte lligence Group) 

Awards celebrate industry-leading companies, 

products and people for outstanding innova t ion . 

In 2018, fo r the second consecutive year, Va lor 

Econ6mico, a leading business newspaper in Brazil, 

ranked Amil fast in the Hea lth lnsure1·s categmy in 

the Valor Brazilian Innovation Rankings. 

The rankings are co mpil ed in pannership with 

Strategy&, a PwC group 
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UNITEDHEALTH GROUP" 

Annual Review 2018 

www.unitedhealthgroup.com 

UnitedHealth Group Center 

9900 Bren Road East, Minnetonka, Minnesota 55343 
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State of Nebraska RFP 6102 21 
01.1eslirn1 1.n- '.;1 in1rna1y 
of Hidde rs Fx1x:1 ic11ce 

Per the Instructions for Preparation of the Proposal 

These postings will include the entire proposal or response. Bidders must request that proprietary information 
be excluded from the posting. The bidder must identify the proprietary information, mark the proprietary 
information according to state law, and submit the proprietary information in a separate container or envelope 
marked conspicuously in black ink with the words "PROPRIETARY INFORMATION". The bidder must submit a 
detailed written document showing that the release of the proprietary information would give a business 
advantage to named business competitor(s) and explain how the named business competitor(s) will gain an 
actual business advantage by disclosure of information. The mere assertion that information is proprietary or 
that a speculative business advantage might be gained is not sufficient. (See Attorney General Opinion No. 
92068, April 27, 1992) THE BIDDER MAY NOT ASSERT THAT THE ENTIRE PROPOSAL IS PROPRIETARY. COST 
PROPOSALS WILL NOT BE CONSIDERED PROPRIETARY AND ARE A PUBLIC RECORD IN THE STATE OF 
NEBRASKA. The State will then determine, in its discretion, if the interests served by nondisclosure outweighs 
any public purpose served by disclosure. (See Neb. Rev. Stat.§ 84-712.05(3)) The Bidder will be notified of the 
agency's decision. Absent a State determination that information is proprietary, the State will consider all 
information a public record subject to release regardless of any assertion that the information is proprietary. 

We have included Questions 1.8 Summary of Bidders Experience in the proprietary & 
confidential envelope included with this submission. 
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State of Nebraska RFP 6102 21 

Per the Instructions for Preparation of the Proposal 

Ouestion 1.8· Account 
Ma11a~Jerne11! flesu111ns 

These postings will include the entire proposal or response. Bidders must request that proprietary information 
be excluded from the posting. The bidder must identify the proprietary information, mark the proprietary 
information according to state law, and submit the proprietary information in a separate container or envelope 
marked conspicuously in black ink with the words "PROPRIETARY INFORMATION". The bidder must submit a 
detailed written document showing that the release of the proprietary information would give a business 
advantage to named business competitor(s) and explain how the named business competitor(s) will gain an 
actual business advantage by disclosure of information. The mere assertion that information is proprietary or 
that a speculative business advantage might be gained is not sufficient. (See Attorney General Opinion No. 
92068, April 27, 1992) THE BIDDER MAY NOT ASSERT THAT THE ENTIRE PROPOSAL IS PROPRIETARY. COST 
PROPOSALS WILL NOT BE CONSIDERED PROPRIETARY AND ARE A PUBLIC RECORD IN THE STATE OF 
NEBRASKA. The State will then determine, in its discretion, if the interests served by nondisclosure outweighs 
any public purpose served by disclosure. (See Neb. Rev. Stat.§ 84-712.05(3)) The Bidder will be notified of the 
agency's decision. Absent a State determination that information is proprietary, the State will consider all 
information a public record subject to release regardless of any assertion that the information is proprietary. 

We have included Questions 1.9 resumes in the proprietary & confidential envelope 
included with this submission. 
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State of Nebraska RFP 6102 Z1 
Ouestion I 10-
'.-3ubco11tracior List 

Per the Instructions for Preparation of the Proposal 

These postings will include the entire proposal or response. Bidders must request that proprietary information 
be excluded from the posting. The bidder must identify the proprietary information, mark the proprietary 
information according to state law, and submit the proprietary information in a separate container or envelope 
marked conspicuously in black ink with the words "PROPRIETARY INFORMATION". The bidder must submit a 
detailed written document showing that the release of the proprietary information would give a business 
advantage to named business competitor(s) and explain how the named business competitor(s) will gain an 
actual business advantage by disclosure of information. The mere assertion that information is proprietary or 
that a speculative business advantage might be gained is not sufficient. (See Attorney General Opinion No. 
92068, April 27, 1992) THE BIDDER MAY NOT ASSERT THAT THE ENTIRE PROPOSAL IS PROPRIETARY. COST 
PROPOSALS WILL NOT BE CONSIDERED PROPRIETARY AND ARE A PUBLIC RECORD IN THE STATE OF 
NEBRASKA. The State will then determine, in its discretion, if the interests served by nondisclosure outweighs 
any public purpose served by disclosure. (See Neb. Rev. Stat.§ 84-712.05(3)) The Bidder will be notified of the 
agency's decision. Absent a State determination that information is proprietary, the State will consider all 
information a public record subject to release regardless of any assertion that the information is proprietary. 

We have included Questions 1.10 subcontractor list in the proprietary & confidential 
envelope included with this submission. 
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State of Nebraska RFP 6102 Z1 
011est1oi-1 1 q Ac:cou11I 
M,111 ;1 SJC3 Ill(~ t 1t r~ie:0• L.1111 (; :; 

Per the Instructions for Preparation of the Proposal 

These postings will include the entire proposal or response. Bidders must request that proprietary information 
be excluded from the posting. The bidder must identify the proprietary information, mark the proprietary 
information according to state law, and submit the proprietary information in a separate container or envelope 
marked conspicuously in black ink with the words "PROPRIETARY INFORMATION". The bidder must submit a 
detailed written document showing that the release of the proprietary information would give a business 
advantage to named business competitor(s) and explain how the named business competitor(s) will gain an 
actual business advantage by disclosure of information. The mere assertion that information is proprietary or 
that a speculative business advantage might be gained is not sufficient. (See Attorney General Opinion No. 
92068, April 27, 1992) THE BIDDER MAY NOT ASSERT THAT THE ENTIRE PROPOSAL IS PROPRIETARY. COST 
PROPOSALS WILL NOT BE CONSIDERED PROPRIETARY AND ARE A PUBLIC RECORD IN THE STATE OF 
NEBRASKA. The State will then determine, in its discretion, if the interests served by nondisclosure outweighs 
any public purpose served by disclosure. (See Neb. Rev. Stat.§ 84-712.05(3)) The Bidder will be notified of the 
agency's decision. Absent a State determination that information is proprietary, the State will consider all 
information a public record subject to release regardless of any assertion that the information is proprietary. 

We have included Questions 1.11-1.13 Health Plan Review in the proprietary & 
confidential envelope included with this submission. 
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STATE OF NEBRASKA SERVICE CONTRACT AWARD State Purchasing Bureau 
1526 K Street, Suite 130 
Lincoln, Nebraska 68508 

PAGE 
1 of 1 

BUSINESS UNIT 
65080007 

VENDOR NUMBER: 552564 

VENDOR ADDRESS: 

UNITED HEALTHCARE SERVICES INC 
185 ASYLUM ST 
CT039-018B 
HARTFORD CT 06103-3408 

ORDER DATE 

06/01/17 

BUYER 
BOURKE, KRISTI L 

Telephone: (402) 471-6500 
Fax: (402) 471-2089 

CONTRACT NUMBER 
77103 04 

AN AWARD HAS BEEN MADE TO THE VENDOR/CONTRACTOR NAMED ABOVE FOR THE SERVICES AS LISTED BELOW FOR THE 
PERIOD: 

JULY 01, 2018 THROUGH JUNE 30, 2020 

THIS CONTRACT IS NOT AN EXCLUSIVE CONTRACT TO FURNISH THE SERVICES SHOWN BELOW, AND DOES NOT PRECLUDE 
THE PURCHASE OF SIMILAR SERVICES FROM OTHER SOURCES. 

THE STATE RESERVES THE RIGHT TO EXTEND THE PERIOD OF THIS CONTRACT BEYOND THE TERMINATION DATE WHEN 
MUTUALLY AGREEABLE TO THE VENDOR/CONTRACTOR AND THE STATE OF NEBRASKA. 

Original/Bid Document 91623 08 

Due to the uniqueness of the service (continuity of service of a pharmacy benefit program to all state employees, as required 
by State law) this is justifiably a sole source per statute. 

Pete Kroll 
5/31/17 

Description 
Unit of Unit Extended 

_me Quantity Measure Price Price 
1 MEDICALASO 6,600,000.0000 $ 1.0000 6,600,000.00 

FY 2018/2019 

2 PHARMACY ASO 300,000.0000 $ 1.0000 300,000.00 
FY 2018/2019 

3 MEDICALASO 6,600,000.0000 $ 1.0000 6,600,000.00 
FY 2019/2020-RENEWAL 1 

4 PHARMACY ASO 300,000.0000 $ 1.0000 300,000.00 
FY 2019/2020-RENEWAL 1 

Total Order 13,800,000.00 

BUYER 
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Contract for administrative and support services for the State for Nebraska Employee Health Care 
Benefits Plans for the contract period July 1, 2018 to June 30, 20

1
19. 

The State reserves the right to renew this contract for an additional one year period from July 1, 
2019 to June 30, 2020 when mutually agreeable to the vendor and the State of Nebraska. 

TERMS AND CONDITIONS 

A. COMPLIANCE WITH CIVIL RIGHTS LAWS AND EQUAL OPPORTUNITY EMPLOYMENT/ 
NONDISCRIMINATION 
The contractor shall comply with all applicable local, State and Federal statutes and regulations 
regarding civil rights laws and equal opportunity employment. The Nebraska Fair Employment 
Practice Act prohibits contractors of the State of Nebraska, and their subcontractors, from 
discriminating against any employee or applicant for employment, with respect to hire, tenure, 
terms, conditions or privileges of employment because of race, color, religion, sex, disability, or 
national origin (Neb. Rev. Stat. §48-1101 to 48-1125). The contractor guarantees compliance with 
the Nebraska Fair Employment Practice Act, and breach of this provision shall be regarded as a 
material breach of contract. The contractor shall insert a similar provision in all subcontracts for 
services to be covered by any contract. 

B. PERMITS, REGULATIONS, LAWS 
The contractor shall procure and pay for all permits, licenses and approvals necessary for the 
execution of the contract. The contractor shall comply with all applicable local, state, and federal 
laws, ordinances, rules, orders and regulations. 

C. OWNERSHIP OF INFORMATION AND DATA 
The State of Nebraska shall have the unlimited right to publish, duplicate, use and disclose all 
information and data developed or derived by the contractor pursuant to this contract. 

The contractor must guarantee that it has the full legal right to the materials, supplies, equipment, 
and other rights or titles (e.g. rights to licenses transfer or assign deliverables} necessary to execute 
this contract. The contract price shall, without exception, include compensation for all royalties and 
costs arising from patents, trademarks and copyrights that are in any way involved in the contract. 
It shall be the responsibility of the contractor to pay for all royalties and costs, and the State must 
be held harmless from any such claims. 

Unless subject to federal or state law requiring disclosure, all information furnished or disclosed by 
the contractor, and any party acting on behalf of the contractor, containing the contractor's 
proprietary information shall be treated as confidential or proprietary information of the contractor. 

D. INSURANCE REQUIREMENTS PART I - MEDICAL ADMINISTRATION 

262 

The contractor shall not commence work under this contract until he or she has obtained all the 
insurance required hereunder and such insurance has been approved by the State. If contractor 
will be utilizing any subcontractors, the contractor is responsible for obtaining the certificate{s) of 
insurance required herein under from any and all subcontractor(s). Contractor is also responsible 
for ensuring subcontractor(s} maintain the insurance required until completion of the contract 
requirements. The contractor shall not allow any subcontractor to commence work on his or her 
subcontract until all similar insurance required of the subcontractor has been obtained and 
approved by the contractor. Approval of the insurance by the State shall not limit, relieve or 
decrease the liability of the contractor hereunder. 

tf by the terms of any insurance a mandatory deductible is required, or if the contractor elects to 
increase the mandatory deductible amount, the contractor shall be responsible for payment of the 
amount of the deductible in the event of a paid claim. 
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1. WORKERS' COMPENSATION INSURANCE 
The contractor shall take out and maintain during the life of this contract the statutory 
Workers' Compensation and Employer's Liability Insurance for all of the contactors' 
employees lo be engaged in work on the project under this contract and, in case any such 
work Is sublet, the contractor shall require the subcontractor similarly to provide Worker's 
Compensation and Employer's Liability Insurance for all of the subcontractor's employees 
to be engaged in such work. This policy shall be written to meet the statutory requirements 
for the state in which the work is to be performed, including Occupational Disease. This 
policy shall include a waiver of subrogation in favor of the State. The amounts of such 
insurance shall not be less than the limits stated hereinafter. 

2. COMMERCIAL GENERAL LIABILITY INSURANCE AND COMMERCIAL 
AUTOMOBILE LIABILITY INSURANCE 
The contractor shall take out and maintain during the life of this contract such Commercial 
General liability Insurance and Commercial Automobile Liability Insurance as shall protect 
contractor and any subcontractor performing work covered by this contract from claims for 
damages for bodily injury, including death, as well as from claims for property damage, 
which may arise from operations under this contract, whether such operation be by the 
contractor or by any subcontractor or by anyone directly or indirectly employed by either of 
them, and the amounts of such insurance shall not be less than limits stated hereinafter. 

The Commercial General Liability Insurance shall be written on an occurrence basis, and 
provide Premises/Operations, Products/Completed Operations, Independent Contractors, 
Personal Injury and Contractual Liability coverage. The policy shall include the State, and 
others as required by the Contract Documents, as an Additional Insured. This policy shall 
be primary, and any insurance or self-insurance carried by the State shall be considered 
excess and non-contributory. The Commercial Automobile Liability Insurance shall be 
written to cover all Owned, Non-owned and Hired vehicles. 

3. INSURANCE COVERAGE AMOUNTS REQUIRED 

a. WORKERS' COMPENSATION AND EMPLOYER'S LIABILITY 

b. 

C. 

Coverage A 
Coverage B 
Bodily Injury by Accident 
Bodily Injury by Disease 
Bodily Injury by Disease 

COMMERCIAL GENERAL LIABILITY 
General Aggregate 
Products/Completed Operations Aggregate 
Personal/Advertising Injury 
Bodily Injury/Property Damage 
Fire Damage 
Medical Payments 

COMMERCIAL AUTOMOBILE LIABILITY 
Bodily Injury/Property Damage 

d. UMBRELLA/EXCESS LIABILITY 
Over Primary Insurance 

Statutory 

$100,000 each accident 
$500,000 policy limit 
$100,000 each employee 

$2,000,000 
$2,000,000 
$1,000,000 any one person 
$1,000,000 per occurrence 
$50,000 any one fire 
$5,000 any one person 

$1,000,000 combined single limit 

$1,000,000 per occurrence 

e. PROFESSIONAL LIABILITY: PART 1- MEDICAL ADMINISTRATION 
Per Claim $10,000,000 
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Aggregate $10,000,000 

Professional Liability Insurance must cover Medical Management decisions, 
Professional Malpractice, and Provider Contracting. 

4. EVIDENCE OF COVERAGE 
The contractor should furnish the State a certificate of insurance coverage complying with 
the above requirements to the attention of Administrative Services, Wellness & Benefits, 
1526 K Street, Suile 150, Lincoln, NE 68508. These certificates or the cover sheet shall 
reference the contract number, and the certificates shall include the name of the company, 
policy numbers, effective dates, dates of expiration and amounts and types of coverage 
afforded. If the State is damaged by the failure of the contractor to maintain such 
insurance, then the contractor shall be responsible for all reasonable costs properly 
attributable thereto. 

Notice of cancellation of any required insurance policy must be submitted to Administrative 
Services when issued and a new certificate of insurance shall be submitted within ten (10) 
days of expiration to ensure no break in coverage. 

Separate Certificates of Insurance will be required for PART I - MEDICAL 
ADMINISTRATION and PART 11- PHARMACY BENEFIT MANAGER. 

E. INSURANCE REQUIREMENTS PART II - PHARMACY BENEFIT MANAGER 
The contractor shall not commence work under this contract until he or she has obtained all the 
insurance required hereunder and such insurance has been approved by the State. If contractor 
will be utilizing any subcontractors, the contractor is responsible for obtaining the certificate{s) of 
insurance required herein under from any and all subcontractor(s). Contractor is also responsible 
for ensuring subcontractor(s) maintain the insurance required until completion of the contract 
requirements. The contractor shall not allow any subcontractor to commence work on his or her 
subcontract until all similar insurance required of the subcontractor has been obtained and 
approved by the contractor. Approval of the insurance by the State shall not limit, relieve or 
decrease the liabillty of the contractor hereunder. 

If by the terms of any insurance a mandatory deductible is required, or if the contractor elects to 
increase the mandatory deductible amount, the contractor shall be responsible for payment of the 
amount of the deductible in the event of a paid claim. 

1. WORKERS' COMPENSATION INSURANCE 
The contractor shall take out and maintain during the life of this contract the statutory 
Workers' Compensation and Employer's Liability Insurance for all of the contactors' 
employees to be engaged in work on the project under this contract and, in case any such 
work is sublet, the contractor shall require the subcontractor similarly to provide Worker's 
Compensation and Employer's Liability Insurance for all of the subcontractor's employees 
to be engaged in such work. This policy shall be written to meet the statutory requirements 
for-the state in which the work is to be periormed, including Occupational Disease. This 
policy shall include a waiver of subrogation in favor of the State. The amounts of such 
insurance shall not be less than the limits stated hereinafter. 

2. COMMERCIAL GENERAL LIABILITY INSURANCE AND COMMERCIAL 
AUTOMOBILE LIABILITY INSURANCE 
The contractor shall take out and maintain during the life of this contract such Commercial 
General Liability Insurance arid Commercial Automobile Liability Insurance as shall protect 
contractor and any subcontractor performing work covered by this contract from claims for 
damages for bodily injury, including death, as well as from claims for property damage, 
which may arise from operations under this contract, whether such operation be by the 
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contractor or by any subcontractor or by anyone directly or indirectly employed by either of 
them, and the amounts of such insurance shall not be less than limits stated hereinafter. 

The Commercial General Liability Insurance shall be written on an occurrence basis, and 
provide Premises/Operations, Products/Completed Operations. Independent Contractors, 
Personal Injury and Contractual Liability coverage. The policy shall include the State, and 
others as required by the Contract Documents, as an Additional Insured. This policy shall 
be primary, and any insurance or self-insurance carried by the State shall be considered 
excess and non-contributory. The Commercial Automobile Liability Insurance shall be 
written to cover all Owned, Non-owned and Hired vehicles. 

3. INSURANCE COVERAGE AMOUNTS REQUIRED 

a. WORKERS' COMPENSATION AND EMPLOYER'S LIABILITY 
Coverage A 
Coverage B 
Bodily Injury by Accident 
Bodily Injury by Disease 
Bodily Injury by Disease 

b. COMMERCIAL GENERAL LIABILITY 
General Aggregate 

c. 

Products/Completed Operations Aggregate 
Personal/Advertising Injury 
Bodily Injury/Property Damage 
Fire Damage 
Medical Payments 

COMMERCIAL AUTOMOBILE LIABILITY 
Bodily Injury/Property Damage 

d. UMBRELLA/EXCESS LIABILITY 
Over Primary Insurance 

Statutory 

$100,000 each accident 
$500,000 policy limit 
$100,000 each employee 

$2,000,000 
$2,000,000 
$1,000,000 any one person 
$1,000,000 per occurrence 
$50,000 any one fire 
$5,000 any one person 

$1,000,000 combined single limit 

$1,000,000 per occurrence 

e. PROFESSIONAL LIABILITY: PART II - PHARMACY BENEFIT MANAGER 
Per Claim $5,000,000 
Aggregate $20,000,000 

Professional Liability Insurance must cover Medical Management decisions, 
Professional Malpractice, and Provider Contracting. 

4. EVIDENCE OF COVERAGE 
The contractor should furnish the State a certificate of insurance coverage complying with 
the above requirements to the attention of Administrative Services, Wellness & Benefits, 
1526 K Street, Suite 150, Lincoln, NE 68508. These certificates or the cover sheet shall 
reference the contract number, and the certificates shall include the name of the company, 
policy numbers, effective dates, dates of expiration and amounts and types of coverage 
afforded. If the State Is damaged by the failure of the contractor to maintain such 
insurance, then the contractor shall be responsible for all reasonable costs properly 
attributable thereto. 

Notice of cancellation of any required insurance policy must be submitted to Administrative 
Services when issued and a new certificate of insurance shall be submitted within ten (10) 
days of expiration to ensure no break in coverage. 
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Separate Certificates of Insurance will be required for PART I - MEDICAL 
ADMINISTRATION and PART II - PHARMACY BENEFIT MANAGER. 

F. COOPERATION WITH OTHER CONTRACTORS 
The State may already have in place or choose to award supplemental contracts for work related 
1o this contract, or any portion thereof. 

1. The State reserves the right ta award the contract jointly between two or mare potential 
contractors, If such an arrangement ls In the best interest of the State. 

2. The contractor shall agree to cooperate with such other contractors, and shall not commit 
or permit any act which may interfere with the performance of work by any other 
contractor. 

G. INDEPENDENT CONTRACTOR 
It is agreed that nothing contained herein Is intended or should be construed in any manner as 
creating or establishing the relationship of partners between the parties hereto. The contractor 
represents that It has, or will secure at its own expense, all personnel required to perform the 
services under the contract. The contractor's employees and other persons engaged in work or 
services required by the contractor under the contract shall have no contractual relationship with 
the State; they shall not be considered employees of the State. 

Atl claims on behalf of any person arising out of employment or alleged employment (including 
without limit claims of discrimination against the contractor, its officers or its agents) shall in no way 
be the responsibility of the State. The contractor will hold the State harmless from any and all such 
claims. Such personnel or other persons shall not require nor be entitled to any compensation, 
rights or benefits from the State including without limit, tenure rights, medical and hospital care, 
sick and vacation leave, severance pay or retirement benefits. 

H. CONTRACTOR RESPONSIBILITY 
The contractor Is solely responsible for fulfilling the contract, with responsibility for all services 
offered and products to be delivered as stated in the contract. The contractor shall be the sole 
point of contact regarding all contractual matters. 

The contractor will be responsible for services provided by its subcontractors to the same extent 
that the contractor would have been had it performed those services without the use of a 
subcontractor. The contractor shall be required to notify the State promptly If any of its core services 
under the contract are subcontracted. Core services are claims adjudication services, customer 
service for plan members, and nationwide provider contracting. The contractor will give the State 
reasonable notice and information to the extent possible under the circumstances, recognizing that 
the name of any possible subcontractor and details may not be able to be shared, until a public 
announcement has been made. If the State is not satisfied with the contractor's choice of 
subcontractor, the State shall first give the contractor an opportunity to explain its decision and the 
reasons therefore and describe the due diligence the contractor performed before selecting the 
subcontractor. If the State is not satisfied with the contractor explanation and choice of 
subcontractor, the State has the right to terminate the contract. 

I. CONTRACTOR PERSONNEL 

266 

The contractor warrants that all persons assigned to the project shall be employees of the 
contractor or specified subcontractors, and shall be fully qualified to perform the work required 
herein. Personnel employed by the contractor to fulfill the terms of the contract shall remain under 
the sole direction and control of the contractor. The contractor shall include a similar provision in 
any contract with any subcontractor selected to perform work on the project. 

Personnel commitments made in the contract shall not be changed without the' prior written 
approval of the State. Replacement of key personnel, if approved by the State, shall be with 
personnel of equal or greater ability and qualifications. 
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The State reserves the right to require the contractor to reassign or remove from the project any 
contractor or subcontractor employee. 

In respect to its employees, the contractor agrees to be responsible for the following: 

1. any and all employment taxes and/or other payroll withholding; 
2. any and all vehicles used by the contractor's employees, including all insurance required 

by state law; 
3. damages incurred by contractor's employees within the scope of their duties under the 

contract; 
4. maintaining workers' compensation and health insurance and submitting any reports on 

such insurance to the extent required by governing State law; and 
5. determining the hours to be worked and the duties to be performed by the contractor's 

employees. 

Notice of cancellation of any required insurance policy must be submitted to the State when issued 
and a new coverage binder shall be submitted immediately to ensure no break in coverage. 

J. STATE OF NEBRASKA PERSONNEL RECRUITMENT PROHIBITION 
The contractor shall not, at any time, recruit or employ any State employee or agent who has 
worked on the contract, or who had any influence on decisions affecting the contract. 

K. CONFLICT OF INTEREST 
Contractor certifies that there does not now exist any relationship between the contractor and any 
person or entity which is or gives the appearance of a conflict of interest related to this contract. 

The contractor certifies that it shall not take any action or acquire any interest, either directly or 
indirectly, which will conflict in any manner or degree with the performance of its services hereunder 
or which creates an actual or appearance of conflict of interest. 

The contractor certifies that it will not employ any individual known by contractor to have a conflict 
of interest. 

L ERRORS AND OMISSIONS 
The contractor shall not take advantage of any errors and/or omissions in this contract. The 
contractor must promptly notify the State of any errors and/or omissions that are discovered. 

M. ASSIGNMENT BY THE STATE 
The State shall have the right to assign or transfer the contract or any of its interests herein to any 
agency, board, commission, or political subdivision of the State of Nebraska. There shall be no 
charge to the State for any assignment hereunder. 

N. ASSIGNMENT BY THE CONTRACTOR 
The contractor may not assign, voluntarily or involuntarily, the contract or any of its rights or 
obligations hereunder (including without limitation rights and duties of performance) to any third 
party, without the prior written consent of the State, which will not be unreasonably withheld. 
Notwithstanding, the Contractor may assign this contract including all of its rights and obligations, 
to its affiliates, to an entity controlling, controlled by, or under common control with the it, or a 
purchaser of all or substantially all of its assets, subject to notice to the State of the assignment. 

O. GOVERNING LAW 
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The contract shall be governed in all respects by the laws and statutes of the State of Nebraska. 
Any legal proceedings against the State of Nebraska regarding this contract shall be brought in the 
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State of Nebraska administrative or Judicial forums as defined by State law. The contractor must 
be in compliance with all Nebraska statutory and regulatory law. 

P. ATTORNEY'S FEES 
In the event of any litigation, appeal or other legal action to enforce any provision of the contract, 
the contractor agrees to pay all expenses of such action, as permitted by law. If said litigation 
appeal or other legal action is brought by the State to enforce any provision of the contract, the 
contractor agrees to pay all expenses of such action , as permitted by law. 

Contractor will provide full and complete cooperation in the defense of plan benefits litigation arising 
out of matters relating to the agreement. Contractor will select and retain defense counsel to 
represent contractor interest if litigation or administrative proceedings are commenced against 
contractor or against the plan and contractor Jointly, by a member or a health care provider. If an 
action Is asserted against both the State and contractor, contractor will agree to joint defense 
counsel so long as there is no conflict of interest between the parties, at contractor's expense. 

In actions solely against the contractor, contractor will select and retain defense counsel to 
represent its and the plan's interest if a demand is asserted, or litigation or administrative 
proceedings are begun by a plan participant or health care provider against the contractor, to 
recover plan benefits or otherwise related to the contractor's duties under the contract ("Plan 
Benefits Litigation"). 

In actions against both the State and the contractor, and provided no conHict of interest arises 
between the parties, the parties may agree to joint defense counsel at contractor's expense. 

Both parties will reasonably cooperate with each other in the defense of Plan Benefits Litigation. 

Q. ADVERTISING 
The contractor agrees not to refer to the contract in advertising in such a manner as to state or 
imply that the company or Its services are endorsed or preferred by the State. News releases 
pertaining to the project shall not be issued without prior written approval from the State. 

R. STATE PROPERTY 
The contractor shall be responsible for the proper care and custody of any State-owned property 
which is furnished for the contractor's use during the performance of the contract. The contractor 
shall reimburse the State for any loss or damage of such property, normal wear and tear Is 
expected. 

S. SITE RULES AND REGULATIONS 
The contractor shall use Its best efforts to ensure that its employees, agents and subcontractors 
comply with site rules and regulations while on State premises. If the contractor must perform on
site work outside of the daily operational hours set forth by the State, it must make arrangements 
with the State to ensure access to the facility and the equipment has been arranged. No additional 
payment will be made by the State on the basis of lack of access, unless the State fails to provide 
access as agreed to between the State and the contractor. 

T. NOTIFICATION 

268 

All notices under the contract shall be deemed duly given upon delivery to the point of contact for 
this contract, in person. or upon delivery by U.S. Mail, facsimile, or e-mail. 

1. Except as otherwise expressly specified herein, all notices, requests or other 
communications shall be In writing and shall be deemed to have been given if delivered 
personally or mailed, by U.S. Mail. postage prepaid, return receipt requested, to the 
parties at their respective addresses set forth above, or at such other addresses as may 
be specified in writing by either of the parties. All notices, requests, or communications 
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shall be deemed effective upon personal delivery or three (3) days following deposit in 
the mail. 

2. Whenever the coniractor encounters any difficulty which is delaying or threatens to delay 
its timely performance under the contract, the contractor shall immediately give notice 
thereof in writing to the State reciting all relevant information with respect thereto. Such 
notice shall not in any way constitute a basis for an extension of the delivery schedule or 
be construed as a waiver by the State of any of its rights or remedies to which it is 
entitled by law or equity or pursuant to the provisions of the contract. Failure to give such 
notice, however, may be grounds for denial of any request for an extension of the 
delivery schedule because of such delay. 

U. EARLY TERMINATION 

269 

The contract may be terminated as follows: 

1. The State and the contractor, by mutual written agreement, may terminate the contract at 
any time. 

2. The State, in its sole discretion, may terminate the contract for any reason upon 30 days 
written notice to the contractor. Such termination shall not relieve the contractor of 
warranty or other service obligations incurred under the terms of the contract. In the 
event of cancellation the contractor shall be entitled to payment, determined on a pro rata 
basis, for products or services satisfactorily performed or provided. 

3. The State may terminate the contract immediately for the following reasons: 

a. if directed to do so by statute; 
b. contractor has made an assignment for the benefit of creditors, has admitted in 

writing its inability to pay debts as they mature, or has ceased operating in the 
normal course of business: 

c. a trustee or receiver of the contractor or of any substantial part of the contractor's 
assets has been appointed by a court; 

d. fraud, misappropriation, embezzlement, malfeasance, misfeasance, or illegal 
conduct pertaining to performance under the contract by its contractor, its 
employees, officers, directors or shareholders; 

e. an involuntary proceeding has been commenced by any party against the 
contractor under any one of the chapters of Title 11 of the United States Code 
and (i) the proceeding has been pending for at least sixty (60) days; or (ii) the 
contractor has consented, either expressly or by operation of law, to the entry of 
an order for relief; or (iii) the contractor has been decreed or adjudged a debtor; 

f. a voluntary petition has been filed by the contractor under any of the chapters of 
Title 11 of the United States Code; 

g. contractor intentionally discloses confidential information; 
h. contractor has or announces it will discontinue support of the deliverable; 
i. non-compliance with Federal and/or State Laws; 
j. second or subsequent documented "vendor performance report" form deemed 

acceptable by the State Purchasing Bureau; 
k. Applies to PART 111- PART I MEDICAL ADMINISTRATION AND PART II 

PHARMACY BENEFIT MANAGER in its sole discretion, the State may terminate 
the contract upon thirty days written notice to the contractor because of a 
termination of a participating provider or providers in the preferred provider 
network (PPO) which results in a projected loss of 5% or more of the in-network 
claims paid under the plan. The projected loss of in-network claims paid under 
the plan will be based upon the total in-patient, out-patient and professional 
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services claims paid during the 12 months prior to the termination of the 
provider{s); and 

I. Applies to PART Ill- PART I MEDICAL ADMINISTRATION and PART II 
PHARMACY BENFIT MANAGER In Its sole discretion, the State may terminate 
the contract upon thirty days written notice to the contractor because either an 
independent contractor or any pharmacy or pharmacies associated with the 
PBM/contractor has discontinued service which results in greater than 20 percent 
reduction in the total filled prescriptions over the prior 12 months extended to 
state employees. 

4. Contractor may terminate contract for the following reasons: 

a. In addition, this contract will terminate under the following circumstances: (i) 
Contractor gives the State notice of termination because the State did not pay 
the fees or other amounts owed Contractor when due under the terms of the 
contract, (ii) the State fails to provide the required funds for payment of benefits 
under the terms of this contract, or (iii) the State is In material breach of this 
contract, other than by non-payment or late payment of fees owed by the State or 
the funding of Plan benefits, and does not correct the breach within thirty (30) 
days after being notified in writing. 

V. FUNDING OUT CLAUSE OR LOSS OF APPROPRIATIONS 
The State may terminate the contract, ln whole or in part, in the event funding is no longer available. 
The State's obligation to pay amounts due for fiscal years following the current fiscal year is 
contingent upon legislative appropriation of funds for the contract. Should said funds not be 
appropriated, the State may terminate the contract with respect to those payments for the fiscal 
years for which such funds are not appropriated. The State will give the contractor written notice 
thirty (30) days prior to the effective date of any termination, and advise the contractor of the 
location (address and room number) of any related equipment. All obligations of the State to make 
payments after the termination date will cease and all interest of the State in any related equipment 
will terminate. The contractor shall be entitled to receive just and equitable compensation for any 
authorized work which has been satisfactorily completed as of the termination date. In no event 
shall the contractor be paid for a loss of anticipated profit. 

W. BREACH BY CONTRACTOR 
The State may terminate the contract, in whole or in part, if the contractor falls to perform its 
obligations under the contract in a timely and proper manner. The State may, by providing a written 
notice of default to the contractor, allow the contractor to cure a failure or breach of contract within 
a period of thirty (30) days (or longer at State's discretion considering the gra\lity and nature of the 
default). Said notice shall be delivered by Certified Mall, Return Receipt Requested or in person 
with proof of delivery. Allowing the contractor time to cure a failure or breach of contract does not 
waive the State's right to immediately terminate the contract for the same or different contract 
breach which may occur at a different time. In case of default of the contractor, the State may 
contract the service from other sources and hold the contractor responsible for any excess cost 
occasioned thereby. 

X. ASSURANCES BEFORE BREACH 
If any document or deliverable required pursuant to the contract does not fulfill the requirements of 
the contract, upon written notice from the State, the contractor shall deliver assurances in the form 
of additional contractor resources at no additional cost to the project in order to complete the 
deli\lerable, and to ensure that other project schedules will not be adversely affected. 

Y. PERFORMANCE BOND PART Ill- PART I MEDICAL ADMINISTRATION and PART II 
PHARMACY BENEFIT MANAGER 

270 

The contractor will be required to supply a certified check or a bond executed by a corporation 
authorized to contract surety in the State of Nebraska, payable to the State of Nebraska, which 
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shall be valid for the life of the contract to include any renewal and/or extension periods. The 
amount of the certified check or bond must be an established dollar amount of $1,500,000. The 
check or bond will guarantee that the contractor will faithfully perform all requirements, terms and 
conditions of the contract. Failure to comply shall be grounds for forfeiture of the check or bond as 
liquidated damages. Amount of forfeiture will be determined by the agency based on loss to the 
State. The bond or certified check will be returned when the service has been satisfactorily 
completed as solely determined by the State, after termination or expiration of the contract. 

Z. FORCE MAJEURE 
Neither party shall be liable for any costs or damages resulting from its inability to perform any of 
its obligations under the contract due to a natural disaster. or other similar event outside the control 
and not the fault of the affected party ("Force Majeure Event"). A Force Majeure Event shaN not 
constitute a breach of the contract. The party so affected shall immediate! y give notice to the other 
party of the Force Majeure Event. The State may grant relief from performance of the contract if 
the contractor is prevented from performance by a Force Majeure Event. The burden of proof for 
the need for such relief shall rest upon the contractor. To obtain release based on a Force Majeure 
Event, the contractor shall file a written request for such relief with the State Purchasing Bureau. 
Labor disputes with the impacted party's own employees will not be considered a Force Majeure 
Event and will not suspend performance requirements under the contract. 

AA. PROHIBITION AGAINST ADVANCE PAYMENT 
Payments shall not be made until contractual deliverable(s) are received and accepted by the State. 

BB. PAYMENT 
State will render payment to contractor when the terms and conditions of the contract and 
specifications have been satisfactorily completed on the part of the contractor as solely determined 
by the State. Payment will be made by the responsible agency in compliance with the State of 
Nebraska Prompt Payment Act (See Neb. Rev. Stat. §81-2401 through 81-2408). The State may 
require the contractor to accept payment by electronic means such as ACH deposit. In no event 
shall the State be responsible or liable to pay for any services provided by the contractor prior to 
the Effective Date, and the contractor hereby waives any claim or cause of action for any such 
services. 

CC. INVOICES 
Invoices for payments must be submitted by the contractor to the agency requesting the services 
with sufficient detail to support payment and should not include Personal Health Information (PHI). 
The terms and conditions included in the contractor's invoice shall be deemed to be solely for the 
convenience of the parties. No terms or conditions of any such Invoice shall be binding upon the 
State, and no action by the State, including without limitatlon the payment of any such invoice in 
whole or In part, shall be construed as binding or estopping the State with respect to any such term 
or condition, unless the invoice term or condition has been previously agreed to by the State as an 
amendment to the contract. 

DD. AUDIT REQUIREMENTS 

271 

All contractor books, records and documents relating to work performed or monies received under 
the contract shall be subject to audit at any reasonable time upon the provision of reasonable notice 
by the State. These records shall be maintained for a period of five (5) full years from the date of 
final payment, or until all Issues related to an audit, litigation or other action are resolved, whichever 
is longer. All records shall be maintained in accordance with generally accepted accounting 
principles. 

In addition to, and in no way in limitation of any obligation in the contract, the contractor shall agree 
that it will be held liable for any State audit exceptions, and shall return to the State all payments 
made under the contract for which an exception has been taken or which has been disallowed 
because of such an exception. The contractor agrees to correct Immediately any material weakness 
or condition reported to the State in the course of an audit. 
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The State will advise the contractor at least sixty (60) days in advance of its intent to conduct an 
onsite audit. The State will pay any expenses that it incurs in connection with the onsite audit. The 
frequency and scope of the onsite audits shall be reasonable and mutually agreed to by the parties, 
unless otherwise required by a State regulatory agency or State statute. 

EE. TAXES 
The State is not required to pay taxes of any kind and assumes no such liability as a result of this 
solicitation. Any property tax payable on the contractor's equipment which may be installed in a 
state-owned facility is the responsibility of the contractor. 

FF. INSPECTION AND APPROVAL 
Final inspection and approval of all work required under the contract shall be performed by the 
designated State officials. The State and/or its authorized representatives shall have the right to 
enter any premises where the contractor or subcontractor duties under the contract are being 
performed, and to inspect, monitor or otherwise evaluate the work being performed. All inspections 
and evaluations shall be at reasonable times and in a manner that will not unreasonably delay 
work. 

GG. CHANGES IN SCOPE/CHANGE ORDERS 
The State may, at any time with written notice to the contractor, make changes within the general 
scope of the contract. Changes in scope shall only be conducted with the written approval of the 
State's designee as so defined by the State from time to time. (The State retains the right to employ 
the services of a third party to perform any change order(s)). 

The State may, at any time work is in progress, by written order, make alterations in the terms of 
work as shown in the specifications, require the performance of extra work, decrease the quantity 
of work, or make such other changes as the State may find necessary or desirable. The contractor 
shall not claim forfeiture of contract by reasons of such changes by the State. Changes in work 
and the amount of compensation to be paid to the contractor for any extra work so ordered shall 
be determined in accordance with the applicable unit prices of the contract. 

Corrections of any deliverable services or performance of work required pursuant to the contract 
shall not be deemed a modification requiring a change order. 

HH. SEVERABILITY 
If any term or condition of the contract is declared by a court of competent jurisdiction to be illegal 
or in conflict with any law, the validity of the remaining terms and conditions shall not be affected, 
and the rights and obligations of the parties shall be construed and enforced as if the contract did 
not contain the particular provision held to be invalid. 

II. CONFIDENTIALITY 
All materials and information provided by the State or acquired by the contractor on behalf of the 
State shall be regarded as confidential information. All materials and information provided by the 
State or acquired by the contractor on behalf of the State shall be handled in accordance with 
Federal and State Law, and ethical standards. The contractor must ensure the confidentiality of 
such materials or information. Should said confidentiality be breached by a contractor; contractor 
shall notify the State immediately of said breach and take immediate corrective action. 

It is incumbent upon the contractor to inform its officers and employees of the penalties for improper 
disclosure imposed by the Privacy Act of 1974, 5 U.S.C. 552a. Specifically, 5 U.S.C. 552a (i)(1), 
which is made applicable to contractors by 5 U.S.C. 552a (m)(1 ), provides that any officer or 
employee of a contractor, who by virtue of his/her employment or official position has possession 
of or access to agency records which contain individually identifiable information, the disclosure of 
which is prohibited by the Privacy Act or regulations established thereunder, and who knowing that 
disclosure of the specific material is prohibited, willfully discloses the material in any manner to any 
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person or agency not entitled to receive it, shall be guilty of a misdemeanor and fined not more 
than $5,000. 

JJ. PROPRIETARY INFORMATION 
Data contained in the contract and all documentation provided therein, become the property of the 
State of Nebraska and the data becomes public information. 

IMPORTANT NOTICE: Pursuant to Neb. Rev. Stat. §84-602.02, all State contracts in effect as of 
January 1, 2014 will be posted to a public website beginning July 1, 2014. All information not 
specifically excluded by State Law WILL BE POSTED FOR PUBLIC VIEWING. 

KK. PRICES 
All prices, costs, terms and conditions outlined in the contract shall remain fixed and valid until the 
contract expires or is terminated. 

Contractor represents and warrants that all prices for the administrative service fees set forth in the 
contract are comparable to the fees being offered by Contractor to any current Contractor customer 
with materially Identical products, services, populations , industry, and service areas, including but 
not limited to such considerations as: (a) products with equivalent complexity and design, including 
complexity of plan structure and the number of plans administered, (b) the same set of 
administrative services and custom-processing requirements, (c) the same number of enrolled 
individuals as the State in a similar industry with materially comparable demographics and 
utilization characteristics, including disease prevalence and acuity, claim and call volumes, (d) 
materially comparable service area; and (e) is subject to comparable laws, rules and regulations 
(the "Comparable Entity"). If Contractor, during the term of this contract, enters into an 
administrative services agreement with a Comparable Entity and provides a lower fee, the parties 
agree to enter into a written amendment whereby the State's applicable fees shall be amended on 
a go forward basis upon determination that a Comparable Entity has lower fees. It is agreed that 
such lower fees shall continue for the period such lower fees may be in effect with such Comparable 
Entity. Thereafter the fees with the State would revert to the original negotiated fees. 

Contractor also represents and warrants that all prices set forth in the contract and all prices in 
addition, which the contractor may charge under the terms of the contract, do not and will not violate 
any existing federal, state or municipal law or regulations concerning price discrimination and/or 
price fixing. Contractor agrees to hold the State harmless from any such violation. Prices quoted 
shall not be subject to increase throughout the contract period unless specifically allowed by these 
specifications. 

LL. INDEMNIFICATION 

273 

1. GENERAL 
The contractor agrees to defend, indemnify, hold, and save harmless the State and its 
employees, volunteers, agents, and its elected and appointed officials ("the indemnified 
parties") from and against any and all claims, liens, demands, damages, liability, actions. 
causes of action, losses, judgments, costs, and expenses of every nature, including 
investigation costs and expenses, settlement costs, and attorney fees and expenses ("the 
claims"), sustained or asserted against the State, arising out of, resulting from, or 
attributable to the willful misconduct, negligence, error, or omission of the contractor, its 
employees, subcontractors, consultants, representatives, and agents, except to the extent 
such contractor liability is attenuated by any action of the State which directly and 
proximately contributed to the claims. 

2. INTELLECTUAL PROPERTY 
The contractor agrees it will at its sole cost and expense, defend, indemnify, and hold 
harmless the indemnified parties from and against any and all claims, to the extent such 
claims arise out of, result from, or are attributable to the actual or alleged infringement or 
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misappropriation of any patent, copyright, trade secret, trademark, or confidential 
information of any third party by the contractor or its employees, subcontractors, 
consultants, representatives, and agents; provided, however, the State gives the contractor 
prompt notice in writing of the claim. The contractor may not settle any infringement claim 
that will affect the State's use of the Licensed Software without the State's prior written 
consent, which consent may be withheld for any reason. 

If a judgment or settlement is obtained or reasonably anticipated against the State's use of 
any intellectual property for which the contractor has indemnified the State, the contractor 
shall at the contractor's sole cost and expense promptly modify the item or items which 
were determined to be infringing, acquire a license or licenses on the State's behalf to 
provide the necessary rights to the State to eliminate the infringement, or provide the State 
with a non-infringing substitute that provides the State the same functionality. At the State's 
election, the actual or anticipated judgment may be treated as a breach of warranty by the 
contractor, and the State may receive the remedies provided under this contract. 

3. PERSONNEL 
The contractor shall, at its expense, indemnify and hold harmless the indemnified parties 
from and against any claim with respect to withholding taxes, worker's compensation, 
employee benefits, or any other claim, demand, liability, damage, or loss of any nature 
relating to any of the personnel provided by the contractor. 

MM. NEBRASKA TECHNOLOGY ACCESS STANDARDS 
Contractor shall review the Nebraska Technology Access Standards, found at 
http://www.nitc.nebraska.gov/standards/accessibility/accessibility_standards.pdf and ensure that 
products and/or services provided under the contract comply with the applicable standards. In the 
event such standards change during the contractor's performance, the State may create an 
amendment to the contract to request that contract comply with the changed standard at a cost 
mutually acceptable to the parties. 

NN. ANTITRUST 
The contractor hereby assigns to the State any and all claims for overcharges as to goods and/or 
services provided in connection with this contract resulting from antitrust violations which arise 
under antitrust laws of the United States and the antitrust laws of the State. 

00. DISASTER RECOVERY/BACK UP PLAN 
The contractor shall have a disaster recovery and back-up plan, of which a copy should be provided 
to the State, which includes, but is not limited to equipment, personnel, facilities, and transportation, 
in order to continue services as specified under these specifications in the event of a disaster. 

PP. TIME IS OF THE ESSENCE 
Time is of the essence in 1his contract. The acceptance of late performance with or without 
objection or reservation by the State shall not waive any rights of the State nor constitute a waiver 
of the requirement of timely performance of any obligations on the part of the contractor remaining 
to be performed. 

aa. DRUG POLICY 
Contractor certifies it maintains a drug free work place environment to ensure worker safety and 
workplace integrity. Contractor agrees to provide a copy of its drug free workplace policy at any 
time upon request by the State. 

RR. NEW EMPLOYEE WORK ELIGIBILITY STATUS 
The Contractor is required and hereby agrees to use a federal immigration verification system to 
determine the work eligibility status of new employees physically performing services within the 
State of Nebraska. A federal immigration verification system means the electronic verification of 
the work authorization program authorized by the Illegal Immigration Reform and Immigrant 
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Responsibility Act of 1996, 8 U.S.C. 1324a, known as the E-Verify Program, or an equivalent 
federal program designated by the United States Department of Homeland Security or other federal 
agency authorized to verify the work eligibility status of a newly hired employee. 

If the Contractor is an individual or sole proprietorship, the following applies: 

1. The Contractor must complete the United States Citizenship Attestation Form, available 
on the Department of Administrative Services website at www.das.state.ne.us. 

2. If the Contractor Indicates on such attestation form that he or she is a qualified alien, the 
Contractor agrees to provide the US Citizenship and Immigration Services documentation 
required to verify the Contractor's lawful presence in the United States using the 
Systematic Alien Verification for Entitlements (SAVE) Program. 

3. The Contractor understands and agrees that lawful presence in the United States is 
required and the Contractor may be disqualified or the contract terminated if such lawful 
presence cannot be verified as required by Neb. Rev. Stat. §4-108. 
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PART 1- MEDICAL ADMINISTRATION 

PROJECT DESCRIPTION AND SCOPE OF WORK 

A. PROJECT OBJECTIVES 
The contractor shall perform the following services: 

1. Provide complete administrative and support services for the medical 
administration described in this contract and Part I· attachments, including: 

a. Access to nationwide network of providers with uniform quality of care and 
services; 

Confirmed. 

b. Cost effective contracting arrangements that can be demonstrated to 
represent direct savings to the State; 

Confirmed. 

c. Comprehensive set of medical management services. 

Confirmed. 

2. Provide complete banking arrangements for claims processing, including the 
printing and issuing of checks and electronic funds transfer. 

Confirmed. 

3. Administer the plans in compliance with the insurance laws of the State of 
Nebraska. 

Confirmed. 

4. Responsibility for the provision of all levels of full and fair review of claims, claim 
denials and appeals made by members. Determination of payment or denial of 
claims or of appealed claims shall be made by contractor following appropriate 
analysis and review. Administrative Services - State Employee Benefits may 
submit to contractor any request it receives for a review of a claim which has been 
denied, in order that contractor may provide a full and fair review of the claim and 
in compliance with the Patient Protection and Affordable Care Act appeals 
process. Administrative Services - State Employee Benefits reserves the right to 
uphold, overturn or modify any denied claim(s) by contractor. 

Confirmed. 

5. Design communications materials as mutually agreed by the parties to be 
necessary to communicate the program to members and for use by the State in 
developing summary plan descriptions, or other program materials. Advise and 
assist the State in the preparation of forms and other documentation necessary to 
fulfill reporting and disclosure requirements. 

Confirmed. 

The State is interested in understanding the current and future innovative initiatives of the 
contractor as described in PART I. T. CURRENT AND FUTURE INNOVATIVE INITIATIVES. 

Confirmed. 
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B. SUBROGATION REQUIREMENT 

277 

Subrogation means the right to recover plan benefit payments made to a participant or a 
health care provider because of an Injury to the participant caused by a third party's 
wrongful act or negligence for which the participant or health care provider later receives, 
or is entitled to receive, payment from the third party or the third party's Insurer. 

Contractor shall enforce the State's right to seek recovery based on subrogation or other 
theories from third parties, or other insurance carrieni, who have caused injury or illness 
to a covered person or damages to the plan, except when said third party Is the State of 
Nebraska. Contractor shall provide subrogation recovery service at no additional charge 
to the State. Contractor may engage a subcontractor to perform specialized services for 
recovery of funds or discovery of overpayment or fraud. If any subrogation services are 
subcontracted by contractor, approval of subcontractors and contract terms must be 
obtained from the State prior to contractor entering rnto an agreement with any such 
subcontractor(s). Such subcontrac1ors may be reimbursed based on a reasonable basis 
other than percent of recovery, but cost of such subcontractors shall be the responsibility 
of contractor and shall not be deducted from the subrogated amount. The State agrees 
that contractor may settle or release claims to such recoveries and use its discretion to 
determine amounts recovered on behalf of the State, except to the extent that any such 
claims are in litigation In a court of law where the State is a party or where the State has 
notified the contractor In writing that it is pursuing its own interest individually. In the 
event that the State is a party to lltlgation regarding any such claims, settlement or release 
of such claims must be approved by the State. This authority regarding recoveries from 
third parties or their·carriers includes participation In consolidated or class action lawsuits 
alleging such injuries, if authorized by the State. Any recovery from consolidated or class 
action suits will be apportioned among all insured and self-insured plans or pools in Ilka 
manner. The proration may be based on number of covered persons, number of Injured 
persons, claims volume, or any other basis determined by contractor and approved by the 
State. 

Recoveries made in the same plan year as the original claim payments are made, will be 
applied to the State's claims liability by immediate credit to the State. Recoveries made in 
subsequent years will be credited In total to the State's claim liability at the time recovery 
is made. The State agrees to cooperate with all such recovery efforts. 

Confirmed. 
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C. GENERAL PLAN INFORMATION 

1. Organization Name 

The name of our organization is UnitedHealthcare. 

2. Primary and Secondary Contact with the following information: 
a. Name 
b. Title 
c. Address 
d. City 
e. State 
f. Zip 
g. Telephone# 
h. Fax# 
i. E-mail Address 

PRIMARY CONTACT 

a. Name: Jane L Perez, CEBS 
b. Title: Strategic Client Executive 
c. Address: PO Box 9472, NE910-1000 
d. City: Minneapolis 
e. State: MN 
f. Zip: 55440-9472 
g. Telephone# (763) 283-3597 
h. Fax#: (866) 745-1551 
i. E-mail Address jane_l__perez@uhc.com 

SECONDARY CONTACT 

a. Name: Matthew Milam 
b. Title: Vice President of Sales and Account Management 
c. Address: 2717 N. 118th Street, Suite 300 
d. City: Omaha 
e. State: NE 
f. Zip: 68164 
g. Telephone#: (402} 445-5452 
h. Fax#: {402) 445-5575 
i. E-mail Address: matthew_w_milam@uhc.com 

Should this information change, contractor should immediately inform the State. 

Confirmed. 

D. VENDOR ACCOUNTABILITY AND PERFORMANCE GUARANTEES 

1. The State will require the contractor to develop a mutually agreeable member 
satisfaction survey, conduct the survey, and collect and report respondent results 
on an annual basis at no additional cost to the State. 

Confirmed. We will develop a mutually agreeable satisfaction sur.,ey of the State's 
members, and we will work with you to customize this survey instrument to address your 
specific health care questions. UnitedHealthcare will conduct the survey and collect and 
report results. These sur.,eys are offered once a year within a designated time frame and 
at no additional cost to the State. 
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2. The State requires that 30% of the Administrator's annual ASO Fees be placed at 
risk annually as a financial penalty for failure to meet the administrative 
performance guarantees in accordance with Part I - Attachment B, as established 
by the State of Nebraska. All penalties will be assessed based on these pre
established guarantees against actual State-specific performance results annually, 
not the contractor's book of business. The State may at its discretion assign up 
to 50% of the total Administrator's annual ASO Fees put at risk as a financial 
penalty to any single item annually shown in Part I -Attachment B. The State will 
establish the percentage assigned to each performance guarantee prior to the 
beginning of each plan year. 

Performance guarantees categories are as follows: 

a. Implementation/Annual Open Enrollment 
b. Claims administration 
c. Customer seivice 
d. Member satisfaction 
e. Reporting 

Confirmed. Our performance guarantee exhibit has been included in Section 3 of the 
Cost Proposal binder. We are proposing an integrated Medical and PBM services 
proposal with Performance Guarantees associated with each service. Should the State 
of Nebraska not elect the PBM service portion of our proposal, our Medical performance 
guarantees amounts and metrics will not change. · 

3. The State requires that 30% of the Administrator's ASO Fees be placed at risk as a 
financial penalty for network discount guarantees provided by the contractor. The 
contractor shall provide the average medical provider discounts (based on allowed 
amounts) the contractor has under contract as the target network discount 
guarantee to be used as the basis for this financial penalty. All penalties will be 
assessed based on the State-specific annual performance results only. 

Confirmed. 

STATE OF NEBRASKA 

UnitedHeafthcare Choice Network Savings Guarantee 

The Network Savings Guarantee is effective during the incurred period 7/1/2018 through 6/30/2019 and 
applies onl'.)I to In-network claims paid within 3 months following the end of the Network Savings Guarantee 
Period. 

Commitment 

Actual Discount Range 

Less Than 33.5% 

33.5% • 34.5% 

34 .5% - 37 .0% 

Greater Than 37.0% 
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We agree to reimburse ST ATE OF NEBRASKA the applicable percentage of the standard medical fees 
(excluding optional and non-standard fees) at risk noted in the table above based on the shortfall in network 
discounts achieved and the defined range lhe result falls Into up to a maximum of 30.0% of the standard medical 
fees (excluding optional and non-standard fees}. 

The UnitedHealthcare Choice product and savings as presented in this document are available under the 
following assumptions and conditions*: 

Employees enrolled In a UnitedHealthcare Choice Network 

Target Network Savings Percentage (Illustrative) 

Risk Free Corridor 

13,378 

37.5% 

0.5% 

For the UnitedHealthcare Choice network to be accessed, a sufficient benefit differential between In 
and out 
of network benefits must exist to promote in-network usage. Whether a sufficient benefit differential 
exists 
will be measured by UnitedHealthcare with the measurement based on coinsurance differentials, 
deductible 
differentials, out of pocket maximum differentials, and combinations of the former, among others. 
Savings are defined as the sum of: (1) the difference between the covered billed charges (excluding 
ineligible 
and not ·covered charges) submitted by the network provider and the amount based on the 
negotiated rate with 
that provider. This may also include specially negotiated discounts with network providers in outlier 
claim situations. No reasonable and customary (R&C) reductions are taken when a negotiated rate 
is in place with a network provider. The calculation is performed before the application of 
copayments, deductibles, or other coinsurance. {2) savings that result from the application of claims 
payment logic that bundles claims, consistent with provisions in our provider contracts. 
We reserve the right to exclude claims billed utilizing billing software, showing billed charges 
(excluding ineligible and not covered charges} equal to the negotiated rate from this guarantee. 

We reserve the right to exclude all claims for claimants with covered charges $75,000 or greater 
during the guarantee period. 

Claims where UnltedHealthcare is the secondary payor are excluded from the Network Savings and 
Network Savings Factor determination. 

Mental Health/Substance Abuse claims are excluded. 

The table below provides the in-network savings for those markets with the largest number of employees based 
on the STATE OF NEBRASKA network match. These savings will be utilized to determine STATE OF 
NEBRASKA's final Target In-Network Savings Percentage based on actual enrollments by market. 

Market Name 

NEBRASKA 

other 

Total/Average* 

Employees 

13,200 

178 

13,378 

Employee% 

98.7% 

1.3% 

100.0% 

In
network 
Savin s 

37.4% 

43.3% 

37.5% 

Groups added by ST ATE OF NEBRASKA after the plan's effective date will be factored into this guarantee 
according to their date, size and enrollment by network. 
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A minimum of 12,000 total employees enrolled in the UnitedHealthcare plan is required for the Network Savings 
Guarantee 
to remain in effect. 

United Healthcare reserves the right to revise this quotation under the following circumstances: 
The benefits requested and/or quoted change prior to or after the effective date of this quotation. 

An award is not made within 90 days of the issuance of this quotation. 

Changes in federal, state or other applicable legislation or regulation require changes to this 
quotation. 

UHC reserves the right to adjust the discount guarantee should provider chargemaster increases 
(the rate by which provider charges increase) vary from assumed 
levels. 

"These numbers are estimated only. Final numbers will depend on actual enrollment by network. 

At the time of reconciliation, discounts will be calculated per the language set forth in this guarantee and may not 
match figures shown in other client reports produced throughout the year. 

E. PLAN DESIGN 

281 

1. Ensure this contract is issued in accordance with the specifications and 
information, including the full Summary Plan Descriptions (SPD) of each plan 
offered by the State, referenced in this contract. All deviations of your ability to 
administer the current plan designs and coverage provisions must be identified. 
The State reserves the right to modify and/or change plan designs on an annual 
basis at no additional cost to the State. 

Confirmed. 

2. Include a concise description of how this health plan covers transitional 
conditions, such as pregnancy, chemotherapy, etc., if a new member is receiving 
treatment from a non-participating provider. 

Our transition of care policy helps new members currently receiving certain medical 
treatment transition from non-network physicians or other health care professionals. 

New members may apply for transition of care if they are undergoing treatment for: 

• End-stage renal disease and dialysis 
• Non-surgical cancer therapy 
• Pregnancy 
• Symptomatic AIDS 
• Solid organ and blood/marrow transplants 
• Conditions where transition of care coverage is mandated 
• Customer-specific criteria/conditions 

Members apply for transition of care within 30 days after their effective date by calling 
customer care and completing ttle transition of care application. The care management 
team reviews the request, makes a determination within two business days, and notifies 
the member and treating physician with a letter sent within one business day of the 
decision. The approved time frame for transition of care benefits varies depending on the 
medical condition and/or treatment. 
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3. Describe its capabilities to administer Consumer-Driven Healthcare (CDH) plan 
designs: 

a. Health Savings Accounts 
b. Health Reimbursement Accounts 
c. Value-Based Plan Designs 

Consumerism is central to our business strategy. Our mission is to help members learn 
how to make the best decisions possible so they can begin to realize optimal clinical and 
economic outcomes. Because health care quality and efficiency is the concern of all 
health care consumers, regardless of plan design, we aim to drive healthy lifestyles, 
value transparency and active personal ownership of health care decisions for all of the 
members we serve. 

We have made a strategic decision to extend our telephone- and Web-based consumer 
decision support tools and provider quality designations to all members, regardless of 
product, so that they all may benefit from the information and service assets made 
possible through technology. In this way, all potential health care consumers have the 
opportunity to become informed participants in their health care decisions. 

In the short term, CDH products drive heightened awareness of health care quality and 
costs, and we see the most powerful incentives and results among our CDH population. 
The CDH model incorporates incentives for members to use network physicians and 
other health care professionals who have met our stringent credentialing and discount 
requirements. CDH plan designs themselves, with a high deductible and an employer- or 
employee-funded account, drive a stewardship of health care funds that leads consumers 
to consider the financial impact of their health care decisions. 

HEAL TH SAYINGS ACCOUNTS 

Our customers benefit from our long experience in consumer-driven health plan (CDHP) 
administration and in executing a vision for what can be accomplished through, and on 
behalf of, an activated consumer. We now serve more than 1.3 million people in Health 
Savings Account (HSA) plans. 

We are firmly committed to making health care more affordable, accessible and simpler 
for consumers and customers alike. Central to our vision, and driving our strategic 
development, is a system centered on the consumer. The depth and breadth of our 
experience in this field has led to the development of best practices for plans that deliver 
affordable health solutions while improving the member's health. The data frorn our 
CDHP membership documents cost savings sustained over at least three years to date, 
with utilization of preventive care and evidence-based care for those with chronic illness 
at or better than a traditional plan benchmark. 

Our account-based plan business is supported by OptumHealth Bank, a bank chartered 
by UnitedHealthcare in 2002 that administers more than 1.2 million accounts for 
consumers today. Led by executives from the financial services industry, and solely 
dedicated to health care, OptumHealth Bank is breaking new ground with real-time 
adjudication of claims at the doctor's office, and connected delivery system of health and 
financing for those in our account-based plans. 

WHY CHOOSE AN HSA•BASED HEALTH PLAN FROM UNITEOHEALTHCARE 

We are well positioned to serve as your single, high-deductible health plan (HDHP) and 
HSA custodian source for employees in all areas of the United States with: 

• Superior and cost-effective national networks 
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• Proven cost-savings strategies that leverage the potential of CDHP benefit 
designs without sacrificing member care and satisfaction 

• An HSA administered through our preferred .HSA custodian, OptumHealth Bank 
• Consistent customer service and consumer resources 

Our plans deliver the following core components: 

• A high-deductible plan built on the strength of our national networks, which 
provide the breadth, depth and unparalleled economic value critical to consumer 
satisfaction and cost control 

• A customer- and/or employee-funded HSA to help reimburse eligible expenses 
(e.g., deductibles, coinsurance) 

• A commitment to world-class customer service, offering health advisor teams 
trained to respond to the special needs and concerns of CDHP members with 
heightened support, Including value coaching and, where appropriate, education 
for callers on health decision factors and available decision-support resources 

• Intensive, orten customized pre-enrollment, enrollment and post-enrollment 
communications campaigns to achieve plan enrollment targets and long-term 
health and satisfaction goals 

• Personalized consumer-driven features and support, including: 
• Individualized consumer activation messaging through multiple channels 

(Web, customer care , mail); customized programs available for CDHP 
members 

• Monthly health statements incorporating personalized health messaging 
• Proactive value coaching through customer care and Web channels-we 

actively direct members to UnitedHealth Premium-designated providers, 
whose quality ratings are based on the best available measures of 
financial transparency and adherence to evidence-based care standards. 

• Personal Health Support (PHS), incorporating chronic and acute 
condition management and wellness management in a holistic, 
consumer-centered approach that incorporates variability of channel 
preferences, llfe stages and readiness for change as well as providing 
advanced customer-specific population analysis and customized 
outreach 

HSA CUST ODIAN PARTNER-0PTUMHE ALTH BAPIIK 

OptumHealth Bank, chartered by UnitedHealthcare in 2002 to serve the needs of the 
health care market, is our preferred custodian and administrator. OptumHealth Bank is 
FDIC-insured, and can handle a wide range of banking applications. Its systems are well 
tes1ed and well respected in the industry, with solid transaction and reporting experience. 

OptumHealth Bank offers convenient onllne and telephone banking options, a top 
selection of mutual fund investments, and robust consumer financing options. 

When customers choose our product, they provide convenience and advantages for their 
employees such as: 

• Choice of three HSA options- tailored towards consumer saving and spending 
patterns. 

• Single-source customer care for the medical plan and the HSA 
• Integrated enrollment and account management 

HEAL TH REIMBURSEMENT ARRANGEMENTS 

Our Health Reimbursement Arrangement (HRA) plans offer the following features and 
advantages: 
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• Flexible Expense Design: Customers can determine which IRS section 213 
medical expenses will be eligible for reimbursement. Many customers decide to 
cover a recommended schedule of preventive tests and preventive drugs at 100 
percent to improve members' health and contain costs. 

• Flexible Account Design: You decide how to handle unused funds at the end of 
the plan/policy year (rollover all, a percentage, or none). 

• Employees can participate in an HRA and a Flexible Spending Account (FSA) at 
the same time. You determine the order under which claims may be reimbursed 
from the HRA or FSA. 

Members access HRA funds automatically, with no further effort than displaying his or 
her ID card at the point of service. Network providers submit claims on the member's 
behalf, and the member will receive a health statement that explains payment. An 
explanation of benefits (EOB) will also be available online on our member Web site, 
myuhc.com. 

The member can choose to turn off this automatic rollover capability and pay claims out 
of pocket (and then submit a paper reimbursement request if desired). We outline this 
method of handling claims below. 

HRA CLAIM FUNDING PROCESS 

Administratively, we require a separate bank account for claims funding for each product 
- the medical plan, the HRA and the FSA (if applicable). The HRA claims funding 
account is established to fund the HRA portion of current claims liabilities only, and does 
not hold individually designated deposits on behalf of employees. The amount 
contributed to HRAs should be reflected as a current liability consistent with an approach 
on booking cashed or accrued liabilities. Funds are allocated at the beginning of each 
plan year, but are paid as claims are presented. 

We open and administer a demand deposit account (ODA} on behalf of the customer at 
JPMorgan Chase Bank or Bank of America - the banks we use to Issue payment of 
benefits under the plan. This account is established to support claim payments made by 
us on the customer's behalf. The cost of this banking arrangement is included as part of 
the rates/fees billed to the customer. We absorb the charges related to the usage of the 
DOA. 

Dally transfer of funds (initiated by our organization) via wire or Automated Clearing 
House (ACH) transfer are preauthorlzed and cover the amount of funds that have been 
withdrawn from the claim funding bank account during the previous working day. 

VAlUE•BASED PLAN DE.SIGNS 

Deeply rooted in our tradition of consumerism, we have piloted a comprehensive set of 
value-based plan designs that foster individual ownership of health, and provide the 
educational and coaching support needed to drive specific behavior change. 

Currently, we support several products developed in this construct, and are piloting a 
variety of others for release. Among these are: 

HEAlTH RE.WARDS 

A suite of clinical solutions created to address the increasing demand by customers to 
use incentives to motivate members to engage in healthier behaviors that help ,contain 
health care costs. Our incentive capabilities are coupled with our wellness and clinical 
programs that span the entire health care continuum. Incentives can be aligned with 
activity, compliance and outcomes, and paired with a host of reward options. Health 
Rewards packages provide the promotion, tracking, reporting and fulfillment services to 
carry out an effective clinical incentive program. Welt-designed incentives encourage 
members to take actions and make choices that improve their health. 
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DIABETES HEAL TH PLAN 

This program identifies diabetic and pre-diabetic adults through claim and biometric 
screening. Identified people receive enhanced benefit coverage for prescriptions and 
specific health services, along with diabetes health coaching and education to support 
healthy behaviors among diabetics. In exchange for continued eligibility, the plan 
requires compliance with specific preventive screenings, disease management and 
evidence-based standards of care for diabetes and pre-diabetes. 

UNITEDH EAL TH PERSONAL REWARDS 

UnitedHealth Personal Rewards provides information. motivation and financial incentives 
to encourage self-care through personalized action plans and communications. It is an 
incentive product that combines outcomes-based, activity-based and compliance-based 
health action incentives with personalized scorecards, Web tools and communications. 
Personal Rewards encourages members to become more responsible for their health 
care actions by raising member awareness of their health status and helping them make 
better health care decisions. Members receive targeted Information that helps them 
improve behaviors to achieve better outcomes and reduce their medical costs. 

F. COST INFORMATION 

285 

1. Indicate the fees on a Per Employee Per Month (PEPM) basis for an Administrative 
Services Only (ASO) arrangement to administer the current plan designs for the 
State of Nebraska as per the Excel Workbook tab included in Part I - Attachment A 
- Cost Proposal labeled ASO Fees. Any ancillary service relating to the · 
administration of the health plan not speclflcally identified is assumed to be 
included in the ASO fee. 

Confirmed. UnltedHealthcare is proposing an integrated Medical and PBM proposal for 
your consideration. Should the PBM services not be selected, there Is no change to our 
Medical proposal and the costs associated. We are not electing to provide a stand-alone 
PBM proposal. 

2. Indicate the fees that will apply to process Run-out claims if the contract were 
terminated for the State plans as per the Excel Workbook tab included in Part I • 
Attachment A - Cost Proposal labeled ASO Run-out Fees. The contractor should 
assume a run-out period of 12 months. 

Confirmed. 

3. Contractor shall be forwarded funds for payment of outstanding claims within 
three (3) business days of State receipt of evidence of contractor's payment for 
said claims clearing contractor's account. Contractor shall not have access to 
State accounts for payment of claims. 

Confirmed. We wish to also include information on our Shared Savings program for non
network services. There is no fee associated with this program and we feel with 
UnitedHealthcare's siz.e and network breadth, there is value to the State of Nebraska to 
include this program to garner savings we would be able to garner on your behalf. 
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The facility and physician Shared Savings Program (SSP) enhances our traditional 
participating network discounts by reducing out-of-network spend while protecting 
members from being balance-billed. It covers specific non-participating networks of 
providers and facilities (e.g., "wrap networts"), administered by contracted vendors, that 
enable our members to receive discounts that cannot be balance-billed. In offering this 
program, we have aligned with MultiPlan, First Health Group, Viant and other non-logo 
networks, which have thousands of facilities and almost half a million physicians and 
other health care professlonals contracted nationally. SSP may also apply to non
participating claims, including radiology, anesthesiology, pathology and laboratory 
services (RAPL), regardless of the member's benefit level. 

Shared Savings discounts can apply to EPO plans for claims that are considered an 
eligible benefit (e.g., urgent or emergency claims; radiology, anesthesiology, pathology 
and/or laboratory services performed In conjunction with an in-network inpatient stay or 
medical visit) . 

Our fee negotiation service applies when we receive a non-network claim for payment 
and no wrap network discounts are available. In those cases, the vendor contacts the 
service provider and attempts to negotiate a fee reduction. Once the agreed-upon fee 
has been determined, the vendor confirms the agreement in writing with the provider, 
thereby eliminating the possibility of balance-billing members. 

Sliared Savings 30% - 35% average savings from billed charges 

45% - 50% of non-network claims get discounted 

ADVANTAGES TO EMPLOYERS 

• Billed an administrative fee equal to 35 percent of the savings realized 
(Discounts range from 15 percent to 50 percent) 

• Automatically keep 65 percent of the savings as claims are paid 
• No access fee unless savings are generated 
• Discounts are automatically applied when a claim is processed and are noted on 

the member's explanation of benefits (EOB), eliminating any need for employer 
intervention 

• Plan changes are not required 

ADVANTAGES TO MEMBERS 

• Reduced coinsurance dollars for their discounted fees 
• Facilities. physicians and other health care professionals participating in the SSP 

vendor's networt, or who have agreed to a negotiated rate, are prohibited from 
balance billing members when their contractual discount is taken* 

• Easy, electronic access to the SSP vendor directory is available to the member 
through myuhc.com 

• Easy-to-read billing identifies when an SSP provider was accessed or a discount 
was negotiated that resulted in cost savings 

• Special claim forms are not required when a member accesses the SSP 
physician or other health care professional 

(*) There may be situations in which the SSP providers are not paid per the SSP, but are 
instead paid like other non-network providers. In such cases, the member's out-of-pocket 
cost will be the same as if discounts were not available through the SSP. 
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4. For the self-insured prans requested, contractor agrees that the claim amount paid 
will be the negotiated amount. In other words, the State will pay actual negotiated 
amount; none of the savings will be retained by contractor's organization or 
shared with any other organization. 

Confirmed. 

5. Contractor shall disclose in the Cost Proposal any other costs associated with the 
administration services provided, whether paid directly or indirectly by the State. 

Confirmed. 

G. REPORTING 

287 

1. Attach sample management and utilization report(s) that would be prepared for the 
State. 

We have referenced our Sample Reporting Package as Attachment Din Appendix E of 
the Technical Proposal binder. However, we consider this sample to be Proprietary and 
Confidential, therefore it has been provided in the Proprietary and Confidential binder as 
Attachment A. 

We recognize the importance of accessible, comprehensive information for managing 
your benefit plan, and that's why we draw on the extensive database, software and 
analytic resources of our organization to provide quick, easy and secure access to 
information and expert analysis through Employer eServlces Customer Reporting. 

Our online reporting system is available 24 hours a day, seven days a week with data 
updated on the 10th business day of each month. The State can designate a client 
master administrator (CMA), who will sign on to the Employer eServices system and 
grant access privileges to staff members, including consultants, to provide deslgnees with 
the reporting information they need. 

EXPANDEO~LEVEL REPORTS 

FINANCIAL PROGRAM AREA 

• Claim Expenses by Size of Payment profiles the distribution of claim payments 
based on the total claim payments paid to each claimant. It uses pre-set dollar 
ranges to group the experience into meaningful buckets and displays a count and 
a percent distribution of claimants and claim payments. This report is useful for 
determining the number of claimants with large losses. as well as the claim 
payments above a variety of threshold levels. 

• Claim Lag Study displays payments and shows their relationship between 
service months and the book months. It includes medical and managed 
pharmacy and is used to identify the lag between the incurred services and the 
date of the claim processing. This information is used for estimating future 
claims for the period and to set reserves. 

• Detail Payment1 provides information for each member for whom payments were 
made for the reporting period. Types of information included in this report 
include claimant Identifiers, such as employee Social Security number (SSN), 
claimant first name and their relationship to the employee. Characteristics of the 
payment are included as well, such as benefit type, check number, service date 
and payment amount. Selected aggregate payments are also listed, such as 
prepayment (capitation) or assessment amounts associated with the New York 
HealthCare Reform Act (NYHCRA). Aggregate payments will not have an SSN 
associated with the payment. 
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• Financial Managed Ad Hoc contains a set of attributes from which you can select 
to build your own financial report. The results examine only the total payment 
amount, which is properly apportioned to each value of the attributes you include 
in the report. 

• Large Loss Claim Payments2 is based on the results of the Claim Expanse by 
Size of Payment report. It provides a detailed profile of activity of each claimant 
above a chosen threshold level. Information contained in this report will directly 
identify claimants, but does not include any diagnosis or prognosis infonnation. 

• Payments by Benefit Type provides information on the distribution of total 
payments for the reporting period based on the type of benefit received. All 
types of payments are Included in the body of this report so that It provides a 
comprehensive profile of the results of all financial transactions. In addition, the 
payments are segregated based on employee versus dependent status to 
provide another perspective on the nature of the payments. 

• Payments by Month is designed to provide a monthly perspective on claim 
expenses. Claim payments are calculated based on the month they are booked 
to financial accounting systems and are divided into several buckets to provide 
further clarity on any variations in results over time. Prepayment (capitation) and 
managed pharmacy expenses are segregated from all other claim payments in 
separate columns. 

MANAGED P HARMACY P ROGRAM AR~A 

• Managed Pharmacy Plan Performance tracks the use of generic, preferred brand 
and non-preferred brand-name drugs filled by distribution channel (either retail 
pharmacies or mall order) for customers for whom we provide pharmacy benefit 
management. Utilization measures include counts of claimants and prescriptions 
for each tier. Cost information is focused on reductions such as discounts and 
employee cost sharing to calculate total cost. per-prescription costs and per
member-per-month (PMPM) costs paid by the plan sponsor. 

• Managed Pharmacy Cost and Utilization by Month outlines pharmaceutical 
utilization month by month by detailing the total number of generic and brand
name drug prescriptions filled by both retail pharmacies and mail order. The 
report also breaks down the overall net paid per month, per prescription and per 
individual. The membership utilization and cost information Is useful in 
monitoring trends within the current reporting period. 

• Managed Pharmacy Critical Indicators includes a variety of measures to gauge 
the effectiveness of your managed pharmacy program. Highlighting your 
experience within retail, mail-order and overall programs, it Is designed to provide 
trending information period to period for the purpose of tracking changes in 
pattems over time. Trend information will assist in monitoring changes in 
utilization that may be influenced by benefit design and changes in the 
pharmaceutical industry/prescribing patterns. Measures Include prescription 
volumes and costs per individual, mix of single source, multi-source and generic 
drugs prescribed, and generic substitution rates. 

• Key Generic Substitution Indicators by Month details generic substitution rates 
and is useful for tracking potential cost savings on a monthly basis. In addition to 
providing the overall generic substitution rate, the report isolates the percentage 
of single-source and multi-source drugs dispensed. Single-source drugs do not 
allow physicians or members to elect a generic substitution since they are 
available only as a brand-name drug. As multi-source drugs may be filled using 
either a generic or brand-name drug, the report further breaks down whether a 
brand-name drug was elected by either the physician, member or mandated by 
state law. 
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• Managed Pharmacy Utilization by Gender and Age details demographic 
characteristics of claimants relative to cost and utilization. Jt allows for a closer 
look at the impact made by population characteristics on managed pharmacy 
utilization. 

• Top Drug Utilization profiles pharmaceutical utilization by drug name ranked by 
volume of prescriptions. Each distinct drug is displayed alongside its associated 
utilization and cost information. Key measures for each drug include numbers of 
claimants and prescriptions, unit cost measures and net paid totals. This 
information is used to determine the most frequent drugs prescribed alongside 
their respective per-prescription and per-day costs. 

• Top Therapeutic Class Utilization identifies drugs by therapeutic classes most 
frequently consumed based on the volume of prescriptions dispensed. In 
addition to providing utilization volumes, the report also provides the ratio of 
generic to brand-name drugs utilized and the generic substitution rate 
experienced for each class of drugs profiled. 

• Managed Pharmacy Ad Hoc contains a set of attributes and metrics from which 
you can select to build your own managed pharmacy report. 

MEDICAL MANAGEMENT PROGRAM AREA 

• Costs and Utilization by Procedure displays a comparison of the volume and 
professional costs of surgical procedures by procedure chapter between two 
service periods. This high-level report on surgical experience provides an overall 
perspective on patterns and trends for this component of health care utilization. 

• Utilization by Diagnosis report displays a comparison of claim volume and 
utilization by diagnosis chapters between two time periods. This high-level report 
Includes inpatient and outpatient claims. 

• Inpatient Utilization by Diagnosis displays a comparison of utilization and costs 
by diagnosis chapters for inpatient place of service between two service periods. 

• Outpatient Utilization by Diagnosis displays a comparison of claim volume and 
utilization by diagnosis chapters for outpatient place of service between two 
service periods. Since the treatment of different diagnoses varies substantially 
by setting, this report provides a high-tevel view of utilization in an outpatient 
setting. Patterns and trends over two periods of time can be identified. 

NETWORK PERFORMAt-.lCE PROGRAM AREA 

• Network Utilization compares current and prior period charges, discounts and 
paid dollars by network benefit level and the participation status of the physicians 
and other health care professionals. 

• Top Hospitals Ranked by Total Net Paid displays Inpatient and outpatient 
utilization, charges and paid dollars by hospital ranked by total paid dollars. The 
claims are aggregated by physician and other health care professional 
identification numbers (MPIN) and identified by the hospital name, city and state. 
The hospitals are ranked by the highest total net paid for both inpatient and 
outpatient care. The user selects the number of hospitals to be displayed on the 
report. 

• Top Physicians Ranked by Total Net Paid displays utilization, charges and paid 
dollars for the top ranked participating and non-participating physicians. The 
physicians are ranked by the highest total net paid. The user selects the number 
of physicians to be displayed on the report. 
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PLAN PERFORMANCE PROGRAM AREA 

• Claim Experience provides trend information on a variety of health care cost and 
utilization statistics to enable you to monitor changes in plan performance over 
time. Costs are examined by health care cost category, as well as by the 
highest-cost diagnostic groupings. Costs are displayed as totals, as well as per
member-per-month (PMPM) statistics along with a year-to-year percent change 
comparison. Utilization information includes the number of admissions, days 
confined, outpatient facility services, physician visits and allied health visits. This 
information is provided in total, as well as in rates per thousand. Unit costs are 
also displayed for each of these types of utilization. 

• Healthcare Cost Management Summary provides information on the dollar 
impact of network management and plan provisions through the display of all 
submitted charges, covered amounts, discounts, cost-sharing amounts and net 
paid amounts for health care expenses. Net paid dollars are the only dollar 
amounts available for managed pharmacy and prepayment (capitation) 
expenses. 

• Cost and Utilization Summary provides a summary overview of your medical 
costs and utilization trends, on a period-to-period comparative basis, for up to 36 
months of historical data. This equates to up to a maximum of 18 months of 
current data, compared to a maximum of 18 months of previous data. Filter 
options available for this report include: group number, two customer-specific 
identifiers, employment status, funding arrangement category, market hierarchy, 
Medicare status and product hierarchy. . 

• Inpatient Utilization and Costs by Admission Type displays utilization statistics, 
charges and paid dollars for inpatient care by type of admission. Event utilization 
and expense facts are summed by admission type summary for medical, 
surgical, mental health and substance abuse (MH/SA) and non-acute care 
admissions and by more detailed categories for maternity and newborn 
admissions. 

• Member Cost Sharing Detail (Confidential or Non-confidential) displays member 
out-of-pocket, deductible and copayment amounts for both network and non
network claims. Two versions of the report are available: 
• A confidential version that includes member-specific information and is 

restricted to users with security access to confidential information 
• A non-confidential version that excludes member identifiers 

• Bill Count by Month provides a count of the number of unique bills for a service 
(or set of services) within the specified time period. If the identification code for a 
service (or set of services) existed within the six months prior to the process 
month, it will not be included in this report in order to avoid duplicate counts. 

• Distribution of Discounts shows savings achieved through contracted 
arrangements, special negotiated discounts, Shared Savings Program, prompt 
payment discounts, customer-specific discounts and other discounts. Data is 
split by health care cost category (physician, allied health, facility inpatient, facility 
outpatient and pharmacy}, which assists in the evaluation of plan and network 
performance. 

1 Distribution of Ineligible Charges shows dollars saved through plan provisions 
and health care cost management programs, including duplicate bills, benchmark 
charges, benefit limits, pre-existing conditions, abuse and fraud, medical claim 
review and other ineligible charges. Data is split by health care cost category 
{physician, allied health, facility inpatient, facility outpatient and pharmacy). This 
information assists in evaluating the performance of the benefit plan, as well as 
the effectiveness of the cost-containment programs. 
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• Distribution of Other Savings shows other savings to the plan resulting from COB 
with Medicare, COB with commercial plans, physicians and other health care 
professionals' sanctions, withholding, pay reductions, and all other savings split 
by health care cost category. 

• Utilization and Costs by Provider Type displays utilization and cost by place of 
service and physician and other health care professional type. Claims are 
summed by inpatient or outpatient location and basic types of physicians and 
other health care providers, such as facility, allied health professionals and 
physicians by type of physician, e.g., primary care, OB/GYN and specialist. 

• Utilization by Age Group displays the distribution of claimants, charges and paid 
dollars by claimant age range. In addition to providing a high-level view of health 
care utilization by age range, this report can be used in tandem with other fields 
to provide information on the relationship between age and specific types of 
utilization. 

• Medical Dollar Ad Hoc -contains a set of attributes and metrics from which you 
can select to build your own report to examine medical costs. 

• Medical Utilization Ad Hoc contains a set of attributes and metrics from which 
you can select to build you own report to examine the use of medical benefits. 

MEMBERSHIP PROGRAM AREA 

• Membership Report by Month displays the distribution of plan members by 
month. Membership is broken down by coverage tier. The number of positively 
enrolled dependents is shown, and for non-positive enrollment, the dependent 
counts are based on user options of estimated or actual. Estimated counts are 
based on employee information, while actual counts reflect the number of 
dependents who have submitted claims. 

• Membership Report by Market displays the distribution of employees and 
dependents by market. Membership is broken down by coverage tier. The 
number of positively enrolled dependents is shown and for non-positive 
enrollment, the dependent counts are based on user options of estimated or 
actual. Estimated counts are based on employee information, while actual 
counts reflect the number of dependents who have submitted claims. 

• Membership Report with Demographic and Geographic Factors displays the 
distribution of employees and dependents by gender and age range. 
Membership is broken down by coverage tier. The number of positively enrolled 
dependents is shown and for non-positive enrollment, the dependent counts are 
based on user options of estimated or actual. Estimated counts are based on 
employee information, while actual counts reflect the number of dependents who 
have submitted claims. The geographic and demographic adjustment factors are 
calculated and displayed for only positively enrolled, non-Medicare members 
included in the report selection criteria. 

• Membership Managed Ad Hoc contains a set of attributes and metrics from 
which you can select to build your own membership report. 

PLAN PERFORMANCE PACKAGE - HARD-COPY REPORT 

The Plan Performance Package report is a graphical, standardized, hard-copy report that 
is customized to meet your needs. This report is available on an annual basis. 

The Plan Performance Package report is designed to address the types of questions 
many benefit managers have about their plan: 

• How did our plan perform financially? 
• What patterns of illness affected the plan's performance? 
• How did the demographic characteristics of the group affect performance? 
• How did the benefit design impact the plan performance? 
• How did UnitedHealthcare influence plan performance? 
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Each page of the Plan Performance Package report looks at a different aspect of the 
claim data that illuminates a spectrum of underlying trends. Typically, these measures 
include a comparison of current year data to the prior year, as well as a comparison to 
the norm. 

As we review the data and prepare the Plan Performance Package report, we drill down 
on those areas of the data that raise the most pressing questions and include our findings 
in the report. Along the way, we point out how our programs have helped keep costs 
under control and promote a healthy population. The finalized Plan Performance 
Package report reflects our summary of the major themes for the study period, along with 
suggestions for program and plan changes that may improve results. 

The Executive Affordability Scorecard provides key cost and utilization indicators that 
enable employers to make informed plan decisions that drive quality and affordability. 
The report tracks demographics, cost sharing, high-cost claimants, cost savings, 
utilization and managed pharmacy, if provided through our organization. Reports are 
released based on your renewal date and are available in your automated reports folder 
on Employ,er eServices. 

The Executive Affordability Scorecard is updated monthly and provides a rolling total. 
Year-end reports are released 90 days after the end of the year and include two months 
of run-out. 

[1] The Detail Payment report is an optional report available for self-funded plans. 
Customers concerned with access to individuals' specific claim information and 
governing HIPAA guidelines may elect to exclude this report from their standard 
package or replace it with a non-confidential version that suppresses claimant 
identity. 

[2] The Large Loss Claim Payment report is generated in the self-funded customer 
reporting package when one or more claimants present paid claim amounts for the 
reporting period in excess of a chosen threshold. This report does not reflect 
customer-specific stop loss contract provisions and is not intended to support 
either UnitedHealthcare or external stop loss programs. 

[3] Managed Pharmacy reports are only available for customers with managed 
pharmacy benefits provided through our organization. 

Items 2 through 11 are minimum reporting requirements for the State: 

2. Daily Reporting 

The State requires a daily reporting of claims paid in a format acceptable to meet 
State requirements for vendor reimbursement. The following are required data 
fields for daily reporting and should not include Personal Health Information (PHI): 

a. Policy/Group/Plan Number 
b. Claim Number 
c. Payee 
d. Provider Name 
e. Claim Expense Incurred Date 
f. Claim Payment Date 
g. Claim Process Date 
h. Claim Billed Amount 
i. Claim Allowed Amount 
j. Claim Paid Amount 
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Confirmed. The State can view individual claims via Employer eServices with data 
updated each night. All data fields are available to view, except for the Policy/Group/Plan 
Number, which Is selected upon login. 

If the claim query functionality Is turned on, PHI will be visible in the claim data viewed. 
However, the State's Employer eServices master administrator on your staff will have the 
ability to delegate access to this feature to members of your team with a "need to know" 
and place strong limits and oversight around access to the information. 

3. Monthly reporting containing the following information: 

a. Paid claims; 
b. Administrative/Network Fees (if applicable); 
c. lndivldual claims> 50% pooling/stop loss levels; 
d. Monthly enrollment counts; 
e. Reconciliation of claim drafts to paid claims; 
f. ASO reconciliation of monthly PEPM Administrative Fees. 

Confirmed. All of the above-listed information can be found in the following reports: 
• Payments By Month 
• Health Care Cost Management Summary Report 
• Large Loss Claim Payments 
• Membership By Month 

4. Annual Reports 

a. General claim utilization reports by major line of coverage identifying: 

i. Claims submitted; 
ii. Claims eligible; 
iii. Deductible and coinsurance application; 
iv. Payment reductions due to network negotiated rates; 
v. Reasonabte and Customary cutbacks and savings; 
vi. COB savings; 
vii. Ineligible expanses; 
viii. Net benefits paid by major line of coverage. 

Confirmed. All of the information listed above Is provided in the Health Care Cost 
Management Summary. 

5. Consultative Reports 

a. Reports that analyze utilization of healthcare services of plan members: 

i. Identifies opportunities for plan design or care management 
interventions, as described In number 16. of Part I. X. PLAN 
REQUIREMENTS. 

Confirmed. 

When you're looking for better results, better discounts are only part of the formula. You 
need a health plan that provides better information to help your employees make better 
health decisions. Better information for you and your employees-arrived at through the 
right information, proven analysis methods and recommendations that are closely tailored 
to your population-is necessary to bend the cost curve and to deliver the results you 
want. Your local Account Vice President and Strategic Account Executive will lead the 
UnitedHealthcare team of data analysts. clinical experts and solution engineers to 
analyze your results, target opportunities and present opportunities. 
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The Information derived from our affordability tools and the corresponding solutions 
achieve consistently strong results across a diverse customer base because we have the 
experience and discipline to: 

• Identify exactly what drives costs today and what it will take to impact them 
tomorrow 

• Understand how each individual consumes and manages health care benefits 

• Thoughtfully select and calibrate programs to meet specific business and 
employee health benefits requirements 

Better decisions don't just happen. We have developed two proprietary tools to assist 
customers in optimizing their health care investment. 

Focuses on your specific plan offerings and 
Identifies opportunities to improve plan financial 
return by introducing the right affordability solutions 

Focuses on how your employees make decisions, 
identifies areas within benefit programs that may 
not be used optimally by members and 
recommends solutions 

These aren't just tool~- They are resources that have been proven to work for our 
customers. 

Better results do not start cind end with the number of progran1s. but rather. the 
number of right programs. The Affordability Solutions Index 

guides y0tJ to the right programs . 

If you have invested in affordability programs, we want to ensure they are working 
effectively for you and your employee population. Our Affordability Solutions Index (ASI) 
tiers each UnitedHealthcare customer based on their medical cost performance and the 
degree to which tailored affordability solutions have been adopted. 

Generally, the larger the number of affordability programs comprising a customer's health 
care plan, the greater the ability to control medical costs. However, there is more to 
achieving better results than simply piling on new programs. We find the right programs 
based on a thorough analysis of your data. That may mean removing programs that no 
longer are producing results or no longer fit the make up of an employee population. 

The ASI measures two variables-financial performance and affordability program 
adoption-to generate a composite score that is compared to the UnitedHealthcare 
National Accounts book of business and to other firms in a customer's industry. The tool 
helps us understand the variations in otherwise similar customers and creates a basis for 
action and a baseline to measure improvement over time. 
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THE PROCE.SS IS SIMPLE: 

High Affordability Solutions Index 

Ill 

Understand 
Drivers of Cost 

Control 

Leverage 
Favorable Results 

* Understand 
Variance: Monitor 

Medlcal Cost 
Progress 

II 

Low -- Affordability Adoption Index -- High 

C ustornors 111 the lower left tiavP. ,; rnlat1vely 

low levnl of ta11oreci Holut1011s .ma face gre,Her 

r.llallen~ies rrnpacllrog he<1ltll care costs 

We take your data-This is done 
as soon as the plan has 
accumulated sufficient and 
credible claim data, typically one 
year from the plan's effective 
date. 

We update and analyze-The 
ASI is updated several times 
throughout the year and is 
reviewed periodically by our 
analytics team to Identify 
customers who would benefit 
from additional engagement. 

We share our findings-Your 
account management team 
(AMT} provides an annual 
analysis of your claim experience, 
focusing on cost and trend drivers 
and data-driven plan 
recommendations. 

We take action-An extended 
team of experts throughout our 
company can then help your AMT 
act on recommendations to meet 
your plan's goals. 

The Results: Tailored strategies for optimal adoption of your affordability programs. Our 
analysis identlfles where you currently fall on the Affordability grid, and your AMT will help 
you develop a best-fit solution of products and services necessary to increase savings, 
improve outcomes and maximize your return on investment. 

Even if you have the right programs, how do you know that employees are using them to 
make good health decisions? 
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The Consumer Activation Index (CAI) 
enables us to learn how individuals make 
choices and to help them make better 
ones. The CAI stratifies member 
populations by health risk, lifestyle risk, 
demographics and disease state and then 
analyzes consumer behavior on 55 
decision points encompassing financial, 
care setting and the use of health care 
and wellness information, resources and 
services. By breaking dawn an aggregate 
population into smaller groups with similar 
demographic, socio-economic and health 
care engagement levels, we can better 
understand how health benefits are used, 
identify areas of the plan that may not be 
optimally used and develop strategies that 
can promote positive behavior change. 
The CAI gives us invaluable insights into 
past performance and helps us address 
the underlying decisions. 

Fact: By using our Consumer 
Activation Index to evaluate 
actual member decisions 
against evidence-based 
medicine guidelines. and using 
our Affordability Solutions Index 
to improve finance and resource 
utilization. we saved a pilol 
group of financial services 
customers $942 mill ion over 
three years . 
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For example, if your results show that your employees did not comply with 
mammography screenings; your AMT would work with you to develop a targeted 
communications program. 

Once consumers modify their behavior and learn to make the best decisions possible, 
their lives Improve-and so does your balance sheet. The CAI gives us invaluable 
insights Into past performance and helps us address the underlying decisions. Armed 
with these CAI insights, we help customers address problems by creating programs with 
greater member relevance-so our customers can focus their dollars where they will 
produce the greatest result. 

Our research shows that employees make sub-optimal decisions about their health 42 
percent of the time. We see that not as a problem, but as an opportunity. By using these 
tools, we will conduct a thorough and ongoing analysis of your plan's performance, 
assessing employee adoption of programs and utilization by population segment. 
Working with you and your employees, we will define specific behavioral goals for each 
population segment, outline desired results and develop engagement strategies based on 
life stages and change readiness-strategies that work. Our fully integrated solutions will 
continually evolve with your changing business needs. 

6. Claim utilization report will show separate experience for: 

a. Members 
b. Dependents 
c. COBRA Participants 
d. Retirees 

Confirmed. You may split out your active members and dependents, COBRA and pre
Medicare-eliglble retiree populations by suffix when using the Interactive tools within your 
reporting package. 

If the State has set up their plan structure to separate groups that may be identified, 
reports will display those splits. 

7. Employee contested claims separated by denial reason. 

Confirmed. We provide quarterly Customer Complaints and Appeals Reports. Reports 
show the following metrics: 

• Total number of complaints and appeals 
• Complaints and appeals by type (access/availability, administration, benefit, 

billing/financial or service/attitude) 
• Complaints and appeals summary, including numbers (including appeals or 

complaints per 1,000 enrollees), types (pre-service or post-service), level (first or 
second), outcome (overturned, upheld or withdrawn) and dollar value of 
overturned appeals 

8. Claim lag report. 

Confirmed. 

9. Network savings reports for each network offered. 

Confirmed. 

10. Most utilized hospitals and physicians reports. 

Confirmed. 
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11. A year-end financial accounting for the program within 90 days of the contract 
anniversary date. 

Confirmed. 

12. Ad Hoc Reporting Capability- both online and paper formats. 

Confirmed. 

13. Describe how your reporting capabilities (other than the ones required in points 2· 
11 immediately above) would provide value to the State. 

Our Internet employer solution, Employer eServices, is a gateway to a variety of 
electronic tools. Depending on your benefit plan, online services can include electronic 
benefit administration and billing solutions, customer reporting solutions, claim status and 
network information as well as a library of communication tools. 

Reporting functions allow the State's personnel to access paid claim and utilization data 
for use in identifying specific trends and analyzing your health care experience. 

Expanded-level access provides the greatest nexibility in report layouts, permits focused 
drills to identify cause and effect, and offers a wide variety of report templates to facilitate 
utilization analysis. 

Because of the way most clinical systems operate, plan sponsors often don't understand 
the overall health status of their covered population until after medical claims are filed. In 
order to avoid wasted effort or costly mistakes, it's critical that the State have a thorough 
understanding of the subscriber population before deploying health solutions. That's 
where UnitedHea\thcare can help. We can shift your decision making from reactive to 
proactive. 

Our proprietary data analysis tools, such as the Consumer Activation lndex {CAI) 
synthesize medical information from multiple sources such as claims, lab results and life
stage analysis. Together, these data move beyond an average snapshot of your 
population; they identify specific subsets of decision-improvement opportunity based on 
benefit features, location. demographics and more than 55 evidence-based decisions. 

We can identify at-risk members and intervene before they make significant health 
decisions or experience costly events. 

The CAI identifies areas wlthin the State's benefit programs that may not be optimally 
utilized by members. This gives us a clear target as we partner with you to develop 
custom solutions. We can also draw upon the normative claims and clinical analytics of 
our sister company, Optumlnsight, which operates the world's largest health data 
warehouse. 

These powerful analytic tools let us craft a better mix of products and programs that may 
drive cost savings and improved outcomes for the State. 

Once programs are deployed, it is also critical for you to be able to measure the results. 
Did the programs have the desired impact? Were the communication plans effective? 
How do the results compare with other companies in your industry? Our vast data and 
analytic resources allow us to offer comprehensive reporting packages, plus annual 
reviews highlighting trends in experience and suggested opportunities for future cost 
savings by illustrating key cost and utilization metrics for medical plans, managed 
pharmacy and clinical programs. Rigor and discipline in monitoring our performance is 
vital to driving results for you. 
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CLINICAL REPORTS FOR THE STATE 

Through the eSync Platform, we Integrate and synchronize vast and complex data 
streams, including external claims, lab and pharmacy feeds, member-entered health 
assessment results and other Information. 

The benefit of our integrated eSync Platform for members is tailored and timely programs 
designed to help them reach their preferred health and well-being goals. 

The benefit for customers is Integrated population health management program 
information and results, including reduced health risks and lower overall health costs. 
Comprehensive reporting on these trends and results is provided both quarterly and 
annually. 

CLINICAL EXECUTIVE SUMMARY REPORT 

The Clinical Executive Summary Report (CESR) displays program activity Information for 
the most current quarter and year-to-date. It includes general information about a 
customer's membership, health status and engagement in clinical programs. Referrals 
are detailed by referring program and compared to normative data. Opportunities for 
improving outcomes are detailed by category. 

Exhibits within the quarterly CESR include: 

• Population Profile: Includes the health status and demographic make-up of the 
population 

• Overall Engagement: Provides information regarding engagement in the 
programs as well as the referral sources into those programs. 

• Value Delivered: Provides a summary of the types of opportunities identified and 
the progression of the members through the process of closing those 
opportunities. 

• Population Funnel: Shows continuum of member engagement 
• Executive Summary: Summary of overall information 

CLINICAL ACTIVITY REPOIU AND CLINICAL OUTCOMES ANO VALUE REPORT 

We also offer a comprehensive reporting package that is comprised of two main reports. 
Each is described below: 

The Clinical Activity Report (CAR) is a comprehensive report package that depicts the 
entire scope of clinical management programs' outreach and engagement results. The 
CAR allows us to demonstrate, for each component of each customer's population health 
management program, the following results : 

• Program participation (from identlned to active engagement status) 
• Program outreach (including health education, network steerage, progress 

verification, etc) 
• Program goals met (changes in member behavior) 
• Opportunities presented in the results where we can offer strategic solutions to 

further mitigate cost and improve member health. 

The CAR is usually available usually 60 days after the close of the performance period 
assuming that we receive required external data within the agreed-upon tlmeframes. 

CLINICAL OUTCOMES ANO VALUE REPORT 

The Clinical Outcomes and Value Report (COVR) is a comprehensive reporting package, 
typically delivered annually, that Integrates the entire scope of population services and 
results for each customer. 
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The COVR, built on 12 rolling months of data with a three-month claims lag, combines 
medical, pharmacy and behavioral health utilization and cost data with clinical program 
engagement results (member touchpoints, outreach, etc.) to analyze and report the 
following: 

• Impact of clinical programs on overall trend 
• Impact of clinical programs within specific population segments and/or within 

specific condition support programs 
• Improvements in the overall population risk profile 
• Opportunities presented in the results where we can offer strategic solutions to 

further mitigate health risks and lower costs. 

In addition to reporting on program results, the COVR presents customers with the 
following analysis: 

• Trend comparison across consistent time periods 
• Benchmarks for comparing results 
• Preventive versus chronic spending and impacts on comorbidity 
• Savings and ROI based on program implemented 

The COVR provides transparency into analytical methods and calculations. Graphical 
depictions also help illuminate analyses underpinning recommendations for continuous 
improvement in each COVR report. 

BEHAVIORAL HEAL TH OUTCOMES REPORTS 

These reports help customers better understand the extent to which member concerns 
are affecting their personal and professional lives and monitor the impact our clinical 
interventions are having on members. 

• Clinical Outcomes. Measured by comparing baseline Global Distress and 
Workplace Impairment (both absenteeism and presenteeism) scores against 
follow-up assessment scores. Adult and Youth results for both Global Distress 
and Workplace Impairment are reported separately. 

• Health Outcomes. Shows member self-reported changes {separated by those 
who have medical conditions and those who do not) in health. This section of the 
report compares the percent of members who reported "good to excellent health" 
and the percent who reported three or fewer medical visits at baseline against 
those who reported the same (or the absence of) at follow-up. 

14. Any reports should be delivered through an encrypted, secure email system. 

Confirmed. You fully control access to the information available via our employer 
website, Employer eServices. To help you limit access to those with a justified need, 
Employer eServices offers a multi-tiered identification and password protocol, which 
allows for security controls at the user level. Benefit managers can only view records for 
their own group's employees and individual access within a company can be customized 
to protect employee confidentiality. 

The primary contact we have on record within your organization becomes your client 
master administrator (CMA) for the portal. The CMA has security control over who within 
your organization has access to the application, down to the specific features level. For 
example, one designated user may be given access to eligibility and billing information, 
while another user may be given access only to billing functions. 
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PROTECTED HEALTH INFOMMATION - SELF-FUNDED 

Claim information on Employer eServices contains protected health information (PHI) as 
defined by HIPAA Privacy Rules. To be able to provide PHI as part of the installation 
process, we ask you to sign an administrative services agreement or a business 
associate agreement. The agreement indicates that your plan documents include 
specific provisions to restrict the use or disclosure of individually identifiable health 
information, and to ensure adequate procedural safeguards and accounting mechanisms 
for such uses or disclosures. 

You must also agree that, prior to furnishing us with any PHI: you will obtain any consent 
or authorization that may be required by the HIPAA Privacy regulation (or applicable 
federal or state laws and regulations). Claim and reporting data beyond what is available 
In our standard statistical reports may require consent for release from the member 
and/or a hold harmless agreement. 

SECURITY 

Keeping your employee benefits Information confidential and secure is our top priority. 
We use advanced, SSL 128-bit encryption technology to protect information while it is in 
transit. Employer eServfces data encryption Is certified by VeriSign Inc .. the leading 
provider of Internet trust services. Security can also be maintained at your facility by 
limiting access to Employer eServices to users who have been registered and 
authenticated for secure Internet access. 

H. DATA ANAL YTIC'S TOOL 

301 

1. State acceSB to develop and run ad hoc reports on each of the plan options offered 
by the State; 

Confirmed. 

2. Ability to import medical, pharmacy, wellneBB, and other third party health data; 

We have significant experience integrating with external vendors and have established 
interfaces and protocols with other vendors. Our information systems inform nurses 
when an external program is available to a member. Case-specific data and member 
referrals are exchanged via phone, secure email, or fax. 

This sharing of Information allows external vendors to refer members to care 
management programs and for care management to refer members according to 
established criteria to vendors that a customer has chosen for complementary services. 

INTEGRATIVE DATA TECHNOLOGY: ESYI\IC PLATFORM 

Our care management model is uniquely positioned by virtue of our eSync Platform. 
eSync employs a technologically advanced solution and logic set to promote a healthier 
culture and long-term health care value for all member populations, from the most healthy 
to those at the greatest risk. This robust platform allows us to synchronize wellness, 
behavioral and clinical programs across the spectrum of care. 

Rather than simply integrating multiple programs into a single view on a nurse's computer 
screen, eSync delivers an optimized and concerted set of features, synchronizing 
massive, complex data streams with value-based opportunities for proactive actions, and 
accounting for consumer science-intelligence about the specific member's stage of life, 
readiness to make changes and any other life and health-impacting situation. 

More specifically, eSync drives the following: 
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• Total population monitoring and holistic member view. Constant monitoring and 
synchronization of population data to build a holistic view of each member using 
a combination of pre-adjudicated medlcal and behavioral claims, pharmacy data, 
lab results and leading clinical indicators as well as behavioral and worklife 
elements. 

• Proactive health management: 

• ldentif1catlon of opportunities for intervention relating to more than 50 
conditions, such as heart failure, breast cancer, epilepsy, osteoporosis 
and depression. Disease monitoring gaps, medical management 
considerations, medication adherence and interaction alerts, provider 
and treatment choice options, lifestyle enhancement opportunities, and 
money saving tips are all used to help members make better Informed 
decisions. 

• Because we are capturing incurred claim data, rather than adjudicated 
claim data, we have access to actionable information in as little as five 
days, where the industry average Is 120 days. And, most Importantly, 
because almost 65 percent of our value drivers are proactive, identifying 
opportunllles before a major health event occurs. we can focus on 
prevention and not simply gaps In care. 

• Quantification and prioritization of opportunities for Intervention using 
value drivers that evaluate the expected impact on utilization, spending 
and required effort to close gaps. We can prioritize and focus on those 
opportunities with the biggest potential clinical and cost impact. Value 
drivers focus on linking members with the right providers, the right 
treatments, the right medications and the right lifestyle choices. 
Members are guided to the optimal care providers and facilities for their 
unique care needs, including UnitedHealth Premium designated 
physicians and facilities, as well as over 1,300 Centers of Excellence. 

• Provider partnerships-Engagement at providers by giving them views of 
holistic member profiles, care recommendations, data sharing, incentives 
and referrals. 

• Performance Reporting. Clear and concise Integrated performance reporting 
through a consolidated view into operational. activity and economic performance 
of a customer's investment along with population insights. Reports include daily 
service delivery access, monthly value forecasting and quarterly outcome and 
value reporting. which ensures that customers and internal stakeholders receive 
timely data to provide clearer understanding and transparency in both operational 
and clinical performance. 

In short, the eSync Platform and its total population optimization and synchronizing of 
programs enables more effective program reach, more timely action and a more 
personalized consumer experience. 

eSync also powers our abllity to offer proactive outreach and support for high-risk 
members so our nurses can offer these members a chance to participate in programs 
tailored to their individual needs. All of our clinicians share this technology platform and 
are able to access a member's demographic, clinical and intervention history. This 
shared view enables us to personalize our support by deploying the most appropriate 
resources with the right intensity for the right result. 
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3. Ability to identify members with gaps In care according to generally accepted 
disease management protocols; 

We provide a whole-person approach to disease management that includes behavioral 
health, comorbidity management and prescription drug management, allowing us to 
identify gaps in care in accordance with generally accepted disease management 
protocols. We reduce variation in clinical quality and cost through improved member self
management, and through guidance to "quality and efficiency" designated physicians, 
Centers of Excellence networks and clinical programs, and UnltedHealthcare Premium 
providers and facilities when appropriate. We provide a complete view of the population 
and individual member data from the eSync shared technology platform across 
programs, which includes an integrated predictive model and consolidated reporting. 

Each disease management program is built upon national guidelines and evidence-based 
medicine, and is designed to improve quality and personalization of care and maximize 
your investment. Because programs are fully synchronized, clinical resources are 
coordinated across the continuum of wellness, health and medical decision support and 
disease management. 

Through our unique technology platform, eSync, we've created sophisticated new ways 
of bringing a member's data together so that we can identify members with health risks, 
reach out to them sooner to help them keep chronic conditions from escalating, and give 
them the information that will help them make important care choices, all with the goal of 
better health and decreased medical costs. 

When any of our clinicians speak to members or their physicians, they have immediate 
access via eSync to all the information needed to make evidence-based 
recommendations and program referrals. Nurses log all member interactions into the 
eSync technology platform, which ensures Integration across our spectrum of programs. 
Any nurse, coach, or advocate staff professional is immediately able to see which 
opportunities and programs are available to the member, evaluate the member's claims 
data and prioritize their conversation and interactions to be most impactful and beneficial 
to the member. 

Additionally, we can now monitor 100 percent of our customers' member populations for 
gaps in care and reach out to all members with identified gaps, regardless of health 
status. This lets us reach more members· from those facing a hospital stay, to those 
living with a chronic condition, to the "completely healthy" who might fall through the 
cracks in other health and wellness solutions. 

The advantage of eSync Platform intelligence is that we can constantly scan the entire 
population to identify opportunities for intervention before a major health event occurs. In 
fact, 65 percent of the 1,000 value drivers used to identify care management 
opportunities are proactive in nature. 
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Unlike other data technology in today's 
health care market, eSync has been 
designed to retrieve and analyze more 
data elements for every individual member 
to provide the most comprehensive 
medical profile possible, including (but not 
limited to): 

Total population 

• 
• 
• 
• 
• 
• 

Pre-adjudicated medical and @ 
behavioral claims 

Prescription claims Health 

Biometric screening data Care 
coaching ** 

provider 
Lab results engagement 

Health Assessments Persistent consumer , 
engagement 

Information captured through every 
interaction with our clinical staff 

Fact: eSync retrieves medical data taster than s1m1lar technology . Medical claim data 1s 
available withrn five to 30 days from receipt versus the industry average ol up to 120 days 
· so we can start helpmg your employees ngt1t away 

ESYNC PREDICTIVE MODELING COMPONENT 

Using a powerful predictive algorithm, the eSync Platform's predictive modeling identifies 
members who are likely to need intensive health care services in the next 12 to 18 
months. The predictive model uses medical, pharmacy and laboratory data to develop a 
confidential profi le of the member and then ranks his or her risk relative to other 
members. This identification tool analyzes data based on diagnosis, care-seeking 
behavior, prescriptions, hospitalizations, doctor visits and tests ordered, among other 
factors. 

Members identified as high risk are forwarded to nurses within applicable programs. 
Using a specially designed viewer built into eSync, the nurse can immediately view 
members who may benefit from a focused assessment. The system displays information 
in a format that highlights actionable factors, such as issues with medication compliance, 
duplicate drugs, drug monitoring, access to care, the use of multiple and/or non-network 
physicians and other health care professionals, and missing standard of care 
interventions (i.e., no HbA 1 c blood test for a member with diabetes). After reviewing the 
data, the nurse engages the member and/or the physician to address any gaps in 
education or health care needs. 

4. Ability to allow the State staff to perform ad hoc queries on the data. 

Confirmed. The interactive tools within your Expanded-level reporting package enable 
you to create your own reports and review them at any time. Data to support these 
reporting options are updated on the 10th business day of every month. Claims data not 
available through our Employer eServices Customer Reporting tool can be provided via 
an ad hoc report. 
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5. Describe your proposal to provide a data analytics tool to the State. 

In this challenging and changeable health care climate, we know that you need to make 
immediate and important decisions about your health benefits. We customize solutions 
that allow you to differentiate among your own membership and identify overall usage 
and acceptance of the health plan, and more importantly, the potential risk areas 
impacting the population. 

We have created a prospective Roadmap to Health for the period 2012 through 2015. 
Careful data analysis and the better decisions that come with better information will take 
your plan from today's reality to the Outcomes & Futures stage of 2014. 

At UnitedHealthcare, the value of our information and expertise rests not just in the 
powerful data resources we provide, but in how we put this information to work for you. 
Our entire process, from analytics to insights to strategic program design, was created to 
help our customers attain maximum plan efficiency and a healthier membership. 

Your SAE and designated healthcare performance analyst (HPA) will chart the course to 
meet your long-term business objectives. The HP A provides the State with an expert for 
data analytics, strategy and solution development. He or she analyzes your claim and 
clinical experience, focusing on cost, trend drivers and data-driven plan 
recommendations. 

We know business dynamics are ever-changing and that's why a key element of our 
strategy is to continually monitor your results. The results could indicate the need to 
remove programs that no longer are producing results or no longer fit the make up of an 
employee population. Or it could mean a change to one of the many innovative, cost
saving programs or benefit plans available from United Healthcare. In either situation, 
we'll show you the right programs: tailored solutions, monitored for effectiveness that 
demonstrate cost savings to you. 

Ultimately, the right mix of full-service analysis and long-range vision gives you the 
information and inslght you need to improve your employees· health and lower your 
health care costs. 

Here's what we can do for you: 

FULL SERVICE ANALYSIS AND RECOMMENDATIONS TOOLS ANO RESOURCES 

Affordability Solutions Index-Identifies opportunities to improve your benefit plan's 
financial return by lntroducing the right affordability solutions. We'll help you choose the 
right benefit plans and programs to control your medical costs. 

Consumer Activation Index- Identifies how employees make health choices and 
presents opportunities to help them make better ones. We'll develop strategies to 
promote behavior changes and increase program utilization - resulting in better 
outcomes and increased value. 

Performance Reporting-Evaluates your historic health plan performance by highlighting 
trends in experience and consumer behavior, and suggesting opportunities for future cost 
savings. We'll evaluate your performance and develop future strategies to save you 
money. 

Clinical Reports--1.dentify areas within your benefit programs that may be underused by 
your members. We'll develop strategies to promote behavior changes and increase 
program utilization. We identify the primary cost drivers and recommend opportunities to 
better manage costs. 
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I. ADMINISTRATION - CLAIMS 

1. The State requires the minimum hours for claims administration operation be from 
Monday through Friday, 8:00 a.m. to 6:00 p.m. Central Time. Please advise as to 
additional hours open beyond the core hours described above. 

Confirmed. We provide access to customer care and rapid resolution experts (RR Es), 
who will assist the State's members with claim questions, Monday through Friday from 8 
a.m. to 8 p.m. in the caller's time zone. 

2. Contractor must describe their performance standards with respect to: 

a. Implementation/Annual Open Enrollment 

i. Adherence to implementation/annual enrollment tlmellne 

Ninety percent of target our target dates are met or exceeded. 

II. Readiness of claims and customer service systems 

For claims and customer service system setup and readiness, 91 .5 percent of customer 
policies are ready by the effective date. 

iii. Readiness of eligibility system 

For eligibility system readiness, 99.21 percent were completed within the five-day 
turnaround time that is our standard. For the groups that did not meet the five-day 
standard, there were frequently factors outside of our eligibility group's control. These 
groups have been included in the overall measure. 

Iv. Completion of plan documents 

Turnaround times for producing summary plan descriptions (SPDs) and administrative 
services agreements (ASAs) for our self-funded customers are customer-specific and not 
tracked across our book of business. Since the work involves dependencies on multiple 
par1ies, we typically do not commit to a specific time frame to complete the SPDs from 
start to finish. 

From our understanding - and from years of satisfying many customers, both large and 
small - we offer you a comprehensive on-boarding process that is worry-free. We look 
at the implementation as an oppor1unity to make a great first impression on you and your 
members. We will alleviate your concerns from the outset at all the key levels: 

• We will help your benefits team by handling many of the pesky administrative 
tasks that would otherwise take their focus from their everyday priorities. 

• We will help your employees by providing clear print and online communications, 
and one-call-solves-all access - during your open enrollment - to friendly health 
advisors. 

• We will help you by providing quick and easy access to an experienced 
implementation manager (IM), selected based on your unique culture, who will be 
ready to answer your questions and address issues quickly and effectively. And, 
since we wilt handle most of the implementation process once we obtain 
approval on key deliverables, we will save you what you never seem to have 
enough of: time. 
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• We will build you a customized implementation plan. We realize that the State 
has unique needs and that implementation is a critical time for you and your 
members. We first seek to understand your needs and then we build a 
customized implementation plan that addresses all aspects of implementation, 
including communications, ID card delivery, shared expectations and a detailed 
transition plan post-implementation. Our planning sets you and your members 
up for a successful transition. 

b. Claim Administration 

i. Claim Accuracy 

Our organizational standard for overall claim accuracy is 95 percent. Our standard for 
procedural accuracy is 97 percent. 

ii. Financial Accuracy 

Our standard for dollar accuracy is 99 percent. 

iii. Claims Turnaround 

We measure time to process in 10 business days (or 14 calendar days} and time to 
process in 20 Business Days (or 28 calendar days). Our standard is to process 94 
percent of claims in 10 business days and 98 percent of claims In 20 business days. 

iv. Overpayment recoverie~ 

We do not have perforn:iance standards for overpayment recovery. Our three-tiered 
approach to overpayments increases the number of overpayments successfully identified 
and reclaimed. We consistently demonstrate an 85 percent success rate on 
overpayment recoveries. 

c. Customer Service 

I. Telephone call response time 

Our standard for average speed of answer is 30 seconds. 

Ii. First call resolution rate 

Our standard for first-call resolution Is 85 percent. 

iii. Closure time for open inquiries 

Turnaround time depends on the situation. We provide the reasonable expected 
turnaround, depending on the problem, to the requester. For issues within our control, 10 
business days is our standard; however, if the issue is urgent, our goal is 24 to 48 hours. 

Iv. Timeliness of web inquiries 

Email inquiries to the State's Health Advisor team will receive a reply within eight 
business hours. 

v. Timeliness of resolution for grievances, complaints and appeals 

All processes meet Department of Labor (DOL) regulations. State laws are followed if 
they are more beneficial than the DOL regulations. Nearly 75 percent of grievances are 
resolved in less than 15 days, and 90 percent are resolved within 30 days. 

d. Member Satisfaction as described in Part I. (D) 1. 

Confirmed. We will execute and complete a State-specific member satisfaction survey 
within the third quarter of each plan year. 
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Overall Member Satisfaction 

Criteria: 

"Overall, how satisfied are you with the way 
UnitedHealthcare administers your medical health 
insurance plan?" 

• ' , 

... . . . 
• I • 

Minimum performance standards are included in Part 1- Attachment B - State of 
Nebraska Health Insurance Performance Standards. Contractor must provide 
these standards measured on State specific data. 

Confirmed. Please see the State of Nebraska Health Insurance Performance Standards 
offering included in Section 3 of the Cost Proposal. 

3. Contractor shall provide actual performance results for the 2015 and 2016 calendar 
years to show comparisons for the performance standards shown in Part I -
Attachment B when compared to groups similar in size to the State of Nebraska. 
These should be based on the claims office that will handle the State account. 

The following performance results are based upon our San Antonio claims and health 
advisor office, where applicable, and our national book-of-business results where 
applicable. 

Measure Category Measurement 2015 Result 
I', 

2016 Result 
I Criteria 

Implementation/ An 
nual Enrollment 

Adherence to Complete and timely 40 days 40 days 
i mplem entatio n adherence to 
timeline measurement 

Average number of 
days from notification 
of final sale to claim-

ready 

Readiness of Complete and timely 31 days 31 days 
claims and adherence to 
customer service measurement 
systems Average number of 

days from notification 
of final sale to 
service-ready 

Readiness of Complete and timely 99.91% loaded 99.91 % loaded 
eligibility system adherence lo within 5 days of receipt within 5 days of 

measurement of complete eligibility receipt of complete 
Date plan benefits file eligibility file 
and employee and 
dependent eligibility 

data is loaded in 
system 

Completion of plan Complete and timely Results not available Results not available 
documents adherence to as requested * as requested * 

measurement 
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Measure Category Measurement 2015 Result 2016 Result 
Criteria 

*No formal metric. 
We typically produce 
first drafts within 15 

business days of 
uploading of complete 
and accurate source 
of truth documents. 

Claims 
Administration 

Claims accuracy 97.5% of claims 99.4% 99.7% 
processed without 

payment errors 

Financial accuracy 99.35% of claims 99.8% 99.8% 
processed without 

dollar errors 

Turnaround time 93% of claims paid 97.4% processed in 10 98.7% processed in 
for claims within 15 business business days. 10 business days. 

days 
99% of claims paid 

within 30 days 

Overpayment 85% recovery in 120 This measure is not This measure is not 
recoveries days tracked for reporting tracked for reporting 

purposes. purposes. 

Customer Service 

Telephone call 85% of all cal ls 82.3% 88.1% 
response time answered within 30 

seconds 

First call 95% resolved upon 93.2% 93.93% 
resolution rate initial contact 

Closure time for 90% within 48 hours This measure is not This measure is not 
open inquiries and 95% within 5 tracked for report ing tracked for reporting 

business days purposes. purposes. 

Timeliness of web 90% within 24 hours While the average While the average 
inquiries turnaround time for a turnaround time for a 

response through our response through our 
Health Advisor secure Health Advisor secure 

messaging is eight messaging is eight 
hours , this measure is hours, this measure is 

not tracked for not tracked for 
reporting purposes. reporting purposes. 

Timeliness of 100% resolv'ed within 94.8% in 30 days 90 .1 % in 30 days 
resolution for 30 calendar days 
grievances, 
complaints and 
appeals 

Member 
Satisfaction 

Page 48 of 157 

309 



Measure Category Measurement 2015 Result 2016 Result 
Criteria 

Member survey Executed and 87.2 (Book-of- 87.4 (Book-of-
results completed within the business result) business result) 

3rd quarter of each 
plan year 

Reporting 

Reporting Completed with Daily and Weekly Daily and Weekly 
submission of report delivery is not report delivery is not 

accurate reports as tracked for reporting tracked for reporting 
follows: purposes. purposes. 

Daily Reporting - By 
noon the following 

business day 
Weekly Reporting -
By end of day of the 
first business day of 
the following week 

Monthly, Quarterly, Monthly, Quarterly, 
Monthly Reporting - Semi-Annual and Semi-Annual and 
By the 10th business Annual reports are Annual reports are 
day of the following delivered by the 20th delivered by the 2oth 

month working day following working day following 
Quarterly Reporting - the close of the the close of the 
By the 15th business reporting period. reporting period. 
day of the next month 
following the end of 

the quarter 
Semi-Annual 

Reporting - By the 
end of the first full 

month following the 
end of the reporting 

period 
Annual - Reporting -
Within 45 business 

days of the end of the 
reporting period 

Provider Networks 
Provider Discount The contractor shall Please see our Please see our 
Savings provide the average Average Discounts for Average Discounts for 

medical provider 2015 and 2016 in the 2015 and 2016 in the 
discounts (based on Proprietary and Proprietary and 

allowed amounts) the Confidential Binder, Confidential Binder, 
contractor has under Attachment E. Due to Attachment E 
contract as the target the way our data is 

network discount stratified, we are 
guarantee to be used unable to provide 
as the basis for this results for 2009. 
financial penalty. 
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4. Contractor shall credit overpaid claims upon identification, not upon actual 
recovery offunds that were the result of contractor error. 

Confirmed. 

5. What percentage of claims are being received electronically in 2016 for: 

a. Hospital/Facility services 
b. Physician services 
c. Laboratory, Radiology, etc. 
d. Overall total 

Currently for end of year 2016, 92.2 percent of claims are submitted to us electronically. 
Electronic claim submission varies by physician and health care professional type. Our 
company-owned clearinghouse connects with hundreds of vendors and billing services, 
including all major clearinghouses. Any clearinghouse or vendor is open to work with our 
clearinghouse. 

6. Contractor shall provide auto-adjudication rate for claims received electronically In 
2016 for: 

a. Hospital/Facility services 
b. Physician services 
c. Laboratory, Radiology, etc. 
d. Overall totJI 

Currently for end of year 2016, 82.9 percent of claims are automatically adjudicated. We 
do not track the automatic adjudication rate by claim type. 

7. Contractor shall provide quality assurance and internal audit procedures and 
programs. The contractor must provide the State with most recent SAS70 II audit 
report for the specific entity proposing to the State as well as an annual audit 
report on the State's claims. 

Confirmed. We will provide annual access to UnitedHealth Group's SAS70 II audit 
report, as well as an annual audit report on the State's claims. We will post the audit 
report on the Employer eServices system within 30 days of the close of the year. 

8. Contractor shall provide in detail their procedure for processing claims based on 
benefit exceptions of denied claims as determined by the State. 

We use our benefit exception process when a customer directs us to pay a benefit not 
provided for in the plan or to pay a benefit that was denied after the appeals process was 
exhausted. The customer submits a benefit exception form and, based on the dollar 
amounts associated with the clalm{s), the appropriate leadership level approval is 
obtained. Once approval has been obtained, the claim{s) will be reprocessed with a 
remark code indicating that benefits were paid outside of the contract. At the end of the 
year, we provided a report to the customer of claims processed with this code, as these 
payments are treated as paid employee benefits above their health care benefits. There 
may be tax implications to the member for benefits covered above the customer's 
standard benefit plan. The customer is responsible for notifying the member of such 
implications and for maintaining any records required by the IRS or any other agency. 
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9. The State requires claims history be maintained on-line for a minimum of ten (10) 
years. Contractor shall provide detail on how they meet and/or exceed these 
requirements. 

Confirmed. We have an established process to exclude the State from history purges in 
our systems and maintain your claims history online indefinitely. 

Generally, history purges are performed annually. We maintain historical information 
online for a minimum of 15 months. Certain items, such as those associated with lifetime 
maximums, are never purged. Purged records are loaded into the Enterprise Data 
Storage System (EDSS) and can be accessed on an as-needed basis. 

We have several customers that require a longer-term data repository strategy similar to 
the State's, and we can accommodate your request to maintain data for ten years or 
more. 

10. Contractor shall provide detail on how they determine usual, customary and 
reasonable charges for out-of-network medical, surgical and anesthesia 
procedures? Answer this question In specific detail by area (Nebraska, national, 
worldwide). How often is this data updated? 

Maximum financial value requires effective strategies to reduce the impact of rapidly 
rising, uncontrolled non-network medical expenses. That's the role our Maximum Non
Network Reimbursement Program (MNRP) is designed to play. Available at no additional 
cost, this program's benefits include: 

• Keeping member choice and access affordable 
• Increasing member awareness of the value of using our broad, discounted 

national network 
• Ease of Implementation as there is no need to make changes to benefit design 
• Helping customers maximize benefits and reduce costs 
• Encouraging physicians and facilities to contract with United Healthcare 

Fact· No other national carrier t1as a reasonable and customary reimbursement alternative for 
non-network . non-emergency spend . 

How MNRP WORKS 

MNRP uses an approach, sensitive to variation by location, of employing the federal 
government rates and fees as applicable to each geographic area. Members retain the 
freedom of choice to access either network or non-network health care services, but 
realize they may carry a more significant financial responsibility when using non
emergency, non•network services, thereby creating a member Incentive to use our broad, 
discounted network. 

Under this approach: 

• Reimbursement for non-emergency, non-network providers Is based on a 
percentage of the published rates allowed by Medicare for the same or similar 
services. These standards are cost-based payment methodologies established 
by the Centers for Medicare and Medicaid Services (CMS). Medicare's payment 
methodologies are widely understood and accepted by physicians and other 
health care professionals. 
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• Customers may choose the level of MNRP cost-sharing for their plans. For the 
State, we are providing and MNRP of 100 percent of the published rates allowed 
by Medicare. Claim savings is the difference between their current reasonable 
and customary (R&C) level and the elected Medicare-based reimbursement 
level. For example, reimbursement at the 100 percent level can result in a 
reduction of nearly 50 percent off of billed charges for non-network medical 
claims. Customer claim costs can also be reduced due to a change in employee 
behavior as utilization of our discounted network increases. 

• MNRP does not apply when members receive care from an in-network physician 
or facility, for services received in emergency situations and for services by out
of-network physicians or facilities coordinated and approved in advance at the in
network benefit level by UnitedHealthcare. 

• If no Medicare rate exists for a particular service, then the eligible charges will 
default to 50 percent of billed charges. 

REALIGNING INCEN TIVES: DELIVE RING SAVINGS 

A UnitedHealthcare study compared customer groups with and without MNRP, reviewing 
non-network usage, costs and total claim costs trends. For the groups where MNRP was 
applied, employee behavior changed, driving down non-network usage and claims costs. 
In comparison , groups without MNRP showed an increase in non-network claims costs 
and no change in consumer behavior. 

For customers with MNRP, the rate of total cost trend on average slowed 1 percent to 2 
percent within the first year. We expect additional savings beyond the first year. These 
savings can be attributed to a combination of change in employee behavior from non
network physicians to network physicians and to lower reimbursement to non-network 
physicians and facilities. For customers who experience high non-network usage, 
savings will be significan11y higher. 

PREVAILING HEAL TH CARE CHARGE S SYSTEM 

The Prevailing Healthcare Charges System (PHCS) da1a used to determine eligible 
expenses under a benchmarking standard is updated semiannually. Surgical and 
anesthesia guidelines are updated in January and July. Medical, laboratory, x-ray, 
HCPCS Level II codes (including supplies), durable medical equipment (DME) and 
prosthetics are updated in April and October. All regions, including Nebraska, are 
updated on the same schedule. 

Pursuant to an agreement with the New York Attorney General, we will transition from the 
PHCS database to FAIR Health Benchmarks database, a new, independent database 
product run by FAIR Health, Inc., a non-profit organization chosen by the Attorney 
General. FAIR Health began issuing modules of this database at the end of January 
2011. FAIR Health will continue Issuing the initial modules of this database throughout 
the first half of 2011. We will have a transition period of 60 days after receiving a module 
to load the module and begin using the module in lieu of the PHCS database. We will be 
fully transitioned over to the FAIR Health Benchmarks database by the end of the fourth 
quarter of 2011 . 

The Fair Health Benchmarks database will also be loaded into our claims system semi
annually for all regions. Medical, surgical and anesthesia guidelines are updated ln 
January and July. HCPCS Level II codes (including supplies) are loaded In February and 
August. Laboratory, x-ray, durable medical equipment (DME) and prosthetics are 
updated in April and October. 
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11. Contractor shall provide a sample of proposed claim and Explanation of Benefits 
(EOB) forms with proposal. 

Confirmed. We have provided samples of our standard claim form, an EOB and a health 
statement as Attachment E in Appendix E of the Technical proposal binder. 

UnitedHealthcare's standard method of communicating claims detail is the health 
statement. Issued when claim activity has occurred, the health statement provides an 
easy-to-read health care summary and comprehensive information about health care 
spending. In accordance with our company-wide goals of providing services that are 
both environmentally sound and cost-efficient, we have adopted online access as our 
primary distribution method for EOBs and health statements. 

We always generate an EOB for a paid or denied claim and they are available to view, 
download and print on our member website, myuhc.com. Our standard is for member 
EOBs to be viewable online; however members can set and/or change their mailing 
preferences for E0Bs, health statements and claim letters on myuhc.com. Members can 
go completely paperless or select specific documents be mailed by indicating their 
preference of "online only" or "receive paper mailings" on myuhc.com, or by calling 
customer care. 

Our innovative and easy-to-read health statements present all of the member's EOB 
activity in one handy format. Health statements include the in-network deductible, out-of
pocket and non-network balances, and tiered deductible information. Statements 
consolidate all claims processed, detail any health care account activity like a Flexible 
Spending Account (FSA), and - perhaps most notably- include activation messages 
tailored to that member on opportunities to save money, improve their health, or schedule 
needed preventive care and health screenings. 

Early results of this messaging shows that members who read all of their health 
messages spend $50 to $300 less per year than those who do not, depending upon 
health risk status. 

12. Upon request, contractor will provide HEDIS reports or State specific utilization 
data for health plane for State members. 

Confirmed. 

13. Contractor shall provide detailed information on how their hold-harmless 
provisions and network agreements are enforced with providers. 

The hold harmless language included in our physician and ancillary provider contracts 
confirm that the medical group will not bill or collect payment from the member, or seek to 
impose a lien, for the difference between the amount paid under our contractual 
agreement and the medical group's billed charge or customary charge, or for any 
amounts denied or not paid under the contractual agreement due to: 

• Medical group's failure to comply with the protocols 
• Medical group's failure to file a timely claim 
• Our payer payment policies 
• Inaccurate or incorrect claim processing 
• Insolvency or other failure by the payer to maintain its obligation to fund claims 

payments, if payer is UnitedHealthcare, or is an entity required by applicable law 
to assure that its members not be billed in such circumstances 

• A denial based on medical necessity or prior authorization, except as specifically 
permitted in the contractual agreement. 
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This obligation to refrain from billing customers applies even in those cases in which the 
medical group believes that we have made an incorrect determination. In such cases, 
the medical group may pursue remedies under their agreement against us as the payer, 
but must still hold the customer harmless. 

The hold harmless language included in our hospital contracts confirm that the facility will 
not bill or collect payment from the customer, or seek to impose a lien, for the difference 
between the amount paid under our contractual agreement and the facility's billed charge 
or customary charge, or for any amounts denied or not paid under the contractual 
agreement due to: 

• Facility's failure to comply with the protocols 

• Facility's failure to file a timely claim 

• Our payer payment policies 

• Inaccurate or incorrect claim processing 

• Insolvency or other failure by the payer to maintain its obligation to fund claims 
payments, if payer is UnitedHealthcare, or is an entity required by applicable law 
to assure that its members not be billed in such circumstances 

This obligation to refrain from billing members applies even in those cases in which the 
facility believes that we have made an incorrect determination. In such cases, the facility 
may pursue remedies· under their agreement against us as the payer, but must still hold. 
the member harmless. 

Our standard agreements with physicians and other health care professionals do not 
release employers from financial liability for covered services. In our contract 
negotiations, we do not seek indemnification protection for our customers for the acts of 
the network physicians and other health care professionals. We do not control their 
practice and thus could not indemnify others for their acts. Physicians and other health 
care professionals are independent contractors and not our agents and we feel that we 
and the employer are not liable for the acts of these independent entities. However, we 
do require network physicians and other health care professionals to maintain certain 
minimum levels of professional liability insurance. 

14. Contractors shall comply with State Coordination of Benefits (COB) requirements. 
COB questionnaires shall be sent to all members on an annual basis. No claims 
shall be paid until the COB questionnaire is completed and returned by the 
member. 

Confirmed. 

15. Contractor must indicate in their annual report to the State how COB savings are 
calculated. 

Confirmed. The Distribution of Other Savings report, available through Expanded-level 
reporting, shows other savings to the plan resulting from coordination of benefits (COB) 
with Medicare and commercial plans, physicians and other health care professionals' 
sanctions, withholding, pay reductions and all other savings split by health care cost 
category. 

COB and Reasonable and Customary (R&C} are combined under Other Savings in the 
Health Care Cost Management Summary report. 
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16. Contractors shall provide a detailed Implementation schedule for completion of the 
implementation of the State'a plans by May 1, 2012. Please indicate the 
implementation responsibilities of contractor and the State. 

We have provided a detailed sample implementation schedule for the State's 
implementation as Attachment C in Appendix E of the Technical proposal binder. 

We understand that sometimes even just the thought of change is hard. The prospect of 
changing your carrier relationship can feel like a significant - perhaps even daunting -
undertaking on several levels. Will administrative tasks overload your benefits team? 
Will you have to handle noise from your employees? Will you have at least one person to 
count on being able to contact if you have questions or challenges? 

You only get one chance to make a first impression .... 

From our understanding - and from years of satisfying many customers, both large and 
small -we offer you a comprehensive on-boarding process that is worry-free. We look 
at the implementation as an opportunity to make a great first impression on you and your 
members. We will alleviate your concerns from the outset at all the key levels: 

• We will help your benefits team by handling many of the pesky administrative 
tasks that would otherwise take their focus from their everyday priorities 

• We will help your employees by providing clear print and onllne communications, 
and one-call-solves-all access - during your open enrollment - to friendly health 
advisors 

• We will help you by providing quick and easy access to an experienced 
implementation manager (IM), selected based on your unique company culture, 
who will be ready to answer your questions and address issues quickly and 
effectively. And, since we will handle most of Lhe implementation process once 
we obtain approval on key deliverables, we will save you what you never seem to 
have enough of: time. 

• We will build you a customized implementation plan. We realize that the State 
has unique needs and that Implementation is a critical time for you and your 
members. We first seek to understand your needs and then we build a 
customized implementation plan that addresses all aspects of implementation, 
Including communications, ID card delivery, st"lared expectations and a detailed 
transition plan post-implementation. Our planning sets you and your members 
up for a successful transition. 

Your Implementation Manager: A tailored and customized partnership .. . 

•• ti 
Our implementation team is among the best in the 
business; we first seek to recruit in the best and the 
brightest candidates through an intensive screening 
process. Once hired, all Imps go through a detailed and 
rigorous training program where they learn about our 
internal processes in addition to other skills such as 
change management, building relationships and 
communication styles. All of our Imps bring a great deal 
of compassion and are incented on taking a customer
centric approach. 

Our IMs are regionally aligned so they have a firm grasp on the local market. 
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We first listen, then we act. The customer Is at the center of everything we do. We 
realize that no two implementations are the same. We take the time upfront to properly 
assess and learn about your company culture, communication style and on-boarding 
preferences before we align an IM. We seek the individual whose skills, qualifications, 
expertise and customer experience most closely match your requirements, pmgram 
components and unique company characteristics. As we proceed through the sales 
process, we strive to gain as much information as possible about your organization and 
your needs in order to make the optimal IM assignment. We do our best to factor in 
customer and consultant feedback regarding location, experience, technical skills and 
other considerations before we assign an IM. This allows you and your team to have a 
great working relationship, which is the foundation of the implementation process. 

Once assigned to an account, the IM is trained on your specific culture and the nuances 
of your business. Our IMs are consultative throughout the process and are there with 
you each step of the way. 

Your assigned IM will 
manage the overall 
implementation process, 
partnering with the State 
and the account 
management team. 
Your IM will serve as the 
point person during the 
implementation, 
providing expertise and 
value-added services, 
and ensuring case 
readiness and customer 
satisfaction. Your 
transition to 
UnitedHealthcare will be 
handled seamlessly by 
your experienced /M . 

Our I Ms bring a great deal of passion and energy to their role. They are dedicated to 
helping you navigate through this time of change. We incent our IMs to help you 
successfully navigate through this process. 

Our account management and 
implementation team will make it easy 
for you and your associates to transition to 
UnitedHealthcare. 

The following URL will bring you to our 
Storytellers site, where you can see a 
director of employee benefits describe how 
we made switching administrators a 
smooth and easy transition for hls 
organization, Milwaukee County, 
Wisconsin. 
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Sit back, we'll take care of the details .... 

Arter the IM has been assigned and we understand the level of detail that you want to 
see in the implementation plan, we develop a customized plan. You can rest assured that 
we have every detail covered and we will share as much or as little as you would like. 

There is no standard implementation plan. We tailor a unique plan just for your needs. 
Weekly meetings between our team and the State ensure that we are on track for a 
successful implementation by your effective date. Throughout the course of the 
implementation, multiple tests and system checks ensure accuracy and your service 
satisfaction. 

Your account management team (AMT) will discuss ongoing communication, such as 
frequency of meetings, preferred communication method and Issue resolution/escalation 
process. 

Cutting-Edge Technology: Working for you behind the scenes. 

Although we realize the IM is your central point of contact during the 
process, our goal is to set the IM up for success so they can truly focus on 
your needs. Behind the scenes, we have state-of-the-art tools and 
technology at work. 

• We conduct a Benefit Implementation Audit which consists of controlled 
simulations of claims processing on our system for a series of claim 
scenarios. The purpose of this audit is to validate that we have correctly 
programmed your benefit plans and to ensure that there is clarity with regard to 
benefit intent and interpretation. 

• Our standard implementation process contains internal quality checks and 
processes to help ensure cases are built according to the requirements you have 
provided to us. In addition to these infernal quality checks, 100 percent of our 
customer Implementations are audited by an independent quality team within 
United Healthcare. 

• We have a dynamic inventory management system that provides management 
with transparency every step of the way. We also hold daily meetings to review 
current inventory and escalated issues. 

A seamless transition to your ongoing Account Management Team 

Your IM will be at your side every step of the way - until every last detail has been 
completed. Post-implementation, your account will be transitioned to the AMT to ensure 
your ongoing service needs are met timely and efficiently. 
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Once the implementation is complete, the 
IM transitions from the account 31 days 
following the overall case-ready date. 
Responsibility for serving the State shifts to 
the strategic account executive (SAE), the 
account manager (AM) and the dedicated 
client service manager (DCSM). The SAE 
is responsible for acting on your behalf to 
design, develop and deploy optimum 
solutions by leveraging expertise and 
resources throughout our organization. 
The AM and DCSM work together to 
resolve service-related requests. 

./ Design 

./ Develop 

./ Deploy 

Strategic Account Executive 
(SAE) 

The AMT members remain active in the State's ongoing account administration throughout the plan 
year. The AM and the SAE cooperate to assess customer-specific trends, develop tactical 
solutions and maintain the highest levels of service not Just during implementation, but also 
throughout the plan year. 

Overall, customers show a high degree of satisfaction .. . 

Best in Class Dedicated Service 

• In our most recent study, we held our strong competitive position for our 
dedicated and designated service. We most significantly differentiated ourselves 
by treating customers with respect and being well trained. We scored best In 
class as a dedicated or designated service provider compared to our competition. 

• Quick response and issue resolution are the key reasons for high satisfaction 

Customer Quotes: 

"[Name] is very knowledgeable of 
all the issues and concerns that I 
have brought to her attention. 
Sf1e's very professional, 
responds very quickly, returns all 
phone calls immediately. 
thoroughly researches, listens 
well." 

"He never fails to get 
bacl< with me in a timely 
manner and always 
does his best to resolve 
all issues. " -

• Customers rate us higher compared to competition when It comes courtesy and 
respect 

• Our dedicated client service managers were top rated on being well trained on 
products and services 

• We dominate the competition when it comes to being well trained 
• First time issue resolution is another one of our competitive advantages 
• Customers also rate our ability to resolve issues within the expected timeframe 

significantly higher than our competition 
The on-boarding process does not stop until every last detail has been completed. 

Installation is complete when the case is claim-ready, the bank account is funded and 
customer care is ready to serve the account. 
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We confirm that the benefit designs were loaded into the claim system and 
completed as agreed. In addition, you will be presented with a summary of your 
implementation to review and confirm. 

Throughout the process we have Internal as well as external checks and balances to 
ensure every target date is being hit and you are satisfied and put at ease. We hold our 
IMs accountable throughout the process and we have best-in-class tools to help set you 
and our IM up for success during the implementation process. 

Once the implementation is complete, we send an implementation survey to the customer 
to obtain feedback on the AMT and on key components of the implementation. We use 
data and customer feedback to recognize good performance and generate improvement 
opportunities. We never stop taking feedback from our customers and we are always 
looking to evolve our AMT and implementation process. 

Together we look forward to a successful implementation process that will be the 
beginning of a long and mutually beneficial relationship between the State and 
UnitedHealthcare. Our goal is to provide a level of service that exceeds the State's 
expectations. 

17. The contractor must be able to load, audit and insure clean eligibility data at least 
fifteen (16) days prior to program effective date. New cards for members must be 
Issued ten (10) days prior to program effective date to allow su<:h cards to be 
issued. · 

Confirmed. During the implementation of the State's account, we provide a copy of our 
Electronic Ellglbility Guide, which includes our HIPAA companion document and HIPAA
compliant 834 template. This guide provides the location and data elements for 
populating our required structure codes. 

After you have reviewed the eligibility guide with your assigned electronic eligibility 
analyst, you begin to design your eligibility file and provide an Initial file with test data 10 
to 15 weeks prior to the contract effective date. Our elec1ronic eligibility analyst will 
process the file, provide extensive feedback and work with you to resolve any 
discrepancies or issues that may occur. 

ELIGIBILITY TIMELINE 

We request a lead-time of 10 to 15 weeks to Implement your new electronic me. This will 
allow time to review and complete the eligibility questionnaire, determine and complete a 
file testing schedule, set up a file transmission method, load and verify your produc1ion 
file at least 15 days prior to the effective date and issue ID cards at least ten days prior to 
the effective date. 

10 CARD GENERATION 

Generally, ID cards are automatically generated as follows: 

• Initial production after open enrollment 
• Daily produc1ion 

INITIAL PRODUCTION 

The ID cards are extracted when the complete enrollee information is successfully 
entered Into our system. The ID card file Is extracted five times per week, Monday 
through Friday nights. Only records with complete information are extracted from the 
system. 
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Please note that if the production file is not received and successfully loaded to our 
system four weeks prior to the effective date, ID cards may not be received by your 
employees prior to the start of coverage. 

DAILY PRODUCTION 

Below is a list of some situations when new ID cards are automatically generated, 
assuming an update has been made via file application or entered manually. 

• Enrollment of a new member 
• Reinstatement of a non-continuous line of coverage two days after current stop 

date without other coverage changes 
• Name change (first name, last name and/or middle initial) 
• Employee identification number change 
• Product type change, such as a change from a PPO to a POS plan 

ID cards can also be requested through our consumer website, myuhc.com, or by calling 
a health advisor to replace a lost card or generate a new card that would not 
automatically be produced. ID cards are usually mailed within six working days from the 
date of the request. ID cards generated automatically via e!lgibility file application 
generally take two to three days longer. 

18. Contractor shall provide a list of the locatlon(s) of your service centers that would 
be servicing the State's members and the corresponding geographic areas/regions 
covered by the respective location. 

Public employers like the State have special requirements for member services. You 
often manage complex benefit designs, unique negotiated benefits and a large 
population of retirees. When your subscribers call us, they want to know that the person 
on the other end of the line understands their needs. 

To simplify administration and support these specific member needs, we provide 
personalized, simplified support through a dedicated team of Public Sector health 
advisors located in San Antonio, Texas. This team will serve as the single point of 
contact fot all of the State's members. 

19. Contractor shall provide a description of premium or administrative fee billing 
procedures, including information on the timing of billing, billing-payment 
reconciliations and ability to provide for State self-billing. 

Our preferred invoice methodology is list bill (eligibility-based) online invoicing through 
Employer eServices, our Internet-based benefits management tool for customers. List 
bills are generated monthly and are based on the eligibility information on the eligibility 
system at the time of invoice production. 

By using Employer eServices Billing, our eligibility-based (list) bill customers may: 

• Manipulate, sort and view their data by downloading the information into a 
traditional spreadsheet application 

• Sort employee information by name and customer ID number 
• Conduct payment remittance online 
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The list bill consists of a billing statement, current month's billing summary, billing period 
detail and premium billing adjustments. Through Employer eServices Billing, this 
Information may be accessed and printed online. 

Alternative billing methods include: 

• Non-eligibility-based, self-billed invoices are sent to customers on the 18th of 
each month for the next month's due date. They contain employee counts based 
upon the last month's reported data. Customers can process employee count 
changes online. 

• Non-eligibility-based fee invoices incorporate fees for services 
rendered. Charges are based on estimated amounts, which are reconciled to 
actual amounts each month. Other fee-based invoices, such as COBRA 
administration and all ad hoc reporting, are sent separately. 

Due DATES 

Invoices are available for viewing online as they are generated. Different types of 
invoices are produced on different dates and have different due dates, as follows: 

• Eligibility-based Invoices - Available/produced 15 days prior to the invoice due 
date. Payment is due the first of the following month. 

• Non-eligibility-based self-billed Invoices -Available/produced on the 18th 
calendar day of each month for the next month's due date. Payment is due the 
first of the following month. 

• Non-eligibility-based fee Invoices -Available/produced on the fifth calendar day 
of each month for the next month's due date. Payment is due upon receipt. 

• Non-eligibility-based self-billed adjustments - Avallable/produced when changes 
to the employee count information have been received (electrooically via the 
Employer eServices Electronic Eligibility System). For changes submitted and 
processed prior to the current invoice due date, the adjustment invoice will be 
due on the first of the following month. For changes submitted and processed 
after the current invoice due date, the adjustment invoice will be due upon 
receipt. 

• Ad hoc invoices - Manually produced as requested. 

BILLING RECONCILIATION 

List bills are generated monthly and are based on the eligibility information on the 
eligibility system at the time of invoice production. If the amount of your payment differs 
from the amount due, we will ask you to explain the difference and provide supporting 
documentation. An automated statement of account is generated on the 15th of each 
month providing the total outstanding balance amount. 

We do not necessarily engage in billing audits. We reconcile differences between 
payment and invoice that are normally driven by eligibility differences. We rely on 
customers who use our electronic eligibility system to provide us with a full population 
eliglblllty file on a predetermined frequency, which in turn acts as the reconciliation/audit 
of the customer's system with our system. These results are available to you as part of 
your error reporting package. 
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20. Contractor shall indicate for any current plan, under what circumstances members 
are required to submit claim forms and bills: 

a. In-Network 
b. Out-of-Network 
c. Out-of-Area 
d. Out-of-Country 

Members do not submit claims for network services. Network physicians and other 
health care professionals bill us directly. We do not require claim forms for services 
rendered by non-network or out-of-area physicians or other health care professionals . 
Members may simply submit the bills, as long as all pertinent member, physician and 
other health care professional information is documented in the paperwork. 

The physician, other health care professional or employee may submit bills for in
network, out-of-network and out-of-area care. 

The essential information for any claim submission is: 

• Employee Social Security number {SSN) 
• Customer plan number 
• Employee name and address 
• Employee or dependent name 
• Diagnosis 
• · Description of services provided 
• Amount charged 
• Coordination of benefits (COB) information, if applicable 

OUT-OF-COUNTRY CLAIM Su8M1SSION 

We have developed an International Claim Transmittal Form to be used for submitting all 
bills, reducing the need to request additional information from the employee. 

Claims should be sent directly to our dedicated regional mail operations (RMO) post 
office box exclusively for the receipt of international claims and correspondence. we 
have found this system helpful in eliminating improper sorting and allowing better 
identification of expatriate and foreign claims. We are willing to accept claims via fax. 

21. When customized printing is required, contractor must present a proof to the State 
for approval in a timely manner. 

Confirmed. 

22. The contractor shall incur all costs for printing and distribution of: 

a. Identification Cards {ID) 
b. Booklets 
c. Certificates 
d. Summary Plan Descriptions (SPDs) 

Confirmed. 

23. The contractor shall provide SPDs in an electronic format. 

Confirmed. 

24. The contractor agrees that no external communications material that mentions the 
State's benefit plans may be circulated without written approval from the State. 

Confirmed. 
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25. In addition to the requirements under Terms and Conditions (DD) above, the State 
(or its representative(s)) shall have the right to audit claims upon reasonable 
advance notice. Should the State undertake said audit the contractor's materials 
and resources necessary for the audit shall be supplied to the State at no 
additional cost. 

Confirmed. 

26. The State requires that claim payments to providers are reimbursed after checks or 
electronic transfer of funds are completed, not when they are issued. 

Confirmed. 

27. The State reserves the right to accept or decline the following at no additional cost 
to the State: 

a. designated service centers 
b. designated Account Manager 
c. designated claims processors 
d. proposed changes to claims processing systems 

Confirmed. 

J. ADMINISTRATION - BEHAVIORAL HEAL TH 
1. Is any aspect of the behavioral health program subcontracted? 

No. Managed behavioral health services are provided by our sister company, United 
Behavioral Health (UBH). 

a. If yes, identify the program, the subcontractor, and background on your 
organization's relationship with the subcontractor 

This question is not applicable as our behavioral health program is provided internally. 

b. Describe how plan participants access the behavioral health service 
through your subcontractor 

This question is not applicable as our behavioral health program is provided internally. 

2. Are specialty case managers used to manage Mental Health/Substance Abuse 
(MH/SA) cases? 

a. If yes, what are their credentials? 

Yes. Our care advocates are distinguished by their broad experience, the depth of their 
clinical skills, and their active involvement in decisions about patient care. All care 
advocates are licensed clinicians with at least three years of post-licensure clinical 
experience. In addition, we require the following: 

• A master's-level clinical degree with independent licensure (e.g., licensed 
Professional Counselors, Licensed Social Workers, Psychologists, and 
Registered Nurses) 

• In-depth experience in the full range of treatment settings 
• Complete knowledge of the available treatment modalities and their relative 

effectiveness 
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We have recruited a variety of internal clinical specialists to add to our in-house expertise 
in a number of particularly challenging areas: child and adolescent disorders, AIDS, 
eating disorders, domestic violence, post-traumatic reactions, and critical incident 
response services. Our staff of care advocates includes specialized experts in substance 
abuse who review all substance abuse cases; we also have child and adolescent 
specialists on each team of care advocates and among our medical directors. 

3. Does the same case manager handle the member's care through all levels of care; 
for example, inpatient, intermediate, and outpatient? 

While our care advocates specialize in inpatient and outpatient case management, we 
assign a single discharge specialist to each case, and the discharge specialist works with 
both the member's inpatient and outpatient care advocate throughout stepped-down 
levels of care to ensure continuity. If the member is not compliant with his/her 
appointments or medication, the discharge specialist immediately consults with the care 
advocate. The care advocate reaches out to the member or treatment clinician directly 
as needed. 

4. How long is a patient monitored after discharge? 
l 

All patients who have been admitted to an acute-care setting for the treatment of a 
behavioral health condition receive post-discharge follow-up designed to keep them 
stable and progressing in outpatient treatment and reduce the likelihood of readmission . 
The length of post-discharge monitoring varies according to each member's specific 
neeas. , 

Using our Connections, Stabilization & Support (CSS) model, discharge planning is tiered 
into needs-based post-discharge management and follow-up based on level of risk. 

For the Connections low-risk groups, our goal is to help members connect to the right 
services at the right time. We connect members with appropriate outpatient providers 
and services for partner referrals, and help members identify any problems they have in 
keeping their appointment and work with them and their family remove those barriers. As 
part of the patient's discharge plan, a follow-up outpatient appointment should be 
scheduled within one week (preferably three days) of the patient's release from the 
hospital. We expect the facility to schedule the appointment before the member is 
discharged from the hospital. Our clinical experience has shown this process increases 
the likelihood the member will keep his or her follow-up appointment. 

For the Stabilization and Support groups, our high-risk interventions help members 
become clinically stable and support long-term community tenure. We have diagnosis
specific interventions for: 

• Bipolar Disorder discharged without mood stabilizer 
• Substance Abuse discharged and member declined aftercare plan 
• Anorexia Nervosa 
• NOS diagnoses (our Medical Directors are actively involved in peer discussions 

with treatment providers so that NOS diagnoses at time of discharge are rare) 

Our Stabilization & Support, Tier 2 management focuses on educating, empowering, and 
supporting the member post-discharge with a follow-up plan that is flexible based on 
member needs and progress. Interventions include: 

• Confirming the member's understanding and agreement with the post-discharge 
treatment plan 

• Confirming the member's plan to attend follow-up appointments 
• Assisting members in identifying any problems they have with keeping follow-up 

appointments and working with them and their families to remove these barriers 
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• Ensuring the member has crisis and recovery plans and, if not, determining 
whether the member would like assistance with developing these 

• Identifying any additional barriers that might undermine the member's care as 
well as the resources that would enable the member's participation in care and 
recovery 

Through our high-risk follow-up program, care advocates trained in motivational 
interviewing provide continuing case management following discharge. Follow-up occurs 
as needed based on individual case requirements and at minimum at three. seven and 
30 days, and monthly thereafter up to 180 days. (Care advocates may determine that a 
specific case requires more frequent follow-up and have the discretion to provide more 
intensive management as needed.) 

An added benefit of UBH care advocacy is that patients who have transitioned from 
Inpatient to outpatient care also benefit from the ALERT® {Algorithms for Effective 
Reporting and Treatment) outcomes management program. ALERT® provides an 
additional "safety net" for monitoring any change in distress levels that may indicate an 
increased risk of re-hospitalization for the patient. The program alerts the care advocate 
and clinician to talk with the patient directly and provide additional supports and/or 
services to help the patient remain successful in a non-acute treatment setting. 

5. How frequently are outpatient cases evaluated for case management? 

Wellness Assessments, which are part of our ALERT® outpatient management program, 
are run dally to identify individuals at risk for poor outcomes or who are not progressing 
as expected in treatment, as well as to indicate cases of under- or over-utilization. In 
addition, all outpatient substance abuse cases receive active case management (i.e., a 
behavioral health care advocate discusses clinical aspects of the case directly with the 
clinician and contributes to treatment planning). 

6. Are out-of-network cases considered for case management? 

Yes. While we encourage network utilization whenever possible, we do have strong 
programs in place to assist with managing non-network treatment. We do not refer to 
non-network providers, but manage treatment once notified that a member has sought or 
is receiving treatment with a non-network provider. 

For example, to help prevent unnecessary hospital admissions before they occur, we 
developed our Faclllty Benefit lnQulry process, an outreach component of our behavioral 
health program for members seeking any facility admission outside of an 
emergency/crisis episode. When the facility calls us to verify coverage for the non
emergent admission, a licensed behavioral health care advocate steps in to proactively 
assist the member - contacting the member directly to discuss treatment options, 
benefit coverage, and the full range of treatment options , and helping guide the member 
to the optimal clinical choice. 

7. What methods does the Contractor have available to ensure appropriateness of 
treatment (utilization and duration)? 

We regularly assess utilization for a given population and a given geographic region 
against historical trends and industry benchmarks, reviewing such information as 
admissions, penetration rates, average length of stay and visits per member, as well as 
readmission data. Using a statistical model, we look at any data that falls outside of the 
mean + 3 standard errors of the mean and complete a detailed analysls of this data. In 
our model, we expect the level of aggregate utilization to be optimal relate'd to the needs 
of the specific population. 
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LEVEL OF CARE GUIDELIN ES 

We have also developed a set of Level of Care Guidelines that provide objective and 
evidence-based admission and continuing stay criteria for mental health and substance 
abuse services offered by our provider network. They are intended to standardize care 
advocacy decisions regarding the most appropriate and available level of care needed to 
treat a member's presenting problems, while taking into account the specific needs of 
each individual. 

Our Level of Care Guidelines are based on the following : 

• The broad clinical experience of UBH staff members 
• Multi-disciplinary input from our nationwide clinician network. 
• Published references from the industry's most esteemed professlonal sources, 

including the American Psychiatric Association, the American Academy of Child 
and Adolescent Psychiatry, American Society of Addiction Medicine, and DSM
IV-TR 

Care advocates, peer reviewers and appeals reviewers use as reference the current 
Level of Care Guidelines when conducting clinical review activities. Guidelines are used 
in a flexible manner, and care advocacy decisions are informed by the unique clinical 
aspects of the case and the treatment resources available to the member. 

8. Do MH/SA case managers routinely co-manage cases with medical and/or disease 
management case managers? Explain. 

All of our case managers work together to provide seamless, collaborative care to our 
members. With our sister company, UBH, we have established cross-referral, 
coordination of care, and mixed-services protocols. Medical care managers routinely 
screen for depression and anxiety and use a Web-based process to refer members to a 
behavioral health care advocate to access treatment services. Our shared procedures 
include a process for responding to both routine and urgent/emergent requests. We also 
are able to track member referrals and outcomes, and we can provide customer-specific 
reports of cross-referrals and the nature of shared cases. 

For high-risk members with behavioral conditions who are hospitalized in a medical 
setting, United Healthcare nurses can contact UBH directly by phone and UBH will have a 
clinician follow up with the facility, attending physician. or consultant to assess the 
member's needs. If urgent, UBH responds within 24 hours. 

The types of cases appropriate for our high-risk referral process include the following, 
among others: 

• Members who are undergoing substance abuse detox and/or those whose 
medical condition(s) or reason(s) for medical admission are related to substance 
abuse 

• Members whose suicide attempts have resulted in the medical admission 
• Members whose medical admissions are related to an eating disorder 
• Members with chronic pain and related substance dependence 
• Members who have a known major psychiatric diagnosis, such as bipolar 

disorder, major depression, schizophrenia, or other psychotic disorder 
• Members who require an immediate psychiatric consultation to facilitate 

discharge and disposition 

For these types of cases, a behavioral health care advocate; 

• Interfaces with the medical facility's case manager 
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• Helps develop a treatment plan that addresses the member's medical and 
behavioral issues 

• Inquires as to whether a psychiatric consultation has been completed or is 
available 

• Identifies network behavioral health practitioners who are affiliated with the 
hospital 

• Enters an authorization for a psychiatric consultation and/or other behavioral 
health services 

• Obtains information about the psychiatric consultation, if one was already 
completed 

9. Will you be able to report State-specific outcomes data? If yes, please describe 
the type of reporting available. 

Yes. The following reports help customers understand the extent to which Wellness 
Assessment results are used by care advocates to better understand member concerns 
and identify those members who require higher levels of clinical intervention. 

WELLNE§S ASSESSMENT ACTIVITY 

This section of the report provides customers with a summary of the total number of 
Wellness Assessments completed and the percent of outpatient cases for which an 
assessment was received. 

• Wellness Assessment Volume. Provides an overall view of Wellness 
Assessment activity for members (both adult and youth) at the first outpatien1 
session and four months following the completion of the initial Wellness 
Assessment 

• Completion Rates. The percent of outpatient cases for which Wellness 
Assessments are completed (both during the initial outpatient session and at 
follow-up) 

CLINICAL ACTIVITY 

Wellness Assessment responses and claims algorithms are run daily to identify 
individuals at risk for poor outcomes, as well as under- or over-utilization. Depending on 
the level of risk, letters are mailed advising the treating clinician of the clinical risk or care 
advocates will contact the clinician to discuss the case. 

• Algorithm Activity. Shows the number of members for whom different types of 
algorithms have been triggered and the overall number of algorithms generated 

• Algorithm Yield. A measure of the percentage of members in treatment who 
were identified by one or more algorithms during the reporting period 

BASELINE CLINICAL PROFILES 

Wellness Assessments provide critical clinical information on the status of the individuals 
in outpatient treatment and is used to identify individuals at risk. An analysis of member 
responses to the initial Wellness Assessment allows us to establish member-specific 
baselines for the following: 

• Symptom Severily (Global Distress Index). Based on responses to questions 
that measure symptom severity, functional impairment and perceived well-being, 
members are categorized as experiencing low, moderate, or severe levels of 
distress. This section of the report indicates the percent of members who fall in 
these categories. 
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• Workplace Impact. Measures the impact the member's condition is having on 
his/her workplace performance-as indicated by absenteeism and presenteeism 
rates. The mean days for which members report being either absent from work 
(absenteeism) or at work but not as functional as they would otherwise have 
been (presenteeism) is measured, including the percent of members reporting 
those mean days. (On the youth Wellness Assessment, the parent/guardian of 
the youth completes this section of the survey.) 

• Health. Provides results on the percent of members reporting good to excellent 
health and medical comorbidity. 

OUTCOMES REPORTING 

The following reports help customers better understand the extent to which member 
concerns are affecting their personal and professional lives and monitor the impact our 
clinical interventions are having on members. 

OUTCOMES 

Member responses to the follow-up assessment allow us to report on both their clinical 
(global distress and workplace impairment) and health outcomes, as detailed below: 

• Clinical Outcomes. Measured by comparing baseline global distress and 
workplace impairment (both absenteeism and presenteeism) scores against 
follow-up assessment scores. Adult and Youth results for both global distress 
and workplace impairment are reported separately. 

• Health Outcomes. Shows member self-reported changes (separated by those 
who have medical conditions and those who do not) in health. This section of the 
report compares the percent of members who reported "good to excellent health" 
and the percent who reported three or fewer medical visits at baseline to those 
who reported the same (or the absence of) at follow-up. 

These reports can be provided quarterly and annually; however, a statistically valid 
number of the State's covered members must complete and return the Wellness 
Assessment to us in order for us to provide ALERT reporting. 

K. ADMINISTRATION - CUSTOMER SERVICE 

329 

1. The State requires that the Contractor provide an Account Manager onsite or 
available by phone conference within two (2) hours after request by the State and 
at no additional cost to the State. 

Confirmed. 

2. The contractor will dedicate a Customer Service unit to the State. Where will this 
unit be located? A toll free number must be provided by the contractor and the 
minimum hours for customer service operation for contractor must be from 
Monday through Friday, 8:00 a.m. to 6:00 p.m., Central Time. 

Confirmed. For the State, member services will be provided by our San Antonio, Texas, 
Health Advisor center. We will provide a toll-free number to the State's members, who 
will have access to live health advisors from B a.m. to 8 p.m. in the caller's time zone, 
Monday through Friday and to our IVR system 24 hours a day, seven days a week. 

Dedicated to the unique needs of our State customers, the San Antonio Health Advisor 
center employs a team with more than 30 years of experience in managing customer 
care operations. 
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We have extensive experience helping Public Sector members with their questions on 
the first call. This translates into more satisfied members and fewer issues for you to 
handle. In fact, 98.98 percent of members are satisfied with our Public Sector teams, 
according to our post-call, member United Experience Survey (UES). 

3. Contractor shall provide the appeals procedures for denied claims or 
authorizations and time frames that a member would follow. Appeal process may 
be found in Part I· Attachment C - PROCEDURE FOR FILING AN APPEAL. 

Confirmed. 

4. Contractor shall provide detailed information on how it will communicate to the 
members. Contractor must provide with proposal sample communication 
materials such as certificate of coverage booklets and provider network 
directories. 

The State's account management team (AMT) will work with you during the early phase 
of implementation to create a detailed communication plan for your member enrollment 
period and beyond. Many of the items that will be included in your custom plan are 
discussed in this response. Most of our customers find that the wide range of 
customizable standard and template materials we offer meets their needs. However, we 
can also offer the State the option to work with our internal design teams to develop fully 
customized materials to meet your specific needs. 

Many of the standard member communication materials we produce focus on education 
regarding benefit plan options, tools and resources available as a UnitedHealthcare 
member. An ongoing communication plan is vital to meeting health and wellness 
objectives, especially when it means engaging employees, which can lead to lower 
utilization, smarter purchasing, cost savings and a healthier workforce. 

EDUCATE: ENROLLMENT DECISION SUPPORT 

These materials encompass information to help employees select the right health plan, 
such as benefit-specific enrollment materials and pre-enrollment Web tools like our Plan 
Cost Estimator. Examples inclJJde: 

PRINTED COMMUNICATIONS 

• Enrollment Brochures: Available in English and Spanish. We provide translation 
support for the following foreign languages: Japanese, Korean, Mandarin 
Chinese and Vietnamese 

• Benefit Overview Flyers: Highlights the benefits available to your employees 
• Enrollment Support Flyers: Information on how to learn more and sign up 
• Health and Wellness Newsletters: Newsletters and health and wellness 

promotions for your employees through our employer benefit administration tool, 
Employer eServices. 

ELECTRONIC COMMUNICATIONS 

• E-mail communications: HTML- and rich-text-formatted emails communicate 
important plan information, enrollment dates and more 

• Pre-recorded Podcasts: Help you reach your employees whenever and wherever 
needed 

ONLINE TOOLS 

• Health Care Lane: An interactive online tool that introduces members to an 
entertaining virtual community to learn how health benefits work. Health Care 
Lane recently won Platinum Marcom Awards for Web Based Multi-Media 
Campaigns and Web Interactive Capabilities. 
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• Plan Cost Estimator: Helps members compare health plan costs so they can 
choose a plan that Is right for their needs at pre•enrollment 

• myuhc.com: Our award-winning website has been designed to connect your 
members to the information they need, when they need it. The easy-to-use site 
offers health care management tools and displays personal messages that are 
relevant to each user. myuhc.com won a Gold award - the highest honor - in 
the category of Health Promotion and Disease and Injury Prevention. 

WELCQ"7c.: POST·ENROLLMEl'H MATERIALS 

These materials help members to better understand the plan they've chosen. Examples 
include: 

MEMBER WELCOME KITS 

• ID cards 

• myuhc.com member website registration kit 

ENGAGE A.ND ENCOURAGE : HEALTH/WELLNESS RESOURCES 

This information helps members stay healthy and informed throughout the plan year. 
Examples include: 

HEALTH TOOLS 

• eSync: Members make better health decisions through our enhanced technology 
platform, eSync, which allows us to synchronize wellness, behavioral and clinical 
programs. We build a full picture of each member to identify opportunities for 
intervention in areas like provider choice, medical management and lifestyle 
adjustment. No other program provides its members with this level of direct 
engagement. 

• HealtheNotes: To promote member engagement, we provide member activation 
messaging that highlights savings opportunities, health recommendations, 
preventive care reminders and other important messages. Through our 
personalized HealtheNotes communications program, members get information 
they can take to their doctors and pharmacists and participate fully in their own 
care decisions. 

• Healthy Mind, Healthy Body a-newsletter: Helps members improve their health 
and well-being by providing wellness information that is meaningful to them. All 
members have a choice of topic categories, so they can pick the type of articles 
most relevant to their daily lives. 

• Health Statements: We have replaced the industry·standard explanations of 
benefits (E0Bs) with dynamically different health statements that detail the actual 
cost of services in simple, straightforward language, and include a tally of 
remaining deductibles and out-of-pocket amounts. These green-friendly 
statements-delivered on line through myuhc.com--atso integrate personalized 
health tips and alerts to encourage your members to take steps toward greater 
health and related cost savings. 

ACTIVATE: HEALTH MANAGEMENT INTgGRATION 

These materials help members find the best possible providers and many are provided 
by program partners, when applicable, to support members who may require help 
managing an illness or health condition. These are onen a part of the member's care 
management program. Examples include: 

H EALTH MANAGEM ENT INTEGRATION 

• UnitedHealth Premium program, our quality and efficiency designation program 
• Healthy Pregnancy Program 
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• Asthma disease management program 
• Diabetes disease management program 
• Centers of Excellence programs 

We look forward to providing more information on our communications capabilities and 
working with the State to perform a full assessment of your program's needs. Please see 
samples of our enrollment communications materials, including an enrollment brochure, a 
sample Summary Plan Description (SPD), a sample provider directory, and clinical 
program communications in Appendix E as Attachments F and G. 

5. Contractor shall provide detailed Information on how often provider directories are 
updated. Both hard-copy and on-llne provider directories must be made available 
by the contractor to the State of Nebraska. Contractor must provide hard-copy 
provider directories to current and prospective members within three business 
days of request. 

We encourage members to access our onllne directories of physicians and other health 
care professionals, available on our member website, myuhc.com, for the most recent 
information. Online directories are updated weekly. Once enrolled, participants can also 
order a condensed directory through our telephone self-service system. Once the 
request is made, the directory will be sent within three days. 

Hard-copy directories of physicians and health care professionals are updated twice a 
year, for our spring/summer and fall/winter editions. They can be provided in print or 
PDF version upon request through the State's account management team (AMT). We 
can provide a supply of paper directories to the State's requested location. Our fees 
Include the cost of bulk-mailing standard enrollment materials, Including directories, to the 
State. 

However, because static print directories may quickly become outdated, we recommend 
members use our online provider search tool, available at myuhc.com. Information used 
by this intuitive Web tool is updated weekly, allowing members an easy and convenient 
way to search for specific provider types in their area and create a more up-to-date, 
personalized list of network physicians and facilities. The Internet site also enables 
members to: 

• Quickly obtain an interactive map and turn-by-tum directions from a specified 
address without leaving the UnltedHealthcare website 

• View specific information about the physician, including board certification, 
languages spoken, hospital affiliation and practice limitations {e.g., extended 
office hours), to assist in finding the right physician for their needs 

• Review descriptions of the UnitedHealth Premium program, including criteria for 
physician and hospital selection into these elite programs, and search for 
physicians that have achieved designation in this program 

• Re-order the search results by name, specialty, distance, ZIP code, city or quality 
program to sort the results based on criteria important to the member 

• Review a short list comparison of search results of up to five physicians to assist 
with decision-making 

• Download, email or fax search results, according to member preference 
• Add physicians or facilities information to an on line address book, such as 

Outlook or Palm, without having ta re-type the information 
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Members without Internet access, or those who prefer to use the phone, also have 
access to more current provider information by using our automated, toll-free voice 
response system. Once enrollment information has been successfully loaded to our 
system, the system can trigger the mailing of a current paper listing of network physicians 
and hospitals near the caller's home address. A personalized cover letter explains the 
list of physicians and other health care professionals and is sent to the caller's home 
within three days of the request. The system can process a listing of up to 375 
participating physicians and other health care professionals or facilities within a 30-mile 
radius of a ZIP code. For high-density urban areas such as New York City, a 
randomization process is used If too many physicians and other health care professionals 
fit the service area. This telephone self-service technology provides more accurate and 
timely information to the member and enables our health advisors to dedicate more time 
to addressing other member needs. 

We can also work with customers to establish a customized website for the sole use of 
their employees. The website can house a customer-specific provider network search. 
There is no additional charge for a customized website within our standard customization 
parameters. 

6. Contractor shall provide detailed information on how long it will take to print and 
distribute benefits literature and indicate how long it will take to print and mail 
identification cards (ID) after receipt of correct eligibility data. During the year, ID 
cards must be distributed by the contractor within two weeks of being notified of 
the new or changed enrollment by the State. 

Printing and distribution of the State's benefit and enrollment literature will be completed 
based on the communication plan and schedule that is established during implementation 
planning. 

SUMMARY PLAN DESCRIPTIONS 

Our standard summary plan description (SPD) is designed to clearly and accurately 
define benefits, exclusions and terminology specific to the services we provide our 
customers and is drafted in accordance with ERISA SPD requirements. 

For administrative services provided by our organization, the contract account executive 
assigned to your account will provide up to two responding reviews to customer-produced 
summary plan descriptions (SPDs) sent to us, to ensure that the customer's description 
of the benefits matches our administration (particularly claims administration) of the 
program. Any additional reviews requested by the customer or by its consultant/broker 
may incur a fee. The contract account executive may involve subject matter experts. as 
needed. 

We offer the following summary plan description (SPD) options. Additional costs for 
these services may be necessary for more complex arrangements. 

• Provide a generic SPD sample for the State's use 
• Review, edit and provide comments to the State's current SPD in a Word format, 

using the track changes feature 
• Draft customer-specific SPDs - two drafts per product 
• Draft and send a finalized SPD, in PDF format, to the State for addition to your 

website 
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With respect to member materials, including summary plan descriptions (SPDs), the 
timing is contingent upon the number of plan designs offered, existence of a current SPD 
to use as a source of design information (provided it is not anticipated the plan design will 
change) and the determination of whether or not you would prefer to utilize our standard 
SPD in lieu of any other. If we use our SPD template, a draft can be created within 
weeks of receiving final sign-off on our benefit template document. The benefit template 
is a detailed analysis of coverage requirements, limitations and exclusions. We do not 
anticipate any difficulty completing SPDs in time for the State's open enrollment 
meetings. 

ID CARDS 

Our standard is to mail ID cards within tan business days after final eligibility data has 
been loaded into our system, tested, validated, checked for quality and moved to 
production. The average turnaround is shorter during non-peak times. 

The full ID card issuance cycle - from our receipt of clean eligibility data to card 
production to member receipt of their card in the mail - typically takes three weeks, with 
approximately two weeks dedicated to the process up to the point the member's ID card 
is postmarked and mailed, and a week allowed for delivery of the mail. The initial 
eligibility load, including quality assurance steps, can take three to five days, assuming 
receipt of clean eligibility information. 

We track the full llfecycle of each eligibility file and the enrollment data It contains, as well 
as the ID card production process up to the point the member's ID card is postmarked 
and mailed via the United States Postal Service (USPS). We do not track USPS delivery 
dates to members, due to the number of variables that may affect the delivery time. 

The process and timelinc for generating ID cards is the same for new hires as it is for 
initial plan setup. 

7. Contrac1or shall provide detailed information on its procedures and time frame to 
prepare for annual Open Enrollment. The State will offer an annual Open 
Enrollment period during which time covered members may switch their plan of 
coverage. The contractor shall provide staff to assist State HR Personnel and 
Administrative Services - State Employee Benefits with annual Open Enrollment 
meetings in various locations throughout the State. The contractor shall have 
certificate books ready for distribution prior to the State's annual Open Enrollment; 
State will provide plan designs electronically to Contractor 30 days prior to annual 
Open Enrollment. 

We understand that selecting the right health care plan is a complex and personal 
decision. We are committed to supporting you and your employees during your annual 
enrollment process and wlll work collaboratively to create a flexible communications and 
open enrollment process. Your needs will dictate the timing and strategy of the actual 
open enrollment process and will be determined early in the implementation process. 

INYRODUCTION TO UNtTEDHEALTHCARE 

If you choose to partner with us, we plan to introduce our program immediately by 
providing you with a brief overview of our enrollment process. You will be provided with 
our eligibility handbook in preparation for a detailed planning session. 

PLANNING THE STATE'S ENROLLM.ENT 

Our objective is to develop a comprehensive enrollment plan that will meet your business 
strategy and requirements. 
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We will engage you in discussions about employee communications and open enrollment 
as soon as possible (preferably within three weeks) following the award of new business. 

When planning for open enrollment, we factor in the details specific to each customer, 
such as the customer's open enrollment period, the number of eligible employees, the 
number of meetings required and the types of communications materials desired. 

PREPARING ENIPLOYEES. 

During the pre-enrollment phase, we will introduce your employees to the program and 
provide them with information about upcoming enrollment meetings. 

THE ENROLLM ENT MEETING 

Our representatives will help conduct enrollment meetings at the State's requested 
locations. The enrollment meeting Is generally held five to 12 weeks before the plan 
effective date. Materials distributed at the meeting can include a description of the 
program, a benefit summary, an enrollment brochure and an enrollment form. Enrollment 
materials are delivered to a predetermined location before employee meetings. 

This Is Just the beginning of the communication we will have with your employees. We 
continue to engage our members to help them make the best health care decisions. 

8. Contractor shall incur all costs for additional open enrollment materials, including: 

a. Additional custom printing 

b. Web hosting 

Confirmed. All enrollment materials are Included in our fees. Open enrollment materials 
include open enrollment materials, brochures, mailings, websites and communication 
methodologies that UnitedHealthcare sends to our current and prospective 
members. We welcome the opportunity to discuss a communication plan with the State 
as part of the new plan year for 2012 to fully outline how we can assist in your 
messaging. 

L. ADMINISTRATION- ELIGIBILITY/MEMBERSHIP 

335 

1. Contractor must have the capability to receive electronic membership files. 

Confirmed. 

2. The contractor must be able to accept the electronic eligibility file In place as of the 
effective date of this contract and any subsequent files on a regular basis. 

Confirmed. 

3. The State determines eligibility for current members and all dependents (e.g., full
time students, disabled dependents, etc.). All participant and dependent additions 
or terminations will be processed by the State and sent to the contractor. The 
State will require contractor to assist with monthly membership reconciliation. 

Confirmed. 

4. Contractor must provide a real-time, on-line capability for the State to add, delete, 
or change member status. 

Confirmed. 
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5. Contractors must provide the services for complete dependent eligibility audits of 
the dependent enrolled on employee health plans as indicated below. The 
contractor must identify the incremental cost to their ASO fees for providing these 
dependent eligibility audits for sections a, b, c and d below on a PEPM basis. If the 
contractor does not have the capability to perform dependent eligibility audits, the 
State witl allow the contractor to subcontract this service with a third party. The 
subcontractor must have demonstrated experience in performing dependent 
eligibility audits for more than 5 years with companies comparable to the number 
of employees with the State of Nebraska. 

a. Dependent eligibility audit of dependents added for coverage on the 
employee's health plan during our annual Open Enrollment period, prior to 
them having access to coverage July 1 of each year. The State has 
approximately 200 employees each year that enrolls new dependents in 
one of the State's health plans during each annual Open Enrollment period. 

b. Regular dependent eligibility audits of dependents for new hires, prior to 
them having access to coverage in one of the State's health plans. The 
State currently hires approximately 1200 employees each year that enrolls 
in one of the State's health plans with dependents. 

c. Regular dependent eligibility audits of dependents of employees that have 
life status changes prior to them having access to coverage in one of the 
State's health plans. The State currently processes approximately 200 
employees with life status changes each year in one of the State's health 
plans with dependents. 

d. Random dependent eligibility audits of dependents twice a year of 
employees currently enrolled in one of the State's health plans. Each 
random dependent eligibility audit must be performed on 5% of the 
employees currently enrolled in one of the State's health plans with 
dependents. 

In addition, the contractor must provide the services for one full dependent 
eligibility audit of all dependents within the next four (4) years of this contract as 
determined by the State. The State currently has approximately 7,400 employees 
in one of the State's health plans with dependents. The contractor must include 
the cost for providing this dependent eligibility audit separate from their ASO fees. 
The State reserves the right to accept or reject the option to engage with the 
contractor for a full dependent eligibility audit. 

Currently, UnitedHealthcare does not offer dependent eligibility verification services. 
However, we are pleased to announce that Aon Hewitt is now an approved vendor for 
dependent eligibility verification services. Information on Aon Hewitt can be found in 
Appendix E, as Attachment H. 

UnitedHealthcare and AON Hewitt have created a national program for the administration 
of dependent audits such as the one referred to in this question. We feel this type of 
partnership better serves our customers with the expertise and subject matter experts 
provided through AonHewitt. 
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M. ADMINISTRATION - CONTRACT TERMINATION 

1. Contractor must provide confirmation that upon contract termination all records 
(including the provisions of service, participant and data processing documents) 
shall become the property and be provided to the State of Nebraska at no 
additional cost to the State. 

Confirmed. We will make available to the State or their deslgnees at no additional cost 
relevant information reasonably necessary for them to perform planning, administra1ion, 
audit and financial functions, except as may be prohibited by law or by third-party 
contract, provided there are appropriate confidentiality and hold harmless agreements in 
place. 

Normally, when we transfer information on termination, we agree to provide all 
reasonably necessary information to the succeeding carrier or third-party administrator 
upon execution of a mutually agreed-upon confidentiality agreement. If the State wants 
more data, particularly historical claim files, we would be willing to reach an agreement 
wi1h the State and would require a hold harmless agreement for the release of such 
information. There may be a significant charge for pulling several years of such claim 
records. 

2. Contractor must provide confirmation that in the event of contract termination, an 
records that are the property of the State will be returned to the State within thirty 
(30) days. 

Confirmed. Upon termination, we will transfer all necessary information to the 
succeeding carrier or third-party administrator in accordance with applicable state and 
federal law. If the customer desires more data, particularly historical claim files. we are 
willing to try to reach an agreement with the customer and would require a hold harmless 
for the release of such information. There may be a charge for pulling several years of 
claim records. We are happy to discuss specific time frames for the delivery of 
Information and are confident that we can reach a mutually satisfactory result. 

N. ADMINISTRATION - WEB ACCESS 
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1. Contractor shall provide established standards for web access for Administrative 
Services employees managing the health plans and State of Nebraska plan 
member&. Any material available through web access must also be made available 
by hard copy. Please describe in detail: 

a. Member capabilities, including health plan information and tools available 
to Improve health status: 

l. Request additional or replacement ID cards 

Confirmed. Members can request additional or replacement ID cards either online or by 
calling a health advisor. 

ii. Print ID cards directly from site 

Confirmed. Members may print the front and back of the ID card directly from our 
member website, myuhc.com. 

iii. Access historical health data 

Confirmed. A member can check the status of a claim online by logging onto myuhc.com 
and clicking on "View My Claims: The 10 most recent claims are displayed on the 
member's Medical Claim Summary. 
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Alternatively, the member can select the Date of Service(s) drop-down menu and search 
up to 18 months of claim history for anyone on their plan. 

For each claim, the member can view a complete online explanation of benefits (EOB) 
statement that shows how the claim was processed and why. Details about the claim 
include the name of the physician, facility and specific costs of the care received (total 
costs and the charge to the member). Members may request a mailed EOB or change 
their EOB preferences at any time. 

Members can also access their Personal Health Record (PHR) via myuhc.com. The 
record presents information about health conditions, medications, medical procedures 
and lab results all in one place so members can be more informed and in control of 
managing their health and well-being. 

The information in the PHR comes from medical and pharmacy claims, lab results {to the 
extent provided by physicians and facilities) and information members add themselves. It 
offers access to helpful information concerning a member's health in a centralized area, 
along with resources to help manage health. 

Members who do not have Web access may request EOBs and claim history by calling a 
health advisor. 

iv. Provider directories 

Confirmed. Our on line directory of physicians and health care professionals is designed 
to help members easily locate our network physicians, hospitals and other health care 
professionals. Members can access the online directory by logging onto our member 
website, myuhc.com, and then selecting the Physicians & Facilities tab at the top of the 
page. 

Results will list physicians or hospitals in the UnitedHealth Premium program first. 
Physicians and hospitals with this designation have met rigorous quality and/or efficiency 
standards built upon evidence-based medicine and input from expert physicians. 
Physicians who have met criteria established by NCQA for excellence in diabetes care 
are also indicated. 

Members who do not have Web access may request a hard-copy provider directory by 
calling a health advisor. Health advisors can also query a provider list based on the 
member's custom-requested search criteria and fax or mail the customized list to the 
member. 

v. Provider selection where users enter search criteria 

Confirmed. Members can search for doctors by name, specialty and location, and can 
also find out which physicians are recognized with the UnitedHealth Premium 
designation". This designation evaluates physicians and facilities using national quality 
and cost-efficiency standards. Members also can get information on office hours, 
languages spoken and driving directions through this tool. 

The personalized physician search on myuhc.com allows members to quickly find 
physicians who match their health needs. 

To assist members who do not have Web access, health advisors can query a provider 
list based on the member's custom-requested search criteria and fax or mail the 
customized list to the member. This allows members to receive a list of providers based 
upon their personal preferences. 
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vi. Claim status review 

Confirmed. A member can check the status of a claim online by logging onto myuhc.com 
and clicking on 'View My Claims." The 10 most recent claims are displayed on the 
member's Medical Claim Summary. 

Alternatively, the member can select the Date of Service(s) drop-down menu and search 
up to 18 months of claim history for anyone on their plan. 

For each claim, the member can view a complete online explanation of benefits (EOB) 
statement that shows how the claim was processed and why. Details about the claim 
include the name of the physician, facility and specific costs of the care received (total 
costs and the charge to the member). Members may request a mailed EOB or change 
their EOB preferences at any time. 

Callers may also access our interactive voice response (IVR) application. This 
automated system offers a convenient solution to a variety of claim-related Inquiries. If a 
more complex question cannot be resolved by using the IVR system, the caller may 
remain on the line to speak with a live health advisor. 

vii. Plan design 

Confirmed. Members can view and print benefit plan summaries on myuhc.com or 
request this information by ca/ling a health advisor. 

viii. Ability to email member services 

Confirmed. Members can send and receive secure messages to and from health 
advisors through myuhc.com. All inquiries are responded to within eight business hours. 

ix. Customizable health content tools 

Confirmed. A completely integrated portal, myuhc.com provides members with the user
friend!y tools and information (claims, provider search, cost estimators, banking/Health 
Savings Account (HSA) account balance, Health Assessment, calculators, coaching, and 
personal messages) they need to make health care decisions- all in one location. The 
State's members will have access to our best-in-class website 24 hours a day, seven 
days a week. 

Visit our demo site at www.welcometomyuhc.com/resources/ for a hands-on feel of what 
this dynamic tool has to offer. 

x. Tools available to evaluate cost and/or quality of healthcare 
providers 

Confirmed. The Physicians & Facilities hub of our member website, myuhc.com, 
incorporates several tools to help members assess the credentials and quality of both 
physicians and hospitals. Specifically, we offer: 

• Capability to search for UnitedHealth Premium designations for applicable 
physicians/facilities as follows: 

• By designation, by state 
• By disease category by state 
• By ZIP code 
• By physician linked to a UnitedHealth Premium specialty center 
• By facility linked to a UnitedHealth Premium physician 
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The UnitedHealth Premium designation program recognizes hospitals providing cardiac 
services and specialty and primary physicians that have been assessed as meeting or 
exceeding certain evidence and consensus-based quality and efficiency of care criteria. 
In our directory, one star indicates quality criteria have been met and two stars indicate 
both quality and cost criteria have been met. 

• Links to program general content information 
• Selection criteria for the UnitedHealth Premium program 
• Visual identifiers for designation (quality and efficiency} 
• Visual identifiers for disease categories (cardiology, oncology, musculoskeletal) 
• Identifiers for sub-specialty for musculoskeletal care (e.g., foot/ankle, spine, 

shoulder) 
• Priority ranking on all searches of UnitedHealth Premium program physicians 

and specialty centers 

Our online directory of physicians and health care professionals includes the following 
information about physician credentials and qualifications: 

• Physician name and ID number 
• Physician address and telephone number 
• Office language capabilities 
• Board certification status 
• Whether physician is accepting new patients 
• Hospital affiliation 
Members who are interested in hospital quality can use our hospital comparison tool, 
which provides a wealth of detailed information about hospitals and how they rate on 
various quality and safety measures. For example, the hospital comparison tool allows a 
member with diabetes to specify the criteria that are most important to the member in 
how hospitals compare in treating diabetes. They choose: 

• Whether to search by ZIP code or city and state 
• How far they are willing to travel to a hospital 
• The number of hospitals they want to compare (from four to eight) 
• To specify exactly which hospitals they want to compare or have the site 

compare hospitals in a specific geographic area 
• Whether to sort the results by gender and age 

The site then asks the user to rank five evaluation measures from very low to very high 
according to their importance to the user, by simply clicking on the appropriate level of 
importance in each measure. The five measures include the information that should be 
considered in choosing a hospital: patient volume, unfavorable outcomes, mortality rate, 
time spent in the hospital and average charges. 

Finally, the hospital comparison tool provides a personalized hospital comparison report 
based on the criteria the user has selected. It can be emailed (to the user or someone 
else), printed or viewed directly from the site. 

xi. On-line access to claim processing status and appeals by the 
member 

Confirmed for claim status inquiries. Members can obtain information on claim status 
online or by calling a health advisor. However, for appeals information, we provide a 
customized letter to the member. The letter contains all required information, in a format 
that complies with all regulatory requirements and protects the State's interests. 
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b. Ability to customize web site for the State 

Confirmed. Our member website, my4hc.com, is continually being enhanced to 
accommodate customer-specific customization needs. 

Customization is performed at the group/policy-number lever and only affects members 
with that policy number. Selected items can be added or removed. If development 
(programming) is required, additional fees (determined on a case-by-case basis) may 
apply. 

Options include; 

• Customer branding/logos 
• Customer-specific messages, including text, links and documents 
• Customer-specific claim forms 
• Links to applicable ancillary sites, such as dental, pharmacy and disease 

management 
• Single sign-on from the customer's intra net, as well as select health- and 

benefits-related vendors 
• Customer-specific physician network search 
• Exclusions from certain site functionality, such as the Health Assessment or PHR 

features 
• Customer-specific pre-member sites to support enrollment, as well as year-round 

communications regarding health and plan benefits 
c. Ability to hot link to the State's site 

Confirmed. We welcome links from our customers' intranet sites to our member website, 
myuhc.com. We also welcome links to our pre-member sites. Linking to pre-member 
sites allows employers to market their UnltedHealthcare coverages not just to members, 
but also to employees who have not yet enrolled. 

Single sign-on to myuhc.com from customer sites (as well as from select health- and 
benefits-related vendors) Is also available. Single sign-on allows a customer to put a 
secure link to myuhc.com on their corporate Intranet, through which employees can 
access their account without an additional sign-on, thereby providing quicker and easier 
access to myuhc.com. 

Single sign-on is not a standard feature, and additional implementation costs and lead
time will apply. 

d. Employer/actuarial consultant Inquiry capabilities 

Employer eServices is a secure, Web-based application that houses a suite of tools 
designed to streamline specific benefit administration functions for our customers. 
Simple Web browser technology gives employee benefit professionals, human resource 
representatives and other customer-designated personnel immediate access to your 
plan's most current eligibility and benefit data. Employer eServices improves 
communication timeliness, eliminates manual processes and simplifies health care 
administration-so users can make critical decisions, answer employee questions and 
resolve problems quickly. 

Features and queries available through Employer eServices include: 

• Web-based or electronic eligibility management (adds, terminations, 
reinstatements and changes) 

• Access to your claim information is available in our Claims Status Inquiry feature 
including the date and plan of service, the date the claim was processed, the 
provider, total amount charged and the total amount paid 
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• Electronic bill presentment and electronic payment remittance 
• Online customer reporting 
• Access to our national directory of hospitals, facilities, physicians and health care 

professionals, or to the State's customized directory, If applicable 
• Access to the Communication Resource Center, a library of templates and other 

materials the State can use to educate their employees about wellness topics 
and the programs and services available to them through their benefit plan 

e. Security/privacy issues 

We understand that the security of protected health information {PHI) is vitally important. 
Our continued success as a leading health and well-being institution is contingent upon 
our ability to communicate with our customers and members in a secure manner. Our 
websites use the highest levels of commercially available Internet security. The Verlsign 
logo appears on our registration/login page of myuhc.com (our member website) to notify 
users that our Web server is authentic and that all information sent to the site is 
encrypted to protect against disclosure to third parties. 

During the initial myuhc.com registration process, we verify that the user is covered by a 
UnitedHealthcare plan. On future visits, the individual only needs to enter his or her user 
name and password to log in to the service and access his or her personal information. 

The personal information our site collects is stored in secure operating environments that 
are not available to the public or to other members. We employ a variety of mechanisms 
to protect this data, including firewalls and selective barriers that only admit authorized 
traffic. System and application logs are used to track all access, and we review these 
logs periodically and investigate any anomalies or discrepancies. 

The user authentication process utilizes intruder detection programming logic that 
conforms to all legal, regulatory and company practices for handling confidential medical 
information. We use 128-bit encryption. firewalls and secure socket layers {SSL) 
technology, which are the industry standard for ensuring privacy of Internet transactions. 
We also have contracted with outside agencies to conduct periodic evaluations of our 
security measures. These evaluations include a review of our processes, as well as 
ethical hacks that attempt to break through our security measures. 

ENSURING PRIVACY ANO SECURITY OF DATA ON EMPLOYER ESERVICES 

CONFIDENllALITY 

You fully control access to the information available via our employer website. Employer 
eServices. To help you limit access to those with a justified need, Employer eServices, 
offers a multi-tiered identification and password protocol, which allows for security 
controls at the user level. Benefit managers can only view records for their own group's 
employees and individual access within a company can be customized to protect 
employee confidentiality. 

The primary contact we have on record within your organization becomes your client 
master administrator (CMA) for the portal. The CMA has security control over who within 
your company has access to the application, down to the specific features level. For 
example, one designated user may be given access to eligibility and billing information, 
while another user may be given access only to billing functions. 
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PROTECTED HEALTH INFORMATION 

Claim information on Employer eServices contains protected health information (PHI) as 
defined by HIPM Privacy Rules. To be able to provide PHI as part of the installation 
process, we ask you to sign an administrative services agreement or a business 
associate agreement. The agreement indicates that your plan documents include 
specific provisions to restrict the use or disclosure of individually identifiable health 
Information, and to ensure adequate procedural safeguards and accounting mechanisms 
for such uses or disclosures. 

You must also agree that, prior to furnishing us with any PHI; you will obtain any consent 
or authorization that may be required by the HIPAA Privacy regulation (or applicable 
federal or state laws and regulatlons). Claim and reporting data beyond what is available 
in our standard statistical reports may require consent for release from the member 
and/or a hold harmless agreement. 

SECURITY 

Keeping your employee benefits information confidential and secure is our top priority. 
We use advanced, SSL 128-bit encryption technology to protect information while it is in 
transit. Employer eServices data encryption is certified by VeriSign Inc., the leading 
provider of internet trust services. Security can also be maintained at your facility by 
limiting access to Employer eServices to users who have been registered and 
authenticated for secure Internet access. 

f. Future plans/timeframes for enhancements 

We continue to assess innovative technology to provide enhancements to our member 
website, myuhc.com. 

MYUHC.COM MOBILE BROWSER 

In 2011, we rolled out our mobile browser so users of any mobile phone with Internet 
capabilities can access myuhc.com via their mobile phone. Compatible with most 
browsers, members can search for doctors, view claims, check spending account 
balances, and find deductible and out-of-pocket amounts while away from their computer. 

Depending on Web browser capabilities, members can access the full member site• - all 
the same great information they've been accessing on their computers since myuhc.com 
became a core component of our benefit plans in 2000. And now they can access that 
information no matter where they are. 

We believe a great website shouldn't just be a trusted bookmark, but a trusted advisor. 
And now we make it possible to have your advisor with you wherever you go! 

~ Full site capabilities may not be available on all mobile devices and operating systems. 

TREATMENT COST ESTIMATOR ENHANCEMENT 

Our current Treatment Cost Estimator uses physician·specific rates for professional 
services across all markets. We are redesigning the entire tool for a simple and more 
intuitive member experience. The new cost estimator will provide important information 
in a simple layout, allowing users to consider treatment options, total out-of-pocket costs 
and potential expected risks and benefits, together with outcomes information associated 
with the treatments they are considering - all in real time. The new cost estimator also 
will feature integrated member support with our consumer support tools that are 
supported by myuhc.com. 
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The enhanced Treatment Cost Estimator is being piloted in five markets: Fairfield County, 
Connecticut; Atlanta, Georgia; Cincinnati , Ohio; Dallas, Texas; and Milwaukee, 
Wisconsin, with expansions planned for early 2012. We are also looking forward to 
providing your members with an updated user interface, richer content about treatment 
options, online treatment decision support and community forums. 

0 . ADMINISTRATION - PROVIDER NETWORK 

1. Contractor shall indicate whether the Geo-Access reporting has been completed 
using the requested parameters below. Please note geo-mapping method used. 

Number of Providers Miles from 
Practice Specialty Available 

Employee 
I Residence 

Adult Physicians (Family Practice, General I 2 8 
Practice, General Internal Medicine) 
General Pediatricians l 2 8 

Obstetricians/Gynecologists 2 8 
Acute Care Hospitals 1 i 15 I 

Please refer to our GeoAccess analysis, which is included as Attachment I in Appendix E 
of the Technical proposal binder. The geo-mapping method used is representative 
placement. 

2. Contractor shall provide in electronic format a listing of whether said providers are 
in or out of contractor's networks by PPO plan and POS plan. 

Please refer to our Provider Disruption Analysis, which is included as Attachment Jin 
Appendix E of the Technical proposal binder. We are pleased to indicate that 95.14% of 
the providers in the report included participate in UnitedHealthcare's broad. statewide 
network. We are also pleased to report that we have signed letters of intent from the 
following providers that will be active within our network prior to 7/1/2012: 

• Tri County Hospital 
• Cherry County Hospital 
• Jennie M. Melham Medical Center 
• Bryan LGH Hospital has been a long standing provider with United Healthcare. 

We look forward to continuing to partner with lhem to provide qreater value and 
higher quality to the State of Nebraska on both a short and long term basis. 

3. Network / Provider Arrangements 

a. Contractor shall indicate whether the network proposed for the State is 
leased or owned or a combination. 

We are quoting our owned, proprietary UnitedHealthcare Choice Plus POS network for 
the State of Nebraska, which also provides national access to any employees, 
dependents or retirees residing outside of the State; no leased networks will be utilized. 

b. If a combination, contractors shalt indicate what percent is leased and what 
percent is owned. 

This is not applicable. 
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c. If any portion of the network is leased, contractor shall provide the name of 
network lessee. As the result of this arrangement, the State will require no 
impact on preauthoriz.ation, quality assurance and hold harmless 
arrangements. Contractor shall indicate how this requirement will be met. 

i. Contractor shall indicate how negotiated discounts for leased 
networks are on-line and fully integrated with their claims system. 

This is not applicable. 

d. Contractor's network proposed for the State must be accredited by an 
organization such as NCQA, JCAHO, etc. Contractor shall indicate which 
accreditation was selected and give analysis on why said accreditation was 
selected. 

Confirmed. Our Nebraska networks are rated Commendable by the NCQA. We chose 
NCQA as the accreditation agency because it is considered the gold standard for health 
plan accreditation. Customers also request NCQA accreditation and HEDIS/CAHPS 
data, which is NCQA-based. 

e. Contractor must describe in detail any restrictions or exclusive 
requirements for any provider network included in their bid. 

There are no restrictions or exclusive requirements for our UnitedHealthcare Choice Plus 
network. 

f. The contractor shall notify the State immediately if the network or any part 
thereof, loses any accreditation, licenses or liability insurance coverage, 
security or bonding. 

Confirmed. 

g. Contractor shall indicate if they maintain separate provider contract9 for 
PPO and POS networks and shall describe in detail the reasoning and 
methodology be~ind such provider contracts. 

Our predominant.contracting strategy is to utilize all-payer/all product contracts in all of 
our networks. The all-payer contract language allows any of our authorized payers (i.e., 
health plan, self-funded customer or specialty company) to access the contract terms and 
rates. The all-product contract language obligates physicians and other health care 
professionals to participate in all of our applicable products. However, there may also be 
some differences in certain markets where we have again begun to offer a narrowed 
network approach with some of our new products. 

h. Contractor shall indicate how Centers of Excellence are utilized for high 
intensity procedures: 

Individuals with complex, unusual or rare medical conditions have a likelihood of better 
outcomes when they are diagnosed and treated by medical professionals with precise 
clinical expertise. This program was developed to support safe, successful and cost
effective support of members with these conditions. Clinical areas for which we offer 
products include organ and tissue transplantation, congenital heart disease, complex 
cancers and kidney disease. 

Each year, UnitedHealthcare conducts a rigorous evaluation of health care providers who 
specialize in costly, complex and catastrophic conditions throughout the country. We 
only invite superior medical centers and programs with proven experience and 
statistically successful track records of better outcomes and significantly lower medical 
costs to be part of our Centers of Excellence networks. 
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i. List of Centers of Excellence by procedure 

For the most up-to-date list of Center of Excellence facilities, please visit 
myoptumhealthcomplexmedical.com. To access the lists. simply click on each medical 
condition: Transplantation, Cancer, Chronic Kidney Disease, Congenital Heart Disease 
and Pregnancy. 

Our specialized Centers of Excellence networks offer members access to facilities that 
are annually reviewed for superior quality and distinction, giving them the best chances at 
successful treatment outcomes. Our networks are comprised of thousands of facil,ities, 
as outlined below. 

• Congenital heart disease - 16 facilities 
• Complex cancers - 29 facilities 
• Organ and tissue transplantation - 155 facilities 
• Kidney disease - 2,500 facilities 

Please refer to the Centers of Excellence maps we have included as Attachment K in 
Appendix E of the Technical Proposal binder. These maps 11st our facility locations 
according to specialty network. 

ii. Method of referral to Centers of Excellence 

Access and referrals to the Transplant Resource Services, Cancer Resource Services 
and Kidney Resource Services network occur through care management. We require 
notification of organ and tissue transplant services, including evaluations. Enrollees with 
cancer are identified through notification of Initial outpatient cancer treatments, such as 
chemotherapy, the predictive model and throughout the care management process. 
Treatment for end-stage renal disease and bariatric surgery also require notification. 

Once a member has been identified, a clinical manager will verify available benefits and 
facilitate referral to the program. The clinical manager will work with the patient and the 
referring physician to identify the most appropriate program for the person's diagnosis, 
and will perform case management and coordination throughout the episode of care. 
The clinical manager also explains all of the benefits available to the member, such as a 
travel and lodging, and will facilitate access. Clinical managers are registered nurses 
with extensive experience and training in complex conditions, such as transplants, 
cancer, kidney disease, severe obesity and neonatology. 

Our customer care professionals can provide Information about these services as well. 

iii. Credentialing process for Center Excellence 

We use proprietary evaluation criteria, developed through our Clinical Sciences Institute, 
to select medical centers eligible to participate In our Centers of Excellence Networks. 

Our Clinical Sciences Institute is comprised of practicing experts in the medical fields 
related to our network products (e.g., transplant physicians and surgeons, oncologists, 
neonatologists, pediatric cardiologists, etc.). 

Evaluation criteria are reviewed and revised on a regular basis In order to incorporate 
current quality parameters and benchmarks as they relale to the applicable field of 
medicine. These criteria assess: 

• Program's procedural volume and associated outcomes 
• Compliance with the appropriate Centers of Excellence selection criteria 
• Program team changes, stability of the team and the ability of the back-up team 

to manage the program 
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• Projected trends and technological advances in the specific field of medical 
science 

• Program's overall commitment to their field through the synergy of multiple, 
related programs within the medical center 

Upon receipt of a completed evaluation, the Clinical Sciences Institute conducts a 
detailed analysis of the program's responses to both clinical and administrative 
components, and compares the responses to evaluation criteria. Programs that do not 
meet established criteria are rejected. Programs that do meet the criteria proceed to the 
contracting step of this process. 

We require that all participating programs in our Centers of Excellence networks 
complete the evaluation process on an annual basis. A change in network status may 
occur as a result of the quality review process of the annual survey. This process 
ensures that our clients have access to only those programs that demonstrate continued 
clinical excellence in their field. 

i. Contractor shall indicate if they have designated facilities for specific 
specialty care for services such as transplants, etc. and shall describe 
such arrangements in detail. 

Today, we offer products and services that promote safe, successful and cost-effective 
treatment options for a variety of complex medical conditions. Clinical areas for which we 
offer solutions include: 

• Organ and tissue transplantation 
• Complex cancers 
• Congenital heart disease 
• Kidney disease 
• Healthy pregnancy 
• Bariatric services 
• Neonatal services 

By choosing a UnitedHealthcare Centers of Excellence network medical center, the 
State's employees will benefit from: 

• More accurate diagnoses 
• Higher survival rates 
• Health care that is planned, coordinated and provided by a team of experts who 

specialize in the member's condition and regularly work together 
• Appropriate therapy (neither too much nor too little) 
• Fewer complications 
• Shorter length of stay 
• Decreased out-of-pocket costs 

The following complex medical programs are offered to the State as part of our 
comprehensive health and wellness solution: 

TRANSPLANT RESOURCE SERVICES 

UnitedHealthcare manages more transplants than any other health and wellness 
company in the country. We have built a nationally recognized Centers of Excellence 
transplant network of 134 centers managing over 11,000 referrals annually. Plus, over 
40 full time dedicated transplant nurse advocates outreach and work with members to 
counsel them on their medical condition and to get them to the best medical center for 
their transplant. 
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We have established comprehensive contracts that delivered an average of 48 percent 
off of standard charges per transplant episode. Due to a combination of contractual 
discounts (48 percent); program engagement, overall reduction in hospital length of stay 
(17 percent). savings is estimated at $1.20 per employee per month (PEPM). 

CANCER RESOURCE SERVICES 

Cancer is a top cost driver for most employer groups. UnitedHealthcare's goals are to 
lower costs, raise quality and improve service through programs that reinforce the 
practice of evidence-based medicine and encourage the use of the most clinically
effective and cost-effective treatment options available. 

Our Cancer Resource Services program includes many of the nation's leading pediatric 
and adult cancer centers, focusing on uncommon and complex cancers. Benefits of 
treatment at a cancer Center of Excellence include more accurate diagnoses along with 
planned and coordinated care that that lead to fewer complications and higher survival 
rates. Our program also offers access to oncology nurse advocates who educate 
members on the right providers for their complex or uncommon cancers. Savings in our 
network of between 20 percent and 40 percent off of standard charges is typical. 

CONGENITAL HEART DISEASE RESOURCE SERVICES 

Congenital Heart Disease (CHO) Resource Services is the nation's leading provider of 
benefit management services that allows access to the nation's top CHD centers and 
provides extensive information to patients to assist them in selecting a center for their 
care. Our specially trained nurses outreach to families to educate them on their rare 
heart conditions and to steer them to the best hospital to care for such conditions. 

Also, we select the highest-performing hospitals to provide these specialized and unique 
heart surgeries that are congenital in nature; only 11 percent of overall facilities 
performing these procedures meet the clinical criteria. By bringing a great volume of 
business to these facilities, we are also able to negotiate reasonable contract rates; 
typically a savings of 40 percent per episode. Savings are also realized through higher 
quality facilities and programs that demonstrate shorter lengths of stay for these very 
specialized heart conditions. The savings typically seen is $0.04 PEPM. 

KIDNEY RESOURCE SERVICES 

The Kidney Resource Services program provides information to educate and guide 
consumers to top performing dialysis clinics and reduce end stage renal disease-related 
medical expenses. Our specialized kidney nurse advocates steer members to over 2,700 
in-network quality dialysis facilities and to UnitedHealth Premium designated physicians, 
and provide early referral for kidney transplant evaluation, which leads to pre-emptive 
transplant where possible and reduced costs in the long run. 

Our program can reduce the number of days a member spends in the hospital by 20 
percent to 30 percent. Also, our contracts can save up to 50 percent from dialysis retail 
charges and up to 80 percent on specialty pharmaceuticals. The typical savings through 
Kidney Resource Services is approximately $0.66 PEPM. 

HEAL THY PREGNANCY PROGRAM 

Our Healthy Pregnancy Program (HPP) helps to reduce incidence and severity of 
preterm births through prenatal education and case management of pregnancies 
considered to be at high-risk of premature birth. Our obstetric nurses assist parents-to
be through the whole maternity experience including integration with other women's 
health programs. HPP is most suited for customers that want a maternity benefit that 
provides simple, erficient care for members who are already pregnant. HPP typically 
exhibits at least a 2:1 return on investment. 
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The following programs can be purchased by the State for an additional fee: 

8ARlATRIC RESOURCE SERVICES 

Our network offers access to top performing, quality bariatric centers with experienced, 
multidisciplinary teams, which can lead to improved mortality (70 percent), shorter length 
of stay (25 percent) and fewer complications (25 percent). Our Baria1ric Resource 
Services program results in an es1im ated ROI of 4 to 6: 1. 

NEONATAL RESOURCE SERVICES 

The Neonatal Resource Services (NRS) program helps to control and reduce neona1al 
costs by working with the providers and members for a positive outcome. Our nurse 
advocates provide guidance to Level Ill (or higher) neonatal intensive care units (NICUs). 
which are best equipped to care for the most acute cases and have proven clinical 
outcomes. These include a 15 percent reduction in hospital length of stay, 64 percent 
reduction in readmissions from post-discharge nurse case management of the families 
and greater usage of NICU Centers of Excellence. Typically savings from NRS is $0.66 
PEPM. 

i. Contractor shall indicate ongoing provider quality monitoring activities, 
such as physician profiling. 

We utilize a variety of methods to promote evidence-based medicine to our contracted 
physicians. Currently, through the UnitedHealth Premium program, we deliver an 
individual performance report to each physician who has been evaluated for designation. 
This report provides information on the quality metrics used to measure physician 
performance, a physician's adherence to evidence-based standards for care. In addition, 
Physician Quality reports provide physicians and other health care professionals with 
information about their performance compared to accepted standards of care. 

Physicians and other health care professionals who appear to practice below optimal 
levels receive a summary of their data, either by mail or by visit, and the data is 
discussed with them to see if there are acceptable explanations for their variance. We 
also increase appropriate translation of new evidence-based knowledge into practice by 
making best treatments available on our consumer and physician Internet portals. We 
post evidence-based medicine guidelines on our physician Web site for approximately 60 
conditions. 

We continually monitor for potential quality of care concerns identified by sources 
including the clinical coverage review process, inpatient care management and 
complaints. Individual cases are addressed via a centralized process and corrective 
actions taken as appropriate. Our Quality Improvement Committee reviews semiannual 
trend reports to aid in the identification and resolution of any trends. 

In addition, we monitor sanction alerts arising from review of state licensing boards, the 
Office of the Inspector General, the Centers for Medicare & Medicaid Services (CMS) or 
any other sancUoning body or entity that relate to licensed independent practitioners in 
our network. We then take appropriate action in accordance with our provider 
participation agreements, credentialing plan, and regulatory and accreditation 
requirements. 

Our quality 1mt1atives are grounded In evidence-based medicine. 
We maintain a close relat1onsh1p between what we do cilnically and 

how tl1at translates mto - and how 1t ensures - providing a quality-driven network. 
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To fulfill our commitment to provide quality services to our customers and their 
employees, quality improvement programs are woven into the fabric of all health plan 
activities: care management, specialty and ancillary benefits, network management, 
provider credentialing, compliance, customer care, appeals, sales and claims. We give 
special attention to high.volume, high-risk areas of care and service for our members. 
Health promotion and health management activities are also an integral part of our quality 
programs. 

We have embraced evidence-based medicine for years in our customary approach to our 
physicians and consumers. We're using that information and our vast data sources to 
drive improved care decisions in the health delivery system, as well as drive better 
consumer health care decisions. 

We have developed one technology platform that synchronizes all clinical 
data and services utilizing our long-standing history and data resources 
from over 30 million members' care. 

Building on that vast knowledge base, we rigorously apply the best clinical 
practices across our wide network of physicians and hospitals to reduce 
unnecessary resource utilization and improve care outcomes 

We personalize the consumer experience to give them the best tools for 
informed and improved health care decisions, reaching them in ways they 
want to be reached. 

j. Contractor shall provide the average medical provider discounts (based on 
allowed amounts) the contractor has under contract for the list of three 
digit zip codes below: 

Discount off allowed amounts for Physician and Hospital In-Patient and 
Out-Patient for the following locations. 

The requested response has been included as an attachment in the Proprietary and 
Confidential binder as Attachment C. 

3 Digit Discount off ALLOWED Charges 
Zip Inpatient Outpatient 

Physician Code Hospital Hospital 

Please see Please see Please see 
Proprietary and Proprietary and Proprietary and 

693 Confidential Binder, Confidential Confidential 
Attachment C Binder, Attachment Binder, 

C Attachment C 
Please see Please see Please see 

Proprietary and Proprietary and Proprietary and 
692 Confidential Binder, Confidential Confidential 

Attachment C Binder, Attachment Binder, 
C Attachment C 

Please see Please see Please see 
691 Proprietary and Proprietary and Proprietary and 

Confidential Binder, Confidential Confidential 
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Attachment C Binder, Attachment Binder, 
C Attachment C 

Please see Please see Please see 
Proprietary and Proprietary and Proprietary and 

690 Confidential Binder, Confidential Confidential 
Attachment C Binder, Attachment Binder, 

C Attachment C 
Please see Please see Please see 

Proprietary and Proprietary and Proprietary and 
689 Confidential Binder, Confidential Confidential 

Attachment C Binder, Attachment Binder, 
C Attachment C 

Please see Please see Please see 
Proprietary and Proprietary and Proprietary and 

688 Confidential Binder, Confidential Confidential 
Attachment C Binder, Attachment Binder, 

C Attachment C 
Please see Please see Please see 

Proprietary and Proprietary and Proprietary and 
687 Confidential Binder, Confidential Confidential 

Attachment C Binder, Attachment Binder, 
C Attachment C 

Please see Please see Please see 
Proprietary and Proprietary and Proprietary and 

686 Confidential Binder, Confidential Confidential 
Attachment C Binder, Attachment Binder, 

C Attachment C 
Please see Please see Please see 

Proprietary and Proprietary and Proprietary and 
685 Confidential Binder, Confidential Confidential 

Attachment C Binder, Attachment Binder, 
C Attachment C 

Please see Please see Please see 
Proprietary and Proprietary and Proprietary and 

684 Confidential Binder, Confidential Confidential 
Attachment C Binder, Attachment Binder, 

C Attachment C 
Please see Please see Please see 

Proprietary and Proprietary and Proprietary and 
683 Confidential Binder, Confidential Confidential 

Attachment C Binder, Attachment Binder, 
C Attachment C 

Please see Please see Please see 
Proprietary and Proprietary and Proprietary and 

681 Confidential Binder, Confidential Confidential 
Attachment C Binder, Attachment Binder, 

C Attachment C 
Please see Please see Please see 

Proprietary and Proprietary and Proprietary and 
680 Confidential Binder, Confidential Confidential 

Attachment C Binder, Attachment Binder, 
C Attachment C 

Discount off ALLOWED Charges 
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3 Digit Inpatient Outpatient 
Zip Hospital Hospital Physician 

Code 
Please see Please see Please see 

Proprietary and Proprietary and Proprietary and 
515 Confidential Binder, Confidential Confidential 

Attachment C Binder, Attachment Binder, 
C Attachment C 

Please see Please see Please see 
Proprietary and Proprietary and Proprietary and 

511 Confidential Binder, Confidential Confidential 
Attachment C Binder, Attachment Binder, 

C Attachment C 

Note: Provide separate table for each proposed network, PPO or POS. 

k. Contractor shall provide the trend rates for the last five years for your PPO 
plans and your POS plans. 

PPO Pricing in Use POS Pricing in Use 

Year 
2006 11.9% 11.9% 
2007 11.9% 11.7% 
2008 12.1% 11.8% 
2009 13.1% 12.8% 
2010 13.1% 13.1% 
201 1 curran1 12.4% 12.3% 

Pricing trend is composed of the following components: Unit cost - change in the price of 
services utilized; utilization - change in the frequency of services utilized; Intensity -
change in the types of services utilized: leveraging - impact of fixed deductibles and 
copayment; work days - impact of workdays, weekends, and holidays; demographic mix 
- overall aging of membership/population. 

I. Contractor shall provide information on average in-network participation by 
provider and by claims paid for 2009 and 2010 for their clients located in 
Nebraska. 

The following provides average in-network participation by provider and claims paid for 
2009 and 2010 for our clients located in Nebraska: 

Ntimber Providers Spend· ( mfllions) 

CmuAt I % Amount % 

2009 Par 15,096 77% 687,168 97% 
NonPar 4,445 23% 18,770 3% 

Total 19,541 705,938 

2010 Par 14,549 83% 710,747 98% 

NonPar 2,916 17% 16,843 2% 

Total 17.465 727,590 
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m. Contractor shall indicate its capability to develop and administer a network 
specifically for the State based upon State-defined criteria. 

We manage over 400 unique provider/network arrangements - also called customer
specific provider (CSP) networks - on behalf of our customers. We administer customer
specific, three-tier networks for approximately 35 customers, representing more than 
675,000 members. This broad and varied experience positions us well to work with the 
State of Nebraska in developing a CSP for your employees. 

This network resource involves a provider organization that contracts directly with a 
customer to provide specific services for the customer's employees. The provider 
contract is between the employer group and the provider (not between UnltedHealthcare 
and the provider). This arrangement may be referred to in the industry as direct 
contracting. The CSP acronym is sometimes used gene'rically to describe GSPs as well 
as CSPs. 

NETWORK STRENGTH 

We continue to develop and operate efficient, high-quality networks that provide first
class health care services to our members. Members can choose from a wide range of 
providers in Nebraska, including 1,193 primary physicians, 1,845 specialists and 85 
hospitals. Nationwide, our proprietary network Includes over 668,000 physicians and 
other health care professionals and 5,174 hospitals. Included in the network are over 
1,000 convenience care clinics operating in retail stores, providing both financial savings 
and convenience for our members. We are building the first national telehealth network 
that will connect patients to leading primary care physicians, specialists and hospitals, 
regardless of location, helping to improve access to health care in underserved 
communities. 

4. Network I Physician 

a. Contractor shall provide the ratio of physicians to members maintained in 
the State of Nebraska's provider network. 

Nebraska PCPs to members ratio: 1:1,333 

Nebraska specialists to members ratio: 1 :77 

b. Contractor must provide the ratio of participating specialists to physician9 
in the State of Nebraska's provider network. 

The ratio of specialists to primary physicians in Nebraska is 1 :2. 

c. Contractor shall indicate if there are any medical services or specialties 
that are not available in contractor's physician networks in the service 
areas where there are plan members. Contractor shall indicate what 
services are not available. Contractor shall indicate what provisions are 
made for patients requiring these services. 

We are able to offer 1he State a very high level of network access: 99.87 percent of the 
State's members will have ready access to network services. 

However, if a medical service or specialty is not available in our current physician 
network, then members can use non-network services. They are reimbursed for these 
services at the network benefit level. The member must contact a health advisor prior to 
receiving care for approval of any non-network services. We also look at opportunities to 
contract with these non-network physicians and other health care professionals and 
expand our network, where appropriate. 
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d. Contractor shall indicate how the State would be informed of the 
termination of a provider. 

We shall notify the State whenever there are substantial network changes that may affect 
your members. Our account team communicates this information to their individual 
customer contact, and our health advisors have access to this information and can 
address inquiries from members. 

In addition, written communication is sent to all members with recent services from any 
hospital or physician that is leaving the network. The claim look-back period is 12 
months {or longer in any state requiring a longer look-back period). Mailings are targeted 
approximately 30 days prior to the effective date of the termination. 

We also encourage employees to access our online physician and other health care 
professional directory, available on myuhc.com, for the most up-to-date information 
regarding our network. Our online directories are updated every week. 

e. Contractor shall indicate the contract period for physicians. 

The majority of our contracts with physicians do not have an expiration date. They have 
an initial term (generally three years}, and after that time, the contract is evergreen and 
continues indefinitely, unless one of the parties submits a termination or notice to 
renegotiate. 

Approximately 25 percent of our physician contracts are negotiated each year. 

f. Contractor shall indicate if physicians in their networks bid may limit the 
number of patients/cases that they accept. If so, contractor shall indicate 
how the limit is determined and what the limit is. 

There is no minimum number of members that a physician is required to accept. 
However, when a physician closes their practice to new patients, our contracts stipulate 
that they must uniformly close their panels to all new patients regardless of their 
coverage (including all commercial or government enrollees, as well as private payers). 

g. Contractor shall indicate what percentages of physicians in your provider 
network bid for the State's health plan are at full capacity. 

We target at least a 90 percent open physician practice rate. According to our 
Operational Guidelines for Health Plan Management document, "fewer than 10 percent of 
practices with primary physicians are closed to new patients within the defined service, 
area." 

Nationally, approximately 3 percent of participating primary physicians have closed 
practices; 97 percent of the primary physicians in our network are accepting new 
patients. 

5. Network/ Hospital 

a. Contractor shall indicate what criteria are used to select hospitals and 
other health care facilities to participate in the contractor's network. 

The goal of our network selection criteria is simple: to choose physicians, other health 
care providers and hospitals that practice sound, evidence-based medicine. We apply 
rigorous quality standards and select providers who not only meet those standards, but 
who are also personally committed to providing their patients with high-quality, affordable 
care. 
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State licensure and accreditation status 

Malpractice and general liability insurance coverage 

Medicaid/Medicare program participation eligibility 

Confirmation of good standing/compliance with state and 
federal regulatory bodies and our participation agreement 

b. Contractor shall indicate if of the hospitals participating In any network bid 
are accredited by JCAHO and which are not. 

Although The Joint Commission (formerly known as JCAHO) accreditation is not 
required , we strongly recommend it. The majority of network institutional physicians do 
have The Joint Commission or American Osteopathic Association (AOA) accreditation , 
which we always consider during credentialing. 

Generally, the only institutional medical professionals who do not have either 
accreditation are small rural physicians or other health care professionals for whom the 
accreditation expense is too great. In these situations, we maintain other credentialing 
criteria providers must meet to be included in our network. We conduct a pre-contractual 
assessment to verify that each hospital meets our quality standards and also: 

• Meets all state/federal licensing and regulatory requirements 
• Is in good standing with applicable state/federal regulatory bodies and 

accrediting agencies 
• Is Medicare-certified if treating Medicare patients 

Recognized accrediting agencies for hospitals Include The Joint Commission, American 
Osteopathic Association (AOA), Healthcare Facilities Accreditation Program (HFAP), 
American Accreditation Healthcare Commission (AAHC) and Del Norske Veritas National 
Integrated Accreditation for Healthcare Organizations (DNV NIAHO). If the hospital has 
not been accredited by one of these accrediting bodies, but has undergone an on-site 
review by the state or the Centers for Medicare & Medicaid Services (CMS), we request a 
copy of the on-site assessment. If no state or CMS review has been done, we conduct 
an initial on-site quality assessment to confirm the hospital meets our standards for 
participation . 

c. Contractor shall indicate what liabillty coverage limits the participating 
hospitals are required to carry. 

We require network hospitals and physicians to carry the following minimum levels of 
malpractice insurance; 

Type of Insurance Hospital Physician 

Medical malpractice $5 million per occurrence $1 million per occurrence 
and/or professional and aggregate and $3 million aggregate 
liability insurance 

Commercial general $5 million per occurrence $1 million per occurrence 
and/or umbrella and aggregate and aggregate 
liability Insurance 

These levels are specified In our hospital and physician agreements, and only vary if a 
different amount has been mandated by the relevant state. 
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d. Contractor shall indicate if any hospitals or other medical facilities have 
been terminated or dropped from the network bid; if so, contractors shall 
identify hospital/medical facility and for what reason(s). 

There are no hospitals or facilities in our Choice Plus network that have terminated or 
dropped from this bid. 

e. Contractor shall indicate what percentage of hospitals/facilities in 
Nebraska are in contractor's provider network. 

The percentage of eligible hospital beds, primary physicians and specialists included in 
each market area is not readily available for proposal purposes. However, we have the 
largest singly owned network in the nation. Today, our network includes approximately 
two out of every three available physicians and nine out of 10 hospitals nationwide. 
Many of these providers are located in rural areas. 

As mentioned previously, we have provided a Provider Disruption Analysis, which is 
included as Attachment Jin Appendix E of the Technical proposal binder. We are 
pleased to indicate that 95.14% of the providers in the report included participate in 
UnitedHealthcare's broad, statewide network. We are also pleased to report that we 
have signed letters of intent from the following providers that will be active within our 
network prior to 7/1/2012: 

o Tri County Hospital 
o ·Cherry County Hospital 
o Jennie M. Melham Medical Center 
o Bryan LGH Hospital has been a long standing provider with UnitedHealthcare. 

We look forward to continuing to partner with them to provide qreater value and 
higher quality to the State of Nebraska on both a short and long term basis. 

f. Contractor shall indicate what provisions are made for enrolled patients 
when hospitals/facilities leave the contractor's provider network. 

We recognize that in certain circumstances when a hospital/facility terminates from the 
network and a member is in active treatment for a specific health issue, it may be in the 
interest of continuity of care to continue to provide network benefit coverage under our 
transition of care program. 

Continuation of care during a network disruption provides a transition period before the 
member is required to transfer to another network hospital to receive network level 
benefits under the terms of the benefit contract. Under transition of care, services with a 
non-network physician or other health care provider are reimbursed at the network level 
of coverage for a limited period of time. 

The continuation of care process for network disruption does not apply in the following 
situations: 

• A member is not in an acute phase of their condition and requires only routine 
monitoring. 

• A physician or other health care professional's contract is terminated based on a 
professional review action. 

• A physician or other health care professional is unwilling to continue to treat the 
individual or accept our payment or other terms. 

The continuation of care period applies only to members who are: 

• In current active treatment for an acute episode of chronic illness or an acute 
medical condition 
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• Who are in their second or third trimester of pregnancy 
• The treating physician or other health care professional is: 

• Willing to continue to treat the individual for an appropriate period of 
time, based on an agreed upon transition plan 

• Willing to share information regarding the treatment plan for adequate 
care management 

Outlined below are specifically defined conditions and time frames in which transition of 
care benefits would be considered. 

• End-stage renal disease and dialysis - applied to physician, provider or dialysis 
center, limited to 30 days 

• Non-surgical cancer therapies, includfng chemotherapy and radiation, limited to 
30 days or completion of current cycle, whichever is longer 

• Pregnancy, low risk -third trimester through the postpartum follow-up visit 
• Pregnancy, moderate risk and high risk - first, second or third trimester through 

the postpartum follow-up visit 
• Symptomatic AIDS, limited to 30 days 
• Solid organ and bone marrow transplants on a case-by-case basis, medical 

director review required 
• Conditions in which transition of care coverage is required by federal or state law 

The recommended time frame for transition of care is approximately 30 days. If the 
treatment extends beyond 30 days, the benefit extends only to the end of that treatment.. 

g. In the event that any of the contractor's medical facilities are unable to 
provide service due to complete or partial destruction, labor disputes, 
epidemic or other causes, the contractor shall make a good faith effort to 
arrange to have the services (to which a member is entitled} provided by 
other facilities and providers of services. Contractor shall explain how they 
intend to comply with this provision. 

If the situation affects the broad level, we will work in collaboration with local and state 
health department officials to provide information on the availability of health services and 
will adhere to the public health direction on prioritization efforts for the provision of such 
services. Establishment of health service delivery priorities is a legal responsibility of 
local, state and federal public health agencies. 

At all levels (from executive leadership, medical directors and our network management 
personnel} we have relationships with local, state and national public health officials. 

If the situation is narrower In scope - and for example applies to a specific physician - we 
have a process in place. In our Physician, Health Care Professional, Facility and Ancillary 
Provider Administrative Gulde, we ask that if the primary physician or specialist is unable 
to provide care and is arranging for a substitute, that they arrange for care from 
physicians or other health care professionals who participate In our network. Our 
Physician and Health Care Professional Administrative Guide also suggests that the 
primary physician or specialist provide members with information regarding after hours 
non-emergency care such as: 

• Alternative resources the member may access if care by the physician is not 
available or appropriate. This may include a listing of resources such as local 
urgent care centers or after hour triage services. 

• Directions regarding after-hours follow up if the member experiences certain 
changes in their condition. 
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h. In addition to the hospitals In the contractor's provider network, 
contractors shall list all other types of facilities and ancillary providers 
available through the contractor's hospital provider network and shall 
Indicate how each is paid. 

Enrolled individuals seldom need to go out-of-network because our networks are broad 
and contain a wide variety of allied and ancillary providers. We attempt to contract with 
all of the health care professionals mentioned below in each market that we serve: 

• Laboratories 
• Anesthesiologists 
• Radiologists 
• DME providers 
• External prosthetic suppliers 
• Medical device makers 
• Chiropractors 
• Hospices 
• Home health care 
• Skilled nursing 
• Ambulatory surgical centers 
• Birthing facilities 
• Optometrists 
• Ophthalmologists 
• Other ancillary providers (e.g., speech therapy, physical therapy) 

REIMBURSEMENT 

The standard reimbursement method for laboratory and radiology services is based on 
the Resource-Based Relative Value Scale (RBRVS). Our fee schedules are established 
by applying a conversion factor to RBRVS values. 

The contracted reimbursement methodology of ancillary provider services may vary by 
type of provider. Ancillary services (other than laboratory and radiology) are most often 
reimbursed based on a per visit or per unit payment method. Other reimbursement 
methodologies represent a small portion of our contracted reimbursement for ancillary 
services. 

Outpatlent surgical centers and Imaging centers are typically reimbursed on a per diem, 
per visit, case rate or a percentage discount off billed charges. 

We reimburse skilled nursing facilities on a per diem basis, using several different 
methodologies. Many of our contracts are currently based on a tiered per diem 
approach, with payment based on the level and types of services needed by the member. 
The other methodology that we are increasingly moving toward going forward is a single, 
all-inc1uslve rate per day to reimburse for all services (including prescription drugs) 
received by the member inside the skilled nursing facility. 

i. Contractor shall indicate If there are any forms of treatment that cannot be 
provided by contractor's hospital provider network; If so, contractors shall 
indicate which ones. Contractor shall indicate what arrangements are 
made for the provision of these necessary services. 

Most forms of treatment can be accommodated by our broad hospital network. In 
addition, members with complex, unusual or rare medical conditions have access to our 
Centers of Excellence network. 
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If a covered form of treatment is not available within our extensive hospital network, then 
members may be reimbursed for non-network services at the network benefit level. The 
member's network physician works with our care management representatives for 
approval of any non-network services. 

j. Contractor shall indicate if contractor's negotiated hospital rates are 
guaranteed for a period of time; if rates are guaranteed, contractor shall 
indicate the length of such guarantee. 

The majority of our contracts with hospitals do not have an expiration date. They have an 
initial term (generally three years), and after that time, the contract is evergreen and 
continues indefinitely, unless one of the parties submits a termination or notice to 
renegotiate. 

Approximately 25 percent of our hospital contracts are negotiated each year. 

k. The State requires that when a member or dependent enrollee is admitted 
In one of the contractor's network facilities at the time the group contract 
terminates, the normal/usual discount still applies for the entire period of 
admittance, as if the program had not terminated. Contractor shall indicate 
how they intend to comply with this provision. 

If a member is confined to a hospital on the effective date, charges for that confinement 
are split between the prior administrator and UnitedHealthcare based on service dates. 
The prior administrator is responsible for processing claims for services that occurred 
before the effective date of our plan. We are only responsible for processing claims for 
services that occur on or after the effective date of our plan, unless the customer 
purchases run-in processing and liability protection under our plan. 

If the prior plan was administered under a fully insured arrangement. the prior carrier is 
accountable for any run-out claims. If the prior plan was self-funded, the customer is 
responsible for arranging with the prior carrier for run-out processing as well as for any 
terminal liability protection. 

ON TERMINATION DATE 

If a member is confined to a hospital on the termination date, charges for that 
confinement are split between us and the succeeding administrator, based on the date of 
service. We are only responsible for processing claims for services that occurred before 
the termination date, unless the customer purchases run-out processing and terminal 
liability protection from us prior to cancellation. The succeeding administrator is 
responsible for processing claims for services that occur after the termination date of our 
plan. 

I. Contractor shall indicate if they have designated facilities for specific 
specialty care for services such as transplants, etc. and shall describe 
such arrangements in detail. 

As detailed earlier, we offer products and services that promote safe, successful and 
cost-effective treatment options for a variely of complex medical conditions. Clinical 
areas for which we offer solutions are detailed below. 
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TRANSPLANT RESOURCE SERVICES 

UnitedHealthcare manages more transplants than any other health and wellness 
company in the country. We have built a nationally recognized Centers of Excellence 
transplant network of 134 centers managing over 11,000 referrals annually. Ptus, over 
40 full time dedicated transplant nurse advocates outreach and work with members to 
counsel them on their medical condition and to get them to the best medical center for 
their transplant. 

We have established comprehensive contracts that delivered an average of 48 percent 
off of standard charges per transplant episode. Due to a combination of contractual 
discounts (48 percent); program engagement, overall reduction in hospital length of stay 
(17 percent), savings is estimated at $1.20 per employee per month (PEPM). 

CANCER RESOURCE SERVICES 

Cancer is a top cost driver for most employer groups. UnitedHealthcare's goals are to 
lower costs, raise quality and improve service through programs that reinforce the 
practice of evidence-based medicine and encourage the use of the most clinically
effective and cost-effective treatment options available. 

Our Cancer Resource Services program includes many of the nation's leading pediatric 
and adult cancer centers, focusing on uncommon and complex cancers. Benefits of 
treatment at a cancer Center of Excellence include more accurate diagnoses along with 
planned and coordinated care that that lead to fewer complications and higher survival 
rates. Our program also offers access to oncology nurse advocates who educate 
members on the right providers for their complex or uncommon cancers. Savings in our 
network of between 20 percent and 40 percent off of standard charges is typical. 

CONGENITAL HEART DISEASE RESOURCE SERVICES 

Congenital Heart Disease {CHD) Resource Services is the nation's leading provider of 
benefit management services that allows access to the nation's top CHD centers and 
provides extensive information to patients to assist them in selecting a center for their 
care. Our specially trained nurses outreach to families to educate them on their rare 
heart conditions and to steer them to the best hospital to care for such conditions. 

Also, we select the highest-performing hospitals to provide these specialized and unique 
heart surgeries that are congenital in nature; only 11 percent of overall facilities 
performing these procedures meet the clinical criteria. By bringing a great volume of 
business to these facilities, we are also able to negotiate reasonable contract rates; 
typically a savings of 40 percent per episode. Savings are also realized through higher 
quality facilities and programs that demonstrate shorter lengths of stay for these very 
specialized heart conditions. The savings typically seen is $0.04 PEPM. 

KIDNEY RESOURCE SERVICES 

The Kidney Resource Services program provides information to educate and guide 
consumers to top performing dialysis clinics and reduce end stage renal disease-related 
medical expenses. Our specialized kidney nurse advocates steer members to over 2,700 
in-network quality dialysis facilities and to UnitedHealth Premium designated physicians, 
and provide early referral for kidney transplant evaluation, which leads to pre-emptive 
transplant where possible and reduced costs in the long run. 

Our program can reduce the number of days a member spends in the hospital by 20 
percent to 30 percent. Also, our contracts can save up to 50 percent from dialysis retail 
charges and up to 80 percent on specialty pharmaceuticals. The typical savings through 
Kidney Resource Services is approximately $0.66 PEPM. 
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Our Healthy Pregnancy Program (HPP) helps to reduce incidence and severity of 
preterm births through prenatal education and case management of pregnancies 
considered to be at high-risk of premature birth. Our obstetric nurses assist parents-to
be through the whole maternity experience including integration with other women's 
health programs. HPP is most suited for customers that want a maternity benefit that 
provides simple, efficient care for members who are already pregnant. HPP typically 
exhibits at least a 2:1 return on investment. 

The following programs can be purchased by the State for an additional fee: 

8ARIATRIC RESOURCE SERVICES 

Our network offers access to top performing, quality bariatric centers with experienced, 
multidisciplinary teams, which can lead to improved mortality (70 percent), shorter length 
of stay (25 percent) and fewer complications (25 percent). Our Bariatric Resource 
Services program results in an estimated ROI of 4 to 6:1 . 

NEONATAL RESOURC E S ERVICES 

The Neonatal Resource Services (NRS) program helps to control and reduce neonatal 
costs by working with the providers and members for a positive outcome. Our nurse 
advocates provide guidance to level Ill (or higher} neonatal intensive care units (NICUs), 
which are best equipped to care for the most acute cases and have proven clinical 
outcomes. These include a 15 percent reduction in hospital length of stay, 64 percent 
reduction in readmissions from post-discharge nurse case management of the families 
and greater usage of NICU Centers of Excellence. Typically savings from NRS is $0.66 
PEPM. 

P. QUALITY ASSURANCE 

361 

1. Contractor is required to have a quality assurance program In place. Contractor 
must provide quality assurance program in terms of any qualitative and 
quantitative measures used in the program. 

a. Describe how these programs are communicated to providers within 
contractor's network(s). 

We communicate most directly with network physicians and other health care 
professionals through our physician Web site, UnitedHealthcareOnline.com. Our onllne 
Administrative Guide - provided to all new providers - Includes details of our Quality 
Improvement program. Providers must follow utilization management clinical protocols 
based on evidence-based medicine. 

b. Describe how these programs are communicated to health plan members. 

Information about our quality assurance programs is available to State of Nebraska 
members through our member portal, myuhc.com. 
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2. In addition to the requirements under Terms and Conditions (DD) above, the State 
reserves the right to conduct a clinical audit of claims processing services upon 
reasonable advance notice. Should the State undertake said audit, the contractor 
shall supply to the State at no additional cost the necessary materials and 
resources necessary for the audit shall be supplied to the State at no additional 
cost. 

We are agreeable to an audit provision that affords the State or a mutually acceptable 
entity the opportunity to audit us once per calendar year to determine whether we are 
fulfilling our performance under our administrative services agreement (ASA). We permit 
on-site annual claim processing audits that are consistent with generally acceptable 
auditing standards, such as a statistically valid, random sample audit that employs 
acceptable sampling and audit methodologies. Our audit provision provides for the 
following: 

• The time, place, duration and frequency of the audit are reasonable and agreed 
to by the parties. 

• The information reviewed relates to the calendar year in which the audit is 
conducted and/or the immediately preceding calendar year, during the term of 
the ASA and at any time within six months following its termination. 

• The parties pay for their own audit costs. In addition, the State will pay us for any 
unanticipated costs we incur, any costs of an audit after termination and any 
costs associated with more than one audit per year. 

• A mutually agreeable third party may be allowed 9r designated to conduct the 
audit. 

• The audit will be conducted pursuant to agreed-upon confidentiality 
commitments. 

• We will be given a reasonable opportunity to review and comment on any audit 
conclusions. 

Q. UTILIZATION MANAGEMENT/CASE MANAGEMENT 

Contractors should include Utilization Management/Case Management programs as 
outlined here in their Administrative Services Only (ASO) Fee. 

Utilization management is the evaluation of the appropriateness, medical need and 
efficiency of health care services procedures and facilities according to established 
criteria or guidelines and under the provisions of an applicable health benefits plan. It 
includes new activities or decisions based upon the analysis of a case. It describes 
proactive procedures, including discharge planning, concurrent planning, pre-certification 
and clinical case appeals. It also covers proactive processes, such as concurrent clinical 
reviews and peer reviews, as well as appeals introduced by the provider, payer or patient. 

Case management is a managed care technique focusing on delivering personalized 
services to patients to improve their care. It is a method of managing the provision of 
health care to members with chronic medical conditions. The goal is to coordinate the 
care so as to both improve continuity and quality of care and lower costs. 

1. Contractors shall describe their preauthorization and utilization review 
services in detail, including information on the following: 

Our utilization management program focuses on helping members receive the right care 
in the right setting at the right time by evaluating the quality, continuity, timeliness and 
outcomes of hea Ith services. Our medical directors and nursing staff work closely with 
health care providers to ensure treatment plans are consistent with evidence-based 
guidelines, are clinically appropriate, cost effective and optimize health care outcomes. 

Through our utilization management services we: 
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• Address rising health care costs by eliminating waste and ensuring medical 
appropriateness 

• Manage over- and under-utilization of services to promote optimal outcomes and 
improve the member experience 

• Prevent avoidable hospital readmissions by carefully managing care transitions 
• Reduce variation in care by ensuring treatment plans are consistent with 

evidence-based medicine 
All of the following programs and services are included in our proposed administrative 
fees: 

MEDICAL NECESSITY 

Medical necessity is the determination of the clinical appropriateness, clinical 
effectiveness and cost effectiveness of a service based upon evidence-based medical 
criteria . 

We are currently moving toward a medical necessity model in response to market 
demand and to meet the needs of our providers, rolling out the new provisions to all self
funded customers upon renewal. 

We are incorporating medical necessity review into our current notification model through 
prior authorization, adding to our existing suite of tools we use to enhance the member's 
care experience and improve quality and cost outcomes. Our existing tools include 
benefit plan design, clinical guidelines and medical policies, coverage determination 
guidelines, appeals and grievances for members and providers and medical technology 
assessment. 

We promote consistency across our enterprise and leverage best practices by developing 
a universal medical model for all of our plans. We are incorporating medical necessity 
review and prior authorization to address both marketplace and provider demand. 

MARl(ETPLACE DEMAND 

• For health care effectiveness and affordability 
• To address rising health care costs 
• To address gaps in quality 
• To eliminate unnecessary services 

PROVIDER DEMAND 

• For Increased simplicity and up-front payment determination 
• To align with industry standards 
• To promote transparency and consistency in coverage determination 

An overview of our utilization management services and processes is provided below. 

PRIOR AUTHORIZ4TION 

Prior authorization is the process of obtaining approval regarding the clinical medical 
necessity, appropriateness, level of care or effectiveness that will Inform the member and 
provider in advance whether a procedure, treatment, or service will be covered under the 
provisions of the applicable health benefits plan. 

Services requiring prior authorization include certain outpatient services and procedures 
(such as initiation of cancer treatment), certain inpatient admissions, specialty 
medications, experimental and investigational procedures, cosmetic procedures, 
maternity stays tonger than 48 hours, and back, knee and hip surgeries. 
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We require prior authorization of certain services and procedures to identify gaps in care, 
confirm available benefits, assess for inpatient care management and discharge needs, 
identify readmissions, apply medical policy and coverage review of certain services and 
procedures, prevent delays in care and promote delivery of the physician's treatment 
plan. 

We require prior authorization for these core medical services: 

• Accidental dental services 
• Ablation, ligation, vein stripping 
• Ambulance transportation (non-urgent) 
• Bariatric surgery 
• Blepharoplasty, upper lid 
• BRCA breast cancer susceptibility testing (BRCA1 and BRCA2) 
• Breast reconstruction other than following mastectomy 
• Breast reduction other than following mastectomy for cancer 
• Cancer treatment initiation for a diagnosis other than surgery or skin cancer or 

cervical cancer 
• Cardiology Notification Program diagnostic catheterization electrophysiology 

implants: defibrillators and pacemakers 
• Congenital heart disease 
• Cranial remolding helmet for treatment of congenital musculoskeletal deformities 
• Durable medical equipment more than $1,000 
• End-stage renal disease/Dialysis services 
• Genioplasty 
• Home health care services, including but not limited to: 

• Enteral formula 
• Home infusion therapy 
• Home health aid (HHA) 
• Occupational therapy (OT) 
• Physical therapy (PT) 
• Private duty nursing (T1000) 
• Respiratory therapy {RT) 
• Skilled nursing (SNV) 
• Social Worker (MSW) 
• Speech therapy (ST) 

• Hospice, inpatient 
• Intensity-modulated radiation therapy (IMRT) 
• Mastectomy for gynecomastia 
• Non-network laboratory/pathology services 
• Orthognathic surgery Treatment of maxillofacial functional impairment 
• Orthopaedic/Spine surgeries: inpatient admissions for spinal surgeries, total knee 

replacements and total hip replacements. 
• Out-of-network services 
• Palatopharyngoplast: treatment of maxillofacial functional impairment 
• Panniculectomy or abdominoplasty Excision, excessive skin and subcutaneous 

tissue (includes lipectomy) 
• Pregnancy: Upon confirmation of pregnancy, a notification is required by 

physicians or other health care professionals who provide obstetrical care to a 
UnitedHealthcare pregnant member Notification is required only once per 
pregnancy. Notification is not required for ancillary services such as ultrasound 
and lab work. 

• Prosthetics/Orthotics with a retail purchase cost or a cumulative rental cost over 
$1,000 

• Referral for non-network services 
• Rhinoplasty 
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• Treatment of nasal functional impairment 
• Sclerotherapy 
• , Septoplasty 
• Thoracoscopy 
• Transplant services 

Network providers are responsible for prior authorization/advance notification at least five 
business days before the planned service date (unless otherwise specified within the 
Advance Notification List). Notification for home health services and DME is required 
within two business days after the physician's order. 

For services requlring advance notification, we authorize the service as well as the 
treatment setting. 

CLINICAL COVERAGE REVIEW (CCR) 

Clinical coverage review encompasses pre-service review and medical claims review 
{retrospective review). 

PRE•SERVICE REVIEW 

We provide pre-service review for services that require advance notification/prior 
authorization using applicable benefit plan documents, evidence-based medical policy 
and nationally recognized clinical guidelines and criteria. During pre-service review, we 
also provide an in-depth review of services that may not be covered under the provisions 
of the benefit plan. Pre-service review includes the follmying: 

• Review of services on the Prior Authorization/Advanced Notification list, including 
inpatient and outpatient 

• Review of services that may be unproven or cosmetic 
• Custodial case review 
• Network gap reviews (non-PPO) 
• Pharmacy reviews 
• Pre-determinations 

• Voluntary outpatient service reviews beyond the prior authorization list 

MEDICAL CLAIM REVIEW (MCR)/ RETROSPECTIVE CLAIMS REVIEW 

• Claim reconciliation I clinical review of non-notified claims 
• Clinical review of certain medical and drug policies 
• Clinical review of certain aspects of certificate of coverage and summary plan 

description benefit language 
• Coding appropriateness and support of certain reimbursement policies and 
• Claim code edits 
• Review of handicap dependent eligibility applications 

APPEALS 

Our Clinical Coverage Review (CCR) team reviews appeals related to adverse 
determinations using applicable benefit documents, new and existing clinical information 
and federal and state mandates. CCR sends the case to the appropriate medical director 
{not previously involved in the case, in the same specialty). Medical directors may 
determine the case requires external physician review. 

ADMISSION NOTIFICATION 

We require hospitals, skilled nursing facilities and acute rehabilitation facilities to notify us 
of the following inpatient facility admissions, including: 

• All planned/elective inpatient admissions 
• All unplanned admissions for acute care 
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• All skilled nursing facility (SNF} admissions 
• All admissions following outpatient surgery 
• All admissions following observation 
• All newborns admitted to NICU or who remain hospitalized after the mother is 

discharged (within twenty-four (24) hours of the mother's discharge) 
• All maternity admissions 
• All emergency admissions 
• For emergency admissions where a member/enrollee is unstable and not 

capable of providing coverage information at the time of admission, the facility 
should notify UnitedHealthcare as soon as the information is known and 
communicate the extenuating circumstances. 

FOR WEEl<DAY AOMISSIONSi 

Acute care hospitals. skilled nursing facilities and acute rehabilitation facilities are 
required to notify UnitedHealthcare within 24 hours following the actual admission for all 
inpatient admissions. 

FOR WEEKEND ADMISSIONS! 

Admission notification for weekend and federal holiday admissions is reQuired by the next 
business day (by 5 p.m. local time). Weekend admissions include any patient that is 
admitted to inpatient status between 5 pm local time on Friday to 11 :59 p.m. on 
Sunday. Federal holiday admissions include any patient that is admitted to inpatient 
status between 5 p.m. local time on the business day preceding a federal holiday to 
11 :59 p.m. local time on a federal holiday. 

EMERGENCY ADMISSIONS 

In an emergency, the member should seek care immediately. The member or his or her 
representative must contact us within one business day (subject to applicable state 
mandates, which take precedence) of a hospital admission that resulted from the 
emergency visit. At that point, the member enters the care management process. 

CARDIOLOGY NOTIFICATION PROGRAM 

Our nationally recognized Cardiology Notification Program increases the quality, safety, 
and clinically-appropriate utilization of diagnostic catheterization and electrophysiology 
implant procedures. Acting on behalf of our customers and members, we have worked 
with external physician advisory groups to develop programs that promote appropriate 
use of cardiac services. Our Cardiology Notification Program provides members with 
access to cardiac services that are consistent with evidence-based medical guidelines by 
ensuring that physicians rendering these procedures are familiar with such guidelines. 
Adherence to evidence-based medical guidelines helps reduce unnecessary medical 
risks to patients and increases the quality, safety and appropriateness of cardiac 
services. 

We require cardiac notification for: 

• Diagnostic catheterization 
• Electrophysiology {EP) implants: defibrillators and pacemakers 

RADIOLOGY NOTIFICATION PROGRAM 

We employ a national radiology strategy that addresses variations in the quality, safety 
and appropriate utilization of imaging services in health care delivery. Acting on behalf of 
our customers. we have worked with external expert physician advisory groups to 
develop programs that promote the appropriate and rational use of imaging services. We 
require radiology notification for: 
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• Advanced outpatient imaging 
• Positron emission tomography (PET) scans 
• Computerized tomography (CT) scans 
• Nuclear medicine 

We believe by deploying this national radiology strategy we increase efficiencies, 
decrease variability, address inappropriate imaging and its associated costs and increase 
the quality of radiology services our members receive. 

INPATIENT CARE MANAGEMENT 

Our inpatient care management program facilitates evidence-based member care 
through concurrent review and discharge planning combined with readmission and post
discharge referrals to case and disease management programs and alternative care. 
Our inpatient care management activities focus on: 

• Ensuring the physician's treatment plan is clinically appropriate, cost-effective 
and adheres to evidence-based medicine 

• Identifying and preventing potential delays in care, tests and procedures 
• Facilitating access to specialists if needed via consultation with the medical 

director 
• Supporting discharge planning, including identifying members for post-discharge 

follow-up 

Inpatient care management nurses perform on-site or telephonic review. We provide 
active, real-time management by applying evidence-based clinical criteria (MIiiiman) to 
determine appropriateness of services; anticipate future services; assess the quality of 
care; anticipate discharge planning needs and help implement the discharge plan to 
ensure a safe disposition. 

The inpatient care manager (ICM) receives new inpatient cases from intake and Clinical 
Coverage Review (CCR) and identifies cases requiring management from the hospital 
census reports. The ICM evaluates all cases assigned early on the same business day. 
Cases assigned later in the day will be reviewed by the following day, and retrospective 
cases are reviewed within seven days on the initial admission date. The ICM will then 
determine the frequency of case review based on clinical criteria, SPD and medical 
necessity status. 

One Hospital: One Nurse is a pioneering clinical model unique to UnitedHealthcare 
where we designate nurses on-site in selected hospitals nationwide and assign 
telephonic nurses to high-volume hospitals. The nurses' local knowledge helps us 
address inefficiencies in health care delivery by applying evidence based clinical criteria 
to determine appropriateness of services; anticipate future services; assess the quality of 
care to ensure best practices and decrease the likelihood of a re-admission. The nurses 
are supported by local medical directors who assist with peer-to-peer discussions with 
the attending physician about the appropriate treatment plan, treatment options and plans 
and to facilitate access to additional care or alternate care settings. The program has 
resulted in a 4.8 percent reduction in bed days per thousand , translating to inpatient 
savings of $4.89 PEPM. 
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CONCURRENT REVIEW 

Concurrent review is a component of inpatient care management to ensure a hospital 
stay is proceeding as planned. Nurses complete an initial assessment to determine the 
goal length of stay, which determines the frequency of review and/or referral to other care 
management programs. Nurses use MIiiiman Care guidelines, internal protocols, and our 
proprietary risk-scoring tool to prioritize reviews. Generally, reviews of new admissions, 
certain surgical admissions, admissions exceeding the recommended length of stay, 
unplanned readmissions and obstetrical admissions are prioritized for review and 
completed within one business day following admission. 

SECONDARY LEVEL OF CARE REVIEW 

The ICM provides ongoing monitoring of progress and appropriate intervention to impact 
positive case outcome while documenting case activities in the appropriate clinical 
platform. 

Nurses monitor progress to ensure members are receiving the appropriate level of care, 
which may include transferring to a secondary level of care, such as acute inpatient 
rehabilitation or skilled nursing facility. 

DISCHARGE: PLANNING 

The discharge planning process is addressed throughout the inpatient care management 
component of utilization management. 

Our inpatient care management nurse works with the attending physician and hospital to 
coordinate the timely delivery of hospital services. The inpatient care management team 
assists with the arrangements for alternative services or programs, as appropriate, and 
facilitates discharge and/or transition to a lower level of care at the appropriate time 
during the course of care. Members may also be enrolled in transitional case 
management for ongoing care or to holistically address a particular condition as part of 
notification or during discharge planning . In these instances, a nurse case manager will 
be assigned to the member for personal follow up and ensure the member's needs are 
being met for his or her condition and to help avoid readmission. 

a. Location of the office providing preauthorization and utilization review 
services 

Pre-authorization and utilization review services are provided from our Phoenix, Arizona 
and Richardson, Texas utilization management locations. 

b. Relationship with any subcontractors and current procedures with them to 
integrate data, criteria and program results 

Our utilization management program is offered internally. 

2. Identify the guidelines that are used to support utilization management/case 
management decisions. 

We use internally developed clinical practice guidelines as well as Milliman Care 
Guidelines in our medical management program. 

Milliman Care Guidelines are available in both installed and Web-based formats for our 
staff to use whether they are office-based or working on-site in health care facilities. 

Our internally developed medical policies complement Milliman Care Guidelines. Our 
clinical technology staff develops and maintains these medical policies online in a 
medical policy application. 

Page 107 of 157 



369 

We review our existing medical policies at least annually and revise them as new 
developments take place to keep pace with advances in medical technology and changes 
In clinical practice. We communicate new policies and policy revisions to our staff, 
network physicians and other health care providers through ongoing training, monthly 
Medical Policy Updates bulletins, our Internet and Intranet sites and continuing education 
programs. 

a. Who is responsible for follow up after discharge? 

Members identified for outreach will receive a telephone call from a nurse who will 
conduct an assessment designed to identify gaps in care. The nurse will provide 
guidance and support in meeting the identified health care needs. 

Our Transitional Case Management program is designed to ensure that post-discharge 
plans and home health care needs are being met for members, as well as to reach out to 
members who have been Identified as being at high risk of readmission to the hospital or 
as frequent users of high-cost health care services. Transitional Case Management uses 
member identification, stratification and discharge planning to support timely outreach to 
members with the greatest need in order to avoid preventable hospital readmissions. 

b. Does this protocol apply to all discharges or is it limited to those with 
identified medical needs at discharge? 

Transitional Case Management supports members with the greatest needs in order to 
avoid preventable hospital readmissions. It is the collaborative process of evaluating and 
coordinating post-hospitalization needs for members identified as being at risk of re
hospitalization or as frequent users of high-cost services. Appropriate members are 
referred to transitional case management upon discharge from the inpatient setting. 

To identify members who would benefit from outreach, inpatient care management (ICM) 
nurses use a proprietary risk-scoring tool to create an individualized risk score for 
members being discharged from the hospital. The following clinical criteria are 
considered in the risk-scoring process: 

• Prior unplanned readmission within the past 30 days 
• Members ages 70 or older or 2 and younger 
• Current length of stay seven days or more 
• Diagnosis or comorbid condition of cardiovascular disease, heart failure, 

diabetes, renal disease, pulmonary disease, liver/pancreas/gastrointestinal issue, 
risk of Infection 

• Clinical condition (end of life and not in hospice, unstable or deteriorating 
cognitive or functional condition, poor nutritional state) 

• Complexity of discharge needs (complex discharge needs, social-support issues, 
lack of self-management skills) 

• Mental or behavioral health condition 
• Seven or more medications at discharge 

Members identified for outreach will receive a telephone call from a nurse who will 
conduct an assessment designed to identify gaps in care. The nurse will provide 
guidance and support in meeting the identified health care needs. 

In addition to the risk-scoring tool described above, the readmission prediction model 
(RPM) is a second proprietary model used by nurses to prioritize referrals. It identifies 
those that have a high probability of readmission within 30 days. 

Predictors used for the RPM include: 

• Age/Sex combination 
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• Count of admissions in past year 
• Count of distinct NDCs in past year JEP - please spell out NOC 
• Diagnosis of current admission 

• Behavioral health, cardiology, gastrointestinal, infection, respiratory, 
kidney, liver, pancreas, diabetes 

• Diagnoses of admissions in past year 
• Behavioral health, cardiology, gastrointestinal, infection, respiratory 

• Diagnoses of non-inpatient claims in past year 
• Presence of home health claims in past year 
• Presence of outpatient surgery in past year 
• Count of emergency room visits in past year 
• DME allowed amount in past year 
• Current admission is a readmission 
• Current LOS 

c. How is follow up after discharge tracked? 

Post-discharge follow up is delivered as an extension of the inpatient case management 
process. We use a proprietary risk-scoring tool to create an individualized risk score for 
members being discharged from the hospital. The clinical criteria in the tool are risk
weighted based on research and scientific literature, as well as clinical committee input. 

Transitional Case Management outreach risk-scoring is augmented by the clinical 
judgment of the inpatient case management staff-members may be referred to 
Transitional ease Management regardless of risk score if the inpatient case management 
nurse determines it would decrease readmission risk. 

d. Processes in place to assist individuals in obtaining qualified medical 
services at a low cost 

Case management conducts interventions tailored to address each member's specific 
proactive care opportunities and gaps in care with the goal of improved self
management, appropriate care and the most cost-effective outcome. All of this results in 
measurable savings to the customer and positive impact on the health of our members. 

• Providing network redirection to UnitedHealth Premium providers and access to 
clinically superior, cost-effective care 

• Providing network redirection to network resources for predictable costs, broad 
access and ease of administration 

• Identification processes designed to identify members earlier 
• Opportunity-scoring logic within the eSync Platform that enhances the nurse's 

ability to identify those who will drive high costs by prioritizing work queues and 
opportunities for engagement based on sophisticated algorithms around quantity 
of open care gaps, monetization of value drivers and the effectiveness of 
addressing opportunities versus the effort and timeliness of the engagement 

• Synchronization of data and value opportunities in our eSync Value Interface that 
capitalize on sophisticated logic to support our four Value Pillars, including values 
for managing health care spend and enabling case management activity to focus 
on the drivers with the highest opportunity for impact 

• Integration of service delivery under the clinically integrated delivery model which 
considers the member with multiple health care needs who will benefit from an 
integrated experience with one nurse addressing their needs with a holistic 
approach (rather than working with multiple nurses). 

• Identification of high-cost claimants and engagement of those who are already 
driving high costs, delivering solutions to reduce their spend. 

• Transitional Case Management programs to avoid preventable members from 
needing to return to inpatient care after they have been discharged. 
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• End-of-life care working to move members out of hospitals and into hospice 
settings. 

3. Contractors 9hall describe their Utilization management/case management 
program in detail, including Information on the following: 

a. Identification of complex cases 

We use a variety of methods to identify members who would benefit from case 
management. Key to the Identification process is our eSync technology platform, which 
includes a predictive model and creates a customized medical summary for every 
member in a customer's population. 

Using medical, pharmacy, laboratory and behavioral claims, eSync constantly scans the 
entire population to identify members who would benefit from outreach-and not just for 
gaps in care, but where there are opportunities for intervention before a major health 
event occurs-so we can prevent or mitigate more serious health events. Sixty-five 
percent of the 1,000 value drivers used lo identify care management opportunities are 
proactive in nature. By proactlvely addressing root-cause issues early in the cost curve, 
we positively impact cost and productivity. 

In addition to claims data, information from the following sources is integrated into the 
eSync platform to enhance the identification process: 

• Health Assessment 
• Hospital discharge 
• NurseLine 
• High-cost claimants 
• Direct referrals 
• First Fill: Our pharmacy identification methodology allows us to identify members 

within two weeks of filling a prescription for rare and high-cost conditions. 

b. Management of complex cases 

Complex case management is designed for catastrophic cases needing coordination of 
multiple providers. access to community resources, longer-term support, or having 
complex access, care plan, psycho-social, or knowledge needs. The same nurse who 
makes the initial contact continues as the member's assigned nurse for both the current 
and any future health support needs, whenever possible. 

We use a proprietary scoring tool to help our nurses determine if a case should be 
promoted to complex case management. Our nurses use this tool upon a member's 
discharge from the hospital based on the discharge plan information and also by 
researching the wealth of information in our predictive model. 

By scoring the case before making the initial outreach call to the member, we ensure the 
case is addressed using the appropriate process and with a nurse who is best suited to 
meet the member's needs from the very beginning of the case. This. in turn, ensures that 
we minimize hand-offs; the member is able to build a relationship with the nurse from the 
Initial call with no disruption. 

Complex case management Is reserved for those members with complex needs, a 
combination of factors that include multiple prior hospitalizations, age considerations, 
diagnosis, clinical condition, complexity of discharge needs, behavioral health 
comorbidities and polypharmacy. 
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Clinical judgment is applied by the nurse not only to score the case, but also to determine 
if there are clinical issues that require that the case should be promoted to complex case 
management even if the tool has not reached the threshold score that the nurse 
expected. This override of the tool's score is rare, but our nurses are encouraged to use 
their valuable clinical judgment at all times. 

c. Management of special needs cases (traumatic brain Injury, co-morbid 
conditions, neonatal cases, etc.) 

We address special needs cases by ensuring that our case managers are properly 
educated and trained. All of our case managers are registered nurses with state license 
and at least three years of direct clinical experience. Nurses working within case 
management have varied clinical backgrounds in specialties that include home health 
care, pediatrics, oncology, cardiology, rehabilitation, infectious disease and transplants. 

Nurses working within case management also have access to a Subject Matter Expert 
Directory that facilitates the nurses working as a team and consulting those nurses who 
have a particular expertise in a relevant condition. 

In addition to providing excellent case management services to our members with special 
needs, we will also engage our Centers of Excellence networks, when appropriate, to 
ensure members receive the best possible care and health outcomes. 

d. Ratio of caae managers per 1,000 members 

Our staffing ratios are based on a case contact volume, which can include various 
conditions in our disease management and case management programs. The average 
Initial and follow-up contact for each of our nurses ranges from 30 to 40 contacts per 
week. 

e. Methodology of determining ROI for reporting on direct and indirect 
savings related to your case management program 

Case management uses a matched control group approach for estimating ROI by 
comparing medical cost savings and utilization between participants and non
participants. 

In this design, cost trends for program participants are compared to the trends of a 
matched group of program nonparticipants (e.g., members who met criteria for 
partlclpatlon, but did not enroll). The overall difference in cost trends renects the 
estimated program savings which, ln turn, is translated into ROI. 

4. Contractors shall describe how their predictive modeling capabilities Identify at
risk members and potential Interventions the State should consider. 

The predictive model uses medical, behavioral, pharmacy and laboratory data to develop 
a confidential profile of the member, and then ranks his or her risks relative to other 
members. This identification tool analyzes data based on diagnosis, care-seeking 
behavior, prescriptions, hospitalizations, doctor visits, tests ordered, etc. 

Those members identified in a particular category as high risk are forwarded to the 
applicable program. Each month, nurses query the database, which returns a list of 
members who may benefit from a focused intervention. 
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Once the system has returned a list of members within the user-defined parameters, it 
displays the information in a format that highlights actionable factors, including potential 
issues surrounding medication compliance, duplicate drugs, drug monitoring, access to 
care, the use of multiple and/or non-network physicians and other health care 
professionals, and missing standard of care Interventions (i.e., no hemoglobin A1c blood 
test for a member with diabetes). 

After reviewing the data, a nurse contacts the member and/or the physician to address 
any gaps in education or health care needs. 

The predictive model within eSync is an important component in ensuring that our 
customers receive the appropriate level of outreach to Its high-risk members. Some of 
the specific benefits include: 

• More accurate and further-reaching prediction of future health events 
• More time for our health team to reach plan participants prior to a potentially 

adverse medical experience 
• More accurate measurement of risk. centered on evidence-based medicine rules 
• Clinically accessible and relevant methodology-everything is viewed within the 

context of a clinical episode of care 
• Better stratification of participants into our programs 
• Monthly refresh of full predictive model data 
• Customers with 1,000 or more members are also stratified individually, rather 

than being grouped together into logical partitions prior to stratification 
(customers with fewer than 1,000 members are grouped together and run in the 
predictive model) 

In addition to the above benefits , the predictive model offers several general advantages 
over those offered elsewhere in the marketplace: 

• Greater specificity In identification of members with the highest risk 
• Clinically accessible and relevant methodology~verything is viewed within the 

context of a clinical episode of care 
• Integrated approach that accepts supplemental measures of risk, including 

survey, profiling, and clinical data, adding valuable dimension to the analysis 
• Ease of use - information readily available from medical, behavioral, and 

pharmacy claims and enrollment files are its key inputs 
• Speed of lmplementation-eSync predictive modeling will be up and running 

within 16 weeks 
• Timely and accurate analysis of a population's emerging risk profile by using 

current (i.e., no claims lag required) data as inputs 

5. Maintain a process to include individuals In the utilization management/case 
management program once their paid claims exceed $50,000. 

Members are identified for case management if total expenses (all or some of which may 
be outpatient expenses) exceed a $50,000 threshold within a 12-month period, as 
triggered in our eSync identification system. Also, expensive outpatient cancer 
treatments, such as radiation and chemotherapy, can trigger identification for case 
management via physician notification through our outpatient notification reQuirement. 

R. DISEASE MANAGEMENT 

373 

The State does not currently utilize disease management services but is Interested In 
understanding the contractor's capabilities. This is to be more than a managed care health 
service. An effective disease management program requires 'whole system' implementation 
with a range of activities relevant to the context, clinical profeBBionals willing to act as 
partners or coaches and on-line resources which are verifiable. This is performed with 

Page 112 of 157 



374 

knowledge sharing through centralized medical records plus knowledge building and a 
medical community integral to the concept of disease management. It is a population health 
strategy as well as an approach to personal health. It is a method of managing the provision 
of health care to members with high-cost medical conditions. The objective is to reduce 
healthcare costs and/or improve quality of life for individuals by preventing or minimizing 
the effects of diseases, usually a chronic condition, through knowledge, skills, enabling a 
sense of control over life (despite symptoms of the disease) and Integrative care. Please 
provide information on the following: 

Disease Management Services 

We will provide diabetes disease management program services. These services are 
designed to proactively (i) identify and stratify individuals diagnosed with specific chronic 
medical conditions and who may be at risk for developing chronic medical conditions, {ii) 
provide assessment and intervention to support such individuals, as well as the individuals' 
physicians, and (iii) hetp such individuals comply with a physician's established plan of care 
as well as monitoring and educating individuals regarding the medical condition. The 
services are designed to provide Intervention with respect to individuals ' specific chronic 
medical conditions that are highly likely to drive medical expenses of the Plan. Individual 
and physician participation will be voluntary. 

1. Eligibility 

Participants are identified for our condition management programs through claims, 
service utilization, Health Assessment data, patient self-reported data and other sources. 

This data Is matched to the eligibility file during our stratification processing, providing an 
automated eligibility check. We typically update this stratification data on a monthly 
basis. 

In addition, eligibility data is uploaded into our care management application so that the 
nurses can see the participant's eligibility status during each interaction. 

2. Conditions managed: 

a. Core 

Our core disease management programs are described in additional detail below and the 
fees associated with these programs are included: 

ASTHMA 

The asthma program provides a comprehensive plan for adults and children with asthma. 
Clinical interventions are supported by evidence-based guidelines and promote a 
collaborative relationship between the practitioner and participant. Combining medication 
monitoring, motivational interviewing techniques and behavioral modifications, the 
program generates a reduction of trends in asthma-related admissions, while improving 
the participant's quality of life. 

ASTHMA PROGRAM GOALS 

The goal of the program is to help the participant manage their Illness through a unique 
combination of member-empowering education and nurse-member relationships. Our 
nurses work with the member and the treating doctor to closely monitor the member's 
condition in order to reduce the risk of hospitalization, reduce missed days from work or 
school and reduce health care costs. 

• Avoid triggers that induce or aggravate asthma attacks 
• Reduce or eliminate risk factors, such as smoking 
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• Manage the condition through adherence to medication regimens, peak flow 
meter use and other physician treatment plans 

• Monitor asthma in order to recognize warning signs of an attack and take 
appropriate actions to resolve them 

The asthma program uses a comprehensive clinical assessment by specialized nursing 
staff. Interventions are determined based on this assessment and in conjunction with the 
member's physician or other health care provider. 

ASTHMA PROGRAM INTERVENTIONS 

Asthma program interventions include: 

• Comprehensive assessments by specialty-trained registered nurses to determine 
the appropriate level of intervention 

• A focus on adherence to medication regimens and reducing or eliminating risk 
factors 

• Individualized action plans to help program participants monitor symptoms 
• Proactive outbound and responsive inbound nurse calls 
• Alert reports and pre-visit reports to physicians when significant Issues are 

detected, and lo facilitate data sharing on critical findings 
• Management of risk factors and comorbidities, including hypertension, diabetes, 

coronary artery disease {CAD) and depression 
• Educational programs, which include an asthma diary and reinforcement of 

regular peak flow meter use 
• Satisfaction and quality-of-life surveys 

UNIQUE FEATUl3ES OF THE ASTHMA PROGRAM 

Our asthma program uses only those guidelines developed and adopted by nationally 
recognized sources. The asthma program is supported by the National Heart, Lung and 
Blood Institute (NHLBI) and National Institute of Health (NIH) guidelines for the diagnosis 
and management of asthma and by the National Jewish Medical and Research Center. 

ASTHMA PROGRAM RES UL TS 

Desired outcomes include reduced utilization, cost savings and positive clinical outcomes 
with very high member and provider satisfaction. Our anticipated return on investment 
(ROI) for the asthma disease management program is 1.3:1 to 2.0:1. 

CORONARY ARTERY DISEgASE 

Our CAD program provides a comprehensive solution for the management of CAD 
through empowering program participants with the knowledge and skills they need to 
manage their condition and remain compliant with their treatment plan, motivating 
individuals to make necessary lifestyle modification changes, improving quality of life and 
reducing unnecessary hospitalizations and health care costs. 

Using a sophisticated stratification process, individuals are targeted for Interventions 
based on acuity level and potential for impact. The program provides the information 
members with CAD need to: 

• Understand their condition, Its Implications and how to reduce or eliminate risk 
factors, such as high cholesterol, high blood pressure, diabetes, excess weight, 
obesity, cigarette smoking and lack of physical activity 

• Maintain a healthy lifestyle and adhere to physician treatment plans and 
medication regimens, including proper use of beta-blockers, ACE inhibitors, 
statins and antiplatelets 

• Effectively manage their condition and comorbidlties, Including depression 
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• Receive the most clinically appropriate, cost-effective and timely diagnostic 
testing and procedures 

CAD PROGRAM GOALS 

Specific CAD program goals include: 

• Reducing CAD-related hospital re-admissions: This is done through nurse 
interventions, which confirm that a follow-up appointment has been made with 
the primary physician and the prescriptions for the discharge medications have 
been filled. 

• Medication/therapy optimization: Lower-cost alternatives, adherence and 
appropriate dosing for statins, beta blockers, ACE inhibitors and antiplatelets 
through nurse interventions, interactive voice response (IVR) messaging and 
physician engagement 

• Outpatient optimization: Steerage to UnitedHealth Premium physicians who meet 
our criteria for compliance with CAD evidence-based medicine guidelines 

• Referrals to behavioral health services aid members In getting proper treatment 
for depression to improve recovery outcomes 

• Lifestyle modification: Identification of and assistance in finding and participating 
in programs to accomplish the goals of smoking cessation, weight loss, diet 
adherence and exercise 

CAD PROGRAM INTERVENTIONS 

To reach our specific program goals, the CAD program Interventions include: 

• Comprehensive assessments by specialty-trained registered nurses to determine 
the appropriate level of intervention 

• A focus on compliance with medication regimens and reducing/eliminating risk 
• Individualized action plans to help program participants to proactively monitor 

symptoms 
• Proactive outbound and responsive Inbound nurse calls 
• Educational programs that promote good lifestyle choices and self-care 
• Satisfaction and quallty-of-life surveys 

UNIQUE FEATURES OF OUR CAD PROGRAM 

Our integration of formulary tier designations encourages both employers and members 
to make well-considered medication choices, helping to control pharmaceutical spend. 

CAO PROGRAM RES UL TS 

Our CAD program has shown a reduction in admissions per 1,000 of 6.3 percent and a 
reduction in emergency room visits per 1,000 of 3.2 percent. We expect a 2.0:1 to 2.5:1 
ROI over three years. 

DIABETES 

Our diabetes disease management program provides a comprehensive solution for the 
management of diabetes, focusing on access to care, condition management through 
behavior change, adherence to recommended treatment plans and maximizing the value 
of every dollar spent on care. 

DIABETES PROGRAM GOALS 

The goals of the diabetes program are to help individuals manage the "ABCs" of 
diabetes: A1c (or blood glucose control), blood pressure and cholesterol-the risk factors 
critical to reducing unnecessary emergency room and inpatient visits, preventing disease 
progression and avoiding or delaying the onset of other illnesses resulting from poorly 
managed diabetes. 
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The program provides information and resources to help participants: 

• Identify UnitedHealth Premium physicians across all specialties and primary care 
who are designated for meeting quality and efficiency standards. 

• Receive the most clinically appropriate, cost-effective and timely diagnostics and 
procedures, such as annual foot and eye exams and glucose monitoring 

• Maintain a healthy lifestyle with the right diet and exercise, adhere to physician 
treatment plans and drug therapy regimens 

• Manage comorbid risk factors, including heart disease, eye, foot and skin 
complications, diabetic neuropathy (nerve damage), gastro paresis (delayed 
gastric emptying), chronic kidney disease and depression 

• Understand their condition, its implications and how to reduce or eliminate risk 
factors, such as high cholesterol, high blood pressure, excess weight, obesity, 
smoking and lack of physical activity 

DIABETES PROGRAM lNTERVeNTIONS 

Program interventions include: 

• Coaching by experienced diabetes nurses focusing on high.value topics like 
directing members to quality providers. addressing gaps in care as evaluated 
against evidence-based medicine and encouraging members to make necessary 
behavior changes to reduce risk factors 

• Targeted, multi-modal interventions focusing on specific gaps in care, such as 
annual eye and foot exams and flu/pneumonia vaccinations 

• Online and paper-based self-management tools that allow members to develop 
and execute personalized action plans to improve their health and reduce risk 
factors associated with their illness 

• Education on medication/therapy optimization: Lower-cost alternatives, 
adherence and appropriate dosing for statins, angiotensin converting enzyme 
inhibitors (ACEi), angiotensin receptor blockers (ARB) and insulin through nurse 
interventions, IVR messaging and physician engagement 

DIABETES PROGRAM RE SUL TS 

Our program results in hard-dollar savings through steerage to UnitedHealth Premium 
providers and conversion to lower-cost pharmacy alternatives, is expected to generate an 
ROI of 1.7:1 to 2.0:1 overthree years. 

HEART FAILURE 

Our heart failure program provides a comprehensive solution for the management of 
members with heart failure by providing a unique combination of home monitoring, 
member-empowering education and nurse-member relationships. 

Our staff works with the member and the managing practitioner to closely monitor the 
member's condition. The result is greatly reduced hospitalizations, substantial cost 
savings and positive clinical outcomes with very high member and physician satisfaction. 
The disease management programs are specially designed to quickly identify problems 
early and alert an individual's physician to facilitate timely intervention, support treatment 
planning and promote member compliance outside of the practitioner's office. 

HeART FAILURE PROGRAM GOALS 

The heart failure program provides information and resources to help participants: 

• Manage their condition through daily monitoring of key findings, including weight 
and symptom changes, and through other symptom-specific directives 

• Adhere to physician treatment plans and drug therapy regimens 
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• Manage risk factors and comorbidities, including hypertension, asthma, diabetes, 
coronary artery disease (CAD), chronic obstructive pulmonary disease (COPD) 
and depression 

• Unders1and their condition and how to receive the most clinically appropriate, 
cost-effective and timely diagnostics and procedures 

HEART FAILURE PROGRAM INTERVENTIONS 

Program interventions include: 

• Comprehensive assessments by specialty-trained registered nurses to determine 
the appropriate level of intervention 

• Proactive outbound and responsive inbound nurse calls 
• At-home monitoring of weight and related symptoms 
• Immediate nurse interventions if the individual's weight or other symptoms 

change 
• Alert reports sent to physicians if significant issues are detected. If no alerts are 

triggered, a monthly summary report is sent to facilitate data sharing on critical 
findings. 

• Medication therapy monitoring and adherence management for beta-blockers, 
angiotensin converting enzyme inhibitors (ACEi) and angiotensin receptor 
blockers (ARB) 

• Educational materials regarding the importance of complying with physician 
treatment plans and drug therapies and behavior change programs 

• Management of risk factors and comorbidities, including hypertension, asthma, 
diabetes, CAD, COPD and depression 

• Satisfaction and quality-of-life surveys 

UNIQUE FEATURES OF OUR HEART FAILURE PROGRAM 

Biometric monitoring is a cornerstone to effectively managing heart failure. To support 
this aspect of the program, an electronic scale and biometric monitoring system are 
shipped directly to each high-acuity heart failure program participant, providing a daily 
connection to participants that reinforces practitioner-prescribed treatment plans. By 
placing the biometric monitor in participants· homes to track weight and heart failure 
symptoms, the program serves as the eyes and ears for the treating practitioner by 
providing timely, actionable information whenever their patient has a status change 
and/or warrants clinician intervention. 

Supported by our clinical staff, the monitor is an electronic scale and monitoring device 
that asks questions about how the participant feels and sends the answers via a toll-free 
telephone line back to our nurse. The participant weighs in and answers the questions 
asked by the monitor first thing in the morning and just before going to bed, and the 
monitor then transmits the results over their phone line to the disease management 
nurse. Nurses review the data reported daily. If there is a significant weight or symptom 
change, a nurse calls the member to verify the information and then notifies the 
designated physician by fax. The nurse then contacts both the individual and the 
physician to help ensure that follow-up occurs in a timely manner. 

HEART FAILURE PROGRAM RESULTS 

Our real-time tracking of weight and related symptoms improves the effectiveness of 
interventions and helps support adherence to physician treatment plans for improved 
outcomes. Supplementing improved outcomes, our program offers significant ROI 
(anticipated at 2.4:1 to 3.0:1) and has resulted in an 8.1 percent reduction in emergency 
room visits. 
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CHRONIC OBSTRUCTIVE PULMONARY DISEASE {COPD) 

The clinical objectives of the COPD program are to help individuals avert acute episodes 
and significant disease progression, reduce unnecessary hospitalizations and live as 
comfortably as possible with this advanced stage of respiratory illness. 

COPD PROGRAM GOALS 

The COPD program provides information and resources individuals need to: 

• Understanding their condition, its implications and how to avoid triggers that 
induce or aggravate asthma attacks (such as exposure to environmental 
allergens and irritants, certain cooking or heating fumes and smoke) and 
reducing or eliminating risk factors such as smoking 

• Maintaining a healthy lifestyle, eating healthy foods, developing breathing 
techniQues and adhering to physician treatment plans and medication regimens 

• Effectively managing their condition and comorbidities, including depression and 
understanding when to seek medical help 

• Receiving the most clinically-appropriate, cost-effective and timely diagnostic 
testing and procedures, including Hu shots and pneumonia vaccinations 

COPD PROGRAM INTERVENTIONS 

Program interventions include: 

• Comprehensive assessments by specialty-trained registered nurses to determine 
the appropriate level of Intervention 

• A personalized plan for helping the individual reduce risk factors, including 
smoking and exposure to second-hand smoke, and proactively recognize 
respiratory symptoms 

• A focus on adherence to medication regimens and physician treatment plans 
• Proactive outbound and responsive inbound nurse calls 
• Alert reports sent to physicians if significant issues are detected, and pre-visit 

sent to facilitate data sharing on critical findings 
• Biometric symptom monitoring available for the highest 15 percent to 20 percent 

of high-acuity participants 
• Medical director oversight to ensure adherence to national evidence-based 

medicine guidelines 
• Management of risk factors and comorbidities, including hypertension, diabetes, 

coronary artery disease (CAD) and depression 
• Targeted educational materials 
• Satisfaction and Quality-of-life surveys 

UNIQUE FEATUR,ES OF OUR COPD PROGRAM 

The top 15 percent to 20 percent of the highest-risk COPD participants are receive a 
home biometric monitor device which allows for daily symptom monitoring. Program 
participants are taught how to use the monitors and the importance of the information 
they provide. The member's nurse will take every opportunity to provide additional 
educational information when contacting participants in connection with daily monitoring. 
This informal education will be tailored to the specific alert symptom(s) or other issues 
related to the specific reason that they have contacted the participant. Monitoring 
includes: 

• Ongoing assessment of the participant's correct use of the monitor. 
• Review of symptom information twice a day, seven days a week 
• Outbound calls to participants when transmitted information falls outside 

symptom parameters, to confirm accuracy of transmitted information. 
• Alert reports sent to the treating physlclan(s) when the disease manager has 

identified and confirmed a symptom(s) exception . 
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COPD PROGRAM RESULTS 

Following are some examples of the effectiveness and results of the COPD program: 

• Increase in use of controller medications by 19 percent 
• Reduction in use of oral steroid bursts by 64 percent 
• Three percent reduction in COPD symptoms during the daytime hours 
• 42 percent reduction in COPD symptoms during the nighttime hours 
• Reduction in inpatient admissions of 15 percent per 1,000 participants 
• 14.7 percent reduction in emergency room visits 

b. Optional 

Our five core disease management programs have been described above. The State 
has the option of purchasing these core programs as one comprehensive package or as 
individual programs. 

3. Centralized electronic medical records. 

While we do not provide electronic medical records from a disease management 
perspective, all members do have access to a Personal Health Record (PHR) through the 
Health and Wellness tab on myuhc.com. The PHR provides individuals with an easy-to
use method of maintaining an up-to-date health history, allowing them to manage all of 
their health data in a single location and easily share information with providers if they 
choose to do so. In addition, our case management and disease management nurses 
have access to members' biometric data, claims information, Health Assessment results, 
trackers and incentive information to provide education and guidance to the member. 

We designed the PHR based on the American Health Information Management 
Association's standard structure. All data that we capture is codified and can be shared 
according to standard code schemes, including SNOMED, ICD-9, LOINC and RxNorm. 

Members can share their health information easily with others who need it. Our printing 
and download features allow users to create a PDF file of their personalized, portable 
summary that includes information they choose for a time period they specify. 
Furthermore, through the provider portal, UnitedHealthcareOnline.com, physicians and 
other health care professionals have access to a member's PHR. The PHR supports the 
physician/patient relationship and facilitates the exchange of health information by 
allowing physicians and other health care professionals to view claim, lab and pharmacy 
data for United Healthcare members who authorize their physicians to access their 
information. Members must enable this access. 

Using the PHR, individuals can track and store the following types of health information 
and history: 

GENERAL INFORMATION 
l Emergency contacts 
iJ Personal information and vital statistics 
LJ Family medical history 
n Pharmacies 
D Foreign travel 
n Social history 
D Health care professionals 

HEAL TH HISTORY 

• Allergies 
• Immunizations 
• Clinical tests and labs 
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• Medical devices 
• Conditions 
• Medications and supplements 
• Health care visits 
• Surgeries and procedures 
• Hospitalizations and inpatient care 
• Pregnancies (female only) 

The PHR receives health data in multiple ways, maximizing the amount of data 
captured. In addition to manually entered data, information can automatically be 
uploaded to the PHR using claims data, Health Assessment, biometric information from 
on-site health fairs and third-party vendors. 

In addition, we have incorporated Certification Commission for Health Information 
Technology {CCHIT) information Into our physician website, 
UnitedHealthcareOnJine.com. The CCHIT section includes a link to CCHIT-certified 
vendor information. We encourage providers to use CCHIT-certified vendors. We have 
participated in the national CCHIT board and contributed to the development of national 
standards. We fully endorse the standards set forth by CCHIT. 

CCHIT-certlfied Electronic Health Record/Electronic Medical Record (EHR/EMR) is a 
component of our HIT Rewards Program pilot, in which physicians are eligible to earn 
financial rewards if they participate in one of our established practice infrastructure 
diffusion projects, or if they have met requirements for one of the nationally accepted, 
external designation programs. HIT Rewards is currently rolled out In Ohio, Illinois, 
Georgia and Rhode Island. 

4. Medical Community integration processes and program details 

We continually strive to improve Integration and coordination with our providers in order 
to maximize the quality of care for members. The following are just some of the ways we 
foster greater collaborative efforts within the medical community: 

• Sending disease management program enrollment notifications directly to the 
member's physician to allow for meaningful coordination of care 

• Offering team-based care support, integrating nurse, primary physician, member 
and medical directors to further deliver a holistic and longer term engagement 

• Utilizing network expertise to influence high-quality, conservative care and guide 
members to the most appropriate network providers 

• Partnering with providers to ensure safe and effective treatment through medical 
director peer-to-peer consultations 

• Fostering patient-provider relationships during member interventions and 
educating the member on how to communicate with their doctor including 
questions to ask during visits 

5. Education materials 

a. Web-based 

All members in our disease management programs have access to the Health and 
Wellness Tab on myuhc.com, which contains a wealth of disease-specific information. 

This portal delivers a complete online wellness experience to help members manage 
their health and well-being. Our focus is to help each person measure, assess and 
understand their overall risk profile and to take a proactive and long-lasting approach to 
health and wellness. 
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Additionally, each member's homepage is personalized based on their activity on the 
website, demographics and their preferences. Based on this information, the Health and 
Wellness Tab will push information to the member that is specific to health conditions or 
disease states. 

b. Print form at 

All members identified with a covered disease condition are automatically enrolled in our 
mail-based disease management program (regardless of whether they stratify for low·, 
moderate- or high-level acuity). The materials include the "Taking Charge of Your 
Condition" booklet, along with Taking Charge disease-specific newsletters that are mailed 
twice per year (spring and fall). The newsletters include action-oriented information on 
prevalent evidence-based medicine gaps in care. Members are able to opt out of these 
mailings at any time. 

In addition, should claims analysis within the eSync Platform identify a member as having 
a gap In care, such as missing medications or lab tests, they will additionally receive a 
targeted evidence-based medicine letter calling out the identified gaps in care and 
offering suggestions on the steps they can take with their physician to close the identified 
gaps. Members are able to opt out of these mailings at any time. 

Members further identified as having higher-risk gaps in care, as established by the 
criteria specific to the disease condition, will additionally receive telephonic outreach 
during which they will be invited to participate in telephonic coaching with a registered 
nurse. These members will have the option to opt-in to the high-acuity telephonic 
program or decline and continue receiving the "Taking Charge" mail-based outreach. 

Members opting to work with a nurse may also be eligible for more specific educational 
materials selected by their designated nurse to reinforce the goals of their personalized 
care plan. 

6. Identification 

Our approach to identification is condition-specific, customized and driven primarily by 
the outcomes of predictive modeling analytics. On a monthly basis, data from medical 
claims, pharmacy claims, lab tests and enrollment statistics are grouped to evaluate an 
Individual's care. 

We then run that information using clinical evidence-based medicine algorithms, which 
were developed through extensive research from medical doctors and 
statistical/analytical experts, and apply the resulting data to identify members with 
opportunities to make behavior changes that could lead to better health and lower costs. 
In addition, Health Assessment results, notifications and referrals are also used to 
determine the appropriate level of support for indentified individuals. 

7. Risk Stratification 

Identified members are stratified as either low, moderate or high acuity. The general 
program Identification and stratification criteria for our programs Include: 

• Low Acuity: Any member identified with the condition. 
• Moderate Acuity: Any member with the condition that has evidence-based 

medicine gaps in care, such as missing medications, medication non-adherence, 
missing tests, screenings or physician visits 

• High Acuity: Any member with the condition with hospitalizations and/or 
utilization of emergency room over the last 12 months, multiple evidence-based 
medicine gaps and lab results inconsistent with evidence-based guidelines 
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We engage and reach Qut to all identified members, regardless of acuity, and tackle cost 
opportunities for each lndividual member based on the relative value of the opportunity. 
Our most intense resources are placed on the highest-value opportunities. 

All members identified for a disease management program are automatically enrolled in 
our Taking Charge of Your Condition mail-based program. In addition to the mail-based 
programs, we reach out to high-acuity members telephonically and invite them to 
participate in a one-on-one telephonic relationship with a registered nurse. 

8. Process to include individuals in the disease management program once their paid 
claims exceed $50,000. 

Members are identified for case management if total expenses (all or some of which may 
be outpatient expenses) exceed a $50,000 threshold within a 12-month period, as 
triggered in our eSync identification system. 

S. HIPAA COMPLIANCE 
The Contractor must provide and describe their capabilities in offering the State an annual 
HIPAA training seminar to comply with the annual education and training requirements as 
defined by HIPAA at no cost to the State. In addition the Contractor must provide and 
describe their capabilities in performing an annual review of the State's HIPAA policies and 
make recommendations for the State to maintain compliance with HIPAA policies and 
guidelines at no cost to the State. 

Confirmed. 

T. CURRENT AND FUTURE INNOVATIVE INITIATIVES 

383 

The State is intereetecl in understanding the capabilities of the contractor for current and future 
innovative initiatives in the industry indicated below. Describe any such initiatives currently offered 
to self-funded groups such as the State. Describe how these initiatives can be implemented in the 
States health plans ancl the incremental costs of the ASO fees. If any of these innovative initiatives 
are in development or in the planning stages for the future, provide any information available to allow 
the State to understand your concept& for developing each initiative. Include information on the 
expected implementation of euch initiatives in Nebraska, when they are available to the State plans 
and the expected impact on program costa. Such initiatives may include, but are not limited, to the 
following: 

At UnitedHealth Group, innovation is deeply embedded in our DNA; it's both discipline and vision, 
helping us to unlock the future of health care and inspiring us to serve our customers in exceptional 
ways. 

We are committed to transforming health care and are continuously exploring and testing new 
ideas, and collaborating with diverse partners to develop a simpler, more intelligent and cost
effective health care system for everyone. Our efforts focus on: 

SIMPLIFYING HEAL TH CARE FOR CONSUMERS 

We explore, test and develop personalized tools and services that make it easier for consumers to 
stay healthy, make informed decisions, and access quality care and resources. 

rea ppeal 
'-' 

REAL APPEAL 

Real Appeal is a personalized, interactive, online weight-loss 
program with numerous tools and resources to support 
participants, including a weekly Internet TV show and live 
coaching sessions. 
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RALLY 

Rally combines technology, gaming and social media to help 
people find personalized ways to eat better, move more, 
become more informed and improve their health. 

ADVOCATE4ME 

Advocate4Me is a customer care approach that provides 
UnitedHealthcare's members with a single point of contact to 
address their various health needs. 

EAT4HEALTH 

Eat4Health, a partnership between 4-H and UnitedHealthcare, 
is helping fight the nation's obesity epidemic by activating 
thousands of 4-H youth ambassadors who encourage people 
in their communities to make positive changes for their health. 

HEALTH4ME 

UnitedHealthcare is making it easier for its plan participants to 
take greater control of their health through its free mobile app, 
Health4Me. 

UNITED HEAL TH PERSONAL REWARDS 

UnitedHealth Personal Rewards6M encourages participants to 
make better health decisions by providing them with a 
personalized set of health goals - pius financial incentives to 
accomplish them. 

IMPROVING QUALITY AND ACCESS 

We leverage technology and information to make the health care system easier to navigate and 
connect patients and clinicians in ways that break down traditional barriers to care. 

TELEMEDICINE -NAVAJO NATION 

To serve the more than 300 Navajo children with complex 
medical issues living in Arizona, New Mexico and Utah, 
UnitedHealthcare Community & State has introduced a 
telemedicine program connecting them with Phoenix-based 
physicians through a sophisticated telemedicine system. 

HOUSECALLS 

HouseCalls combines in-home medical examinations with 
sophisticated technology and targeted health education to 
improve the health and quality of life for Medicare Advantage 
members. By visiting them in familiar surroundings, 
HouseCalls practitioners gain critical insights into members' 
needs. 
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BUILDING A BETTER HEALTH CARE SYSTEM 

We work with talented, visionary partners to help build a more connected health system that 
encourages informed decisions at the point of care, reduces waste and better coordinates 
resources. 

~ I 

' I ' I 

OPTUM ONE 
Optum One is an integrated analytics platform built for the 
health care provider market that delivers insights at the point 
of care, where the opportunity to improve health and lower 
cost is greatest. 

LINK 

The Link cloud-based administrative platform connects care 
providers, payers, consumers and other constituents together 
by simplifying workflow, enabling interoperability and real-time 
transactions. 

0PTUM LABS 

Optum Labs, a partnership between Optum and Mayo Clinic, 
is a center for collaborative research and Innovation, providing 
unique data and analytic resources to drive advances in 
patient care. 

0PTUM CLINICAL DOCUMENTATION IMPROVEMENT 
(COi) MODULE 
The Optum Clinical Documentation Improvement (CDI) 
Module helps hospitals achieve more detailed, complete 
provider documentation for more accurate coding, better 
compliance, and faster reimbursement. 

0PTUM360 REVENUE CYCLE MANAGEMENT 

Optum360 combines Dignity Health's proven revenue cycle 
operations expertise with Optum's market leading technology 
and data to create an approach to health care billing that can 
make medical costs more transparent and easier for patients 
to understand. 

JOIN FOR ME 

JOIN for MESM - a first-of-its-kind, whole-family program to 
fight childhood obesity - engages kids who struggle with extra 
weight, along with their parents, in a series of group sessions 
to achieve healthier weights through healthier family food 
choices, increased activity, and lifestyle Improvement tracking. 
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COMMUNITY SERVICES CONNECT 

UnitedHealthcare Community & State's Community Services 
Connecr~ program consists of a proprietary database of 
community services and resources shared directly with people 
at locations that are convenient to them through an interactive 
iPad® experience with United Healthcare representatives. 

DRIVING EFFECTIVENESS AND AFFORDABILITY 

We are pursuing opportunities to change health care cost trends, including innovations that 
connect people to resources and clinicians to better information at the point of care. 

•1,...-'"'- f••I•- - --. -·-·-·· - inn -,~ 

" "' -
·~ -=.· ··- ... ' . 

MYCLAIMS MANAGER 

myCtaims Manager integrates payment capabilities with 
claims and benefits information, enabling plan participants to 
manage their health care claims and related expenses and 
pay their medical bills online. 

MYHEAL TH CARE COST ESTIMATOR 

myHealthcare Cost Estimator is an online service that helps 
consumers find quality care while being able to estimate the 
cost for the most common treatments and procedures with 
maximum accuracy. 

CARE FLEX 

This package of services from OptumHealth equips smaller 
employers with the tools most frequently deployed by larger 
corporations, and supports employees across the health care 
continuum in areas such as case management, disease 
management, maternity management, and health and 
wellness. 

CLINICAL SYNCHRONIZATION 

Clinical Synchronization connects pharmacy and care 
management systems, processes and teams to create deeper 
insights for better patient outcomes and savings for individuals 
and plan sponsors. 

For more information on each of these miUatives, visit us at 
www. unitedhea lthg rou p.com/i nnovation 

1. High Performance Networks or narrow networks 

Our UnitedHealth Premium program allows us to take a different approach that aims to 
improve care delivery across the entire network. UnitedHealth Premium designation 
information is available to all members as an integrated part of our national network to 
support members in making informed decisions across the entire continuum of care. 
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The focus of the program is to use one data set to provide actionable information to 
physicians to improve care delivery and offer quality and cost comparative data to 
members to empower them to make informed decisions about their health care 
purchases. The UnitedHealth Premium program is purposefully available to all members 
at all times with no special election required in order to obtain access to designation 
information or additional support services. This program is also referenced, used and 
integrated across all network, care management and consumer strategies. 

Physician designations for the 21 specialty areas of focus included in the program are 
currently available across 145 markets in 41 states, making this the most expansive 
program of its type in the industry. UnitedHealth Premium also designates specialty 
centers for cardiac, total joint and spine, neonatology, infertility and congenital heart 
disease. 

This program, which is included in our fees, is currently available to the State's members. 

IMPACT ON PROGRAM COSTS 

The UnitedHealth Premium program has observed reduction in redo rates for physicians 
who are designated as quality and cost efficiency for most major procedures. 

Procedure I 
Redo Rates Redo Rates Redo Rates 
March 2007 April 2009 June 2011 

C-Spine Lam 3.23% 2.39% 2.28% - - -
Knee Arthroscopy 4.90% 4.62% 1.19% - -
Implantable Cardiac i 4.62% 
Device 7.85% 5.75% 

According to our studies, we find that UnitedHealth Premium quality-and-efficiency (Q&E) 
designated physicians have lower costs per episode, on average, compared to non
designated physicians - approximately 19 percent lower than market average for 
proceduralists and 14 percent lower for non-proceduralists. 

TIERED BENEFITS 

Although the UnitedHealth Premium program is not a separate network, we have 
established several flexible tiered benefit options that the State may choose to use. 
Tiered benefits can help the State drive lower overall health care costs when members 
use UnitedHealth Premium program-designated specialty physicians. With carefully 
designed plan incentives, members are encouraged to use specialty physicians who 
meet quality and cost-efficiency criteria. This capability gives employers the means to 
provide competitive benefits with incentives for members to make informed health 
decisions, while reinforcing the importance of quality health care to members. 

The State can choose from a series of tiered benefit plan design options that allow you to 
align their plan contributions with budget requirements. Each tiered benefits plan design 
offers a cost sharing advantage - in the form of lower copayment and/or greater 
coinsurance levels - for members to choose UnitedHealth Premium designated 
specialists who meet both quality and cost-efficiency benchmarks. Employers may also 
choose a plan that waives the hospital inpatient copayment for designated cardiac, total 
joint and surgical spine facilities. However, we are not currently applying benefit 
differentials to primary physicians (family medicine, internal medicine, 
obstetrics/gynecology and pediatrics). Tiered benefits deliver value to employers by 
providing: 

• Competitive benefits without higher premiums 
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• Increased member engagement and awareness of costs associated with benefit 
coverage 

• Long-term health care savings for employers through effective promotion of 
consumer-level benefits with members and resulting behavior change at the point 
of care 

2. Patient-Centered Medical Home models 

We are currently testing the Patient-Centered Medical Home (PCMH) concept in Arizona, 
Colorado, Connecticut, Maryland, New York {THINC), Ohio and Rhode Island. Based on 
our experience, these pilot programs typically run from 24 to 36 months. When the pilots 
end in 2012 or after, we will evaluate their effectiveness, identify best practices and 
suggest areas for improvement. We will use all knowledge we glean from the pilots to 
develop an even more refined PCMH. 

A growing shortage of primary care physicians and the increasing prevalence of chronic 
diseases are important factors in the growing interest in the Patient-Centered Medical 
Home (PCMH) model. Fewer physicians are entering and remaining in primary care. As 
a result, consumers are experiencing diminished access to primary care and are using 
higher-cost settings such as the emergency room, urgent care and specialty care for 
situations more effectively served by primary care clinics and physicians. That's why we 
are piloting the innovative PCMH model, which may be one of the keys to improving the 
overall quality of health care for members. 

· Under our current PCMH pilot program, each member may select a personal physician, 
or "medical home," who knows his or her medical and family history and coordinates all 
medical care. This may include chronic, acute, behavioral or preventive care, according 
to principles established by the Patient-Centered Primary Care Collaborative. The 
patient-physician relationship is strengthened, and the results may be: 

• Reductions in unnecessary inpatient admissions and emergency room visits 
• Steerage to UnitedHealth Premium-designated specialists (a program to 

recognize providers who meet or exceed national industry evidence-based 
quality and cost-efficiency standards) 

• Appropriate pharmacy and radiology utilization 
• Better preventive and chronic care management and physician performance 

feedback 

The physician may earn additional fees and assistance necessary to successfully provide 
a "medical home" environment. 

EXPECTED IMPACT 

Physician practices meeting PCMH selection criteria and participating in our pilot 
program may experience enhanced profitability and greater job satisfaction. The practice 
will receive a prospective payment on a per-member-per-month (PMPM) basis for a\l 
attributed patients, and there are no fee schedule changes to administer. 

Although early self-reported clinical measures look very promising, no third~party 
statistically validated outcome results are currently available to share publicly. We have 
collected early information on utilization and are working with third parties to establish 
control groups. The expected results of the pilot are improved access for patients, 
improved coordination of care, increased accountability, more comprehensive primary 
physicians and enhanced patient relationships, performance feedback to physicians, and 
re-designed office workflows and business practices. We expect that these changes will 
result in improved quality outcomes and lower health care utilization in areas such as 
hospitalizations, specialty referrals, emergency department referrals, and laboratory and 
radiology services. 
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3. Accountable Care Organizations 

UnitedHealthcare has been on the leading edge of innovative payment models. We were 
one of the first to recognize top-performing medical centers that practice evidence-based 
medicine. More than 20 years ago, we launched our Centers of Excellence program to 
direct our members to facilities that excel at treating complex medical conditions like 
cancer and congenital heart disease. 

Over time, our partnerships with physicians, hospitals, and provider organizations 
expanded to build performance-based payment models, Patient-centered Medical Homes 
(PCMHs) and Accountable Care Organizations (ACOs). While ACOs are an important 
model on the continuum of innovative payment and delivery system reform, only certain 
provider organizations have the necessary infrastructure, physician leadership, and care 
management capabilities to be prepared for success in an ACO relationship. 

In 2010, the Affordable Care Act (ACA) brought these payment models to the forefront by 
promoting a close partnership between patient and physician and the importance of an 
integrated care team. The ACA created multiple programs for ACOs and PCMHs with 
Medicare, Medicaid and the Center for Medicare & Medicaid Services. 

Today, UnitedHealthcare has the deepest, most integrated value-based incentive 
platform in the industry. 

We meet providers where they are, not where we expect them to be. Each arrangement 
is unique and based on. the provider's ability and desire to manage care and risk. These 
partnerships bring value to our customers, and continue to deliver a positive, affordable 
health care experience for your employees. 

By "value," we mean a balance of quality, efficiency and lower costs. We place metrics 
around the value, and use these metrics to determine how we pay providers. We pay 
based on how well providers meet or exceed the metrics, not for the number of services 
they perfonn. 

We are currently Involved in ACOs in a growing number of geographies across the 
country. We currently do not have ACO relationships In Nebraska, but we will continue to 
develop ACO relationships with a variety of hospital systems and large physician 
organizations with whom we will collaborate for the purpose of improving health, patient 
experience, quality outcomes and driving lower total medical costs. 

In addition, our strong analytical capabilities, data and reporting tools help our partner 
ACOs identify areas of improvement. We also can provide clinical support to assist ACOs 
in developing and/or augmenting clinical programs. We also offer products that 
encourage our members to become engaged. Through our sister company, 
Optumlnsight, we offer an array of industry-leading tools and capabilities for our ACO 
partners. Finally, as the leading national carrier to offer Medicare, Medicaid and 
Commercial plans, the size and variation in the population we represent allows us to test 
our ACO strategy across a more varied population. 

EXPECTED IMPACT 

Select results that ACOs have demonstrated include: 

• 7 percent reduction in readmissions 

• 9 percent reduction in inpatient length of stay 

• 11 percent reduction in inpatient hospital admissions 

• 8 percent reduction in ER visits per 1,000 
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• NCQA recognition 

• Improvement in HEDIS measures 

• Significant number of metrics at or above 90th percentile of Quality Compass 

• 3 percent reduction in total medical cost 

• Improvement in generic Rx prescribing rate 

4. Telemedlclne 

Virtual Visits delivers video-based visits to patients that are located outside of medical 
facilities, using live audio/video technology. The model includes three components that 
work together to deliver a national level of access to convenient, cost-effective virtual 
care. 

• A new Virtual Visit network of contracted virtual provider groups, AmWell and 
Doctor on Demand, 

• A dedicated virtual visit benefit design enabling maximum flexibility in setting 
member cost shares for virtual care, 

• Member education, engagement and access through our member portals and 
mobile apps, including myuhe.com, provider search, our cost and quality 
transparency tools and Health4Me. 

Combined, these components deliver access to care in 49 states. There are currently no 
Virtual Visit provider groups In our network that operate in Arkansas. Each Virtual Visit 
provider group that is part of our model is aligned with American Medical Association and 
Federation of State Medical Board guidelines for the use of live audio and video 
capabilities for virtual care. 

EXPECTED IMPACT 

Our Virtual Visits model provider network are included offerings at no additional 
administrative cost. 

As part of ongoing claims analyses, we will be assessing the impact of this new modality 
on utilization volume and costs. 

Generally speaking, the cost of care for a virtual visit is at least $40 less than the typical 
cost of a standard medical office visit, $120 less than the typical urgent care visit and 
$600 less than the typical emergency room visit cost. We work with you to evaluate 
utilization and cost impacts over time. 

5. Other value-added services 

We also offer the State the following value-added services: 
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DIABETES PREVENTION AND CONTROL ALLIANCE (OPCAl 

The DPCA leverages proven models that drive earlier identification, Improved member 
compliance, better health outcomes and lower costs for members and their employers. 
More specifically, the DPCA provides a solution by offering prediabetic and diabetic 
members access to two community-based provider networks that provide evidence
based lnterventlons. These interventions are designed to reduce the prevalence of 
diabetes and improve outcomes among those living with diabetes by improving control of 
blood pressure, cholesterol and hemoglobin A 1 c. 

Our primary goals are to prevent members with prediabetes from progressing to diabetes 
and to ensure members with diabetes avoid complications such as heart attack, stroke, 
kidney failure, blindness and amputations. The DPCA supports primary care physicians 
in current patient care programs. while Improving health outcomes and reducing medical 
costs for our customers and their members living with diabetes and prediabetes. 

The DPCA offers: 

• Two Community-based Provider Networks. DPCA offers specific interventions to 
prevent members with prediabeles from progressing to diabetes and members 
with diabetes from developing complications through two distinct community 
networks - the NOT ME Diabetes Prevention Program (DPP) and the NOT ME 
Diabetes Control Program (DCP). 

NOT ME DIABETES PREVl:.tHION PROGRAM 

DPP is the only evidence-based intervention program available in the commercial 
marketplace for those with prediabetes. This program goes beyond traditional weight 
loss programs; it is a proven prescriptive 16-session lifestyle intervention that addresses 
diet, activity and behavior modification. It is administered through neighborhood health 
and wellness organizations such as the YMCA. In a clinical trial, this specific lifestyle 
intervention reduced conversion to full-blown diabetes by 58 percent. The randomized 
control trial involved prediabetic participants from various ethnic groups and locations, 
divided into three treatment groups (lifestyle intervention, prescribed metforrnin and 
prescribed a placebo). Lifestyle interventions, which focused on healthy eating habits 
and at least 150 minutes of physical activity per week, proved most successful at 
facilitating weight loss, with the average participating member losing 5 percent of their 
body weight - compared to less than 2 percent for the metformin and placebo groups. 

NOT ME DIABETES CONTROL PROGRAM 

Designed for those with diabetes, this DCP includes routine diabetic lab tests (HbA1c, 
LDL), limited physical exams. review of routine diabetic care and complication 
prophylaxis, medication management review, nutrition and goal setting. The DCP 
leverages retail pharmacies by providing pharmacist-based face-to-face consultations. In 
the five year pilot program, the Asheville Project, mean A1c decreased at all follow-ups, 
with more than 50 percent of patients demonstrating improvements at each visit. The 
number of patients with optimal A1c values(< 7 percent) also increased at each follow
up. More than 50 percent showed improvements in lipid levels at every measurement. 
Annual net cost savings ranged from $1,022 to $3,356. As an expansion of the Ashville 
Project, The Diabetes Ten City Challenge achieved similar outcomes and added 
additional success including improvement in immunization rates. 

The DPCA is working with retail pharmacies to reproduce these results through a national 
network of pharmacists. Specific consultation services to your participants include: 

• Depression screening 
• Medication review 
• Goal setting 
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• Review of labs: HbA1C, total cholesterol, LDL, HDL and triglycerides 
• Baseline diabetes assessment Including height (initial visit only}, weight, waist 

circumference, blood pressure and diabetes history 
• Recommended ADA exams, including annual eye exam, dental exam, foot exam, 

flu shot and pneumonia shot 
• Self-management education on topics such as understanding diabetes, nutrition/ 

meal planning, physical activity, medications, monitoring blood glucose, acute 
complications, chronic complications, psychosocial issues/concerns and health 
and behavior changes 

Additionally, pharmacy partners will conduct telephonic reminder outreach calls prior to 
consultations, provide diabetes management education materials to members and 
provide a patient consultation update to the member's primary physician. Expected 
results of the program include: 

• Glucose control: Every percentage point drop in A1C blood test results reduces 
the risk of microvascular complications (eye, kidney and nerve diseases) by 40 
percent 

• Blood pressure control: Every 10 mm Hg reduction in systolic blood pressure 
reduces the risk for any complication related to diabetes by 12 percent 

• Control of blood lipids: Improved control of cholesterol or blood lipids can reduce 
cardiovascular complications by 20 percent to 50 percent 

• Reductions in cardiovascular complications through improved control will yield 
significant medical cost savings among those with diabetes 

CUSTOMER SERVICE, MARKETI NG AND ENGAGEMENT SUPPORT 

Our high-touch campaign includes an empowering NOT ME brand, testing event strategy 
and logistics. ongoing education, outreach and lifestyle change encouragement for all 
parf1cipants. 

We have done, and continue to do, extensive research with those with prediabetes and 
diabetes to better understand program acceptance, optimal outreach models and ideal · 
designs. From this research, we have developed and continue to refine propriety 
outreach and engagement models that maximize identification and participation in our 
programs. 

Once an eligible participant is identified, a DPCA team member will outreach to the 
eligible participant and schedule the first session in the appropriate program intervention -
OPP for those with prediabetes and DCP for those with diabetes. 

We offer full call center support for program information, program questions from 
participants, ordering replacement ID cards and scheduling visits. 

DIABETES HEALTH PLAN 

The purpose of the Diabetes Health Plan is to limit financial barriers to care and 
encourage diabetic and pre-diabetic members to comply with evidence-based, diabetic 
preventive care guidelines. This compliance can help improve health outcomes and 
reduce medical costs for diabetic and pre-diabetic members. 

Our proprietary screening model Identifies pre-diabetics and diabetics through historical 
ctalms analysis, health assessment data and biometric screening. 

The Diabetes Health Plan is a compliance-based design that requires members to 
comply with evidence-based guidelines in order to receive enhanced benefits. The plan 
reduces member out-of-pocket expenses (reduced or zero copayments for diabetes
related doctor visits and certain medications) for evidence-based diabetic care and steers 
patients to quality physicians who have documented, improved health outcomes and 
cost-efficiency. 
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By removing barriers to care, and by raising the levels of member compliance, the 
Diabetes Health Plan may help improve the overall return on the State's health care 
investment. 

HEAL TH KIOSK 

The Health Kiosk, offered as a stand-alone solution or a complement to on-site health 
and wellness events, an easy, convenient way for members to become more aware of 
their overall health. The Health Kiosk can be strategically placed within any location, 
providing convenient, immediate and ongoing access for members to measure their key 
health indicators. Biometric data measured by the Health Kiosk includes: blood oxygen 
level, blood pressure {systolic and diastolic). body mass index (self-entered height), body 
fat percentage, heart rate, glucose (through USB port enabled glucometer) and weight. 

That data is also uploaded to the individual's health assessment and personal health 
record which allows health risks to be identified and offers individuals another way to 
keep track of their Important health biometrics. In addition, the Health Kiosk can help the 
State assess the health of your entire population to ensure you are utilizing the optimal 
wellness solutions to benefit your population. 

THE CONSUM ER ACTIVATION INDEX 

The Consumer Activation Index (CAI) gives us the capability to learn how individuals 
make choices and to help them make better ones. The CAI stratifies member 
populations by health risk, lifestyle risk, demographics and disease state and then 
analyzes consumer behavior on 55 decision points encompassing financial, care setting 
and the use of health care and wellness information, resources and services. By 
breaking down an aggregate population into smaller groups with similar demographic, 
socio-economic and health care engagement levels, we can better understand how 
health benefits are used, identify areas of the plan that may not be optimally utilized and 
develop strategies that can promote positive behavior change . The CAI gives us 
invaluable insights Into past performance and helps us address the underlying decisions. 

U. ONSITE CLINIC 

393 

The State is considering the development of an onsite clinic to deliver on-site primary care 
and other complementary services, incjudlng pharmacy, to State of Nebraska's active 
employees and COBRA participants at one location. Contractor shall Indicate their 
capabilities to assist the State In identifying a provider partner to meet the needs of the State 
and provide reimbursement for the onsite clinic services through the claim administration 
services provided by the contractor. The State will require that utilization data of the onsite 
clinic be Incorporated into the claim reporting system of the contractor. If the contractor 
does not have the capability to provide an onsite clinic, the State will allow the contractor 
to subcontract this service. 

We are transforming healthcare with NowClinic, our innovative online care technology 
that provides access to a high-quality network of physicians from the online convenience 
of one's office, home, or while traveling. 

We are agreeable to discussing establishing an on-site clinic in Lincoln. We welcome the 
opportunity to meet with the State to explore how we can meet your needs through this 
initiative. We offer a bandwidth of experience in supporting customers in maintaining and 
capturing clinical data at onsite clinics. 
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We are committed to maintaining a comprehensive network that ensures ease of access 
to physicians and other health care professionals. Standard contracting to recruit 
additional providers in those areas where needed and appropriate is provided at no 
additional charge. Only those physicians who meet our credentialing criteria are 
accepted. The decision to add a particular physician to the network is based on the need 
for additional physicians in a network and is at our sole discretion. 

While we encourage the use of our extensive national network, we can accommodate 
direct contracting arrangements through a customer-sponsored provider (CSP) network. 
A CSP network arrangement requires a formal approval process and additional fees. We 
would be happy to discuss how we can best meet the State's needs in this area. 

A CSP network involves a provider organization that contracts directly with a customer to 
provide specific services for the customer's employees. The provider contract is between 
the employer group and the provider (not between UnitedHealthcare and the provider). 
This arrangement may be referred to in the industry as direct contracting. The CSP 
acronym is sometimes used generically to describe GSPs as well as CSPs. 

A group-specific provider (GSP) network describes an arrangement where 
UnitedHealthcare contracts with a provider organization to provide specific services to 
our customers in certain markets. The provider contract is between UnitedHealthcare 
and the provider, but it is administered on behalf of the customer. Access to GSP 
providers and rates contracted are limited to one or more employers. Our extended 
network arrangements are considered a GSP network that customers elect to offer, when 
appropriate. 

CSPs/GSPs may be composed of any of the following: 

• Certain specialty areas (e.g., chiropractors, mental health/substance abuse 
providers) 

• A medical group (e.g., primary physicians, specialists} 
• Facility/ancillaries only 
• A full complement of provider types (which may or may not inc!ude alternative 

care providers) · 

QUR PREFERRED APPROACH 

Experience has shown us that the optimal approach is a three-tier benefit plan, using a 
clear, straight-forward structure that all parties can easily understand. In this approach, 
the plan would provide the following three levels of benefits 

• Tier one would provide the highest level of benefits for State of Nebraska's 
providers 

• Tier two would provide the middle level benefit for UnitedHealthcare network 
providers not included in tier one 

• Tier three would provide the lowest level of benefits for non-network providers 

NOWCLINIC 

NowClinic is now live in Nebraska. As of July 15, 2011, we can offer the capability 
throughout the state. We will launch our first NowClinic accounts in January 2012, 
covering 7,700 members in Nebraska. We look forward to analyzing the data and 
gathering results that we can use to refine the value and access of this capability. 

NowClinic is the only online care network to provide physician coverage 24 hours-a-day, 
7 days~a-week, thereby increasing convenient access and reducing costs associated with 
unnecessary urgent care or emergency room visits-at a time when the industry needs it 
most. 
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With NowClinlc, UnitedHealthcare marks a milestone for the health care industry, 
improving access to care for millions of Americans-at a time when the country is 
seeking ways to increase access, simplify health care delivery and reduce costs. 
NowClinic removes traditional barriers to healthcare access Including geography, mobility 
and time constraints. It allows employees to stay more productive because they do not 
need to schedule appointments, wait for care. or take time off of work in order to have 
their health needs addressed. 

NowClinic can be initiated: 

• Anytime members cannot see their primary care physician, outside of normal 
office hours, or if members are having trouble reaching their physician for any 
reason (weather, sick child, traveling, etc.) 

• For consults on what type of specialist you should see or for a second opinion 
• For direction and support on preventive care and/or age- and gender-appropriate 

screenings 
• Follow-up appointments (review lab results, answer questions, etc.) 
• While NowClinic can be used for treating many illnesses, the most common uses 

include: bronchitis, sinus infections, flu, urinary tract infections, sore throaUstrep, 
fever, etc. 

V. ONSITE WELLNESS FACILITY 
The State is considering the development of an onsite Wellness Facility to include individual 
and class room exercise capabilities as well as educational programs to State of Nebraska's 
active employees and COBRA participants at one location. Contractor shall indicate their 
capabllltles to assist the State in identifying a provider partner to meet the needs of the State 
and provided at no cost to the State through membership and other fees. If the contractor 
does not have the capability to provide an onslte clinic, the State will allow the contractor 
to subcontract this service. 

UnitedHealthcare has the capabilities to tailor a variety of on-site resources to meet the 
State's specific wellness needs. The scope of on-site services we can offer will be 
designed based on the unique needs of your on-site employee population. Examples of 
on-site services we can customize for you Include on-site promotion of available care 
management (i.e., wellness and disease management) services on an ongoing basis, or 
event-based biometric screening services. 

While we do not currently offer total on-site wellness facility management, this is a 
capability that may be developed in the future as we continually work to expand our suite 
of on-site services. Meanwhile, we are happy to coordinate services with the on-site 
clinic provider of your choice to ensure seamless integration of wellness services. 

U. WELLNESS PROGRAM(S) 

395 

The State is interested in learning about the contractor's ability to provide Wellness 
Programs to employees enrolled in one of the State's four health plans. The State has a 
current wellness vendor (Health Fitness Corporation) for the programs currently utili:r:ed by 
employees enrolled in one of our three health plans. Provide a description, capabilities, 
benefits and execution process of all Wellness Programs that could be made available to 
the State. Provide optional pricing for each of these programs that the State may exercise 
at its sole discretion. If the State were to elect to engage in one or more of the contractor's 
wellness programs, the contractor would be required to provide seamless Integration for 
employees and any data into Health Fitness Corporation systems to track and report the 
progress of Individuals through their systems and websites at no additional cost to the 
State. 

We have provided separate pricing as requested. 
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We can easily tailor the protocols described below, as well as our other interface 
procedures, to meet your clinical and administrative reQuirements. During 
implementation, we request an exchange of contact information between our account 
team and your program vendor representatives. We look forward to establishing a 
positive relationship with the program vendor, and collaborating on key policies, 
procedures, communication lines, and administrative processes that ensure participants 
are aware of all their benefits. 

The programs we are describing here are inclusive in our administrative fees. We have 
found it most beneficial to provide a wellness budgeUallowance for customers the size 
and scope of the State that our Health Strategies Consultant is able to assist you with in 
the planning and execution of those monies in order to meet your wellness goals and 
maximize the return. 

Our wellness programs consist of a comprehensive suite of integrated Web-based, 
telephonic, and on-site solutions focused on activating individuals to adopt behaviors that 
enhance their personal health, well-being and Quality of life, ultimately resulting in cost
effective health care. 

SUPPORT OF THE HEAL TH STRATEGIES CONSUL TANT 

UnitedHealthcare administers a variety of incentivized programs for members that focus 
on prevention and wellness. Our designated Health Strategies Consultants work directly 
with employers to understand the organization's culture, goals, health risks and 
resources. We then create customized strategic multi-year wellness plans and assist the 
customer in implementing their plans. The Health Strategies Consultant also designs a 
methodology for measuring the effectiveness of the wellness plan based on the 
organization's long and short term goals. 

For example, many employers have selected a turnkey approach to worksite wellness. 
We administer a plan that allovvs members to earn cash incentives which we administer 
through a gift card program. The employee earns rewards for three activities: completing 
their Health Assessment, completing a 5-week online coaching program and completing 
a 6-month telephonic coaching program. UnitedHealth care also provides online tracking 
and delivery of incentives. 

Some of our customers have elected to focus more on wellness outcomes rather than 
participation. We have also designed programs which incent members for achieving a 
normal BP, healthy weight, normal cholesterol and not smoking. We can administer 
incentives through gift cards, premium discounts, spending account deposits or 
deductible credits. 

All of our "wellness engaged" customers are assigned a designated Health Strategies 
Consultant who is either a clinician, behavioral modification specialist or a health 
educator. The Health Strategies Consultant will work directly with the customer to create 
a customized preventive care and worksite wellness program based on the organization's 
goals. We provide participation and outcome reports on an ongoing basis to measure 
progress towards the customer's goals. Turnkey wellness toolkits are also available 
through the assigned Health Strategies Consultant. The turnkey programs are designed 
to be implemented at the workplace using a "train the trainer" approach. 

The complimentary programs include: 

• Tools for Wellness (Communication and planning tools for starting your wellness 
program including pre-built newsletters and calendars) 

• Tools for Tobacco Cessation 
• Tools For Stress Management 
• Walking for Your Health 
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• Back Health Toolkit 
• Lose and Win (8 week weight loss program focusing on behavior modification 

with proven results) 

In addition, there are a number of educational programs that individuals can participate in 
either individually or in groups including: 

• Source4Women Site and Monthly Seminars 
• Preventive Tool at uhcpreventivecare.com 
• Dr. Oz Educational Video Clips 
• Healthy Mind Healthy Body e-newsletter 
• On Site health education and coaching events for employees and families 
• Competitive activity challenges: weight loss, exercise, smoking cessation 

WELLNESS COACHING: A PERSONALIZeo APPROACH TO IMPROVING 
MEMBERS' HEALTH AND REDUCING COSTS 

The choices your subscribers make today may be the most important factor affecting 
their future health status and your overall health care costs. Our Standard Wellness 
Coaching program is a personalized behavior change program that assists individuals 
with making healthy lifestyle choices, which in turn can improve their quality of life and 
enhance workplace performance. 

Through online Health Assessment results, self-referrals, claims data and contact from 
our various care management programs; we identify members at risk and invite them to 
learn how to improve their overall health status. 

Whether the member's goal is to get healthy, stay healthy or manage a condition, our 
certified wellness coaches provide personalized guidance through one-on-one, 
motivational telephonic coaching. They help members identify opportunities to improve 
or maintain lifestyle behavior, set personal health goals and learn strategies to achieve 
them. 

Our Standard Wellness Coaching program focuses on the following health risks with 
proven success: 

Weight Management 

Tobacco Cessation 

Nutrition 

Exercise 

Stress 

Heart Health 

30% ot program part1c1p,mts achieved weight loss. and the 
program resulted m more than 60.000 pounds lost by 
part1c1pants 

43%ot participants reduced tobacco use 

24% of part1c1pants reduced high cholesterol foods to fewer 
than two per day 

20% of par11c1pants increased their exercise frequency 

74% successfully reduced stress to manayeable levels 

29% reported a heart health litestyle nnprovement 
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Diabetes 
28% of participants managed their condition better through 
lifestyle changes 

It's easy for your subscribers to enroll and participate in this program - health coaching 
is available by phone, mail or online. There are no complicated enrollment procedures, 
and the programs are available to any interested member - even those who have not 
been identified as being at risk. 

Key program features include: 

Proactive member engagement and interventions based on 
evidence-based medicine 

Planned outbound calls and targeted interventions based on 
member needs and/or risks 

A wellness coach/member partnership established at the onset 
of the program for the duration of the program 

Toll-free, self-referral number 

Mail-based coaching option for members who prefer prlnted 
materials or for those without access to a computer 

Through full integration with other clinicaJ programs, such as 
disease management and care management, member 
information is shared for a consistent member experience 

Support from our award-winning member website, myuhc.com 

INNOVATIVE IDENTIFICATION BROADENS OUR REACH , 

We don't just rely on self-reported data in health assessments to identify members at risk. 
Our proprietary eSync technology platform analyzes medical, pharmacy and laboratory 
claims to identify members who are at risk for future health events. To make sure that we 
don't miss any potential candidates in need, we run an analysis of our entire member 
population each month through the eSync predictive model. 

We are able to identify and engage more members with modifiable lifestyle risk factors, 
thus reducing both short-term and long-term direct medical spend. Our reach is broader, 
engagement timelier and it occurs throughout the entire year, rather than centering on 
benefit renewal periods when health assessment activity is high. 

In the case of our Standard Wellness Coaching program, once we identify potential 
candidates, we invite them to personal counseling by telephone or through a series of 
educational, motivational and interactive mailings aimed at supporting behavior change. 

HEAL THY WEIGHT: RESPONSIBLE SOLU TIONS FOR WEIGHT MANAGEMENT 

Our Healthy Weight program provides customized weight management solutions based 
on the members' needs. Through access to a trusted weight management resource, 
education and a support network, our program supports members on their journey to a 
healthier weight. 

Our non-surgical approach provides general and weight-specific health assessments 
which complement the tools available through the member's online portal, including 
Online Health Coach modules. The Online Health Coach provides modules on fitness, 
nutrition, meal planning and tips to maintain a healthier weight. For members needing 
additional resources, a personal wellness coach will be assigned to guide them 
telephonically through the weight loss process. 
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Our weight program was designed with leaders within the weight loss field to focus on a 
reduction in weight of 5 percent to 10 percent. Designed to provide clarity for consumers 
and employers, the Healthy Weight program has unique features Including: 

• Up to 10 outbound telephonic coaching sessions 
• Four interactive voice response (IVR) messages that provide helpful tips and 

encouragement 
• Access via the member health portal to tools, trackers and health-related content 
• Online Health Coach programs 
• Direct access via telephone to coaches, exercise and nutritional experts 
• Population-based interventions - lifestyle and clinical 
• Integration with existing wellness, disease management and psycho-social 

programs 
• Incentive programs (where purchased) 
• Proactive telephonic outreach with personal health coaches 
• Engagement of provider and physician community 
• Paper-based offiine p~rticipant guide 
• High-intensity telephonic coaching 
• Primary coaching model that focuses on behavioral changes 
• Print-based and Web-based tools leveraged to support coaching - fulfillment 
• Comprehensive assessment {socio-economic, cultural, psychological, 

physiological) 
• Highly customized and targeted interventions such as tailored activity training 

plans, specific nutritional plans for those with complicated needs and addresses 
triggers associated with weight gain (emotional, inactivity, poor nutrition, stress, 
etc.) 

COMMUNICATION STRATEGY 

Every Healthy Weight customer will receive up to three standard communication 
campaigns per year. The first communication Is a full-population mailing aimed at 
building awareness of the program. For customers whose enrollment levels need 
additional support, the second and third campaigns are targeted to pre-qualified 
populations that show a high propensity to enroll. Qualification may occur through Health 
Assessment responses, claims data or other consumer identification and segmentation 
sources. 

Additional communication campaigns with various levels of customization are also 
available, such as co-branded promotions. Customer-specific incentive program 
information, branding and toll-free numbers may be included on these additional 
communications. 

QUIT POWER: HELPING PEOPLE QU IT FOR GOOD 

QuitPower is an advanced tobacco cessation program that focuses on reducing tobacco 
use by pairing participants with an experienced wellness coach who helps them achieve 
specific, measurable and attainable goals, such as establishing a quit date and avoiding 
triggers that lead to tobacco use. 

OultPower is a six-month buy-up program that includes: 

• Up to eight outbound telephonic coaching sessions 
• Four messages delivered via interactive voice response (IVR) that provide helpful 

tips and encouragement to stop tobacco use 
• Unlimited inbound calls and secure messaging 
• Educational articles, quizzes, and progress tracking tools in both print and 

electronic format 
• Home fulfillment of over-the-counter nicotine replacement therapy 
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• Education and coaching to overcome major hurdles associated with tobacco 
addiction, such as fear of failure, weight gain and withdrawal symptoms 

To deliver a highly engaging and personalized therapy, a single coach will work with the 
member for the duration of the QuitPower program. Through motivational interviewing 
and shared decision-making, the coach and participant define a personalized plan with 
achievable goals, leading to freedom from tobacco. 

ONSITE WELLNESS PROGRAM: COACHING AND SCREENING SERVIC ES 

By expanding beyond our existing Internet and telephonic wellness capabilities, on-slte 
wellness programs demonstrate our member-centric product strategy and addresses a 
rapidly expanding market demand. 

KNOW YOUR NUMBERS 

The Know Your Numbers biometric screening services provide on-site screenings for 
common health risk factors among customer populations. These risk factors are tied to 
the most common modifiable risks and can be addressed through lifestyle changes. At 
each Know Your Numbers event, we process screenings on-site and provide participants 
with a health scorecard (except for more advanced tests that require lab work). 

The biometric screening process uses a proprietary workflow system to ensure a 
seamless event for each participant. Know Your Numbers includes the following 
screenings: total cholesterol, total high-density lipoprotein (HDL) and ratio cholesterol; 
glucose; blood pressure and body mass Index (BMI). 

The entire process generally takes less than 20 minutes, and each participant is given a 
health scorecard and wellness fact sheets to help them understand their results versus 
clinical ranges, the impact of their numbers on their health status and information to 
improve their results. 

All Know Your Numbers screenings are conducted by certified industry professionals who 
take great care in promoting comfort, observing universal precautions, preserving privacy 
and taking time to clearly explain results. 

Through our Know Your Numbers Plus program, available for an additional fee, members 
have the option, upon completion of their screenings, to have a brief, private consultation 
with a health coach who can help: 

• Answer questions 
• Explain results in greater detail 
• Assess the member's readiness to change 
• Identify barriers to change 
• Communicate steps the member can take to begin to improve their results 
• Explain that the data will upload into their health assessment on their online 

health portal page, as well as their Personal Health Record 

EXPERIENCE INTEGRATING AND Sl-lARINO THIRD•PARTY WELLNESS DATA 

We have designed our programs with an open architecture that allows us to integrate 
with current or future partners clinically and technically. These capabilities have enabled 
us to integrate the services of more than 120 external programs and third-party program 
providers into our customers' customized service offerings over the duration of our 
program life. 1n partnering with these external organizations to provide a seamless and 
integrated service offering, we develop an integration strategy during program 
implementation that would focus on the following: 

• Identification of external programs available to your members, and the 
appropriate contact information for each 
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• Working with your vendor(s} to identify preferred communication channels (e.g., 
warm transfer, fax transmission, or secure messaging) 

• Information requirements to support a seamless participant experience 

SUPPOIH OF THE HEAL. TH STRATEGIES CONSUL TANT 

UnitedHealthcare administers a variety of incentivized programs for members that focus 
on prevention and wellness . Our designated Health Strategies Consultants work directly 
with employers to understand the organization's culture, goals, health risks and 
resources. We then create customized strategic multi-year wellness plans and assist the 
customer in implementing their plans. The Health Strategies Consultant also designs a 
methodology for measuring the effectiveness of the wellness plan based on the 
organization's long and short term goals. 

For example, many employers have selected a turnkey approach to worksite wellness. 
We administer a plan that allows members to earn cash incentives which we administer 
through a gift card program. The employee earns rewards for three activities: completing 
their Health Assessment, completing a 5 week online coaching program and completing 
a 6 month telephonic coaching program. UnltedHealthcare also provides online tracking 
and delivery of incentives. 

Some of our customers have elected to focus more on wellness outcomes rather than 
participation. We have also designed programs which incant members for achieving a 
normal BP, healthy weight, normal cho!esterol and not smoking. We can administer 
incentives through gift cards, premium discounts, spending account deposits or 
deductible credits. 

All of our "wellness engaged" customers are assigned a designated Health Strategies 
Consultant who is either a clinician, behavioral modification specialist or a health 
educator. The Health Strategies Consultant will work directly with the customer to create 
a customized preventive care and worksite wellness program based on the organization's 
goals. We provide participation and outcome reports on an ongoing basis to measure 
progress towards the customer's goals. Turnkey wellness toolkits are also available 
through the assigned Health Strategies Consultant. The turnkey programs are designed 
to be implemented at the workplace using a "train the trainer• approach. The 
complimentary programs include: 

• Tools for Wellness (Communication and planning tools for starting your wellness 
program including pre-built newsletters and calendars) 

a Tools for Tobacco Cessation 
• T cols For Stress Management 
• Walking for Your Health 
• Back Health Toolki1 
• Lose and Win (8 week weight loss program focusing on behavior modification 

with proven results) 

In addition, there are a number of educational programs that individuals can participate in 
either individually or in groups including: 

• Source4Women Site and Monthly Seminars 
• Preventive Tool at uhcpreventivecare.com 
• Dr. Oz Educational Video Clips 
• Healthy Mind Healthy Body e-newsletter 
• On Site health education and coaching events for employees and families 
• Competitive activity challenges: weight loss, exercise, smoking cessation 
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X. PLAN REQUIREMENTS 

1. There will be no restrictions or benefit limitations for pre-existing conditions 
applied to any members or their dependents under the plan. 

Confirmed. 

2. The plan will contain the birthday rule and will have group to group coordination of 
benefits provision. The "birthday rule" applies when two parent9 cover the same 
dependent children under two different health plans, the parent whose birthday 
falls earliest in the calendar year will be considered as the primary carrier for the 
dependent children. 

Confirmed. 

3. The contractor shall provide services to all present members (active employees, 
COBRA participants, early retirees, and eligible dependents) enrolled on the 
program effective date. 

Confirmed. 

4. Members who are not actively at work due to disablement on program effective 
date will be covered. 

Confirmed. 

5. Contractor will provide final Summary Plan Documents (SPD's) to the State prior to 
the Open Enrollment period in May, 2012 and subsequent open enrollments. 

Confirmed. 

6. The State will neither recognize the appointment of any agent, general agent or 
broker by a contractor nor authorize any payment or remuneration of any kind by 
the contractor to a party not approved in writing by the State. 

Confirmed. 

7. In addition to the requirements found in Terms and Conditions (P) above, the 
contractor agrees to provide and cover all costs necessary legal defense in the 
event of litigation. 

We will provide full and complete cooperation in the defense of plan benefits litigation 
arising out of matters relating to the agreement. We will select and retain defense 
counsel to represent our interest if litigation or administrative proceedings are 
commenced against us, or against the plan and us jointly, by a member or a health care 
provider. If an action is asserted against both the customer and us, we will agree to joint 
defense counsel so long as there is no conflict of interest between the parties. 

Since the State's plan is self-funded, it is our preference that the State bear the risk. and 
legal costs of plan benefit litigation. 

8. The contractor agrees to monitor federal and state legislation affecting the delivery 
of medical benefits under the plan and to report to the State on those issues in a 
timely fashion prior to the effective date of any mandated plan changes. 

Confirmed. 
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9. Indicate which conversion plans are offered post-COBRA coverage; if offered, 
Indicate the name of insuring entity. 

These services are performed by internal staff. 

Individuals contacting the individual conversion department are asked to provide their 
name, address, Social Security number (SSN). current plan type, etc. This information is 
sent to our print vendor on a weekly basis, where the appropriate state brochure is pulled 
for that individual. Plan options depend upon what the specific policies offer. Some 
policies also offer riders that allow for options to be purchased. All of this information is 
included in the state-specific brochure, which thoroughly explains the benefit and 
processes. 

Our conversion services include the following: 

• Eligibility verification 
• Enrollment 
• Communication materials 
• Certificate of insurance production 
• ID card Issuance 
• Benefit plans that vary by state 

The right to conversion coverage is contingent upon the exhaustion of COBRA 
continuation coverage. Application and payment of the initial premium must be made 
within the state-mandated time frame allotted by the individual's state of residence (no 
greater than 63 days, no less than 31 days) after coverage ends under the State's 
medical plan . 

Rates and plans are based on the member's state of residence and the type of plan 
selected. Medical conversion coverage is cancelable only for non~payment of premium. 

10. Provide information on administrative and/or litigation experience during the past 
three (3) year&, including pending cases, awards, and settlements (both in and out 
of court). 

For confidentiality reasons, our company does not disclose detailed information about its 
litigation history. However, we are willing to share some general comments. 

We have been involved in litigation incidental to providing management of health care 
services and administrative services. The majority of suits brought against our company 
are brought by those seeking to challenge benefit decisions or allege liability for 
malfeasance of some nature. 

All suits filed against our company are referred to the law department for handling. The 
law department does an in itia I assessment of the merits and recommends whether the 
matter should be resolved or referred to local counsel for defense. Many of the suits 
against the company are resolved by dispositlve motion or by settlement, and none has 
had a known, material impact on our businesses or practices. 

11. Contractor certifies that it is currently in and will maintain full compliance with 
HIPAA's: 

a. Administrative simplification s1andards relating to electronic data 
transfers. 

Confirmed. 
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b. Regulations protecting the privacy of individually identifiable health 
information. 

Confirmed. 

12. Contractor certifies that they will not release any information related to the State of 
Nebraska health plans or claims in detail or in aggregate unless authorized by the 
Director of Administrative Services. 

Confirmed. 

13. The State currently utilizes a third party Pharmacy Benefit Manager (PBM). 
Contractor is required to accept data feeds from the State's PBM on a daily basis 
for reporting and other purposes as needed at no additional cost to the State. 

Our bid is based on an integrated pharmacy/medical services. If the State uses an 
external PBM vendor, we will be happy to discuss accepting external data feeds and 
have included on Part 1-Attachment A cost proposal the interface fee associated with the 
use of another PBM vendor than what we have provided in our integrated proposal. 

14. The State requires that the Contractor provide an Account Manager onsite or 
available by phone conference within two (2) hours after a request by the State and 
at no additional cost to the State. 

Con~rmed. 

15. Participate in an Annual Vendor Summit to discuss strategic opportunities for the 
States overall health management program. 

Confirmed. 

16. The contractor shall be an advocate for the State to identify cost saving 
measures. The contractor shall describe past successes to achieve cost savings 
related to the management of the plan design. The contractor should also 
describe methods for finding cost savings, while at the same time maintaining a 
good working relationship with the State and PBM and quality of the medical 
administration program by performing the services as indicated in this 
contract. These measures will be approved by the State prior to being 
undertaken. 

a. Contractor's contract must include a current comparison to other state and 
large employers based on the claims data provided and current 
prescription programs in place at the State. This comparison should 
include but not be limited to the contractor's suggestions for modifications 
to existing programs, the addition of new programs and or 
recommendations for changes in the State's policies on how to improve 
the State's perfonnance and specific methods to reduce costs. 

Confirmed. 
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AFFORDABILITY TOOLS 

With the powerful analysis we provide, you will know exactly what is driving your costs 
and, more importantly, what to do about it. 

Your account management team will meet with you regularly to discuss opportunities to 
Improve performance and share insights derived from actual claim experience. We will 
have ongoing discussions on operational opportunities to improve the program. Through 
regular performance assessments and the annual health plan performance reviews, we 
ensure our plans are consistently meeting your business and financial objectives, and we 
partner with you to propose solutions as new needs evolve. 

Better decisions don't just happen. Our analysis is built on key indicators of performance 
that reveal the most about the efficiency and effectiveness of a plan. 

Identifies opportunities to Improve plan financial 
return by introducing the right affordability solutions 

Identifies areas within benefit programs that may 
not be used optimally by members, so that 
strategies can be developed to promote behavior 
change and increase program utilization 

Analyzing future financial risk in terms of the long
term health status of the population (population risk 
score) 

We develop Insights in three categories to form our recommendations and guide 
appropriate course corrections: 

• Benefit and incentive designs 
• Care and network resources 
• Communication and change campaigns 

Combining these insights and tactics, we work with you to finalize and implement a 
revised strategy for greater efficiency and more effective cost management. 

We focus on motivating the individual-one member at a time-because we've learned 
that personal relevance is the key to effective behavioral change. 

b. The contractor must perform a semi-annual, and/or as requested, 
Comparison Analysis and Strategic review. This analysis and plan should 
Include, but not be limited to, identifying how the State of Nebraska's 
expenses and pollcles compare to other states, large employers, and the 
contractor's innovative concepts for modifications to existing programs, 
the addition of new programs and or recommendations for changes in the 
State's policies on how to improve the State's performance and specific 
methods to reduce costs. 

Confirmed. 

17. Participate In the State's annual health fair. The State requires the Administrator to 
participate in the planning and execution of the annual health fair, assist in 
securing ten or more other health fair participants and sponsors, and provide a 
staffed booth at the annual health fair. The contractor should anticipate 
underwriting the health fair up to $3,000 per year. 

Confirmed. 
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18. Provide guidance and written documentation within thirty (30) days upon request 
regarding the Patient Protection and Affordable Care Act and any future issues 
relating to health care reform including but not limited to data comparison, 
analytics, strategic development, timelines, compliance, Impact studies and 
implementation as they pertain to the State of Nebraska's experience. 

Confirmed. 

19. The contractor will provide data feeds to the State's vendor partners, such as their 
wellness vendor. as requested. The cost for providing data feeds must be 
Included in the c:ontractor's administrative fees. 

Confirmed. 

Y. OTHER INFORMATION 

1. Contractor shall provide a copy of a Suggested Employer Contract with a 
statement that the sample include& all exclusions and limitations that will apply to 
a policy issued to the State. 

Confirmed. Please refer to Attachment A In Appendix E of the Technical proposal binder 
for our sample Administrative Services Agreement {ASA). 

2. Contractor shall provide a copy of the contractor's most recent annual report. 

Confirmed. Please refer to Attachment L in Appendix E of the Technical proposal binder 
for a 2010 Annual Report. 

3. Contractor shall provide three referencee of similar siz:e and industry In the 
network locations that will be serving most of the State's members. 

a. Reference Information 
b. Company Name 
c. Contact Person 
d. Title 
e. Telephone# 
f. Fax# 
g. E-mall Address 
h. Network Name 
i. PPO, POS and other plan types Members Enrolled 

a. Reference Information: 
b. Company Name 

State of Rhode Island 
c. Contact Person 

Deborah Blair 
d. Title 

Chief of Employee Benefits 
e. Telephone # 

(401) 222-3745 
f. Fax# 

(401) 222-6391 
g. E-mail Address 

dblair@hr.ri.gov 
h. Network Name 

Choice Plus POS 
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I. PPO, POS and other plan types Members Enrolled 
Choice Plus POS, Pharmacy, Disease Management and Wellness and Retiree 
Plans- 42,000 members total. 

a. Reference Information: 
b. Company Name 

State of Colorado 
c. Contact Person 

Judith E. Kohler 
d. Title 

Benefits SpecialisUContract Manager 
e. Telephone # 

(303) 866-3444 
f. Fax# 

(303) 866-3879 
g. E-mail Address 

judith.kohler@state.co.us 
h. Network Name 

Choice Plus POS 
i. PPO, POS and other plan types Members Enrolled 

Choice Plus POS, Pharmacy, Disease Management and Wellness - 29,000 
members total. 

a. Reference Information: 
b. Company Name 

School District of Palm Beach County 
c. Contact Person 

Dianne Howard 
d. Title 

Employee Benefits and Risk Management Department Head 
e. Telephone # 

(561) 434-8414 
f. Fax# 

(561) 434-8556 
g. E•mail Address 

dhoward@pa lmbeach. k 12. fl.us 
h. Network Name 

Choice PPO and Options PPO 
i. PPO, POS and other plan types Members Enrolled 

Choice PPO and Options PPO, Pharmacy, Disease Management, Wellness -
37 ,000 members total. 

4. Contractor must be willing to participate with wellness activities as determined by 
the State. Such activities may include working with a State wellness coordinator, 
contributing to a State wellness committee, or to provide wellness resources at no 
additional cost. 

Confirmed. 

5. Indicate the most recent Financial Rating, Financial Rating Modifiers and the 
Financial Rating Effective Date you have received by the following organizations. 
Indicate all changes that have occurred in the last 12 months for each of these 
ratings. 
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a. A.M.Best 

Current rating: b+++ 
Effective date: June, 30, 2016 

b. Standard and Poor'a 

Current rating: A+ 
Effective date: February 16, 2016 

c. Moody's 

current rating: A3 
Effective dat~: June, 6, 2016 

d. Fitch 

Current rating: A· 
Effective date: August 10, 2016 

No changes have been made to any of these ratings in the last 12 months. 
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The following trademarks and service marks are owned by UnitedHealth Group Incorporated: 

ACN Group® Impact ProTM Practice Matters® 
UnitedHealthcare 
CatalystSM 

Access for Life® OptumlnsightTM Prescription Solutions® 
UnitedHeallhcare® 
Community & State 

Affordability Solutions 
LifeEra® QuitPower® UnitedHealthcare 

lndexTM CoreSM 

American Chiropractic 
Medicare Complete® Rewards for Action® 

i UnitedHealthcare 
Network® i Dental® 

Aperture® myuhc.com® SimplyAccountable® 
1 UnitedHealthcare® 
) Employer & Individual 

Care CoordinationSM 
Nationa I Benefit I SimplyEngaged® 

• UnitedHealthcare Global 
Resources® SolutionsSM 

' 
Care24SM NurselineSM j Spectera® 

1 UnitedHealthcare® 
: Medicare & Retirement 
I -

Consumer Activation 
OnePay PlanSM Taking Care® 

I UnitedHealthcare 
lndexTM I NavigateSM 

Definity® 
Onli n Enroll SM 

Total Affordability UnitedHealthcare 
Definity Health® ManagementSM Navigate BalancedSM 

EBM Connect® 
Optum® 

ubhonline® 
United Healthcare 

Optum HealthSM Navigate PlusSM 

Employer eServices® OptumHealth BankSM United eServices® 
United Healthcare 

J Online® 

eSync PlatformSM I OptumHealth Financial 
UnitedHealth Allies® 

United Healthcare 
eSyncSM j ServicesSM Personal Care Plus® 

Evercare® ParentSteps® UnitedHealth Basics® 
United Healthcare® 
Pharmacy 

Flex Share Rewards® Parallax i® 
UnitedHealth United Healthcare 
ContinuitySM Specialty BenefitsSM 

GeoNetworks® Passport Connect® UnitedHealth Group® 
UnitedHealthcare Total 
ChoiceSM 

Golden Rule® 
Performance UnitedHealth United Healthcare 
RewardsSM I nternationalSM Vision® 

Healing health care. Personalization is the i 
Together.® heart of health careSM 

UnitedHealth Passport® UnitedRx NationalSM 

Health A to ZSM 
PHCS® 

UnitedHealth Practice 
View360TM 

Rewards® 

Health Forums.com® PlanBienSM UnitedHealth Premium® 1 Vital Measures® 

hubSM I Plan Cost EstimatorTM UnitedHealth Wellness® 
hub magazlneSM 

The following trademarks are owned by third parties not affiliated with UnitedHealth Group Incorporated 
and are used with ermission: 
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435 Project® 

AARP® 

Adobe® 

CAHPS® 

j Champion® 

etalk AdvisorTM 
etalk RecorderTM 

IEX® 

Jenny Craig® 

[ Knowlagent® 
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BeniComp® 

Bupa® 

I • 
Healthw1se® 

I HEDIS® 

I LexisNexis® 

MasterCard® I 
TelePAID® 

TotalVie'v'w® 

Part II - PHARMACY BENEFIT MANAGER 

PROJECT DESCRIPTION AND SCOf>E OF WORK 

A. PROJECT OBJECTIVES 
The State has several objectives in requesting proposals. The objectives are to obtain 
competitive rates and fees commensurate with desired service requirements, employee 
satisfaction with offered plans, fixed administration fees and assistance with controlling 
expenditures. The contractor shall perform the following services. 

1. Provide complete administrative and support services for a pharmacy benefits 
manager described in Part 11 and Part II - attachments. 

Confirmed. UnitedHealthcare is providing our proposal responses for Medical and PBM 
services on an integrated basis. Our pricing for each of these are reflective of each 
area's capabilities and resources. We wish to fully articulate the value of an integrated 
offering yet understand how each is independent of each other. In conjunction with 
UnitedHealthcare, OptumRx can provide complete administrative and support services as 
a pharmacy benefits manager described in this contract. 

2. Administer the plans in compliance with the insurance laws of the State of 
Nebraska. 

Confirmed. 

3. Responsibility for the provision of all levels of full and fair review of claims, claim 
denials and appeals made by members. Determination of payment or denial of 
claims or of appealed claims shall be made by contractor following appropriate 
analysis and review. Administrative Services - State Employee Benefits may 
submit to contractor any request it receives for a review of a claim which has been 
denied, in order that contractor may provide a full and fair review of the claim and 
in compliance with the Patient Protection and Affordable Care Act appeals 
process. Administrative Services - State Employee Benefits reserves the right to 
uphold, overturn or modify any denied claim(s) by contractor. 

Confirmed. 

4. Design communications matarials as mutually agreed by the parties to be 
necessary to communicate the program to members and for use by the State in 
developing summary plan descriptions, or other program materials. Advise and 
assist the State in the preparation of forms and other documentation necessary to 
fulfill reporting and disclosure requirements. 

Confirmed. 

5. Provide reports and claim analyses that meet the needs of the State including, but 
not limited to: 

a. Key Performance Indicators developed by the State 
b. Ad Hoc reports 
c. Benchmarking against peer state clients of the PBM 

Page 149 of 157 



411 

Confirmed. 

6. Provide information about emerging trends in the PBM industry and how they may 
be applied to the State's pharmacy benefits within the constraints of the State's 
ability to change plan design and employee contribution structures. 

Confirmed. 

7. Participate in an Annual Vendor Summit to discuss strategic opportunities for the 
States overall health management program. 

Confirmed. 

8. Participate in the State's annual health fair. The State is interested in having their 
PBM provide a manned booth at the annual health fair. 

Confirmed. 

9. Provide guidance and written documentation within thirty (30) days upon request 
on the Patient Protection and Affordable Care Act and any future issues as related 
to health care reform including but not limited to data comparison, analytics, 
strategic development, timelines, compliance, impact studies and implementation 
as they pertain to the State of Nebraska's experience. 

Confirmed. 

10. The contractor shall be an advocate for the State to identify cost saving 
measures. The contractor shall describe past successes to achieve cost savings 
related to the management of the plan design. The contractor should also 
describe methods for finding cost savings, while at the same time maintaining a 
good working relationship with the State and medical administrator and quality of 
the pharmacy benefit program by performing the services as indicated in this 
contract. These measures will be approved by the State prior to being 
undertaken. 

a. Contractor'& proposal must include a current comparison to other state 
and large employers based on the claims data provided and current 
prescription programs in place at the State. This comparison should 
include but not be limited to the contractor's suggestions for modifications 
to existing programs, the addition of new programs and or 
recommendations for changes in the State's policies on how to improve 
the State's performance and specific methods to reduce costs. 

Confirmed. We have provided references in both Section 3 of the Technical Proposal 
binder as well as in Appendix C- Part I - Medical Administration Project Description and 
Scope of Work. Additionally, we have provided a Specialty Rx analysis in our Proprietary 
and Confidential binder as Attachment B. 

b. The contractor must perform a semi-annual, and/or as requested, 
Comparison Analysis and Strategic review. Thie analysis and plan should 
include, but not be limited to, identifying how the State of Nebraska's 
expenses and policies compare to other states, large employers, and the 
contractor's innovative concepts for modifications to existing programs, 
the addition of new programs and or recommendations for changes in the 
State's policies on how to improve the State's performance and specific 
methods to reduce costs. 

Confirmed. 
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11. Contractors should provide samples of all reports requested and any additional 
reports that would allow the State to better evaluate your capabilities. 

Confirmed. Samples of our reports have been provided as Attachments D and Nin 
Appendix E of the Technical Proposal binder. 

12. The State is considering a Medication Therapy Management (MTM) program for our 
employees. Contractors should provide information about their MTM program that 
would allow the State to understand the manner in which you feel it would work for 
the State. The State does not intend to implement an MTM program with this 
contract but may in the future. Please provide optional pricing for implementing 
an MTM program as a separate item as this will not be included in the evaluation. 

Our Medication Therapy Management Program (MTMP). approved by CMS in 2006, 
improves therapeutic outcomes by ensuring appropriate use of medications. The program 
also reduces the risk of adverse events, including adverse drug interactions. 

We offer this program to Medicare Part D beneficiaries who meet the MTMP eligibility 
criteria, and between 2006 and 2010 our average yearly MTMP membership has been 
397,531. 

To participate, members must meet CMS-mandated eligibility criteria that include having 
three of four target chronic disease states: chronic heart failure, diabetes, dyslipidemia, or 
hypertension. 

Our MTMP also operates in accordance with CMS scope-of-service criteria, which 
includes an annual Comprehensive Medication Review (CMR) and quarterly medication 
reviews for MTMP members who have opted to receive CMR. 

Our MTM programs comprise 12 individual programs that range from utilization 
management quality assurance programs to disease-specific interventions to medication 
adherence programs. Our MTM programs are administered by highly trained clinical 
pharmacists with many years' experience in care management. 

Please refer to Attachment P in Appendix E, for a complete description of our Medication 
Therapy Management Program. 

13. The State requires the contractor to be available to attend meeting and events at 
the State when requested at no additional cost to the State. These session may 
include but not be limited to: 

a. Face to Face meeting with staff and executives 
b. Participation in a State sponsored Health Fair 
c. Open Enrollment meeting 

Confirmed. 

14. The contractor will provide data feeds to the State's vendor partners, such as their 
wellness vendor, as requested. The cost for providing data feeds must be 
included in the contractors administrative fees. 

Confirmed. 
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15. Contractors should disclose any llmits on the number of days supply that can be 
filled through the contractor's mall order facilities, such as controlled substances. 

The minimum days supply we dispense at mail is 90 days; however, we offer exceptions 
for some medications, such as contraceptives, which are often dispensed at mail in an 84 
days supply. 

Although it is typically not the most cost-effective option for the member, we can dispense 
any quantity less than a 90-day supply. 

If the member has available refills and the benefit design permits, we can combine them 
to make a 90 day supply. Certain drug classes such as controlled substances, muscles 
relaxants, antidepressants, and antipsychotics are excluded from this practice as well as 
other medications with restricted therapies. 

Per internal policy and business practice, we do not supply automatic refills of controlled 
substances. We send a letter to the provider explaining that he or she may call to request 
a specific number of refills. Controlled substances are not restricted to a 30 day fill. 

The following table outlines the guidelines by which we determine days supply on 
medications where the dosage can vary at each therapeutic occurrence. 

Topicals • If member has a history of usage and requested a 
certain quantity, prescription Is processed per history or 
request 

• If member has NOT identified quantity 

• Process as three units = 90 days for solutions, 
shampoos, lotions and foams. 

• Process as approximately 90 grams= 90 days 
supply for creams, gels and ointments 

OR 

• If the prescriber has written for less than three units 
or less than 90 grams (including refills), the quantity 
is processed as 90 days 

• If prescriber has written for more than three units or 
greater than 90 grams (not including refills} the 
quantity is processed as 90 days. 

• If prescriber has written for only one package (no refllls) 
and has not designated the package size, the largest 
package size available is provided (or closest to 90 
grams) and process as 90 Days. 

Insulin and Diabetic • If the quantity to be dispensed is not clear from the 
Supplies prescription or from member history, a call to the 

member is made to clarify needs. Minimum quantities for 
insulin products are based on the expiration date on 
opened products. 

Antibiotics, Antifungals, and • Member history and or member contacts are assessed 
Antivirals to determine appropriate quantity 

• If the prescription is determined to be a one-course 
treatment, then the quantity is dispensed as written is 
not "borrowed" from refills to make a 90 day supply 

• lf the prescription is determined to be a prophylactic, 
then we will borrow from refills to make a 90 day supply 
if possible. 
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PRN (''as needed") 

B. TECHNICAL REQUIREMENTS 

• For controlled medications or specified medications 
listed above, we do not borrow from refills to make a 90 
days supply. We utilize the highest use allowed by the 
directions to calculate the days supply. This allows the 
member the earliest opportunity to re-order if use 
requires. (example: a pain reliever dosed as 1 tablet 
every 4 to 6 hours as needed = maximal use per day is 6 
tablets) 

• For non-controlled and non-specified medications, the 
quantity of medication sent is based on maximum 
possible daily use and if refills allow, then a 90 days 
supply is sent. For example, a medication allowing for 
two inhalations every six to eight hours as needed would 
total eight inhalations per day or 720 doses for a 90 day 
supply; this quantity would be sent if the total quantity 
written and refills allow) 

1. Part II - Attachment A: Questionnaire and Pricing Workbook 

a. A - Questionnaire 
b. B - Explanation 
c. C - Organization Changes 
d. D - Plan Design 
e. E - Experience Data 
f. F - RX-Pricing, Transparent 
g. G · Specialty Drugs 
h. H • Network Access 
i. I· Account Management Plan 

Confirmed. These Exhibits have been included in the Technical Proposal binder in 
Section 4 as requested and Cost information has been provided in the Cost Proposal 
binder as requested. 

Additional plan design detail, utilization summary and plan structure information can be 
found in Part II • Attachment B - State of Nebraska Rx Plan Design and Plan Structure 
Data. 

Noted. 

The State requires a Transparent Pricing model from their PBM 

Noted. 

2. ADDITIONAL INFORMATION 

a. All call centers utilized by the contractor for support of their services for 
the State shall be located within the contiguous 48 States. 

Confirmed. 

b. The State will utilize the formulary list provided by the current PBM. The 
State does not require a custom formulary list. 

Confirmed. 
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c. The pre-implementation audit performed in December of 2008 was 
completed at a cost of $45,000. 

Noted. 

d. The State will not be able to provide monthly enrollment numbers or the 
monthly paid claim amounts for the last three years 

Noted. 

e. All the records provided in the Census data file have zip codes which are 
included. We have provided 9 digits zip codes if they were available. 

Noted. 

f. The State allows both Union and non-Union employees to be enrolled In 
one of the three (3) State health plans. 

Noted. 

g. The current PBM administration fee is $1.88 PEPM and the DUR 
administration fee is $0.09 PEPM. 

Included in the overall per employee per month fee. 

h. The State has designed its pharmacy plan benefit& to minimize.the use of 
manufacturers coupons or savings cards. The State also has many step 
therapy programs in place that are referenced in Part 11 • Attachment B. 

Noted. 

i. Therapeutic Class MACs: Where you apply a single generic MAC price for 
all drugs in the class. For example, you may decide to only pay for 
omeprazole 20mg, and apply that amount to all drugs in the class, with the 
member paying the difference. This question is in the contract to 
understand if your system is capable of supporting this design should the 
State consider such a benefit. At this time, the State is not considering this 
type of benefit. 

Noted. 

j. The State Is not requesting the PBM to assist in pricing "Buy and Bill" 
drugs at this time. 

Noted. 

k. The State does not provide ingredient cost or dispensing fee information. 
AWP information is included In the claim file. 

Noted. 

I. Zero Balance Claims are claims that have been adjudicated with a "Lower 
of Usual and Customary Cost or Copay" logic where the plan pays nothing. 
We are not allowing this "lower of' logic. Instead, this contract is asking 
that claims adjudicate with "Lowest of U&C, Copay or Calculated Amount", 
so the member will pay the lowest of the three, resulting in additional 
savings to the member. 

Noted. 
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m. The contract is looking for a guarantee across all generics. In the above 
example, should that occur In real life, we are looking for the overall 
generic discount guarantee of 70%. 

Noted. We have provided information on guarantees in our Rx Pricing exhibit included as 
Attachment A in Section 2 of the Cost Proposal binder. 

n. The State does not have post-65 retirees. The MTM program would be 
considered for pre-65 retirees. 

Noted. 

o. The State is not looking for vendors to provide Medicare MTM programs 
other than to answer Medicare Part Band Part D sections of the PBM 
questionnaire. 

Noted. 

p. The State is not looking for other retail network options other than the 
broadest retail network at this time. The State is interested in the 
capabilities of the PBM to develop narrow networks. 

Noted . 

q. We expect to see better discounts at mail than retail, as that's where the 
marketplace is. We also expect that if a MAC price Is Implemented, that the 
same MAC price or better be applied at mail than retail. 

Noted. 

r. The State does not use a custom formulary. 

Noted. 

s. The guaranteea are component based, i.e. retail brand discount, retail 
generic discount, retail brand dispensing fee, retail generic dispensing fee, 
mail brand discount, mall generic discount, mail brand dispensing fee, mall 
generic dispensing fee, specialty brand discount, specialty dispensing fee, 
retail rebates and mall rebates. 

Noted. 
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The following trademarks and service marks are owned by UnitedHealth Group Incorporated: 

ACN Group® Impact ProTM I Practice Matters® 
Un itedHealthcare 
CatalystSM 

Access for Life® Optum I nsightT M Prescription Solutions® 
United Healthcare® 
Community & State 

Affordability Solutions j LifeEra® QuitPower® 
UnitedHealthcare 

lndexTM CoreSM 

American Chiropractic 
Medicare Complete® Rewards for Action® 

UnitedHealthcare 
Network® Dental® 

Aperture® myuhc.com® SimplyAccountable® 
United Healthcare® 
Employer & Individual 

Care CoordinationSM 
National Benefit I SimplyEngaged® 

UnitedHealthcare Global 
Resources® SolutionsSM 

Care24SM NurselineSM Spectera® 
UnitedHealthcare® 
Medicare & Retirement -

Consumer Activation 
OnePay PlanSM Taking Care® 

Un itedHealthcare 
lndexTM NavigateSM 

Definity® 
OnlinEnrollSM 

Total Affordability J UnitedHealthcare 
_Definity Health® Managem entS M Navigate BalancedSM 

EBM Connect® 
Opium® 

ubhonline® 
UnitedHealthcare 

OptumHealthSM Navigate PlusSM 

Employer eServices® OptumHealth BankSM United eServices® 
UnitedHealthcare 
Online® 

eSync PlatformSM 
1 

OptumHealth Financial 
UnitedHealth Allies® 

UnitedHealthcare 
eSyncSM , ServicesSM Personal Care Plus® 

Evercare® ParentSteps® UnitedHealth Basics® i un•edHealthca,e® 
Pharmacy 

Flex Share Rewards® Parallaxi® UnitedHealth United Healthcare 
ContinuitySM Specialty BenefitsSM 

Geo Networks® Passport Connect® UnitedHealth Group® 
UnitedHealthcare Total 

1 
ChoiceSM 

I 

Golden Rule® 
Performance UnitedHealth United Healthcare 
Rewards SM International SM Vision® 

Healing health care. Personalization is the I UnitedHealth Passport® UnitedRx NationalSM 
Together.® heart of health careSM 

Health A to ZSM 
! 

UnitedHealth Practice 
PHCS® l View360TM 

Rewards® I 

Health F arums. com® PlanBienSM UnitedHealth Premium® . Vital Measures® 

hubSM 
Plan Cost EstimatorTM UnitedHealth Wellness® 

hub rnagazineSM 

The following trademarks are owned by third parties not affiliated with UnitedHealth Group Incorporated 
and are used with ermission: 
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435 Project® 

AARP® 

Adobe® 

I 
CAHPS® 

Champion® 

etalk AdvisorTM 
etalk RecorderTM 

l JEX® 

Jenny Craig® 

Knowlagent® 
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BeniComp® 

Bupa® 

. j H; althwise® 

HEDtS® 

r LexisN;;is®

MasterCard® 
J 

- ·· . -· -
TelePAID® 

- --- - -· -~--
TotelView® 

IN WITNESS WHEREOF, each of the undersigned has caused this Agreement to be duly 
executed in its name and on its behalf. 

State of Nebraska 

Signature: ..:....:..,i~~!..l<!.l<;tl-f.-".=.....::..,......--.-,---

Printed Name:.~ ~-+><-~~ '--'C.----
Title: D ~ ( e.C...t'Dfl 

United Healthcare Services Inc. 

Signature:$[/~ ~ ~l\. ~ i. L/l 
Printed . ae: · \IDUf lt) tcl. 
Title: . ~li.11\\tCI( \'YV,vJQ~C("-
Date Sigr(ed: ~ j , 2 ) .J l 
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ADMINISTRATIVE SERVICES AGREEMENT 

ADDENDUM ONE TO 

CONTRACT 77103 04 

This Administrative Services Agreement ("Agreement") Addendum One between United HealthCare Services, 
Inc. ("Our," "Us,· or "We" in this Agreement} and State of Nebraska ("You" ''Your· or "State" in this Agreement) is 
effective July 1, 2018 ("Effective Date"). This Agreement covers the services We are providing to You, either 
directly or in conjunction with one of Our artlllates, for use with Your Self-Funded employee benefit plan. 

By signing below, each party agrees to the terms of this Agreement. 

United HealthCare Services, Inc. 
185 Asylum Street 
Hartford, CT 06103-3408 

By: 

Au rized Signature 

Date: 

State of Nebraska 
1526 K Streel, Suite 130 
Lincoln, NE 68508 

Authorized Signature 

Print Name: & I\ ms?: ~)O.-"~ L · e.-

Prinktltte: ,. ~ .1.. 1 . h 1) ~ / }2.re ~o~ 1 -mi. "e [M~O{)fle1 

Date: 
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Section 2- Employee Benefit Plan: Your Responsibilities 

Section 2.1 Responsibility for the Plan. We are not the Plan Administrator of the Plan. Any references in this 
Agreement to Us "administering the Plan" are descriptive only and do not confer upon Us anything beyond certain 
agreed upon claim administration duties. Except to the extent this Agreement specifically requires Us to have 
the fiduciary responsibility for a Plan administrative function, You accept total responsibility for the Plan for 
purposes of this Agreement including its benefit design, the legal sufficiency and distribution of SPOs, and 
compliance with any laws that apply to You or the Plan, whether or not You or someone You designate is the 
Plan Administrator. 

Section 2.2 Plan Consistent with the Agreement. You represent that Plan documents, including the Summary 
Plan Description as doscribed in Exhibit A - Services, are consistent with this Agreement. Nevertheless, before 
distributing any communications describing Plan benefits or provisions to Participants or third parties, You wlll 
provide Us with copies of the Summary Plan Description and Employee communications which refer to Us or 
Our services prior to distributing these materials to Employees or third parties. You will amend them if We 
reasonably determine that references to Us are not accurate, or any Plan provision Is not consistent with this 
Agreement or the services that We are providing. 

Section 2.3 Plan Changes. You must provide Us with notice of any changes to the Plan and/or Summary Plan 
Description within a reasonable period of time prior to the effective date of the change to allow Us to determine 
if such change will alter the services We provide under this Agreement. Any change in the services to be provided 
by Us under this Agreement which would be caused by any aforementioned changes must be mutually agreed 
to in writing prior to implementation of such change. We will notify You If (i) the change increases Our cost of 
providing services under this Agreement or (Ii) We are reasonably unable to implement or administer the change. 
If the parties cannot agree to a,new fee within (30) thirty days of the notice of the new fee or if We. notify You that 
We are unable to reasonably implement or administer the change, We shall have no obligation to implement or 
administer the change, and You may terminate this Agreement upon (30) thirty days written notice. 

Section 2.4 Affiliated Employers. You represent that together You and any of Your affiliates covered under the 
Plan make up a single "controlled group" as defined by the IRC. You agree to provide Us with a list of Your 
affiliates covered under the Plan upon request. 

Section 3- Your Other Responsibilities 
Section 3.1 Information You Provide to Us. You will tell Us which of Your Employees, their dependents and/or 
other persons are Participants. This Information must be accurate and provided to Us in a timely manner. We 
will accept eligibility data from you In the format described in Exhibit A - Services. You will notify Us of any change 
to this information as soon as reasonably possible. 

We will be entitled to rely on the most current Information in Our possession regarding eligibility of Participants 
in paying Plan benefits and providing other services under this Agreement. We will apply electronic eligibility 
changes without imposing any extra fees. In the event that You request manual retroactive eligibility changes or 
retroactive eligibility changes to include claims reprocessing, We will make such changes only after the parties 
mutually agree to the terms on which such changes will be made. We will apply retroactive ellgibility changes 
without imposing any extra fees. 

Section 3.2 Notices to Participants. You will give Participants the information and documents they need to 
obtain benefits under the Plan within a reasonable period of time before coverage begins. In the event this 
Agreement is discontinued, You will notify all Participants that the services We are providing under this 
Agreement are discontinued. 

Section 3.3 Escheat. You are solely responsible for complying with all applicable abandoned property or escheat 
laws, making any required payments, and filing any required reports. 
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Section 4 - Services Provisions 

Section 4.1 Administrative Services. We will provide the administrative services described in Exhibit A
Services. 

Section 4.2 Network Access, Management and Administration. We will provide access to Networks and 
Network Providers, as well as related administrative services including physician (and other health care 
professional) relations, clinical profiling, contracting and credentialing, and network analysis and system 
development. The make-up of the Network can change at any time. Notice wi!I be given in advance or as soon 
as reasonably possible. 

We do not employ Network Providers and they are not Our agents or partners. Network Providers participate in 
Networks only as independent contractors. Network Providers and the Participants are solely responsible for 
any health care services rendered to Participants. We are not responsible for the medical outcomes or the 
quality or competence of any provider or facility rendering services, including Network Pharmacies and 
services provided through Our affiliates' networks, or the payment for services rendered by the provider or 
facility. 

Section 4.3 Claim Recovery Services. We will provide recovery services for Overpayments. We will be 
responsible for reimbursement of any unrecovered Overpayment only to the ex1ent the Overpayment was due 
to Our gross negligence. 

In some instances, We may be able to obtain Overpayment recoveries by applying (or offsetting) the 
Overpayment against future paymellts to the provider made by Us. In effectuating Overpayment recoveries 
through offset, We will follow Our established Overpayment recovery rules which include, among other things, 
the prioritization of Overpayment credits based on the age of the Overpayment in Our system and funding type. 
In Our application of Overpayment recovery through offset, timing differences may arise in the processing of 
claims payments, disbursement of provider checks, and the recovery of Overpayments. As a result, the Plan 
may in some instances receive the benefit of an Overpayment recovery before We actually receive the funds 
from the provider. Conversely, We may receive the funds before the Plan receives the credit for the 
Overpayment. It is hereby understood that the parties may retain any interest that accrues as a result of these 
timing differences. Details associated with Overpayment recoveries made through offset will be identified in 
the monthly reconciliation report provided to the designated representative for Your Plan. 

For any and all recovery of $200.00 or less, You delegate to Us the discretion and authority to develop and use 
standards and procedures for any recovery, including but not limited to, whether or not to seek recovery, what 
steps to take if We decide to seek recovery, and the circumstances under which a claim may be compromised 
or settled for less than the full amount of the claim. You acknowledge that use of Our standards and 
procedures may not result in full or partial recovery for any particular case. We will not pursue any recovery if it 
is not permitted by any applicable law, or if recovery would be impractical. We may initiate litigation to recover 
payments, but We have no obligation to do so. If We initiate litigation, You will cooperate with Us in the 
litigation. 

For any and all recovery of more than $200.00, You delegate to Us the authority to develop and use standards 
and procedures for any recovery, including but not limited to, what steps to take . You acknowledge that use of 
Our standards and procedures may not result in full or partial recovery for any particular case. We will obtain 
your approval for recovery of claims less than the full amount for any reason before any agreement is offered to 
do so. We will not pursue any recovery if it is not permitted by any applicable law. We may initiate litigation to 
recover payments. If We initiate litigation, You will cooperate with Us in the litigation. 

The eligibility of a member may be retroactively terminated due to reasons as determined by the State. We will 
retroactively reverse (disallow) all claims to providers for said member back to the date as determined by You, 
up to a maximum of 12 months, from the date of written notification of the member by You. Once claims have 
been reversed, and as payment recoveries are made, a credit will be issued to the State for the total amount of 
all claims recovered. Said credits will be identified by each member this action is taken when applied to our 
invoice process. 
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Section 4.4 Subrogation Recovery Services. Refer to PROJECT DESCRIPTION AND SCOPE OF WORK, 
Part I MEDICAL ADMINISTRATION, B. SUBROGATION REQUIREMENT. 

Section 4.5 Abuse and Fraud Management. We or Our affiliate will provide services related to the detection, 
prevention, and recovery or abusive and fraudulent claims. 

' Our Abuse and Fraud Management processes will be based upon Our proprietary and confidential procedures, 
modes of analysis and investigations. 

We will use these procedures and standards In delivering Abuse and Fraud Management services to You and 
Our other customers. These procedures and standards include, but are not limited to: whether or not to seek 
recovery, what steps to take if We decide to seek recovery, and under what circumstances to compromise a 
claim or settle for less than the full amount. 

You delegate to Us the discretion and authority to use such procedures and standards, including the authority 
to undertake actions, including legal actions, which have the largest impact for the largest number of 
customers. 

You acknowledge that the use of these procedures and standards may not result in full or partial recovery or in 
full recovery for any particular case. We do not guarantee or warranty any particular level of prevention, 
detection, or recovery. We agree lo perform Abuse and Fraud Management services pursuant to the Industry 
standards for such services. If this Agreement terminates, or if Our claim recovery services terminate, We can 
elect to continue fraud and abuse recoveries that are in progress, and the fees will continue to apply. 

Section 4.6 Medical Benefit Drug Rebate Payments. From time to time, We or a subcontractor may 
negotiate with drug manufacturers regarding the payment of medical benefit Rebates on applicable prescription 
drug products dispensed to Participants under the Plan's medical benefit. You will receive 80% of the medical 
benefit Rebates We receive. 

When We negotiate directly with drug manufacturers for the payment of medical benefit Rebates to Us, We will 
pay You the agreed upon Rebates within thirty (30) calendar days of Our receipt of such Rebates from the drug 
manufacturer. If We are not able to make payment to You within thirty (30) calendar days, We will pay interest 
on such Rebates from the date of receipt until We make payment to You, less approximately thirty (30) days for 
processing. We will retain interest earned during this processing timeframe. We will pay medical benefit 
Rebates to You in the agreed upon amount no less than quarterly. Interest will be paid at the one month 
London Interbank Offered Rate (LIBOR) in effect on the first business day of each applicable month. 

You wlll only receive Your medical benefit Rebates to the extent that medical benefit Rebates are actually 
received by Us. Thus, for example, If a government action or a major change In pharmaceutical industry 
practices prevents Us from receiving medical benefit Rebates, the amount You receive may be reduced or 
eliminated. 

You agree that during the term of this Agreement, neither You nor the Plan will negotiate or arrange or contract 
in any way for medical benefit Rebates on or the purchase of prescription drug products from any manufacturer 
under the Plan's medical benefit. If You or the Plan does, We may, without limiting Our right to other remedies, 
immediately terminate Your and Plan's entitlement to medical benefit Rebates (including forfeiture of any 
medical benefit Rebates earned but not paid). In addition, You agree to reasonably cooperate with Us in order 
to obtain medical benefit Rebates. 
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Section 4.7 Pharmacy Benefit Services. We will make Network Pharmacies available to Your Participants. 
We will determine which pharmacies are Network Pharmacies. The make-up of the Pharmacy Network can 
change at any time. Notice will be given in advance or as soon as reasonably possible. 

Mail Order Pharmacy Services. We will provide mail order pharmacy services for Your Participants. Your 
pricing terms for mail order pharmacy services are based on package size at which the medication was 
purchased from the supplier and at least a 180 day supply. Prescriptions filled through the mail order pharmacy 
that are less than a 180 day supply will be processed at retail pricing and will be counted with retail utilization. 
We will provide mail order pharmacy services for Your Participants. Your pricing terms for mail order pharmacy 
services are based on package sizes of 100 units, 16 ounce quantities or the next ctosest quantity available and 
at least a 84 day supply. Prescriptions filled through the mail order pharmacy that are less than a 84 day supply 
will be processed at retail pricing and will be counted with retail utilization. We will retain the difference between 
the package size of 100 units or 16 ounces and the actual manufacturer's package size which the mail order 
pharmacy's price is based on. 

Prescription Drug List (PDL) You have adopted one or more of Our PDLs for use with Your benefit plans. You 
agree not to copy, distribute, sell, or otherwise provide the POL to a nether party without Our prior written approval, 
except to Participants as described below. On termination of this Agreement or if You terminate the Pharmacy 
Benefit Services portion of this Agreement, You will stop all use of the POL. 
While You are the ultimate decision-maker on selecting the design of your PDL{s), You have requested that 
We supply, and We have assisted You with, certain POL development and management functions including but 
not limited to drug tiering decisions. Our intent is to provide You with the same POL and management 
strategies that We develop and employ in the management of our fully insured business. 
We make the final classification of an FDA-approved prescription drug product to a certain tier of the POL by 
considering a number of factors including, but not limited to, clinical and economic factors. 
We may periodically down-tier the placement of a prescription drug product among the tiers. These changes 
may occur without prior notice. Twice a year, We may also up-tier the placement of a prescription drug product 
among the tiers and/or recommend specific prescription drug product e)(clusions from coverage. We will provide 
notice to You of material changes to the POL, our drug tier classification procedures, coverage exclusions, and 
clinical programs. If You choose not to implement a particular coverage exclusion or clinical program change, 
You need to inform Us in writing seventy five (75) days prior to the effective date of the e)(clusion or change. 
Current drug placement and related infollTlation may be obtained from the member website, or by calling 
customer service. 

Claims Processing. We will process the claims received from a Network Pharmacy in accordance with the 
Summary Plan Description, as well as the pricing and ottier terms of the Network Pharmacy's participation 
agreement. On mail order pharmacy services, You will receive the difference between what we reimburse the 
Network Pharmacy and Your payment for a prescription drug product or service. 

Section 4.8 Pharmacy Benefit Rebates. 

Allocation and Payment of Rebates. We will negotiate with drug manufacturers for the payment of Rebates. 
The amount of Rebates that is available depends on many factors including whether You have an incentive 
benefit design, arrangements with drug manufacturers. the volume of prescription drug claims and the structure 
of the POL. We will pay You an amount equal to 100% of the Rebates We receive (and We may pay interest 
on this amount as described in this Section). You agree that all payments associated with Rebates and any 
related interest are not due and owing to You until We actually pay them to You pursuant to this Agreement. 

You will only receive Your Rebates to the extent that Rebates are actually received by Us. For example, if a 
government action or a major change in pharmaceutical industry practices eliminates or materially reduces 
manufacturer Rebate programs. Your payment amount may be reduced or eliminated. In such event, We shall 
promptly notify You and revise or eliminate such payment effective with the date of the reduction or elimination 
in Rebate payments We will not increase the service fee for the Pharmacy Benefits Management services 
unless it is mutually agreed to by both parties for any reason. 
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We will pay You the agreed upon Rebates four times per year. For any rebates not paid to You within thirty 
(30) calendar days of Our receipt, We will pay You interest on such Rebates from the date of receipt until We 
make payment to You, less approximately thirty (30) days for processing. We will retain Interest earned during 
this processing timeframe. We will pay Rebates to You in the agreed upon amount no less than quarterly. 
Interest will be paid at the one month London Interbank Offered Rate (LIBOR) In effect on the first business day 
of each applicable month. 

Payments to Pharmacies. Refer to PROJECT DESCRIPTION AND SCOPE OF WORK, Part I MEDICAL 
ADMINISTRATION, F. COST INFORMATION, 3. 

Your Comptiance. You agree that during the term of this Agreement, neither You nor the Plan will negotiate or 
arrange or contract in any way for Rebates on or the purchase of prescription drug products from any 
manufacturer with respect to the pharmacy benefits. If you or the Plan does, We may, without limiting Our right 
to other remedies, immediately terminate Your and Plan's entitlement to Rebates (including forfeiture of any 
Rebates earned but not paid) and/or terminate the pharmacy benefit services. Termination of pharmacy benefit 
services shall constitute a change In the Agreement as described In the Service Fees Section such that We 
have the right to Increase the services fees for medical management services under this Agreement. 

In addition, You agree to reasonably cooperate with Us in order to obtain Rebates. You will encourage Your 
Participants to use a Network Pharmacy. You will also encourage Your Participants to electronically access 
the PDL on Our website, and encourage Participants to share the PDL with their physicians or refer their 
physicians to the PDL on Our website. 

Section 5 - Benefit Determinations and Appeals 

Section 5.1 Claim Procedures. You appoint Us a named fiduciary under the Plan with respect to (i) 
performing initial benefit determinations and payment, (ii) performing the fair and impartial review of first level 
internal appeals, and (iii} performing the fair and impartial review of second level internal appeals. As such, 
You delegate to Us the discretionary authority to (i) construe and interpret the terms of the Plan, (ii) to 
determine the validity of charges submitted to Us under the Plan, and (iii) make final, binding determinations 
concerning the availability of Plan benefits under the Plan's internal appeal process. 

If it is determined that a benefit Is payable, We will issue a check for, or otherwise credit the benefit payment to 
the appropriate payee. 

If We deny a Plan benefit claim, the claimant shall have the appeal rights set forth in the Summary Plan 
Description, and/or which are required under applicable law. If We determine that all or a part of the benefit is 
not payable under the Plan, We will notify the claimant of the adverse benefit determination and of the 
claimant's right to appeal the adverse benefit determination. This notification will be designed to comply with 
applicable requirements for adverse benefit determination notices. 

If, after the exhaustion of the two levels of internal appeal with Us, We determine that the Plan benefit Is still not 
available, We will notify the claimant that the adverse benefit determination has been upheld. This notice will be 
designed to comply with applicable requirements for adverse benefit determination notices. This determination 
will be final and binding on the claimant, and all other interested parties, except as otherwise provided under 
the external review program described in Section 5.2. 

Appeals of Urgent Care Claims 
Notwithstanding the foregoing, with respect to Urgent Care Claims, We will conduct one review of a denied 
Urgent Care Claim and issue a final determination as soon as possible, in accordance with applicable law. 
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Section 5.2 External Review Program. We will notify claimants of the option to request an external review of 
adverse benefit determinations following the required internal appeal process. We will, in accordance with 
applicable law: (i) provide claimant with the necessary procedures to obtain the review (ii) coordinate 
submission of the claimant's case to an independent review organization , and (iii) notify the claimant of the final 
external review decision. A fee will apply beyond the maximum number of free reviews, as listed in Exhibit B, 
Service Fees. 

Section 6- Service Fees 

Section 6.1 Service Fees. You will pay Us fees for Our services. The service fees listed in Exhibit B of this 
Agreement are effective for the Agreement Period shown in the Exhibit. In addition to the service fees specified 
in Exhibit B, You must also pay Us any additional fee that is authorized by a provision elsewhere in this 
Agreement or is otherwise agreed to by the parties. 

Section 6.2 Changes in Service Fees. Refer to TERMS AND CONDITIONS, KK. PRICES. 

Section 6.3 Due Dates, Payments, and Penalties. Refer to TERMS AND CONDITIONS, BB. PAYMENT 
and CC. INVOICES. 

Section 6.4 Reconciliation. For each Agreement Period, We will reconcile the total amounts You paid with the 
total amounts You owed. 

a. If the reconciliation indicates that We owe You money, Your next payment will be credited. 

b. If the reconciliation indicates that You owe Us money, We will invoice You for the amount due. 

Refer to TERMS AND CONDITIONS, BB. PAYMENT for payment terms. If the Agreement is terminated, 

a. We will pay You the amount owed within forty-five (45) days after We perform a final reconciliation. 

b. If the final reconciliation indicates that You owe Us money, refer to TERMS AND CONDITIONS, BB. 
PAYMENT for payment terms. 

For payments You make after forty-five (45) days of receiving notice of the amounts that You owe Us, We will 
charge interest at the interest rate that We charge Our other self-funded customers, in accordance with the 
State of Nebraska Prompt Payment Act. 

Section 7 - Providing Funds For Benefits 

Section 7.1 Providing Funds for Benefits. The Plan is Self-Funded. You are solely responsible for providing 
funds for payment for all Plan benefits payable to Participants, Network Providers, or non-Network Providers 
once You have been invoiced by Us for said payments that have been paid and cleared. 

Section 7.2 Bank Account. We will open and maintain a Bank Account at the Bank under our tax identification 
number and control to provide Us the means to request funds for the sole purpose of payment of Plan benefits, 
expenses and fees. The Bank Account will be a part of the network of accounts that have been established at 
the Bank for Our self-funded customers. The funds provided to the Bank Account are funds used to satisfy your 
claim liability and are not used by Us for any other purpose. 

Section 7 .3 Balance In Account. We will not require a minimum balance from You. 

Section 7.4 Issuing and Providing Funds for Checks and Non-Draft Payments. The checks We write and 
issue to pay Plan benefits under this Agreement will be written on one or more common accounts that are a part 
of the network of accounts maintained at the Bank for Our self-funded customers. When the checks for Plan 
benefits are presented to the Bank, the Bank will notify Us and We will direct the Bank to accept or reject the 
checks and direct the Bank to withdraw funds from the Bank Account to fund the checks once You have been 
invoiced by Us for said funds that have been paid and cleared the Bank Account. 
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The non-draft payrnents we issue to pay Plan benefits under this Agreement will be paid from one or more 
common accounts that are part of the network or accounts maintained at the Bank for our customers. We will 
direct the Bank to withdraw funds from the Bank Account to fund the non-draft payments once You have been 
invoiced by Us for said non-draft payments have been paid and cleared the Bank Account. 

Section 7.5 Transfers of Funds. Funds will be invoiced to the State when a transfer of funds We made to pay 
Plan benefits is received, such as when an electronic funds transfer has been made and received to a health 
care provider to pay benefits under the Plan. 

Section 7 .6 Service Fees and Other Expenses. Funds will also be withdrawn from the Bank Account as agreed 
to based on State statutes of any service fees which You have authorized to be paid to Us from the Bank Account 
and for the payment of other State authorized Plan expenses such as state surcharges or assessments. 

Section 7.7 Calls for Funds. Every business day We will notify You of the amount needed to pay claims 
processed and agreed fees that are paid and cleared by Us. Upon notice to You of the amount due for claims 
processed and fees that are paid and cleared by Us, You will fund the designated amount(s) within three (3) 
State business days via Automated Clearing House (ACH) transfer into the designated Bank Account for 
payment of Plan benefits. 

Section 7.9 Outstanding Checks. We will send a search letter to the payee on all checks that have not been 
cashed within six (6) months at no cost to you. We will stop payment on all checks We have issued under this 
Agreernent that have not been cashed within twelve (12) months and provide You with reports You need for the 
purposes of performing escheat. 

Section 7.10 Termination of Agreement. When this Agreement terminates, the funding method for Plan 
benefits will rer:nain in place for a time period not less than the run-out period. Th~t time period will be dependent 
upon run-out administration. After this period, that funding method will cease. You will then deposit and maintain 
in the Bank Account enough funds to cover all paid and cleared checks for Plan benefits that have been issued. 
We will stop payment on all checks that remain uncashed twelve {12) months from their issue date and You will 
request in writing to Us to close the Bank Account. All costs for stop payment of any uncashed checks or any 
other costs required to close the Bank Account will be our responsibility. We will provide bank statements and 
Bank Account reconciliation reports, including reports You need for the purposes of performing escheat. 

Section 8 - Term Of The Agreement 

Section 8.1 Services Begin. Refer to PROJECT DESCRIPTION ANO SCOPE OF WORK, A. PROJECT 
OVERVIEW. 

Section 8.2 Services End. Our services under this Agreement stop on the date this Agreement terminates, 
regardless of the date that claims are incurred. We will provide run-out claim processing services as agreed to 
in the contract following the Agreement's termination. 

Section 9 - Termination 

Section 9.1 Termination Events. Refer to TERMS AND CONDITIONS, U. EARLY TERMINATION. 

Section 9.2 Funding After Termination. When this Agreement terminates, the funding method for Plan 
benefits will remain in place for the run-out period as agreed to in the contract following the Agreement's 
termination. 
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Section 10- Records, Information, Audits 

Section 10.1 Records. We will keep records relating to the services We provide under this Agreement for as 
long as We are required to do so by law. 

Section 10.2 Access to Information. If You need information in Our possession for purposes other than an 
audit, but in order to administer the Plan, We will provide You access to that information, if it is legally permissible, 
the information relates to Our services under this Agreement, and You give Us reasonable advance notice and 
an explanation of the need for such information. 

You represent that You have reasonable procedures in place for handling PHI, as required by law. You will only 
use or disclose PHI to administer the Plan, to perform under this Agreement, or as otherwise permitted under 
this Agreement. 

We will provide information only while this Agreement is in effect and for a period of six {6) months after the 
agreed to run-out period, unless You demonstrate that the information is required by law or for Plan administration 
purposes. 

We also will provide reasonable access to information to an entity providing Plan administrative services to You, 
such as a consultant or vendor, if You request it. Before We provide PHI to that entity, the parties must sign a 
mutually agreed-upon confidentiality agreement, and the parties must agree as to what information is minimally 
necessary to accomplish the Plan administrative service. 

Section 10.3 Audits. Refer to TERMS AND CONDITIONS, DD. AUDIT REQUIREMENTS. 

Section 10.4 Proprietary Business Information. Each party will limit the use of the other's Proprietary Business 
Information to only the information required to administer the Plan, to perform under this Agreement, or as 
otherwise permitted under this Agreement. Neither party will disclose the other's Proprietary Business 
Information to any person or entity other than to the disclosing party's employees, subcontractors, or authorized 
agents needing access to such information to administer the Plan, to perform under this Agreement, or as 
otherwise permitted under this Agreement. This provision shall survive the termination of this Agreement. Refer 
to TERMS AND CONDITIONS, JJ. PROPRIETARY INFORMATION. 

We will not divulge to any other party for any reason, information about the State in detail, in aggregate or any 
derivative thereof or in any other manner for or about any services or byproducts of services We provide under 
this contract unless agreed in writing to by the State. This includes but is not limited to member medical or 
prescriptions claims data, financial data, trends, statistical analyses, current and future strategies or any other 
results or recommendations of Our services provided to the State. 

Section 10.5 Service Auditor Reports. We may make Our Type II service auditor report ("Report") available to 
Our self-funded customers each year for Your review in connection with Plan administrative purposes only. The 
Report will be issued under the guidance of Statement on Standards for Attestation Engagements # 16 {SSAE 16 ). 
Should new guidelines covering service auditor reports be issued, We may make the equivalent of, or any 
successor to, the SSAE16 Type II Report available to You. The Report is Our Proprietary Business Information 
and shall not be shared with any third parties without Our prior written approval; provided, however, that You can 
share the Report with: (i) Your independent public accounting firm; and/or (ii) Your consultants, provided that 
such consultants are not in any way a competitor of ours and that You inform Your consultants that the report 
was not prepared for their use. To the extent that You do provide the Report to Your independent public 
accounting firm or a consultant as permitted herein, You shall require that they retain the Report as confidential 
and that they not disclose such Report to any other persons or entities. 

Section 10.6 PHI. The parties' obligations wlth respect to the use and disclosure of PHI are outlined in the 
Business Associate Addendum attached to this Agreement as Exhibit E. 

Section 11 - System Access 

Refer to TERMS AND CONDITIONS, MM. NEBRASKA ACCESS TECHNOLOGY STANDARDS. 
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Section 11.1 System Access. We grant You the nonexclusive, nontransferable right to access and use the 
functionalities contained within the Systems, under the terms specified in this Agreement. You agree that all 
rights, title, and interest In the Systems and all rights In patents, copyrights, trademarks, and trade secrets 
encompassed in the Systems will remain Ours. To obtain access to the Systems, You will obtain, and be 
responsible for maintaining, at no expense to Us, the hardware, software, and Internet browser requirements We 
provide to You, including any amendments thereto. You will be responsible for obtaining an Internet Service 
Provider or other access ta the Internet. You will not (I) access Systems or use, copy, reproduce, modify, or 
excerpt any Systems documentation provided by Us in order to access or utilize Systems, for purposes other 
than as expressly permitted under this Agreement or (ii) share, transfer or lease Your right to access and use 
Systems, to any other person or entity which is not a party ta this Agreement. You may designate any third party 
to access Systems on Your behalf. provided the third party agrees to these terms and conditions of Systems 
access and You assume Joint responsibility for such access. 

Section 11.2 Security Procedures. You will use commercially reasonable physical and software-based 
measures, and comply with Our security procedures, as may be amended from time to time, to protect the 
System, its functionalities, and data accessed through Systems from any unauthorized access or damage 
(Including damage caused by computer viruses). You will notify Us immediately if any breach of the security 
procedures, such as unauthorized use, is suspected. 

Section 11.3 System Access Termination. Your System Access will be suspended immedialely on lhe dale ll 
is determined that You have breached, or allowed a breach of, any applicable provision of this Section 11 or 
materially breached or allowed a material breach of, any other applicable systems access, security or privacy 
provisions of this Agreement. Provided a cure reasonably satisfactory to Us is made, We will reinstate Your 
System access. During such period of time Your access is suspended, an alternative reporting method will be 
utilized. 

Your System Access will also terminate upon termination of this Agreement, provided however that if run-out is 
provided in accordance with Exhibit A • Services, You may continue to access applicable functionalities within 
the Systems during the run-out period. Upon any of the termination events described in this Agreement, You 
agree to cease all use of Systems, and We will deactivate Your identification numbers, passwords, and access 
to the System. 

Section 12-Taxes And Assessments 
Section 12.1 Payment of Taxes and Expenses. Refer to TERMS AND CONDITIONS, EE. TAXES. To the 
extent allowed by law, the State of Nebraska is responsible for any and all federal, state, local or other 
governmental demands or charges assessed against or imposed upon payments made on behalf of State of 
Nebraska to third party benefit providers and/or upon the state's benefit plans 

Section 13-lndemnification 

Refer to TERMS AND CONDITIONS, LL. INDEMNIFICATION. 

Section 14-Attorney's Fees 

Refer to TERMS AND CONDITIONS, P. ATTORNEY'S FEES. 

Section 15 - Reserved 
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Section 16- Miscellaneous 

Section 16.1 Subcontractors. Refer to TERMS AND CONDITIONS, H. CONTRACTOR RESPONSIBILITY 

Section 16.2 Assignment. Except as provided in this paragraph, neither party can assign this Agreement or 
any rights or obligations under this Agreement to anyone without the other party's written consent. That consent 
will not be unreasonably withheld. 

Refer to TERMS AND CONDITIONS, N. ASSIGNMENT BY THE CONTRACTOR. 

Section 16.3 Governing Law. Refer to TERMS AND CONDITIONS, 0. GOVERNING LAW. 

Section 16.4 Entire Agreement. Refer to TERMS AND CONDITIONS 

Section 16.5 Amendment. Refer to TERMS AND CONDITIONS, GG. CHANGES IN SCOPE/CHANGE 
ORDERS. 

Section 16.6 Waiver/E1toppel. Nothing in this Agreement Is considered to be waived by any party, unless the 
party claiming the waiver receives the waiver in writing. No breach of the Agreement Is considered to be waived 
unless the non-breaching party waives it in writing. A waiver of one provision does not constitute a waiver of any 
other. A failure of either party to enforce at any time any of the provisions of this Agreement, or to exercise any 
option which is herein provided in this Agreement, will In no way be construed to be a waiver of such provision 
of this Agreement. 

Section 16.7 Notices. Refer to TERMS AND CONDITIONS, T. NOTIFICATION. 

United HealthCare Services, Inc. Contact: 

Jane L Perez, CEBS 
Strategic Client Executive 
PO Box 9472, 
Mall Code: NEg10-1000 
Minneapolis, MN 55440-9472 
Phone: {763) 283-3597 
Fax: {866) 745-1551 

E-mail: iane I perez@uhc.com 

With a copy to: 

Matthew Milam 
Vice President of Sales and Account Management 
2717 N. 118th Street, Suite 300 
Omaha, NE 68164 
Phone: {402) 445-5452 
Fax: {402) 445-5575 
E-mail : matthew_w_mllam@uhc.com 

Section 16.8 Uea of Name. The parties agree not to use each other's name, logo, service marks, trademarks or 
other identifying information without the written permission of the other; 

Refer to TERMS AND CONDITIONS, a. ADVERTISING. 

Section 16.10 Force Majeure. Refer to TERMS AND CONDITIONS, Z. FORCE MAJ EURE. 
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EXHIBIT A- SERVICES 

The following are the optional services We have agreed to provide to You. You have requested that We provide 
these services in addition to those set forth In the Contract. By agreeing to provide these additional services, We 
agree that these services will be governed by the terms of the Contract. You will pay an additional fee, mutually 
agreed upon, for any addition al services. 

The services described in this exhibit will be made available to Your eligible Participants consistent with the 
Summary Plan Description under which the Participant is covered. 

Personal He@lth Support 2.0 
Personal Health Support program is for individuals who are living with a chronic condition or dealing with 
complex health care needs. We provide a high level of support. educational tools, and telephone access to a 
registered nurse who is assigned to employees and their families. They can tell employees more about the 
benefits available to them, offer information about a wide range of health issues and direct them to 
UnitedHealth Premium® and Centers of Excellence network physicians and facilities. These resources can 
help individuals better manage chronic conditions. 

We provide quality, efficiency and cost information for primary, specialty and hospital-based care to support 
individuals in making informed decisions throughout their continuum of care. 

Nursellne 
We will provide a health information toll-free telephone line or use our Live Nurse Chat line for Individuals as a 
non-diagnosis of individual self-reported information for the nurse to "triaging• or directing the individual with 
care provider to treat their symptom. 

Nurseline professionals will: 

430 

• help individuals make the Informed decisions about when and where to seek care; and referring them 
as appropriate, 

• assist in the scheduling appointments with high-quality, network physicians and health care 
professionals when requested, 

• inform individuals on lower cost options, drug interactions and appropriate use of medications when 
applicable 

• refer individuals to the State's wellness program resources and other State health benefit options when 
applicable . 

• empower nurses to address immediate symptoms and Issues that impact an individual's quality of life, 
including: 
• Medication use 
• Primary care physician relationships 
• Health and wellness needs 
• T realment qJlioos 

• support health care needs of your members, 24/7, by: 
Individuals can: 
• Speaking directly to a "live" nurse via the phone or through the NurseChat online. 
• Access general health information on more than a thousand pre-recorded topics. 
• Wr:iK IMlh a health care advocate to validate ~ysoan a health care professional availability, network status 

and new palienl: ~cceptance. 
• help your members make smart health care decisions with immediate telephone access to experienced 

registered nurses. You and your family can get assistance with a wide range of health care questions 
and concerns including: 
• Understanding treatment options 
• Determining if the emergency room, a doctor, or self-care is right for your needs 
• Medication questions 
• Managing a chronic condition 
• Finding a doctor or specialist and checking to see If a doctor is in the netvvork and available 
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Claims Fiduciary 
We are authorized to be the Claims Fiduciary (Fiduciary) and will 

(i) Perform initial benefit determinations and payment, 
(ii) Perform the fair and impartial review of first level internal appeals, and 
(iii) Perform the fair and impartial review of second level internal appeals. 

As plan Fiduciary We will have discretionary authority to 
(i) Construe and interpret the terms of the Plan. 
(ii) Determine the validity of charges submitted to Us under the Plan, and 
(iii) Make final, binding determinations concerning the availability of Plan benefits under the Plan's 

internal appeal process. 

If it is determined that a benefit is payable, We will issue a check for, or otherwise credit the benefit payment to 
the appropriate payee. 

If We deny a Plan benefit claim, the claimant shall have the appeal rights set forth in the Summary Plan 
Description, and/or which are required under applicable law. If We determine that all or a part of the benefit is 
not payable under the Plan, We will notify the claimant of the adverse benefit determination and of the 
claimant's right to appeal the adverse benefit determination. 

If, after the exhaustion of the two levels of internal appeal with Us, We determine that the Plan benefit is still not 
available, We will notify the claimant that the adverse benefit determination has been upheld. This 
determination will be final and binding on the claimant, and all other interested parties, except as otherwise 
provided under the external review program. 

External Reviews 
We will notify claimants of the option to request an external review of adverse benefit determinations following 
the required internal appeal process. We will, in accordance with applicable law: 

(i) Provide claimant with the necessary procedures to obtain the review 
(ii) Coordinate submission of the claimant's case to an independent review organization, and 

Notify the claimant of the final external review decision 
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EXHIBIT 8 - SERVICE FEES 
This exhibit lists the service fees You must pay Us for Our services during the term of the Agreement. These 
fees apply for the period from July 1, 2018 through the original term of the contract and any agreed to renewal 
periods. You acknowledge that the amounts paid for administrative services are reasonable. 

Administrative Service Fees - Standard Medical Service Fees 

The Standard Medical Service Fees are stated below. These fees do not include state or Federal surcharges, 
assessments, or similar Taxes imposed by governmental entities or agencies on the Plan or Us, including but 
not limited to those imposed pursuant to The Patient Protection and Affordable Care Act of 2010, as amended 
from time to time (e.g., the reinsurance fee to be processed by third-party administrators on behalf of self
funded plans). To the extent allowed by law, You are responsible for any and all federal, state, local or other 
governmental demands or charges assessed against or imposed upon payments made on behalf of You to 
third party benefit providers and/or upon the Your benefit plans 

The Standard Medical Service Fees. excluding optional and non-standard fees, are adjusted as set forth in the 
applicable performance standard(s) identified herein. The Per Employee Per Month Fee (PEPM) Standard 
Medical Service Fees, for the following approved optional services, are as stated in the contract: 

• Personal Health Support 2.0 
• Nurseline 

July 1, 2018 July 1, 2019 
through through 

Fee Components June 30, 2019 June 30, 2020 
Medical $ 36.70 $ 36.70 
Subrogation Incl. in Med. Incl. in Med. 

Nurseline $1.00 $1.00 

PHS $1.56 $1.56 

RX $1.68 $1.68 

RX DUR $0.09 $0.09 

Fiduciary $0.50 $0.50 
Diabetes DM Included Included 

Total $41.53 $41.53 
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July 1, 2018 
Additional Service Fees through 

June 30, 2020 

Dependent Eligibility $17.25 per event 

External Reviews $500 per review after the first Extemal 
Reviews 

Pharmacy AWP Contract Rate 

Your contract rate for prescription drugs is as provided in Exhibit D. 
We use Medispan's national drug data file as the source for average wholesale price (AWP) information. 

Credits 

Communications and Installation Budget 
These dollars will be held by Us and may be used by You at Your discretion for communications and installation 
services. 
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• This is a reimbursement to You in the amount of $50,000. 

• 10 hour Reporting Budget. 

• We will provide advance knowledge of the full scope each event We will perform any Communication or 
Installation service or Reporting by Us that applies to these credits and an estimated amount for the 
service. We will not perform the service until We have received written approval by You to perform the 
service. 

• We will provide You with a regular accounting of each event that applies to any credits and with a total 
amount utilized to date. Invoicing and payment of costs in excess of these credit amounts will follow the 
process as approved for invoicing and payment of Administrative Service fees. 
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EXHIBIT C - PERFORMANCE STANDARDS FOR HEALTH BENEFITS 

Effective for the periods: July 01, 2018 through June 30, 2019, and July 01, 2019 through June 30, 2020. 

Measurement Credit 
Category Guarantee Description Criteria Amount 

i4. Claim Payment Accuracy: the percentage of 97.00% Office level. $107,500 
claims processed without payment i.e. financial 
errors 

An overpayment recovery performance Measured 
5. Over Payment Recovery guarantee metric of 85% recovery within 15 Quarterly $107,500 

months applied to claims at a $5,000 threshold. 
If the alternative approved performance 
guarantee metric is implemented 

Customer Phone Service 
1. Average Speed to Answer. 30 seconds or less Team level $107,500 

2. First Call Resolution 85% in 60 days $107,500 

3. Closure time for Open Inquiries 90% in 5 Days $107,500 

4. Closure time for Open Inquiries 95% in 10 Days $107,500 

Department of Labor Standard 95% in 30 
5. Timeliness of resolution for grievances, complaints calendar days $107,500 
and appeals. 

Reporting 
1. Monthly Reporting UnitedHealthcare proposes to provide a monthly $107,500 

reporting guarantee based on providing monthly 
reporting by the 2oth working day of the 
following month. 

2. Quarterly Reporting UnitedHealthcare proposes to provide a $107,500 
quarterly reporting guarantee based on 
providing quarterly reporting by the 20th working 
day of the following month. 

2. Semi-Annual Reporting UnitedHealthcare proposes to provide a Semi- $107,500 
Annual reporting guarantee based on providing 
Semi-Annual reporting by the 20th working day 
of the following month. 

2. Annual Reporting UnitedHealthcare proposes to provide a Annual $107,500 
reporting guarantee based on providing Annual 
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reporting by the 20th working day of the 
following month. 

:Total At Risk $1,505,000 

Medicare Supplemental plans are excluded from Performance Guarantees. 

UnitedHealthcare Choice Network Savings Guarantee 

The Network Savings Guarantee is effective during the incurred period 7/1/2018 through 6/30/2019 and 
applies only to in-network claims paid within 3 months following the end of the Network Savings Guarantee Period. 

Commitment 

Actual Discount Range Fees At Risk 

Less Than 33.5% 

33.5% - 34.5% 

34.5% - 37.0% 

GreaterThan 37.0% 

30.0% 

20.0% 

10.0% 

0.0% 

We agree to reimburse STATE OF NEBRASKA the applicable percentage of the standard medical fees (excluding optional and 
non-standard fees) at risk noted in the table above based on the shortfall in network discounts achieved and the defined range 
the result falls into up to a maximum of 30.0% of the standard medical fees (excluding optional and non-standard fees). 

The UnitedHealthcare Choice product and savings as presented in this document are available under the 
following assumptions and conditions*: 
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Employees enrolled in a UnitedHealthcare Choice Network 

Target Network Savings Percentage (Illustrative) 

Risk Free Corridor 

13,378 

37.5% 

0.5% 

For the United Healthcare Choice network to be accessed, a sufficient benefit differential between in and out 
of network benefits must exist to promote in•network usage. Whether a sufficient benefit differential exists 
will be measured by UnitedHealthcare with the measurement based on coinsurance differentials, deductible 
differentials, out of pocket maximum differentials, and combinations of the former, among others. 

Savings are defined as the sum of: (1) the difference between the covered billed charges (excluding ineligible 
and not covered charges) submitted by the network provider and the amount based on the negotiated rate with 
that provider. This may also include specially negotiated discounts with network providers in outlier claim 
situations. No reasonable and customary (R&C) reductions are taken when a negotiated rate is in place with a 
network provider. The calculation is performed before the application of copayments, deductibles, or other 
coinsurance. (2) savings that result from the application of claims payment logic that bundles claims, consistent 
with provisions in our provider contracts. 
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We reserve the right to exclude claims billed utilizing billing software, showing billed charges (excluding ineligible 
and not covered charges) equal to the negotiated rate from this guarantee. 

We reserve the right to exclude all claims for claimants with covered charges $75,000 or greater during the 
guarantee period. 

Claims where UnitedHealthcare Is the secondary payer are excluded from the Network Savings and Network 
Savings Factor determination. 

Mental Health/Substance Abuse claims are excluded. 

The table below provides the in.network savings for those markets with the largest number of employees based on the STATE 
OF NEBRASKA network match. These savings will be utilized to detennlne ST ATE OF NEBRASKA's final Target In-Network 
Savings Percentage based on actual enrollments by market. 

Ma<ket Name I Employees I Employee% 

NEBRASKA 
Other 

Total/Avera e* 

13,200 

178 

13,378 

98.7% 

1.3% 

100.0% 

37.4% 

43.3% 

37.5% 

Groups added by STATE OF NJ:BRASKA after the plan's effective date will be factored into this guarantee according to their 
date, size and enrollment by network. 

A minimum of 12,000 total employees enrolled in the UnitedHealthcare plan is required for the Network Savings Guarantee 
to remain in effect. 

UnitedHealthcare reserves the right to revise this quotation under the following circumstances: 
The benefits requested and/or quoted change prior to or after the effective date of this quotation. 

An award is not made within 90 days of the Issuance of this quotation. 

Changes in federal, state or other applicable legislation or regulation require changes to this quotation. 

UHC reserves the right to adjust the discount guarantee should provider chargemaster increases 

(the rate by which provider charges increase) vary from assumed levels. 

• These numbers are estimated only. Final numbers will depend on actual enrollment by network. 

At the time of reconciliation, discounts will be calculated per the language set forth in this guarantee and may not match 
figures shown in other client reports produced throughout the year. 

Groups added by ST ATE OF NEBRASKA aft.er the plan's effective date wlll be factored into this guarantee according to their 
date, size and enrollment by network. 
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OptumHealth Clinical Perfonnance Guarantees 

The OptumHealth Clinical Performance Guarantee is effective for the period beginning July 1, 2018 through the original term of the contract and 
any agreed to renewal periods through June 30, 2020, (each twelve month period is a "Guarantee Period"). 
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OptumHaalth Clinical Perfonnance Guarantee Terms & Conditions 

·Requires purchase of PHS 2.0 case management and disease management bundle. 

•Our guarantees become effective on the later of the service Implementation date or execution of a services 
agreement: we shall not be required to meet any guarantees in the event of early termination of our services 
agreement; 

performance guarantees shall not apply to contract renewals or extensions of less than twelve months. 

•We shall not be required to meet any guarantee to the extent our failure is due to your actions or inactions, 
including failure to provide member email, cell, work and home phone contact information on a timely basis; 
inaccurate or missing contact information; or failure to execute agreed-upon communications or Incentive 
strategies. 

• Penalties are waived in all cases where our performance failure is caused In whole or part by fire, embargo, 
I 

strike, war, accident, acts of God, acts of terrorism, or pandemic; our required compliance with any law, 
regulation, or governmental agency mandate; or anything beyond our reasonable control. 

• Prior to the end of the guarantee period, and provided that this agreement remains in force, we may specify to 
you In writing new performance guarantees for the subsequent guarantee period. If we specify new · 
perfonnance guarantees, we will also provide you with a new exhibit that will replace this exhibit for that 
subsequent guarantee period. 

• We reserve the right to revise these guarantees should the services implemented vary from those quoted 
here, an award is not made within 90 days of submission of these proposed guarantees, communications or 
incentive strategies change from the information and descriptions provided to us at the time of this quote, or 
where covered employees or average contract size (ACS) varies by more than 10% from assumptions used 
here of 29,000 actives and pre-65 retiree members and ACS of 2.11 respectively. 

• We will measure and ri,port results for each standard on a calendar year basis unless otherwise indicated; 
results will be rounded to the nearest whole number unless the target is specified with more precision. A 
minimum of 50 qualified members are reQulred to provide measurement for any guarantee, although individual 
programs/guarantees may have additional higher thresholds. Performance guarantees that are not settled 
within 9 months of the completion of measurement are considered void. 

• Any penalties payable pursuant to this Exhibit shall be deducted from an upcoming monthly payment payable 
by Customer. 

• Customer agrees that the penalties payable under this Agreement are Customer's sole remedies for such 
Performance Standards hereunder, and that failure of OptumHealth to meet a Performance Standard for which 
a penalty has been paid or is payable shall not, by itself, constitute a terminable breach under the Agreement. 
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EXHIBIT D - PHARMACY FEES AND GUARANTEES 

The fees and guarantees as agreed to in the contract are for Pharmacy Services by Us. These fees and 
guarantees apply to pharmacy benefits effective for the period beginning July 1, 2018 through the initial 
period and any agreed to renewal periods (each twelve month period is a "Guarantee Period"). 

The pharmacy pricing and guarantees will become effective upon the effective date of this Contract. 

Once agreed to by both parties, We will from time to time, upon written approval by You, replace any report 
or change the format of any report referenced in these guarantees. In such event, the guarantees may be 
modified by mutual written agreement of the parties as required to carry out the intent of the parties. We 
shall not be required to meet any of the guarantees provided for in this Agreement or amendments thereto 
to the extent Our failure is due to Your actions or inactions or if We fail to meet these standards due to 
Force Majeure as defined in Section Z. of the contract or Our required compliance with any law, regulation, 
or governmental agency mandate. 

At least 3 months prior to the end of the current Guarantee Period, and provided that this Agreement 
remains in force, We may recommend to You in writing new guarantees, subject to Your review and written 
approval, for the subsequent Guarantee Periods. If the new guarantees are approved by You, We will also 
provide you with a new Exhibit that will replace this Exhibit for that subsequent Guarantee Periods. 

Measurement • 
and Criteria Component Discount Guarantee 

D 

D 
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Retail Brand, Average Wholesale Price (AWP) less 14.5% 14.5% 14.5% 
Retail Brand -- 90 Day Supply, AWP less 16.8% 16.8% 16.8% 
Retail Generic - 30 and 90 Day, AWP less 75.5% 75.5% 75.5% 
Mail Order Brand, AWP less 22.0% 22.0% 22.0% 
Mail Order Generic, AWP less 79.0% 79.0% 79.0% 
The Guaranteed Discount amount will be determined by multiplying the AWP by the guaranteed discount off AWP by each 
component. 

Dispensing Fee Guarantee 
Retail Brand $1.40 $1.40 $1.40 
Retail Brand -- 90 Day Supply $1.75 $1.75 $1.75 

Retail Generic $1.40 $1.40 $1.40 
Retail Generic -- 90 Day Supply $1.75 $1.75 $1.75 
Dispensing fee totals are calculated by multiplying the actual scripts for each type by the contracted rate for that script type. 

Minimum Rebate Guarantee 
Rebate Sharing Percentage 100.0% 100.0% 100.0% 
Basis, per script Total Script Total Script Total Script 
Retail $10.58 $11.93 $13.25 
Mail Order $48.52 $49.07 $49.58 

Faes 
Pharmacy Administration Fee (PEPM) $1.68 $1.68 $1.68 
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Level Customer Specific 

Period Annually 

Payment Annually 
Period 
Payment The amount the actual discounts are less than the guaranteed discount amount for each individual component. 
Amount --
Discounts 
Payment The amount the combined actual dispensing fee exceeds the combined guaranteed dispensing fee. 
Amount --
Dispensing 
Fees 
Payment The amount the combined actual Rebate amount are less than the combined guaranteed Rebate amount. 
Amount -· 
Rebates 

Conditions Discount Specific Conditions 

• Discounts are based on actual Netwon< Pharmacy brand and generic usage of retail and mail order drugs 

The guaranteed discount amount 'Nill be determined by multiplying the AWP by the contracted discount rate 

off AWP by component. 

• Does not apply to items covered under the Plan for which no AWP measure exists. 

• Discounts calculated based on AWP less the ingredient cost; discount percentages are the discounts divided 

by the AWP. Discounts for retail and mail order generic prescriptions represent the average AWP based on 

savings off Maximum Allowable Cost {MAC) pricing for MAC generics and percentage discount savings off AWP for 

non-MAC generics. All other discounts represent the percentage discount savings off of AWP. . . 
. • The arrangement excludes all specialty drugs, generic medications launched as an 'at-risk' product, generic medications 

- with pending litigation, generic medications within the 180 day exclusivity period, compound drugs, retail out of network 
. claims, mail order drugs (for dispensing fee arrangement) and non-drug items . 

I 

. • The 90 day supply Retail guarantee includes drugs dispensed for 84 days or greater . 

• When a drug is identified as a brand name drug, it will be considered a brand name drug for the calculation of d iscount 
guarantees . When a drug is identified as a generic drug, il will be considered a generic drug for the calculation of discount 

. guarantees . 

Rebate Specific Conditions 
United reserves the right to modify or eliminate this arrangement as follows based upon changes in Rebates: 

• if changes made to United's POL, for the purpose of achieving a lower net drug cost for Customer and United's other ASO 

customers, result in significant reductions to the Rebate level 

• in the event that there are material deviations to the anticipated timing of drugs that will come off patent and no 

longer generate Rebates 

• if Customer changes or does not elect an lncented plan design 

• United will pay Rebates consistent 'Nith the Agreement. A reconciliation of 1he Rebate amounts will occur after 

. the end of each annual contract period and when Rebate payments are substantially complete. The 

- reconciliation calculates the minimum rebate amount by multiplying the actual number of scripts filled by the 

. applicable rebate amount for that script type . 

- • United reserves the right to recalculate the Rebate Amount if the generic d ispensing rate (proportion of generic to total 

. prescriptions) increases by more than 2% from the assumed level of 87.0% in 07/01/2016, 87.6% in 07/01/2017 . 

and 87.9% in 07/01/2018. -
. • Specialty rebates are included in the guaranteed retail per-script rebates above . 

- • Rebate Administrative Fee: United maintains systems and processes necessary for managing and administering 

. Rebate programs. As consideration for these efforts, pharmaceutical manufacturers pay United administrative fees in 

. addition to Rebates. Customer acknowledges that United retains these fees . 

General Conditions 

• On mail order drugs, We will retain the difference between what we reimburse the Network 

Pharmacy and Your payment for a prescription drug product or service. 

• A minimum of 12,306 Employees and 26,069 Participants enrolled in the pharmacy plan is required. 
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• The lessor of three I og ic (non-ZBL} wil I apply to Participant payments. Participants pay the lessor of the discounted price, 
the usual and customary charge or the cost share amount 

• All pricing guarantees require the selection of United as the exclusive mail provider and a mail benefit 

design as applicable to the historical data provided for the purpose of this cost proposal. All rates and fees are 

subject to change otherwise. 

• United reserves the right to revise or revoke this arrangement if: a) changes in federal, state or other applicable law 

or regulation require modifications; b) there are material changes to the AWP as published by the pricing 

agency that establishes the AWP as used in these arrangements; c) Customer makes benefit changes that impact the 

arrangements; d) there is a material industry change in pricing methodologies resulting in a new source or 

benchmark; e) it is not accepted within ninety (90) days of the issuance of our initial quote; 

f If Cu.stomer chan es their mail service benefit. 
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EXHIBIT E - BUSINESS ASSOCIATE ADDENDUM 

Placeholder for 2018 BAA 

State of Nebraska ASA (05/12) 
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STATE OF NEBRASKA 

BUSINESS ASSOCIATE AGREEMENT 

THIS BUSINESS ASSOCIATE AGREEMENT ("Agreement") amends and is made a 
part of all Services Agreements (as defined below) between United HealthCare Services, Inc. 
("Business Associate") and State of Nebraska {"Company") on behalf of the Group Health 
Plans sponsored by Company (the "Plan"). This Agreement is effective July 1, 2018 or upon 
the effective date of the underlying Services Agreement, whichever is later ("Effective Date"). 
This Agreement supersedes and replaces any prior Business Associate Agreements between 
the parties. 

1. Definitions. 

443 

a. Catch-all definitions. The following terms used in this Agreement shall have 
the same meaning as those terms in the HIPAA Rules: Breach, Covered Entity, Data 
Aggregation, Designated Record Set, Disclose or Disclosure, Electronic Protected 
Health Information, Health Care Operations, Minimum Necessary, Notice of Privacy 
Practices, Protected Health Information or PHI, Required By Law, Secretary, 
Security Incident, Subcontractor, Unsecured Protected Health Information, and Use. 
Other capitalized terms used but not otherwise defined in this Agreement shall have 
the meaning ascribed in the HIPAA Rules. 

b. Specific definitions. 

(1) "Business Associate" shall generally have the same meaning as the 
term "Business Associate" at 45 CFR 160.103, and in reference to the party to this 
Agreement, shall mean the party identified above as Business Associate. 

(2) "Business Associate Functions" means functions performed by 
Business Associate on behalf of the Plan in the course of providing or arranging for 
plan administration services which involve the creation, receipt, maintenance or 
transmission of PHI by Business Associate or its agents or Subcontractors. It is 
anticipated that the services provided by Business Associate will be performed as 
part of the Plan's "health care operations" as defined in the HIPAA Rules. 

{3) "HIPAA Rules" shall mean the Privacy, Security, Breach Notification, 
and Enforcement Rules at 45 CFR Part 160 and Part 164. A reference in this 
Agreement to a section in the HIPAA Rules means the section as in effect or as 
amended at the time the section is to be applied. 

(4) "Individual" shall generally have the same meaning ascribed in the 
HIPAA Rules and shall refer only to Individuals who are covered persons under the 
Plan. 

(5) "Services Agreements" means all agreements whether now in effect 
or hereafter entered into, between Company and Business Associate for the 
performance of Business Associate Functions by Business Associate on behalf of 
the Plan. 



2. e.urpgse. The Plan is a Covered Entity under HIPAA. The HIPAA Rules require the 
Plan to obtain, and Business Associate to provide, satisfactory written contractual 
assurances before Business Associate may create, receive, maintain, or Disclose PHI to 
perform Business Associate Functions on behalf of the Plan. This Agreement is entered 
into to provide the contractual assurances required under the HIPAA Rules. 

3. Qbligatjons of Business Associate. As an express condition of performing 
Business Associate Functions, Business Associate agrees to: 
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a. Not Use or Disclose PHI other than as permitted or required by this 
Agreement and/or the Services Agreements or as otherwise Required by Law 
provided that, to the extent Business Associate is to carry out Covered Entity's 
obligations under the Privacy Rule, Business Associate will comply with the 
requirements of the Privacy Rule that apply to Covered Entity in the performance of 
those obligations. 

b. Use appropriate safeguards, and comply with Subpart C of 45 CFR Part 164 
with respect to Electronic Protected Health Information, to prevent Use or Disclosure 
of PHI other than as provided for in this Agreement. 

c. Report to the Plan's designated privacy official, without unreasonable delay 
but in no event more ·than three (3) business days after discovery by Business 
Associate and determination that Covered Entity's data has been impacted, any Use 
or Disclosure of PHI not provided for by this Agreement of which Business Associate 
becomes aware, including any Breach of Unsecured Protected Health Information as 
required at 45 CFR 164.410, and any Security Incident of which it becomes aware, 
together with any remedial or mitigating action taken or proposed to be taken with 
respect thereto. If Business Associate does not have available complete information 
in satisfaction of 45 CFR 164.410(c) within three (3) business days of discovery of 
the impermissible Use or Disclosure, Business Associate shall provide all 
information it has at such time, and promptly update the Plan with additional 
information as it becomes available through prompt investigation. This Agreement 
serves as Business Associate's notice to the Plan that attempted but unsuccessful 
Security Incidents regularly occur and that no further notice will be made by 
Business Associate unless there has been a successful Security Incident or attempts 
or patterns of attempts that Business Associate determines to be suspicious. 

Business Associate shall cooperate with the Plan in mitigating any harmful effects of 
any impem,issible Use or Disclosure. If Business Associate experiences a Breach that 
affects multiple customers, then the Company hereby delegates to Business 
Associate the responsibility for determining when any such incident is a Breach and 
for providing all legally required notifications to Individuals, HHS and/or the media, 
on behalf of Covered Entity. However, If a breach affects solely or primarily 
Individuals within the Company plan, then the Company may delegate to Business 
Associate the responsibility for determining when any such incident is a Breach and 
for providing all legally required notifications to such Individuals, HHS and/or the 
media, on behalf of Company and the Plan, provided that the Company shall have 
final approval of all content of notifications to individuals, HHS and/or the media. In 
the case of a Breach as determined to exist In the sole discretion of the Plan which 
was due to a violation of this Agreement by Business Associate, Business Associate 
shall pay for the reasonable costs of investigation, mitigation and notification to 
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affected Individuals. As an alternative to Business Associate reimbursing Company 
and the Plan for the costs of notification, the Plan may elect to have Business 
Associate directly provide the notifications to Individuals for breaches that affect 
solely or primarily Individuals within the Company plan and is caused by Business 
Associate, provided that Company and the Plan shall have final approval of all 
content of notifications to lndlviduals. The Company shall respond or provide 
comments and/or feedback on the Business Associate's proposed notification within 
24 hours of receiving written draft from the Business Associate. 

d. In accordance with 45 CFR 164.502(e)(1)(ii) and 164.308(b)(2), ensure that 
any Subcontractors that create, receive, maintain, or transmit PHI on behalf of 
Business Associate agree in writing to the same restrictions, conditions, and 
requirements that apply to Business Associate with respect to such information. 

e. Within thirty (30) calendar days of request by an Individual or notification by 
the Plan, make available to the Individual such Individual's PHI maintained by 
Business Associate in a Designated Record Set in accordance with 45 CFR 
164.524. The parties agree that Individuals will be directed to Business Associate to 
make all requests for access to PHI. Business Associate will provide such access 
according to its own procedures for such access in accordance with the 
requirements of 45 CFR 164.524. · 1t the requested PHI is maintained in one or more 
Designated Record Sets electronically and if the Individual requests an electronic 
copy of such PHI, Business Associate must provide the Individual with access to PHI 
in the electronic form and format requested by the Individual, if it is readily producible 
in such form and format; or, if not, in a readable electronic form and format as 
agreed to between Business Associate and the Individual. Business Associate shall 
provide the requested information directly to the Individual. 

Business Associate may charge the Individual reasonable fees related to this 
access, as determined by Business Associate, but only in such amounts as 
permitted by the HIPAA Rules. The Plan authorizes Business Associate to require 
payment of such fees from the Individual prior to releasing any records. 

f. Business Associate agrees to receive requests for amendment and amend 
PHI as required by 45 CFR 164.526 on the Plan's behalf for as long as such 
information is maintained by Business Associate. The parties agree that Individuals 
will be directed to Business Associate to make all such requests for amendment of 
PHI. Business Associate will amend such PHI according to its own procedures for 
such amendment in accordance with the requirements of 45 CFR 164.526. If the 
Individual's request covers records not maintained by Business Associate, Business 
Associate shall notify Individual at the time United fulfills the request. The Individual 
will be directed to the Plan, and the Plan will be responsible for amending or 
otherwise responding directly to the Individual pursuant to the HIPAA Rules with 
respect to PHI not in the possession of Business Associate or an agent or contractor 
of Business Associate. 

g. Business Associate agrees to process all requests for disclosure accounting 
by Individuals for as long as such information is maintained by Business Associate. 
Individuals will be directed to Business Associate to make all such requests. 
Business Associate will provide the accounting that is required under 45 CFR 
164.528 on the Plan's behalf directly to the Individual. Business Associate will 
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provide such accounting according to its own procedures for such accounting in 
accordance with the requirements of 45 CFR 164.528. 

If an Individual requests a disclosure accounting of information that is created and 
maintained by other entities, providers, insurance companies or the employer group 
health plan, Business Associate will direct the Individual to contact that entity 
directly. 

h. Make its internal practices, books and records relating to this Agreement 
available to the Secretary of HHS and to the Plan for purposes of determining the 
Plan's and Business Associate's compliance with the HIPAA Rules. 

i. So that the Plan may meet its obligations to evaluate requests for restrictions 
and confidential communications in connection with the disclosure of PHI under 
45 CFR 164.522, Business Associate and the Plan agree that, to the extent that 
communications are within the control of Business Associate, Business Associate 
will perform these evaluations on behalf of the Plan. Business Associate will 
evaluate such requests according to its own procedures for such requests, in 
accordance with the requirements of 45 CFR 164.522, and shall implement such 
appropriate operational steps as are required by its own procedures. Such 
evaluation will not relieve the Plan of any additional and independent obligations to 
evaluate restrictions or implement confidential communications where requested by 
an Individual. Accordingly, Business Associate will evaluate requests for restrictions 
and requests for confidential communications, and will respond to these requests as 
appropriate under Business Associate's procedures. The Plan agrees that it will not 
agree to such restriction or request that would affect Business Associate without the 
approval of Business Associate, so that Business Associate can determine whether 
it can reasonably administer the request. 

j. So that the Plan may meet its obligation to evaluate complaints from 
Individuals regarding their privacy rights or privacy practices of the Plan or Business 
Associate, the parties agree that Individuals shall be directed to submit any such 
complaint to Business Associate for review and evaluation. Business Associate will 
evaluate such complaints according to its own procedures for complaints, and shall 
implement appropriate operation steps as are required by its own procedures. The 
Privacy Officer of the Plan shall cooperate with Business Associate in the evaluation 
of any such complaint. Business Associate will provide notice of any reported 
complaint to Covered Entity upon written request, no more than annually. 

k. Limit the Uses and Disclosures of, or requests for, PHI for purposes 
described in this Agreement to the Minimum Necessary to perform the required 
Business Associate Functions. Business Associate shall comply with any additional 
requirements for the determination of Minimum Necessary as are required from time 
to time by the HIPAA Rules, as amended, or through additional guidance published 
by the Secretary. 

I. To the extent Business Associate is expressly obligated under the Services 
Agreements to carry out one or more of the Plan's obligation(s) under Subpart E of 
45 CFR Part 164, comply with the requirements of Subpart E that apply to the Plan 
in the performance of such obligation(s). 
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m. Except for the specific Uses and Disclosures for the Business Associate's 
own management and administration or to carry out the legal responsibilities of 
Business Associate, Business Associate shall not Use or Disclose PHI in a manner 
that would violate the HIPAA Rules if done by the Plan. 

4. Permitted Uses and Disclosures of PHI. Business Associate shall only Use or 
Disclose PHI as follows: 

a. Business Associate may Use or Disclose PHI as Required by Law. 

b. Business Associate may Use or Disclose PHI as necessary to carry out 
Business Associate Functions. 

c. Business Associate may Use PHI for the proper management and 
administration of Business Associate or to carry out the legal responsibilities of 
Business Associate. 

d. Business Associate may Disclose PHI for the proper management and 
administration of Business Associate or to carry out the legal responsibilities of 
Business Associate, provided the Disclosures are Required by Law, or Business 
Associate obtains reasonable assurances from the person to whom the information is 
Disclosed that the information will remain confidential and be Used or further Disclosed 
only as Required by Law or for the purposes for which it was Disclosed to the person, 
and the person notifies Business Associate in writing of any instances of which it is 
aware in which the confidentiality of the information has been breached or 
compromised. 

e. Business Associate may provide Data Aggregation services relating to the 
Health Care Operations of Covered Entity, including through suboontractors and 
agents, in accordance with the Privacy Rule. 

f. Business Associate may Use PHI to de-identify the information in accordance 
with 45 CFR 164.514(a)-(c). 

g. Business Associate may use the PHI to create a Limited Data Set ("LOS") in 
compliance with 45 C.F.R. 164.514(e). 

h. Business Associate may use and disclose the LOS referenced in Section 4.g 
solely for Health Care Operations, or Public Health purposes provided that Business 
Associate shall: (i) not use or further disclose the information other than as permitted by 
this Section or as otherwise Required by Law; (ii) use appropriate safeguards to 
prevent use or disclosure of the information other than as provided for by this Section; 
(iii) report to Covered Entity any use or disclosure of the information not provided for by 
this Section of which Business Associate becomes aware; (iv) ensure that any agents 
or subcontractors to whom Business Associate provides the LOS agree to the same 
restrictions and conditions that apply to Business Associate with respect to such 
information; (v) not identify the information or contact the individuals; and (vi) Business 
Associate will use LOS only for public health, and health care operations purposes. 
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5. Responsibilities of the Plan. The Plan agrees to: 

a. Notify Business Associate promptly of any restriction on the Use or 
Disclosure of PHI that the Plan has agreed to or is required to abide by under 
45 CFR 164.522, to the extent such restriction may affect Business Associate's Use 
or Disclosure of PHI. 

b. Notify Business Associate of any changes in, or revocation of, the permission 
by an Individual to Use or Disclose PHI, to the extent that such changes may affect 
Business Associate's Use or Disclosure of PHI. 

c. Provide Business Associate with a copy of any amendment to PHI which is 
accepted by Covered Entity under 45 CFR 164.526 which Covered Entity believes 
will apply to PHI maintained by Business Associate in a Designated Record Set. 

d. Not request Business Associate to Use or Disclose PHI in any manner that 
would not be permissible under the HIPAA Rules if done by the Plan, with exception 
for any Data Aggregation services permitted under Section 4. 

e. With respect to PHI that Business Associate creates or receives, Business 
Associate will be responsible for receiving and acting upon requests for confidential 
communications from an Individual, provided directly or through the Covered Entity, 
in accordance with 45 C.F.R. 164.522(b}. Business Associate will accommodate 
reasonable requests for confidential communications and will be responsible for 
adhering to all such accommodations. 

f. In the event that the Covered Entity honors a request to restrict the use or 
disclosure of PHI pursuant to 45 C.F.R. 164.522(a) or makes revisions to its notice 
of privacy practices of Covered Entity in accordance with 45 C.F.R. 164.520 that 
increase the limitations on uses or disclosures of PHI (b), Covered Entity agrees not 
to provide Business Associate any PHI that is subject to any of those restrictions or 
limitations to the extent any may limit Business Associate's ability to use and/or 
disclose PHI as permitted or required under this BAA unless Covered Entity notifies 
Business Associate of the restriction or limitation and Business Associate agrees in 
writing to honor the restriction or limitation. In addition, if those limitations or 
revisions materially increase Business Associate's cost of providing services under 
the Agreement, including this BAA, Covered Entity shall reimburse Business 
Associate for such increase in cost. 

6. Comeliance with Electronic Transactions Rule. If Business Associate conducts 
in whole or part electronic Transactions (as defined in 45 CFR 160.103) on behalf of 
Covered Entity for which the Secretary of HHS has established standards, Business 
Associate will comply, and will require any Subcontractor involved with the conduct of such 
Transactions to comply, with each applicable requirement of the Electronic Transactions 
Rule at 45 CFR Parts 160 and 162 and of any operating rules adopted by the Secretary of 
HHS with respect to Transactions. 
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7. Supervening Law. Upon the enactment of any applicable law or regulation affecting 
the Use or Disclosure of PHI, or the publication of any decision of a court of the United 
States or of this state relating to any such law, or the publication of any interpretive policy or 
opinion of any governmental agency charged with the enforcement of any such law or 
regulation, the parties agree to amend this Agreement in such manner as is necessary to 
comply with such law or regulation. If the parties are unable to agree on an amendment 
within thirty (30) days, either party may terminate the Services Agreements on not less than 
thirty (30) days' written notice to the other. 

8. Liability and Indemnification. Each party shall be responsible for the acts and 
omissions of its own agents, employees and contractors. Notwithstanding the foregoing, 
and notwithstanding any limitation of liability or disclaimer of damages in the Services 
Agreements or elsewhere, to the extent that the Secretary determines that Business 
Associate is acting as an agent of the Plan under the Services Agreements or this 
Agreement, Business Associate shall indemnify Company and the Plan for any fines, civil 
monetary penalties or monetary resolutions incurred by Company or the Plan, plus 
reasonable attorneys' fees of Company and the Plan, arising out of or relating to the actions 
or omissions of Business Associate which constitute a breach of this Agreement by 
Business Associate. This indemnification is in addition to any additional indemnification 
provided by Business Associate in the Services Agreement. 

9 . · Term and Termination. 

a. Term. This Agreement shall become effective on the Effective Date and shall 
continue in effect until all obligations of the parties have been met, including return or 
destruction of all PHI in Business Associate's possession (or in the possession of 
Business Associate's agents and Subcontractors), unless sooner terminated as 
provided herein. It is expressly agreed that the terms and conditions of this 
Agreement designed to safeguard PHI shall survive expiration or other termination of 
the Services Agreements and shall continue in effect until Business Associate has 
performed all obligations under this Agreement and has either returned or destroyed all 
PHI. 

b. Termination. Company may immediately terminate this Agreement and the 
Services Agreements, if Company and/or the Plan makes the determination that 
Business Associate has breached a material term of this Agreement. Alternatively, 
Company may choose to provide Business Associate with written notice of the 
existence of an alleged material breach, and afford Business Associate an 
opportunity to cure the alleged material breach upon mutually agreeable terms. 
Failure to take reasonable steps to cure the breach is grounds for the immediate 
termination of this Agreement. 
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c. Business Associate Obligations U,,pon Termination. Upon termination of 
this Agreement for any reason, Business Associate, with respect to PHI received 
from the Plan, or created, maintained, or received by Business Associate on behalf 
of the Plan, shall: 

(i) Retain only that PHI which is necessary for Business Associate to 
continue its proper management and administration or to carry out its 
legal responsibilities or as to which Business Associate reasonably 
determines such PHI is technically incapable of being returned or 
destroyed; 

(ii) Return to the Plan or destroy the PHI retained under 8.c.(i) that the 
Business Associate maintains in any form; 

(iii) Continue to use appropriate safeguards and comply with Subpart C of 
45 CFR Part 164 with respect to Electronic Protected Health 
Information retained by Business Associate to prevent Use or 
Disclosure of the PHI, other than as provided for in this Section, for as 
long as Business Associate retains the PHI; 

(iv} Not Use or Disclose the PHI retained by Business Associate other 
than for the purposes for which such PHI was retained and subject to 
the same conditions set out at Seclions 4.c. and 4.d. which applied 
prior to termination; and 

(v) Return to the Plan or destroy the PHI retained by Business Associate 
under Section 8.c.(i) when it is no longer needed by Business 
Associate for its proper management and administration or to carry out 
its legal responsibilities, except where Business Associate reasonably 
determines such PHI is not technically capable of being returned or 
destroyed. 

1 o. Miscellaneous. 

450 

a. Applicability. For purposes of this Agreement, and as applicable to the 
Business Associate Functions of Business Associate under the Services Agreements 
covered by this Agreement, references to the Plan shall include the named Plan and all 
other group health plans subject to HIPM and sponsored by Company that participate 
in an organized health care arrangement which are participating under the Services 
Agreement. 

b. Survival. The respective rights and obligations of Business Associate and 
the Plan or Company hereunder shall survive termination of this Agreement 
according to the terms hereof and the obligations imposed on the Plan or Company 
and Business Associate under the HIPAA Rules. 
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c. lnterpretationj Amendment. This Agreement shall be interpreted and 
applied in a manner consistent with the Plan's and Business Associate's obligations 
under the HIPAA Rules. All amendments shall be in writing and signed by both 
parties, except that this Agreement shall attach to additional Services Agreements 
entered into between the parties in the future without the necessity of amending this 
Agreement each time. This Agreement is intended to cover the entire Business 
Associate relationship between the parties, as amended, from time to time, through 
Services Agreements or other means. 

d. Waiver. A waiver with respect to one event shall not be construed as 
continuing, or as a bar to or waiver of any right or remedy as to subsequent events. 

e. No Third-Party Beneficiaries. Nothing express or implied in this Agreement 
is intended to confer, nor shall anything herein confer, upon any person other than 
the parties and their respective successors or assigns, any rights, remedies or 
obligations. 

IN WITNESS WHEREOF, each of the undersigned has caused this Agreement to be duly 
executed in its name and on its behalf. 

Co~pany: Business Associate: 

State of Nebraska United Healthcare Services Inc. 

' 

S~nature: lr)~~bt_U . 
Printed Name: ~ L 8e I l 
Title: D,vee.)yt.~f feYsonne I 
Date Signed: I If/ ~ t /Jo I ] 

D0CSl1204a54 1 
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Deviation from Contractual Services 
Contract Process Form 

Agency: Department of Administrative Services 

Contract Number: --------------

Date: May 22, 2017 

(please attach COPY or DRAFT contract) 

D In excess of $15,000,000.00 (Fifteen Million), Proof of Need Attached 

Service To Be Provided: 

Health Plan and Prescription Drug Plan Administration 

Are Commodities Involved? 

Reason for Request of Waiver: 

Yes D No 

DAS - State Personnel is requesting this waiver in order to ensure consistent 
and effective continuation of health and pharmacy plan administration in the 
best interest of State employees and the State while the division oversees, 
releases and awards a comprehensive RFP that may include, in addition to 
health and pharmacy plan administration, wellness program administration 
and flu-shot program administration. 

D 1. Sole Source - Sole availability at location 

~ 2. Sole Source - Uniqueness of service 

D 3. Emergency (A signed copy of the final contract must be submitted with the deviation request.) 

D 4. Contract established by GSA 

D 5. Contract competitively bid by another state or group of states, a group of states and any political 

subdivision of any other state, or a cooperative purchasing organization on behalf of a group of 
states 

D 6. Other Circumstances 

Justification (Clearly and fully indicate why the service cannot be competitively bid): 

See Page 2 
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The Department of Administrative Services (DAS) administers comprehensive health 
and pharmacy benefit programs to all State employees as required by State law. In 
order to provide this service in an efficient and effective manner, a third-party 
administrator(s) (TPA) is contracted through the RFP process. Currently, the TPA for the 
health plan is United Healthcare (UHC) and the TPA for the pharmacy program is 
OptumRx, an affiliate of UHC. In an effort to engage employees in health management 
and keep current and future health care costs low, DAS provides employees with 
comprehensive wellness programming through a contract with HealthFitness. In addition, 
HealthFitness contracts with the State to provide convenient, on-site flu shot clinics for 
employees each Fall. 

The State's contracts with the health and pharmacy TPAs are set to expire June 30, 
2018. The State's contract with the wellness/flu shot TPA is set to expire March 30, 
2020. After careful deliberation and consultation with the State's new benefits 
consultant, Segal, DAS - State Personnel believes one, comprehensive, omnibus RFP 
designed to potentially bring all services under the umbrella of one TPA may provide the 
State with the opportunity for significant cost savings, which would benefit the State, its 
employees and taxpayers. 

This deviation is requested in order to ensure the seamless continuation of all above
referenced benefits for employees while the State develops this complex, omnibus RFP. 
Continuing these critical services without disruption is important to providing the time 
necessary for Segal and the State to develop an RFP that will maximize cost-savings; 
create an evaluation process that ensures the contract will be awarded appropriately and 
in the best interest of all parties; and ensure the timing is appropriate for combining all 
contracts into one. Once awarded, a contract(s) of this magnitude will require a 
significant implementation period to ensure seamless transition to a new contactor(s). 
The timeline calls for awarding the new contract(s) in December 2019, in order for 
services to take effect July 1, 2020. 

Funding: (Indicate Percentage) 

Federal 

State 

0% 
79% 
State 
21% 
Employee 

Signature of Requesting 
Agency Director: 
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Estimated Dollar Amount of 
Contract: $ $13,800,000 

Revised 02/18/2015 
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UnitedHe.althcaree 
EMPLOYER & INDNIDUAL 

Public Sector Scorecard - Dashboard Report 
licy: Performance Period: January - 2018 to December - 201 
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UnitedHealthcare" Public Sector Scorecard - Year Over Year Metrics 
EMPI.OYl:R & INDIVIDUAL 

licy: Performance Period: 2015 to 201 

Metric Goal 2015 2016 2017 2018 2018 - Q1 2018 - Q2 2018 - Q3 2018 - Q4 

ustomer Care 

ABR 4 t 1.12 t 1.04 t 0.58 t 0.67 t 0.51 t 1-54 t 0.20 t 
---

ASA 38 t 27 t 21 t 14 t 13 t 10 t 27 t 6 t 12 ---
% in 30 sec 80 % t 80.68 % t 89,64 % t 90,10 % t 91 .53 % t 93.42 % t 87.13 % t 95,63 % t 89,09 o/c 

Calls Offered (Team Level) Trend 25.004 27,799 2,269 1.917 2,301 1,773 1,864 1,729 

Calls Handled (Team Level) Trend 24,723 27,509 2,256 1.904 2,290 1,745 1,860 1.720 

Total Call Inquiries Trend 2,366 6.677 11.624 13,328 15,896 8,691 18,866 9,857 

Open Call Inquiries Trend 0 5,097 11,048 12,317 15,342 8,056 17,050 8,820 

Closed Call Inquiries Trend 2,366 1,580 576 1,011 553 635 1,817 1,037 ---
% comp in 1 Day 85 % t 91 .10 % t 97.34 % t 97.76 % t 99.24 % t 98.37 % t 98.43 % t 99.58 % t 99.61 o/c ---

% comp in 5 Days 95 % t 96.88 % t· 98.27 % t 98.68 % t· 99,68 % t 99.28 % t· 99.48 % t 99.82 % ·t- 99.77 o/c ---
% comp in 20 Days 98 % t 99.77 % t 99.67 % t 99.73 % t 99.93 % t 99.76 % t 99.90 % t 99.98 % t 99.97 o/c 

Membership Serviced Trend 32,773 33,398 34,147 34,730 34,627 34,697 34,729 34,937 ---
FCR 30 (days) 90 % t 93.25 % t 94.42 % t 93.47 % t 93.67 % t 93.04 % t 94.07 % t 93.07 % + 96.10 o/c ---
FCR 60 (days) 85 % t 90.75 % t 92.63 % t 91 .16 % t 90.88 % t 90.44 % t 91 .29 % t 90.92 % ----
UES Results 80 % t 95.24 % t 95.73 % t 91 .86 % t 92,59 % t 91 .64 % t 92.42 % t 93.20 % t 92 79 o/c 

UES Surveys Taken 323 265 566 802 134 223 194 251 

laim 

Claims Received Trend 39,482 40,235 42,562 44,481 44,904 44,215 43,103 45,703 

Claims Processed Trend 39.539 40,264 42,634 44,437 44,600 44,268 43,068 45,810 

Claim Open Inventory Trend 2,834 3,005 2,747 2,905 2,812 2,915 2,992 2,903 

% Inventory > 11 Days 0% 5.77% 7.48 % 4.17% 9.16% 6.68 % 6.34 % 14.28 % fl O':') 0/o 

-
% Inventory> 21 Days 0% 1.02% 2.23 % 1.08 % 3.75 % 1.36 % 2.34 % 5.89 % • - -

TIP/ 10 days 94 % t 97.62 % t 98.33 % t 99.07 % t 98 66 % t 98.88 % t 98.61 % t 98.73 % t 98.43 o/c ---
TIP /20 days 94 % t 99,82 % t 99.73 % t 99,84 % t 99.64 % t 99.72 % t 99.77 % t 99.73 % t 99.36 °/c ---

AA (Processed) 83 % "' 78.75 % t 84.35 % t 87.29 % t 88.20 % t 87.92 % t 88.21 % t 88.39 % t 88.35 °/c ---
EDI Rate 89 % t 96,86 % t 97.26 % t 97.47 % t 97.53 % t 97.63 % t 97.40 % t 97.42 % t 97.71 °/c 

CDH Claims Processed Trend 30 29 t,~ 132 185 135 125 84 ---
CDH TIP /10 Days 94 % t 100.00 % t 100,00 % t 99 57 % t 99,69 % t 99.10 % t 100.00 % t 100.00 % t 100.00 ~ ---
CDH TIP /20 Days 98 % t 100.00 % t 100.00 % t 100.00 % t 99.81 % t 99.46 % t 100.00 % t 100.00 % t 100.00 ~ ---

Adjustments/ 1000 Claims 43 t 33 t 38 "' 52 "' 45 "' 49 t 39 "' 51 t 40 ---
ADJ TIP / 5 days 85 % t 91 .97 % t 92.63 % t 90.98 % t 97.79 % t 95.63 % t 97.54 % t 99.15 % t 99 26 °/c ---

ADJ TIP/ 10 days 90 % t 96.04 % t 96.06 % t 95.40 % t 99.00 % t 98.08 % t 98.98 % t 99.58 % t 99.54 o/c ---
Appeals/ 1000 Members 1.00 "' 6.74 

,I., 
9.58 "' 8.40 

,I., 
9.88 "' 2.08 "' 2.54 

,I., 
2.94 "' 2.32 

Appeals Open Inventory Trend 22 22 30 39 42 34 39 41 ---
Appeals TAT 95 % t 95,93 % t 98.13% t 98 61 % t 99.20 % t 98 61 % t 100.00 % t 99.02 % t 99.11 °/c ---

% Overturn Rate of Appeals 33 % "' 42.77 % "' 48.30 % "' 53.84 % "' 42 64 % "' 42.07 % "' 38.67 % "' 49.93 % "' 39,90 o/c ---
DAR (weighted) 99 % t 99.93 % t 99.79 % t 99.95 % t 99.92 % t 99 87 % t 99 94 % t 99.88 % t 100,00 ~ ---

CPA 95 % t 99,90 % t 99.33 % t 99.47 % t 99.94 % t 99.89 % t 99.94 % t 99.93 % t 100.00 ~ ---
CPR 96 % t 99.03 % t 99 52 % t 99.48 % t 99.11 % t 99.99 % t 98.37 % t 99,98 % t 98.15 °/c ---

Claims with no Member Contact 92 % t 98.43 % t 98 56 % t 98.34 % t 99.03 % t 98.96 % t 99.04 % t 99.12 % -
roker & Employer 

Ongoing Eligibility File TAT 95 % t 100.00 % t 100.00 % t 100,00 % t 100,00 % t 100.00 % t 100.00 % t 100.00 % t 100 00 °, 
SVC Ready by Effective Date (workdays) 0 t -10 t -2 0 "' "' 0 0 

~ -, ... 
SVC Ready after Elig Received (workdays) 18 t 5 t 13 t 14 "' 19 "' 19 0 0 0 

PG Metrics Missed in Term 0 



UnitedHealthcare& 
115MPLOYl:R & INDIVIDUAL 

Public Sector Scorecard - Executive Summary 
licy : Performance Period: January - 2018 to December - 201 

Metric Goal Reporting Level Rolling 12 Rolling 3 12/1/2018 (MTD) Trend 

"' mer Care 

ABR 4 T earn 0 67 1- 2 0.5 0 70 Ch __fil! 

ASA 38 Team "' 13 1- 12 1'- 13 Chart 

% in 30 sec 80 % Team "' 91 .53 % 1- 89.09 % 1'- 87.49 % Chart 

Calls Offered (Team Level) Trend Team 1,917 1,729 1,431 Chart 

Calls Handled (Team Level) Trend Team 1,904 1,720 1,421 Chart 

Total Call Inquiries Trend Client 13,328 9,857 839 Chart 

Open Call Inquiries Trend Client 12,317 8,820 25 Chart 

Closed Call Inquiries Trend Client 1,011 1,037 814 Chart 

% comp in 1 Day 85 % Client "' 99.24 % 1' 99.61 % 1'- 99.88 % Chart 

% comp in 5 Days 95 % Client 1' 99.68 % 1' 99.77 % 1'- 99.88 % Chart 

% comp in 20 Days 98 % Client 1' 99.93 % 1' 99.97 % ·t- 100.00 % Chart 

Membership Serviced Trend Client 34,730 34,937 Chart 

FCR 30 (days) 90 % Client 1' 93.67 % 1' 96.10 % Chart 

FCR 60 (days) 85 % Client 1' 90.88 % - Chart 

UES Results 80 % Client 1' 92.59 % 1' 92.79 % 1' 96.09 % Chart 

UES Surveys Taken Client 802 251 46 Chart 

laim 

Claims Received Trend Client 44,481 45,703 40,752 Chart 

Claims Processed Trend Client 44,437 45,810 41 ,085 Chart 

Claim Open Inventory Trend Client 2,905 2,903 2,579 Chart 

% Inventory> 11 Days 0% Client 9.16 % 8.82 % 4.03 % Chart . 
% Inventory> 21 Days 0% Client 3.75 % 5.03 % 0.66 % Chart -

TIP/ 10 days 94 % Client 1' 98.66 % 1' 98.43 % 1'- 98.29 % Chart 

TIP /20 days 94% Client "' 99.64 % 1' 99.36 % 1'- 99.12 % Chart 

AA (Processed) 83 % Client 1' 88.20 % 1' 88.35 % Chart 

EDI Rate 89 % Client 1' 97.53 % 1- 97.71 % Chart 

CDH Claims Processed Trend Client 132 84 81 Chart 

CDH TIP /10 Days 94 % Client "' 99.69 % 1- 100.00 % 1'- 100.00 % Chart 

CDH TIP /20 Days 98 % Client 1' 99.81 % 1' 100.00 % 1'- 100.00 % Chart 

Adjustments / 1000 Claims 43 Client "' 45 1' 40 Chart 

ADJ TIP / 5 days 85 % Client 1' 97.79 % 1' 99.26 % 1- 99.07 % Chart 

ADJ TIP/ 10 days 90 % Client 1' 99.00 % 1' 99.54 % 
..,.. 

99.38 % Chart 

Appeals/ 1000 Members 1.00 Client "' 9.88 
.a, 

2.32 Chart 

Appeals Open Inventory Trend Client 39 41 57 Chart 

Appeals TAT 95 % Client 1' 99.20 % 1' 99.11 % 1'- 100.00 % Chart 

% Overturn Rate of Appeals 33 % Client ... 42.64 % 
.a, 

39.90 % J. 41.94 % Chart 

DAR (weighted) 99 % Client 1' 99.92 % 1' 100.00 % ..... 100.00 % Chart 

CPA 95 % Client 
.,... 

99.94 % 'T' 100.00 % ..... 100.00 % Chart 

CPR 96 % Client 1' 99.11 % 1' 98.15 % ..... 100.00 % Chart 

Claims with no Member Contact 92 % Cllent 
.,... 

99.03 % - Chart 

roker & Employer 

Ongoing Eligibility File TAT 95 % Client 100.00 % 1' 100.00 % 100.00 % 

.C Ready by Effective Date (workdays) 0 Client 0 

SVC Ready after Elig Received (workdays) 18 Client .... 19 0 

PG Metrics Missed in Term TBD CMIH 0 0 



UnitedHealthcare~ Public Sector Scorecard - Month Over Month Metrics 
!EMPLOYER 6 INDIVIDUAL 

llcy: Performance Period: January - 2018 to December - 201 

I 12/1 /18 
Metric Goal Roll1ng12 Rolling 3 1 /1/18 2/1/18 3/1/18 4/1 /18 5/1/18 6/1/18 7/1 /18 8/1 /18 9/1/18 10/1/18 11/1/18 (MTD) 

ustomer Care 

ABR 4 0.67 0.52 0,28 0.38 0.97 1.32 1.50 1.91 0.48 0_05 0.06 0.43 0.48 u.10 

ASA 38 13 12 7 5 19 23 27 33 11 2 4 11 11 13 

% in 30 sec 80 % 91 .53 % 89.09 % 93.19 % 95 58 % 91.48 % 87 94% 86.11 % 87.39 % 93.11 % 97.96 % 95.68 % 88.72 % 90.91 % 87.49 % 

:alls Offered 
Team Level) Trend 1,917 1,729 2,863 2,080 1,961 1,974 1,929 1,415 1,892 2,008 1,691 2,093 1,662 1,431 

alls Handled 
Team Level) Trend 1,904 1,720 2,855 2,072 1,942 1,948 1,900 1,388 1,883 2,007 1,690 2,084 1,654 1,421 

Total Call 
Inquiries Trend 13,328 9,857 23,327 23,805 555 24,676 569 828 27,146 2,009 27,444 1,368 27,365 839 

Open Call 
Inquiries Trend 12,317 8,820 22,767 23,248 12 24,141 12 15 25,276 15 25,858 21 26,415 25 

:::1osed Call 
Inquiries Trend 1,011 1,037 560 557 543 535 557 813 1,870 1,994 1,586 1,347 950 814 

1, comp in 1 
Day 85 % 99 .24 % 99.61 % 98.39 % 98.38 % 98.34 % 98.32 % 97.13 % 99.38 % 99.41 % 99.80 % 99.50 % 99.63 % 99.37 % 99.88 % 

1, comp in 5 
Days 95 % 99 ,68 % 99 77 % 98.93 % 99 64 % 99.26 % 98,88 % 9964 % 99.75 % 99.73 % 99.90 % 99.81 % 99.78 % 99.68 % 99,88 % 

, comp in 20 
Days 98 % 99.93 % 99.97 % 99.64 % 100.00 % 99.63 % 99.81 % 99.82 % 100.00 % 100.00 % 100.00 % 99.94 % 100,00 % 99,89 % 100.00 °/ 

~embers hip 
Serviced Trend 34,730 34,937 34,633 34,569 34,680 34,684 34,706 34,700 34,736 34,745 34,706 34,951 34,923 

CR 30 (days) 90 % 93,67 % 96.10 % 92.96 % 94.35 % 91 .79 % 96.06 % 92 04% 94.23 % 91.46 % 94.07 % 93.36 % 96.10 % 
I 

CR 60 (days) 85% 90.88 % - 90_32 % 91.41 % 89.57 % 94.15% 88.50 % 91 .38 % 90.21 % 90 83% 91 .63 % 

JES Results 80 % 92.59 % 92.79 % 9113 % 89.77 % 94,59 % 97.30 % 92,78 % 90.61 % 94.33 % 93_02 % 92.47 % 94.17 % 89_33 % 96_09 % 

IES Surveys 
Taken 802 251 53 44 37 37 72 114 60 53 81 115 90 46 

laim 
Claims 

Received Trend 44,481 45,703 43,378 44,001 47,334 43,349 46,235 43,060 42,107 45,906 41 ,295 51,758 44,599 <+~ •. .>2 

Claims 
Processed Trend 44,437 45,810 42,775 43,822 47,204 43,361 46,181 43,262 42,113 45,415 41,677 51,442 44,904 41,085 

:laim Open 
Inventory Trend 2,905 2,903 2,649 2,828 2,958 2,946 3,000 2,798 2,792 3,283 2,901 3,217 2,912 2,579 

, Inventory > 
11 Days 0% 9,16 % 8.82 % 7.08 % 6.22 % 6.78% 6 84% 5.69 % 6 50 % 10,49 % 22.00 % 10.32 % 16.75 % 447 % 4 03 % 

, Inventory > 
21 Days 0% 3,75 % 5.03 % 1 27 % 1.19% 1.64% 1.74 % 1.55 % 3.71 % 5.01 % 6.65 % 5.91 % 12.32 % 0,99 % 0.66 % 

TP / 10 days 94 % 98.66 % 98.43 % 98.76 % 98,87 % 99.00 % 98.69 % 98.67 % 98.47 % 98.53 % 98.83 % 98.83 % 99,02 % 97.88 % 98.29 % 

TP / 20 days 94 % 99.64 % 99.36 % 99.76 % 99.63 % 99.76 % 99.70 % 99 82 % 99_79 % 99.73 % 99_68 % 99.77 % 99.90 % 98.94 % 9912 % 

\ (Processed) 83 % 88.20 % 88.35 % 87.10 % 88,68 % 88.00 % 87.83 % 88.45 % BB.34 % 68.56 % BB.60 % 87.97 % 88.48 % 88.20 % 

EDI Rate 89 % 97.53 % 97.71 % 97 .03 % 97,68 % 97.99 % 97 .10 % 97.57 % 97.53 % 97.59 % 97.59 % 97.06 % 97 77 % 97.65 % 

:DH Claims 
Processed Trend 132 84 206 153 197 133 142 129 123 119 134 73 98 81 

-DHTIP/10 
Days 94% 9969% 100.00 % 100.00 % 96.73 % 100.00 % 100.00 % 100,00 % 100,00 % 100.00 % 100.00 % 100.00 % 100_00 % 100.00 % 100_00 "I 

DH TIP/20 
Days 98 % 99.81 % 100,00 % 100,00 % 98.04 % 100.00 % 100.00 % 100_00 % 100_00 % 100.00 % 100_00 % 100_00 % 100_00 % 100.00 % 100.00 °/ 

djustments / 
1000 Claims 43 45 40 48 62 40 38 37 43 55 41 58 37 44 

~DJ TIP/ 5 
days 85 % 97_79 % 99_26 % 96.43 % 94,76 % 95,69 % 95.79 % 98.43 % 98.47 % 99.22 % 99,53 % 98,66 % 99-26 % 9944 % 99.07 % 

DJ TIP/ 10 
days 90 % 99.00 % 99.54 % 97.10 % 98,86 % 98.28 % 98.02 % 99.55 % 99 39 % 99.74 % 99.76 % 99.20 % 99.51 % 99 72 % 99.38 % 

,peals/ 1 ooo 
Members 1.00 9.88 2.32 0 58 0 64 0,87 0.78 0.98 0.78 1 09 0.95 0.89 1.26 1.06 

ppeals Open 
Inventory Trend 39 41 24 50 51 25 35 41 36 26 56 37 29 -

\ppeals TAT 95 % 99.20 % 99.11 % 100.00 % 95,45 % 100.00 % 100 00 % 100,00 % 100.00 % 100.00 % 96.97 % 100.00 % 97.73 % 100,00 % 1 ou.uo 01 

Yo Overturn 
1te of Appeals 33 % 42.64 % 39 90 % 35.00 % 54.55 % 36.67 % 33.33 % 38.24 % 44.44 % 41 03 % 40.00 % 68.75 % 31 .82 % 45.95 % 41 .94 % 

\R (weighted) 99 % 99.92 % 100.00 % 100.00 % 100,00 % 99.71 % 100.00 % 100 00 % 99.84 % 100.00 % 99 93 % 9974 % 100,00 % 100 00 % 100.00 "I 

CPA 95 % 99.94 % 100.00 % 100.00 % 100.00 % 99.72 % 100_~?. 100.00 % 99.84 % 100.00 % 99_96 % 99.85 % 100_00 % 100,00 % 100.00 "I 



Metnc Goal Rolllng12 

CPR 96 % 99.11 % 

laims with no 
Member 
Contact 92% 99.03 % 

roker & Employer 

f Flle 
,·AT 95 % 100.00 % 

.JC Ready by 
ffective Date 
(workdays) 

3 %$ Missed 

0 

in Term TBD 

PG Metrics 
issed in Term TBD 

0 

0 

Rolling 3 1/1/18 2/1/18 3/1 /18 4/1/18 
I 

5/1/18 6/1/18 7/1/18 8/1/18 9/1/18 10/1/18 11/1/18 (MTD) 

98.15 % 100.00 % 99.97 % 100.00 % 100.00 % 94.77 % 100.00 % 100.00 % 99.96 % 99.97 % 100.00 % 95.09 % 100 00 "I 

. 98.97 % 98.95 % 98.95 % 99.03 % 98.97 % 99.12 % 99.10 % 99.14 % . . . 

100.00 % 100.00 % 100.00 % 100.00 % 100.00 % 100.00 % 100,00 % 100.00 % 100.00 % 100.00 % 100.00 % 100.00 % 100.00 °/ 

0 0 0 0 0 0 0 0 0 0 0 

0 

0 0 0 0 0 0 0 0 0 0 0 0 0 

458 



UnitedHealthcare~ PG Client Scorecard Month Over Month Metrics 
EMPLOYER&. INDIVIDUAL 

lent: Performance Period: January - 2018 to December - 201 

Metnc: " g Lvl Office Trm 111 118 2/1/1 8 3/1 /18 0 1 411118 5/1118 6/ 111 8 02 . 7/1/18 8/1118 ' 9/111 8 0 3 10/1118 1111 118 12/1118 04 YTD 
Tum"' 

aim 

aim Payment Accuracy 

W_CPA 0 95 p CHO Q 100 00 100 00 99 72 99.89 100 00 100,00 99.84 99.94 100.00 99.96 99.85 99.93 100.00 100.00 100.00 99.94 

aim Procedural Accuracy 

W_CPR 0 95.5 p CHO Q 100 00 99 97 100 00 99.99 10000 94 77 100 00 98.37 100.00 99,96 99 97 99.98 100.00 95.09 97.32 99.03 

aims Processed by Assigned Team 

LMDSTA 
0 76 p CHO Q 100,00 100 00 10000 100.00 100.00 100.00 100.00 100.00 99.96 100.00 100.00 99.99 100.00 100.00 100.00 100.0( FF 

nancial Accuracy Rate 

W_FAR 0 95 p CHO Q 100.00 100.00 99.94 99.97 10000 100,00 99.96 99.99 100.00 99.99 99.94 99.97 100.00 100.00 100.00 99.98 

me to Process Combined Work Days 

,andonment Rate 

ABR 0 4 T MAM a 0.28 0 38 0.97 0.51 1.32 1.50 1.91 1.54 0.48 0.05 0.06 0.20 0.43 0.'\8 0.45 0.67 

,erage Speed to Answer 

ASA 0 38 T MAM a 7 47 5.49 18.57 10.01 2263 27 43 33.44 27.24 1086 ,3a 4 07 5.75 1110 10.61 10.88 13.26 

ill Quality 

11going Eligibility Load Work Days 

OELW 2 95 

459 



~ UnitedHe,althcaree 
EMPLOYER & INDMDUAL 

Public Sector Scorecard - Quarter Over Quarter Charts 
o licy: City of Austin Performance Period: January - 2018 to December - 2018 

ABR . Abandonment R11te ASA Average 51ieoo 1Cl Answer 
) Target 4 Target 3a 

.. o ~o . 
35 

40 
30 27.2 

3.0 ,5 

2.0 20 

15 11.5 
LO 

10 
0.51 1154 0 20 0.62 

0.0 5 
01 02 C3 Q4 C1 02 03 04 

CPR - Claim Pfocedural A.ccuiacy FCR - First Call R13SOlullon 
Target: 96% Target: 90 % 

10 100 ,o 

f.>9% 98% 
0.96% 

9G ':Ii 
98.1 

94 !ii, 

0.94% 

92 ':Ii 0.93% 0.93% 

80 S 

95% BB% 
0 1 Q2 03 04 01 Q2 Q3 04 

OAR - Dollar Accuoracy Rale FAR . Financial Accuracy R.ate 
Target: 99% 

No Data Available 
100 !ii, 

99.87 % gg 94 % GQ.88 Q~ 100 00% 

,>\)!ii, 

92 !ilo 
01 02 03 C4 

TIP· Time To Process /10 Days TTP - Tnne To Process /20 Days 
Target: 94 % Target: 94 % 

100 !ilo 100 '!ilo 
98.8B % 98 61 % 98.73 % 98.43% 99.72 % 99.77 % 99.73 % 

99.3a % 00 ':Ii ge,. 
ao ':Ii 

96% 
40% 

20 !ilo 
94 !ii, 

0% 92 '!ilo 

01 02 03 04 a, Q2 Q3 04 

460 



UnitedHealthcare"· Public Sector Scorecard - Metric Definitions 
EMPLOYl;R & INDIVIDUAL 

Metric Definition 

ustomer Care 

ABR - Abandonment Rate 

ASA - Average Speed to Answer 

% in 30 sec 

Calls Offered 

Calls Handled 

Total Call Inquiries 

Total Open Call Inquiries 

Total Closed Call Inquiries 

% complete in 1 day 

% complete in 5 days 

% complete in 20 days 

Advocate4Me: The abandonment rate results are a weighted calculation based on determining Tier 1 skill volume and 
performance, Tier 2 client specific volume and skill performance, and lastly Tier 3 client specific volume and skill performan 
Client specific volume in Tiers 2 and 3 are determined based on the client specific toll free number. [A*X + B*Y + C*Z]/[X + \ 
Where, the letters above represent the items listed below: A = Benefit Advocate skill performance; B = Health Advocate skill 
performance; C = Nurse Advocate skill performance; X = Calls received by the Benefit Advocate skill; Y = Calls received by the 
Health Advocate skill for the CLIENT, based on the toll-free number; Z = Calls received by the Nurse Advocate skill for the 
CLIENT, based on the toll-free number; The calculation above will be utilized for clients that have either Team-Level or Client
Level guarantees. 

Advocate4Me:The ASA results are a weighted calculation based on determining Tier 1 skill volume and performance, Tier 2 client 
specific volume and skill performance, and lastly Tier 3 client specific volume and skill performance. Client specific volume in 
Tiers 2 and 3 are determined based on the client specific toll free number.[A*X + B*Y + C*Z]/[X + Y + Z] Where, the letters above 
represent the items listed below:A = Benefit Advocate skill performance; B = Health Advocate skill performance; C = Nurse 
Advocate skill performance; X = Calls received by the Benefit Advocate skill; Y = Calls received by the Health Advocate skill for the 
CLIENT, based on the toll-free number; Z = Calls received by the Nurse Advocate skill for the CLIENT, based on the toll-free 
number; The calculation above will be utilized for clients that have either Team-Level or Client-Level guarantees. 

Advocate4Me:The Service Level results are a weighted calculation based on determining Tier 1 skill volume and performance, Tie 
2 client specific volume and skill performance, and lastly Tier 3 client specific volume and skill performance. Client specific volume 
in Tiers 2 and 3 are determined based on the client specific toll free number. [A*X + B*Y + C*Z]/[X + Y + Z] Where, the letters 
above represent the items listed below: A= Benefit Advocate skill performance; B = Health Advocate skill performance; C = Nurse 
Advocate skill performance; X = Calls received by the Benefit Advocate skill; Y = Calls received by the Health Advocate skill for the 
CLIENT, based on the toll-free number; Z = Calls received by the Nurse Advocate skill for the CLIENT, based on the toll-free 
number; The calculation above will be utilized for clients that have either Team-Level or Client-Level guarantees. 

Total number of Calls that dialed into our customer service numbers_ Quarterly/Yearly/Rolling3/Rolling12 results are the average o 
the monthly results for that period. 

Total number of Calls handled by a Customer Care Professional. Quarterly/Yearly/Rolling3/Rolting12 results are the average of the 
monthly results for that period . 

Total number of issues in CCP queues in ORS that are closed or open. Quarterly/Yearly/Rolling3/Rolling12 results are the average 
of the monthly results for that period. 

Total number of issues open at the end of the month. Quarterly/Yearly/Rolling3/Rolling12 results are the average of the monthly 
results for that period. 

Total number of Issues closed_ Quarterly/Yearly/Rolling3/Rolling12 results are the average of the monthly results for that period . 

Count of Issues closed in 1 day I Total Issues Closed 

Count of Issues closed in 5 days I Total Issues Closed 

Count of Issues closed in 20 days/ Total Issues Closed 

Membership serviced Total Membership Count. Quarterly/Yearly/Rolling3/Rolling12 results are the average of the monthly results for that period . 

:R - First Call Resolution 30 (days) Number of original claim related calls that did not result in a repeat call in the next 30 days/ total count of orginal calls 

:R - First Call Resolution 60 (days) Number of original claim related calls that did not result in a repeat call in the next 60 days/ total count of orginal calls 

UES - United Experience Survey 
Results 

JES - United Experience Surveys 
Taken 

Secure Messaging Volume 

Call Quality 

laim 

Claims Received 

Claims Processed 

Claims Processed 

Claim Open Inventory 

TTP - Time to Process / 10 days 

2017 FORWARD-average of question 19. Total points earned / total points possible; (PRIOR TO 2017-Weighted average of 
questions 1 through 6. Total points earned I total points possible) 

2017 FORWARD-Total Count of UES Surveys completed where question 19 was answered. (PRIOR TO 2017-Total Count of UE~ 
Surveys completed where all questions 1 through 6 were answered. 

Total emails received from policy and/or sent to policy in Health Advisor queue. 

For evaluations of handled calls from a defined population , the percentage of points earned out of the total points possible for the 
given reporting period 

Total number of original claims received. Quarterly/Yearly/Rolling3/Rolling12 results are the average of the monthly results for that 
period. 

Total number of original claims adjudicated (i .e. claim is resolved and in a payable status). Quarterly/Yearly/Rolling3/Rolling12 
results are the average of the monthly results for that period. 

Total number of original claims adjudicated (i.e . claim is resolved and in a payable status). Quarterly/Yearly/Rolling3/Rolling12 
results are the average of the monthly results for that period. 

Total claims remaining to be processed as of the end of the reporting period. This count is comprised of claims in pend, 
unprocessed, or pseudo-pend (or queued) status excluding outstanding claims in an accounting adjustment process. 
Quarterly/Yearly/Rolling3/Rolling12 results are the average of the monthly results for that period. 

All claims processed within 10 work days stated as a % of total claims processed. The turnaround time is based from the date the 
claim was dated as received in the mailroom (or the front-end for EDI claims) to the claim adjudication date, i.e. date claim 
processing is complete and claim is in a payable status. 

All claims processed within 20 work days stated as a% of total claims processed. The turnaround time is based from the d~ 
claim was dated as received in the mailroom (or the front-end for EDI claims) to the claim adjudication date, i.e. date claim 

TTP - Time to Process / 20 days processing is complete and claim is in a payable status. 

Claims automatically adjudicated (i.e. individual claim did not require any direct manual intervention in determining claim benefit) 
\A - Auto Adjudication (processed) stated as a % of total claims processed (i.e. manual + auto-adjudicated processed). 

::DI - Electronic Data Interchange 
Rate Claims processed that were received through4@1'E electronically from the claim submitter stated as a % of total claims processed 



CDH - Consumer Driven Health 
Claims Processed 

CDH - Consumer Driven Health 
Time to Process / 10 days 

CDH - Consumer Driven Health 

-,' 
Time to Process / 20 days 

Justments / 1000 claims -
ADJ TIP / 5 days 

ADJ TIP/ 10 days 

Appeals / 1000 members 

Appeals Turn Around Time 

% Overturn Rate of Appeals 

DAR - Dollar Accuracy Rate 
(weighted) 

CPR-Claims Procedural Accuracy 

Claims with no Member Contact 

Vo of Adjudicated Claims Appealed 

Claim Payment Accuracy 

roker & Employer 
ingoing Eligibility File Turn Around 

Time 

Service Ready for Effective Date 
(workdays) 

Service Ready after Elig received 
(workdays) 

ID Card TAT 

Subscriber Adoption Rate 

MyUHC Successful Hits 

MyUHC Transaction Types (Top 
10)-

4Me: Member Satisfaction 
United Experience Survey Result 

(Policy Level) 

-. ""'" 

Total number of CDH claims processed on the CAMS platform 

CDH claims processed within 10 days / Total CAMS CDH claims processed 

CDH claims processed within 20 days / Total CAMS CDH claims processed 

Total number of Adjustments received during the reporting period per every 1,000 in Membership 

Adjustments processed within 5 days/ Total number of adjustments 

Adjustments processed within 1 O days / Total number of adjustments 

Monthly: Total number of Member Appeals Closed during the month per every 1,000 in Membership. (Excludes withdrawns) 
Quarterly/Annual: Average number of Member Appeals received during the reporting period per every 1,000 in Average 
Membership during the reporting period.(excludes misroutes and withdrawns) 

Percentage of Member appeals that were closed within the compliance goal (excludes misroutes and withdrawns) 

Volume of Member closed appeals that are overturned divided by total volume of Member closed appeals (excludes misroutes anc 
withdrawns) . 

Dollar Accuracy Rate (includes AA). Total Paid charges minus (weighted overpayments+ weighted underpayments) stated as a 
% of total paid charges 

Claims Procedural Accuracy (includes AA). Total# of claims minus weighted # of claims with non-financial errors stated as a % of 
total # of claims. 

Claims with no member contact, or that received no financial adjustment, within 90 days following the claims paid date. A "paid 
claim" is a payment of a plan benefit made to a member or provider 

Total appeals for the period / Total processed claims for the period. Results less than 0.01 % will appear as 0.00%. 

Total claims, minus weighted number of claims with financial errors as a % of total claims 

Number of days eligibility data is loaded after receipt of a clean electronic maintenance eligiblity file 

Sales Submission, Production Control, Acct Structure(ACIS), Benefits(iBAAG), Claims(TOPS), Eligibility, Pharmacy, DOES NOT 
INCLUDE HSA Service Ready or FSA/CERA/HRA Employer Service Ready (Initial Timelines only) 

Number of days the policy is service ready after a clean electronic eligibility file is received 

Number of days ID cards are mailed after final member eligibility is received 

Registered_Subscribers/Subscribers. Total Registered Subscriber is just the primary person enrolled. 

The unique hits from a given login within a given day. i.e. if someone logs in 5 different times today, they would still only be 
counted once. If someone logs in today and again tomorrow, that would count as 2. 

Rolling 12 measurement. The top 10 highest successful transaction type in rolling 12. It measures "click counts". 

2017 Forward- NIA; PRIOR TO 2017-Consumer Composite score as measured by UHC's standard survey. Calculation: 
(01 *1.5)+(Q2)+(Q3)+(Q4 )+(Q5)+(Q6))/32.5 

iverall Satisfaction - LIES Element 2017 Forward- N/A; PRIOR TO 2017-Consumer satisfaction score as measured by UHC's standard survey. Calculation: 01 : 
(Policy Level) (Count(4+5 Rating)/Total Survey Count)) - (Count (2+1 Rating)/Total Survey Count) 

Overall Level of Trust - LIES 
Element (Policy Level) 

Satisfaction With Service - LIES 
Survey (Policy level) 

# of LIES Surveys 

Satisfaction With Chat Service -
LIES Survey (Policy level) 

# of Chat Surveys 

Jet Promoter Score - LIES Survey 

2017 Forward- N/A; PRIOR TO 2017-ConsumerTrust score as measured by UHC's standard survey. Calculation: Q6:(Count(4+5 
Rating)/Total Survey Count)) - (Count (2+1 Rating)/Total Survey Count) 

Satisfaction with level of service provided by Advocate score as measured by UHC s LIES survey. Calculation: The average rating 
from the individual "Satisfaction" question applied to a 100% scale (019 = Thinking about the conversation you just had, overall, 
how satisfied are you with the level of service you received? Please use a scale of O to 10, where O means not at all satisfied and 
10 means completely satisfied.) 

Count of completed post-call Member surveys 

Chat survey score 

Chat surveys completed 

'olir" level) INTERNAL USE ONLY Promoters of UHC as measured by UHC's UES survey (Consumer's likelihood to recommend UHC to others) 

.; ion With Issue Resolution -
vc:S Survey (Policy level) 
INTERNAL USE ONLY Satisfaction issue was resolved as measured by UHC's LIES survey (Consumer's perception of resolution) 

Benefits Advocate Contacts % 
Break down of call volume by tier (as a percent of total calls). Calculation: Calls Offered (Benefit Advocate)/Totals calls offered to 
A4M skills 



Break down of call volume by tier (as a percent of total calls) . Calculation : Calls Offered (Health Advocate)/Totals calls offered to 
Health Advocate Contacts % A4M skills 

Break down of call volume by tier (as a percent of total calls) . Calculation : Calls Offered (Nurse Advocate)/Totals calls offered to 
Nurse Advocate Contacts % A4M skills 

Commitments Closed within TAT 
(%) Turn-around time for closed commitments. Calculation : Count (Commitments >O Days Over) I Count (Total Commitments) 

# of Appointments Scheduled 

% of Provider Decision Support 
Calls 

Shifts to in-network 

Shifts to Premium provider 

Direct Transfer Rate 

Transfers to Opium 

Transfers to Health Advocate 

Call Back Rate 

Engagement % (Policy Level) 

# of Internal Service Account 
Manager issues 

% of Internal Service Account 
Manager issues 

# of External Service Account 
Manager issues 

% of External Service Account 
Manager issues 

Call Types by Advocate Tier 

ER Utilization: ER Diversion 

ER Utilization : ER Vlslts/1000 

# of Reduced Gaps in Care 

Right Care 

Right Lifestyle 

Right Medication 

Right Provider 

Health Assessment Completion 
Rates 

myHCE Offered 

Total Membership 

Numerator: Count of appointments scheduled within !CUE Advisor 

Numerator: Count of confirmed opportunities with a Provider Shift in the Advocacy workbook in eVI.Denominator: Count of 
handled calls by all skills 

Numerator: Count of Provider Shifts - Count of Premium Provider Shifts .Denominator: Count of Provider Decision Support 

Numerator: Count of confirmed opportunities within a Premium Provider Shift within the Advocacy workbook in eVI.Denominator: 
Count of Provider Decision Support 

Number of direct transfer (excluding Opium AND Optum RX) as a percent of calls handled. 

Number of Opium transfers as a percent of calls handled. 

% of calls transferred to Health Advocates (using transfer skill) from Benefit Advocate & Nurse Advocate 

% of calls that did not result in a repeat call for the same issue within 36 hours 

% of engagements at the policy level. Engaged is defined as a Member is participating in an Opium program. 

Internal Service Account Manager issues 

% of Internal Service Account Manager issues 

External Service Account Manager issues 

% of External Service Account Manager issues 

Count of calls documented in ORS based on ORS calls category (call type), broken down by Advocate Tier (based on Functional 
Role Codes in HMAODM); excludes role codes "other" and "unknown". Includes Tier 1 (role code: BSN), Tier 2 (role code: HCN), 
Tier 3 (role code: CN) 

Count of callers with ER pre-intent (member intending to visit ER after call) to lower level of care recommendation (such as 
urgent care or MD's office) from Optum nurse by Month, Rolling 3 and Rolling 12 data. Rolling3/Rolling12 results are the average 
of the monthly results for that period . 

Count of ER Visits/1,000 members by Month, Rolling 3 and Rolling 12 data. Rolling3/Rolling12 results are the average of the . 
monthly results for that period. 

Sum of counts by month, rolling 3 and rolling 12 of gaps in care pillars below. Rolling3/Rolling12 results are the average of th-.. 
monthly results for that period. 

Count by month, rolling 3 and rolling 12 of Right Care gaps in care pillar from eVI. Rolling3/Rolling 12 results are the average of 
the monthly results for that period. 

Count by month, rolling 3 and rolling 12 of Right Lifestyle gaps in care pillar from eVI. Rolling3/Rolling12 results are the average of 
the monthly results for that period. 

Count by month, rolling 3 and rolling 12 of Right Medication gaps in care pillar from eVI. Rolling3/Rolling12 results are the 
average of the monthly results for that period. 

Count by month, rolling 3 and rolling 12 of Right Provider gaps in care pillar from eVI. Rolling3/Rolling12 results are the average of 
the monthly resu lts for that period. 

Count by month, Rolling 3 and Rolling 12 of completed Health Assessments completed from Rally/eHP (legacy Electronic Health 
Portal). Rolling3/Rolling12 results are the average of the monthly results for that period . 

# of calls from ORS where reason = ECRM (EST GUST RESPONSIBILITY) or HCCE (MYHL THCARE COST EST ASSIS ). 
Counts shown month over month, Rolling 3 and Rolling 12. Rolling3/Rolling12 results are the average of the monthly results for 
that period . 

Monthly Membership Counts by Policy Number 

onnecting Members With Resources 

% of Enrollments from Advocates 

% of Households Engaged 

Referrals Offered 

Referrals Accepted 

# of Enrollments from Advocates 

# of Unique Subscribers 

Enrollment is a measure of instances when a member agrees to participate in an Opium internal program. Numerator: Count of 
enrollments that occurred within 30 days of an accepted referral by Advocates. Denominator: Total enrollments in Opium internal 
programs; Enrollment measures include enrollments to Opium Programs (Internal) and do not include Programs with the label of 
"External" 

Numerator: count of DISTINCT subscribers with call contact, any clinical program contact e.g. Nurseline, Wellness, etc. 
Denominator: count of subscribers within policy;Rolling3/Rolling12 results are the average of the monthly results for that period. 

Program referrals documented in ICUE advocacy module. 

Program referrals documented in ICUE advocacy module with an outcome of "Accepted". 

Enrollment is a measure of instances when a member agrees to participate in an Opium clinical or wellness 
program.Numerator:Count of enrollments that occurred within 30 days of an accepted referral by Advocates. 

Numerator: count of subscribers with call contact, any clinical program contact e.g. Nurseline, Wellness. etc. 

Jwer Cost Alternative Opportunities Number of member contacts where the member has been identified for a lower cost alternative Opportunity 

Lower Cost Alternatives Offered Number of LCA call opportunities where a lower cost alternative discussion occurs 

Count of LCA call opportunities where the member has agreed to switch to the lower cost alternative or speak to their doctor about 
Lower Cost Alternatives Accepted the lower cost alternative 463 



. .. .....• 

Count of ORS "first calls" where the member had an open clinical case in iCUE at the time of the call. The program type code we 
are reporting for the ORS call is derived from the primary case of the first (case with the earliest open date) open case. 

# of Referrals Available Rolling3/Rolling12 results are the average of the monthly results for that period. 

Source of Referrals Count of source of referral categories 

Number of member contacts where the member has been identified for a pharmacy mail order Opportunity. Rolling3/Rolling12 
h,9 acy Mail Order Opportunities results are the average of the monthly results for that period . . 

Number of pharmacy mail order call opportunities where a pharmacy mail order discussion occurs. Rolling3/Rolling12 results are 
. . .. rmacy Mail Order Offered the average of the monthly results for that period . 

Count of pharmacy mail order call opportunities where the member has agreed to switch to pharmacy mail order to fill a 
Pharmacy Mail Order Accepted prescription . Rolling3/Rolling12 results are the average of the monthly results for that period. 

Count of preventive guideliness offered by advocates documented in ICUE system. Rolling3/Rolling12 results are the average of 
Preventive Guidelines Offered the monthly results for that period. 

Count of preventive screenings offered by advocates documented in ICUE system. Rolling3/Rolling12 results are the average of 
Preventive Screenings Offered the monthly results for that period. 

Enrollment is a measure of instances when a member agrees to participate in an Opium clinical program.Numerator:Count of 
enrollments that occurred within 30 days of an accepted referral by Advocates.Denominator:Total enrollments in Opium clinical 
programs. 
Clinical Programs include Case Management, Complex Medical Condition Programs, Disease Management, Healthy Back, 

% Clinical Enrollments from Pharmacy and Provider (does not include ""External"" Programs)" 
Advocates 

Enrollment is a measure of instances when a member agrees to participate in Treatment Decision Support.Numerator:Count of 
enrollments that occurred within 30 days of an accepted referral by Advocates.Denominator:Total enrollments in Treatment 
Decision Support. 

, TDS Enrollments from Advocates 

Enrollment is a measure of instances when a member agrees to participate in an Optum wellness program.Numerator:Count of 
enrollments that occurred within 30 days of an accepted referral by Advocates.Denominator:Total enrollments in Opium wellness 

% Wellness Enrollments from programs (does not include "External" Wellness Referrals) 
Advocates 

Nurseline Connections Nurseline Transfers 

ulti-Channel Touchpoints 

Secure e-mail Volume Received Total emails received from Members via myuhc.com 

Total Chats Handled Total completed chats per month 

SMS Texts Sent Count of SMS texts sent to members via Widget on ISET 

(erage Chat Wait Time Seconds in which chat is in queue 

Chat Back Rate 36 hour timeframe in which member has to chat back. 

:lick to Call Volume (Policy Level) Count of times Members are using Click to Call to make inquiry 

UnitedHealthcare'b Public Sector Scorecard - Customer Care Metrics 
l!MPL.OYl!R & INDIVIDUAL 

licy : Performance Period: January - 2018 to December - 201 
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UnitedHea.lthcare~ Public Sector Scorecard - Claim Metrics 
EM PLOVER & INDIVIDUAL 

olicy: Performance Period: January - 2018 to December - 2018 Chart 
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Public Sector Scorecard - Broker & Employer Metrics 
· Performance Period: January - 2018 to December - 201 ol1cy: 

Chart Key: Red line is the Blue line is the Selected Client 
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UnitedHealthcare~ 
l!MPLOYl!R .. INDMDUAL Public Sector Scorecard - PG Metrics 

I. Performance Period: January - 2018 to December o icy: -
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W UnitedHealthcare~ Public Sector Advocate4Me Scorecard - Month Over Month Metrics 
EMPLOYER & INDIVIDUAL 

licy Performance Period· January - 2018 to December - 201 

---=-~r~Roll1ng~-~1~r:/18-~~ la11;1~1-::-r::1~:1~, \t~~) 
Trend 0 0 0 0 0 0 0 

Trend 0 0 0 0 0 0 0 

Trend 0 0 0 0 0 0 0 0 

% of 
Enrollments Trend 23,06 % 27.79 % 27.54 % 23,18 % 1372 % 0 0 0 0 0 0 0 
Jm Advocates 

% of 
Households Trend 0 0 0 0 0 0 0 0 0 0 0 

Engaged 

Referrals 
Trend 499 132 170 141 56 0 0 0 0 0 0 0 Offered 

Referrals 
Trend 273 78 97 69 29 0 0 0 0 0 0 0 Accepted 

Case Management (CM) 159 61 8 B 2 2 4 15 29 29 26 23 12 

'.;MC-Bariatric Resource 
13 2 2 3 3 2 

Services 

Complex Medical 
Conditions (CMC) - 20 6 2 3 5 2 3 

Cancer 

Complex Medical 
Conditions (CMC) - 39 8 3 7 3 2 4 7 4 6 

Maternity 

1se Management 
25 3 4 3 2 2 3 2 5 3 (OM) 

Ex1ernal-Telemedicine 19 B 3 5 2 4 2 

~ealth Discount Program 13 4 2 2 

Treatment Decision 846 206 58 74 57 42 49 69 105 93 93 93 72 41 Support (TDS) 

Website B 2 3 2 

CMC - Congenital Heart 
Disease Resource 

Services 

CMG-Transplant 3 
Resource Services 

Ex1ernal-Lifestyle 
Management 

Benefit Cost Estimation 11 3 5 3 

CMG-Chronic Kidney 
Disease 

Access Support 

Ex1ernal - Behavioral 5 2 2 

Website Referral 6 2 3 2 

468 
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UnitedHmlthcare" 

ASO Funding/Banking Overview 
Central Banking 

2017 ASO Funding - Banking Operations 



Central Arrangement UnitedHealthcare" 

Central Banking Opportunities: 

• UnitedHealth Group (UHG) opens and maintains a benefits demand deposit bank account (ODA) at 
either JPMorgan Chase ("Chase") or Bank of America ("BOA") on behalf of the customer under 
UHG's tax ID to provide for the mechanics of charging and collecting claim liability. 

• Claim payments are disbursed from and clear through a UHG common zero balance (ZBA) check 
writing bank account at that same bank. 

• The ZBA is reimbursed from a UHG ODA (wash) at the end of every day, day 1 of customer liability 
not yet assigned. 

• The banks' daily feeds to UHG Treasury's CheckData system begin the reverse positive pay 
process (matches drafts 1 OOo/o to an issued record). 

• Once that process is completed, CheckData passes only the matched records to UHG Banking's 
self insured funding system (SIFS) that evening. 



"-- ____ / 

Central Arrangement 

Central Banking cont'd. 

) 
J 

UnitedHealthcare~ 
----------------------- -- - --- -----------

• An overnight batch process assigns liability to the correct customer's DOA (using benefits structure) 
and early the following morning, the UHG DOA is reimbursed from the various customer benefits 
DOA accounts at either bank. (In this same process all consolidated non-check/draft payments are 
assigned and reimbursed.) 

• Each customer is required to deposit and maintain a minimum "unassigned liability" balance in their 
benefits DOA (often referred to as an "imprest") to cover the Plan benefits payments the UHG DOA 
makes on the customer's behalf ( on day 1) before liability is assigned in the overnight process and 
UHG is reimbursed (on day 2). 

• The minimum balance is calculated by Underwriting based on anticipated value of claims, customer 
funding frequency (daily or weekly) funding method (wire or ACH) and financial condition. 
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'--
Minimum Maintained Balance 
Requirement UnitedHealthcare® 
~~ ~ - ~--~~~--~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~ 

Minimum Maintained Balance (Imprest): 

• The minimum mai_ntained balance is the amount of funds required to cover the cost of a customer's 
average daily claims between the time the funds are initially cleared and covered that day by the 
UHG (day 1 ), and the time it takes SIFS to assign liability to each customer, reimburse UHG from 
the benefits DOA (day 2), and receive reimbursement from each customer's corporate funding bank 
account into their benefits DOA. 

• Treasury's CheckData system performs the reverse positive pay to validate the presented claims, 
check for bank errors and perform fraud review before passing to SIFS. This reconciles each item 
to ensure only matched paid transactions are assigned to the customer DOA. 

• This minimum maintained balance flows out of the account as necessary to reimburse benefits 
payments and is replenished at the next call for funds; it is not held on "deposit". The funding 
advice demonstrates the depletion of available funds each day. 

• Assigning customer liability in SIFS is an overnight process that automatically accounts for one day 
of the minimum maintained balance calculation. ACH transactions require an extra day to settle 
between bank accounts thus customers remitting by ACH have an additional day added to their 
minimum balance calculation. 



Banking Reports UnitedHealthcare~ 

UnitedHealthcare produces reports listed below that provide documentation and audit trails to 
support the cashed/charged and outstanding claim activity on a daily and monthly basis. In 

addition, detailed data in CSV format are available the 
business day following charges to the bank account. 

Click on the titles to view samples of the various reports 

Notification of Amount of Request 

Charged Claim Activity Report 

MONTHLY FINANCIAL REPORTS 
Summary Report for Daily Transfer Evaluation I 

• Outstanding Report - Section 1 

Outstanding Report - Section 2 

Aged Outstanding with Stop Payment Placed 

MONTHLY STATISTICAL REPORTS 
Monthly Report of Net Charge 

Distdbution 

Detailed Report for Transfer Evaluation 

I 
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Notification of Amount of Request 
(Funding Notice/Advice) ~ UnitedHealthcare· 

A daily fax or email is automatically sent to customers to report the amount being 
charged against the customer DDA or request/advise of funding amounts due. 

TO: ~ING- CONTACT F"R.ar.4: ~E:D~TH G-R.~ 
F.AJC N"l:lll«BER.: (000) 000-0000 .AB5 
PHONE: (000) 000-0000 

NOTIFICATION OF .A:6.40Ul'l'T OF REQ=T FOR.: S.Ai...4PLE C ar.4P~ 

DA T:E: 200.5-08-03 R.EQ=T ~OUNT: $105,,854.21 

CUST CXl,.,mR. ID: 00000 123456 
C ONTR.ACT ~E:R.: 00123456 
B~ACCOUNT~: 047501234.5 
~ING-

.A.BA ~ER.: 021000021 
.A.D'ifICE F"REQUENCY: DAILY 

F"R.EQUE:N"CY: "w"EDNESDA Y ~TIAT OR;: UHG- :l>AETHOD: ACH BASIS: BALANCE 

CAL C~TION OF' R.EQ=T .Ab.dOUNT 
+ ENDING-B~ ACCOUNT ~,.1:; F"R.O:r.4 : 2005-08-02 
- R.EQUU's:ED BALANCE TO BE Jl.4AINT .A.INED: 

= UNDER. (O"VE:R.) DE:E:> OSIT: 

+ C~ DAY NET CHAR.G-:E: 
+~ING-.A.D.n:.JST~ S: 

ACTI'ifITY FOR. ~OR:K: DAY: 2000-08-02 

c=sT 
PL~ 
0001 
0002 

TOT.AL: 

CL.AD..4 
$105 854 21 
$ ' . 

$ 105 854 2 1 

R.EQ=T ~OUNT : 

N"ON" 
CL.AD..4 
$00.00 
$00.00 

$00.00 

'True :r-equ..est... ~h.as: bee2"l.. ~d. t.o your c:h:ei..s:e ~ B~ .P.£.courd... 
"',7,Te V<"ill ~ re~~ as ~J;:,r ~d. 

$200,.000.00 
$200J;JOOD0 

$ OODO 

$10.5 ~.54 . 2 1 
$ OODO 

$10.5 ~.54 .2 1 

N"ET 
C~G-E 
$ 105.854 21 
$ 

$105.85.1 21 

C:ELA.SE ~T ~ .A.BA 0:21000021 .ACCT 047.50 1234.5 

N"O T:E: IF -;,,-o= DO NOT REC~ T:EDS NOTIFICATION" :s-;,,- 9:30 EST, PLEASE C ON"T.A.CT 214:E. 

B~G- ~.AL ,:"'ST 
~TE:D~™ GE<c.O'UP 
~RISEB~G-
(999) 999-9999 



Notification of Amount of Request 
(Funding Notice/Advice) UnitedHealthcare" 

Unique banking 
system number 
used to assign 

suffixes for 
customer identified 

funding splits 

70 FT',._~~e.:G ~C:-rJ?-~h·-~T 
?..::....::~ ~-c""~-,-~ 1(00..0)10-0:."}--0:(J:)-=.): 

~HrJJ?: ... ~ (0:.•-0 ·1: ola-o-:!J~)•~ 

2:.::07~c..=...7~,3:~.; o~~ :~cu:_~.:-!: c1?F"-.£..-J:'...,.~L ~~c,~ 

~,...=.._ T:E: ::!:~)-.;): :i,.fJ-:i:: 33-

C ;_;$:Oleo~ rr• 11=.) :-J :J'S'IJ' 2. ~::;.-1,:;6 
c o ~rr 'Fr...F..<:.:.T ~:-v-c-.,'!E::e::;.:.. ..-::J~t ~~-.i. :i~ 

~t:i!<.,! ift-.:T'i'."E!:)~.LH ( ... ~Ri:1:_..7 

~=-
g_A_Zu~L :E: ,:.-l:1~,"!P ~.:"'!.::.'" 

~1:Jr'_~L h.!,~'!t:J r__n.-.:-r $ la:); =<:":::=;4 ~ L 

B~-r.:-c ri.C"COt~~-rr- ~~J:?-.,"!:BE'.:R <.:t4 ~:)') !: ~34,-:;.. .;.B:,..:,. ~~-/!E~~ tT~ t()r:) ()::::l"'..:t l. 

~"-"C°rr" n-.:: l(.;. .ri..C>-- -:._ .. 't C E F'"F'.2EQ r_,..~.; C: ":...:."' r::, ~ --.:~ 
:;:-:;;-,-..z,Q:~-==.:?-1: C -_:" ·._":_..-~•?-~C:•h-..:"' C?---"""ETt...;.T O~ r::;::. i_~!'.(.r ~-, !...:...L HOL• J-,i.t.::H E::A.$.-IS. B:ALA.?-~ :: E 

C .ri..L. C r._,,~"FIO?--:'. t(J?- P--E•~::JE,$..L ~,..:!OVi:.n-
.. U""~a-El--lG S:~.::K A ~-::c-:O=~-n-~ B:~.fi..t'..-CE ~ ... Oi:1,'! 2-(td),:i , C)-:'.~ , 0.::2: 

?-..,EQ?:_.~ .. S~.;;..::~c ~ TO B:E ?< 0~.::-r ~~::,. ! l- _.,.. Excludes current day net charge 
:..:..· ~;tj:-~Jo~ (()l~~): r;: .. £:i>QS-IT" 

... >:""..:-ZS.:::---~~~ ::;io,r.. ""'•'" it-f'E:"'r ( ::;H~~r::,;.E:; 
• ::--llo.Y-"?-~ .. a,-i:e,=. ~,. _~.5$-T?·~.;:-rs: 

L t-, . ;;::~ _.,.. 

P--Ec,tr:_rES-T ~, .'! ·c1:s:_t?-1L ~!.•J'.5 ~~;--& .2 i 

~ 4"".;TC'""i.-:-~~~ F'Q:R "1,."..J'"Q?Y. C::• A "'!~ :?~ t:1)'. ~:):.S.1..'JI ;!-

a:::r_fST 
:.e-L A.I: r 
l"lf"H"' ! 
0('10 ~ 

TLJLA.L 

•.:: L.f'..Cr>·"'t 

'$ 1Cl5.854 2 " 
s 

S :05 854 21 

t r1:- t- r 
•:.: t....P.rJ:r.,'t 
:$J:IO '~ 
"$.fj () -:.-:-, 

""'"f..00 00 

-rn..,... r'w.·~..L~"'."~ t.b....:'.Jr"!.i:="c;L n..-,.-:-,: P:,--:::z-.. d1,,....r;..7--:-:!i. it...:, :..-·~1 . .Jr IC..:1--L ~ -: l,-.• ~--..h...'"d:L~L E: ·a-~ 
•._'fl;._.. ... _ ".o:""""-U c:--=....&,.:..:=.,- r-1:.ZJJ:>9.,J:"'-:':~-..za..::... ..... -:-; ~·:--: ... _.-.... • .,..&.=-: ~,- c:.-::,::r,,..L•":'C..-=·.::1.. 
CH:A.SE:r .. 't...A.t-..f""F-Lfl...TT.f\..t".f A..E:..._ (C LO•:)OO:!: L 

~<·!-·,:~ 

tl"ET 
,:.~ HA..F'.. ,::;.E 

-:'f. "05 85L 2~ 
$ 

~~ CE 854 2! 

A.C.C:T 04 -Y~() L:.: 3-=to:) 

~r •J LE::: [:F' ~,.--orJ L••J t--r'OT E-'..:..£1".:: E:::r;."E:TE-CI:5 t--l'C)T~•-.::.A .. T[1.Jt-..f 13-:,:-•;A ::::() E:ST. pc_~:E: C:-Ot-r[".1-\...(:: T t....'££. 
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i....rt--.'I:P ~....t:3-E B A...t--O-:::n--r•::... 
(9 ·:'.l ·;t) .;;.-;.-;i .•;t•;)l.)•;i 

Sub-total 



"---
_____ ,, 

Charged Claim Activity Report - (Daily listing of claim 
charge activity by check/item and member/dependent) 

CHARGED CLAIM ACTIVITY 

CONTRACT PLAN BNK ACCT TRANS TRAN TRANS SER 
CUST ID NO ID NO DATE ID AMT DES CK/ITEM NO EE NAME DEP NAME EE SSN SUFFIX 

~ "00999999 "0001 '4444444-444 2008-04-01 '11020 47.10 ZZ "99999999W901 MADE UP EE NAME MADE UP OEP NAME XXX-XX-X:XXX A--

'9:9999999999 "oo999999 "0001 ~« 2008-04-01 "0020 31 .39 ll. "S999999999901 I.IAOE UP EE NAt.lE t.lADE UP DEP NAME XXX-XX-XXXX A 
'99999999999 "00999999 "0001 "44444444•4 2008--04-01 "0020 118.28 ll. '9999999999901 MADE UP EE NA.I.IE. MADE UP DEP NAME XXX-XX-XXXX A 
S9999999999 "oo999999 "0001 °444444444( 2008-04-01 "0020 71.75 ll. °9999999999901 MADE UP EE NAME MADE UP DEP NAME XXX-XX-XXXX A 
'99999999999 "00999999 "0001 "H444444H 2008-04-01 "0020 44.22 ll. '9999999999901 MADE UP EE NAME MADE UP DEP NAME XXX-XX-XXXX A 
'99999999999 "00999999 "0001 "444444 4 4 4< 2008-04-02 "0020 164 75 ll. '999999999$01 MADE UP EE NAME MADE UP OEP NAME XXX-XX-XXXX A 
ffi99999999 "00999999 "0001 "444444HH 2008-04-02 "0020 576.00 ll. '9999999999901 MAD£ UP EE NAME MADE UP DEP NAME XXX:-XX-XXXX A 
'99999999999 "00999999 "0001 "444~44H41 2008-04-02 'o020 154,83 ll. '9999999999901 MADE UP EE NAME MADE UP DEP NAME XXX-XX-XXXX A 
'999999s9999 "00999999 "0001 "444444H44 2008-04-02 "0020 149.77 ll. 'il.999999999901 MADE UP EE NAl,IE MADE UP DE? NAME XXX-X:X.-XXXX A 
'99999999999 'oo999999 "0001 "4444444444 2008-04-02 "0020 1423.13 ll. '9999999999901 r.tADE UP EE NAME MADE UPDEPNAME XXX-XX-XXXX A 
99999999999 "00999999 "0001 '4444444H4 2008-04-02 "0020 128.79 ll. ffl9999999901 MADE. UP EE NAME MADE UP DEP NAME XXX-XX-XXXX A 
'99999999999 "00999999 "0001 "444444.4444 2008-04-02 "0020 80.55 ll. '°9999999999901 1.IADE UP EE NAME I.IADE UP OEP NAI.IE XXX-XX-XXXX A 
99999999999 'oo999999 "0001 "UU44(444 2008-04-02 'o020 28,00 ll. "9999999999901 MADE. UP EE NAME MADE UP OEP NAME XXX-XX..XXXX A 
'99999999999 "00999999 "0001 "44¥444444 2008-04-02 "0020 5.50 ll. ,.9999999999901 MADE UP EE NAME MADE UP DEP NAJ.IE XXX-XX-XXXX A 
99999999999 "00999999 '11001 "4444444444 2008-04-03 "0020 57.07 ll. "9999S99999901 MADE UP EE NAME MADE UP DEP NAME XXX-XX-XXXX A 
~ "00999999 "0001 "444H44444 2008-04-03 "0020 12.44 ll. '9999999999901 MADE UP EE NAME MADE UP DEP NAME XXX-XX-XXXX A 
~ '()0999999 '"0001 "4444444444 2006-04-03 'oo20 86.99 ll. ~999999999901 I.IADE UP EE NAME MADE UP DEP NAJ.IE XXX-XX-XXXX A 
'99999999999 "oogggggg "0001 "HH444444 2oos.04-03 'oo20 155.85 ll. '99999999999o1 MADE UP EE NAME MADE UP DEP NAME XXX-XX-XXXX A 
°9999999s999 'oo999999 "0001 "4444HH44 2008-04-03 "0020 152.62 ll. "9999999999901 MADE UP EE NAt,IE !.!ADE UP DEP NAME XXX-XX-XXXX A 
S'9999999999 "00999999 "0001 "444444~ 444 2008-04-03 '11020 29.54 ll. ~ 1 MA.OE UP EE NAME MADE UP DEP NAME XXX-XX-XXXX A 
W999999999 '"00999999 "0001 "i44Ht'i444 2008-04-04 'o020 22.85 ll. "9999999999901 MADE UP EE NAME t.1ADE UP DEP NAME XXX-XX-XXXX A 
'99999999999 ,.00999999 "0001 "44,~444444 2008-04-04 "0020 29.13 ll. ,.9999999999901 J,IADE UP EE NAM'f f.lADE UP DEP NAME XXX-XX-XXXX A 
'99999999999 '"00999999 "0001 ~ 444444444 2008-04-04 "0020 33_53 ll. ,.9999999999901 l,IADi: UP EE NAME MADE UP OEP NAME XXX-XX..XXXX A 

W999999999 'oo999999 "0001 "4444444444 2008-04-04 "0020 75.00 ll. "9999999999901 MADE UP EE NAME MADE UP DEP NAME XXX-XX-XXXX A 
'99999999999 'oo999999 "0001 "44HH4444 2008-04-07 "0020 29.13 ll. "999s999999901 MADE UP EE NAME MADE UP DEP NAI.IE XXX-XX-XXXX A 
W9m99999 "00999999 "0001 "4444444444 2008-04-07 "0020 38 44 ll. '999W99999901 MADE UP EE NAME MADE UP DEP NAME XXX-XX-XXXX A 
'99399999999 '110999999 "0001 "144 444444 4 2008-04-07 "0020 26,00 ll. ~999901 MADE UP EE NAME MADE UP DEP NAME XXX-XX-XXXX A 
'99999999999 'oo999999 '11001 "4444444444 2008-04-07 "0020 1 0 50 ll. "9999999399901 MADE UP EE NAME MADE UP DEP NAME XX.X-XX-XXXX A 
'99999999999 'oo999999 "0001 "4444444144 2008-04-08 "0020 5.48 ll. '9999999999901 MADE UP EE NAME MADE UP DEP NAME XXX-XX-XXXX A 
'99999999999 'oo999999 "0001 ".;444444444 2008-04-08 "0020 220_55 ll. "9999999999901 MADE UP EE NAME MADE UP DEP NAME XXX-XX..}OO(X A 
~ "00999999 "0001 "4444444444 2008-04-08 "0020 139.14 ll. "999991,9999901 MADE UPEE NAME MADE UP DEP NAME XXX-XX-XXXX A 

t UnitedHealthcare 

CLM 
ACCT ISSUE WORK ST SOURCE SOURCE BOOK 

NO DATE DOS DATE CD CD DATE MONTH 
"001 2008-03-19 2008-02-07 2008-03-31 PLT 2008-03-31 '200804 
"033 2008-03-20 2008-02-25. 2008--03-31 PLT 2008-03-31 '200804 
"001 2008--03-21 2008--03-10 2008-03-31 PLT 2008-03-31 '200804 
"001 2008--03-21 2008-03-17 2008-03-31 PLT 2008-03-31 '200804 
'1101 2008--03-26 2008--03-14 2008-03-31 °34 PLT 200S.03-31 '20 0804 
"061 2008-03-20 2008--02-11 2008-04-01 PLT 20-08-04-01 '200804 
"029 2008-03-20 2008--01-16 2008-04-01 PLT 2008-04-01 '200804 
"025 2008-03-21 2008-03-12 2008--04-01 PLT 2003-04-01 '2ooso.: 

'oo9 2008-03-24 2008-03-14 2008-04-01 PLT 2008-04-01 '200804 
'1161 2008-03-24 2008-01-18 2008-04-01 PLT 2008-04-01 '200804 
"021 2008-03-24 2008-03-16 2008-04-01 PLT 2008-04-01 '200804 
"001 200S.03-2S 2008-03-22 2008-04--01 PLT 2003-04-01 '200804 
"053 2008-03-25 2008-03-17 2008-04-01 PLT 2008-04-01 '200804 
"001 2008-03-26 2008-03-13 2008-04-01 °34 PLT 2008-04-01 '20 0804 
"067 2008-03-13 200S..02-28 2008-04-02 PLT 2008-04'02 '200804 
"025 2008-03-14 2008-03-04 2008-04-02 PLT 2008-04-02 '200804 
"001 2008-03-21 2008-02-15 2008--04-02 PLT 2008-04-02 '20 0804 
"017 2008-03-24 2008-02-18 2008--04-02 PLT 2008-04-02 '200804 
'o53 200~03-24 2008-03-17 2008-04-02 PLT 2008-04-02 'i00804 

'o17 2008--03-24 2008-03-13 2008--04-02~ PLT 2008-04-02 '20 0804 
"001 2008-03-25 2008-03-18 2008-04-03 PLT 2008-04-03 '20-0804 

'o25 2008-03-26 2008-03-19 2008-()4-03 PLT 2008-04-03 '200804 
"069 2008-0l-27 2008-03-11 2008-04-03 PLT 2008-04-03 '200804 
"029 2008-03-27 2008-03-08 2008-04-03 "34 PL T 2008-04-03 '200804 
"067 2008-03-27 2008-03-17 2008-04-04 PLT 2008-04-04 '20 0804 
"029 2008-03-27 2008-03-20 2008-04-04 PLT 2008-04-04 '20 0804 
"025 2008--03-28 2008-03-07 2008-04-04 PLT 2008--04-04 '200804 
"025 2008-03-28 2008-03-07 2008--04-04 "09 PLT 2008-04-04 '200804 
"061 2008-03-12 2008-01-14 2008--04-07 PLT 2008-04-07 '20 0804 
"045 2008-03-25 2008-03-11 2008-04-07 PLT 2008-04-07 '200804 
"001 2008-03-26 2008-03-18 2008-04-07 PLT 2008-04-07 '200804 

Detailed Instructions for Accessing and Utilizing the Charged 
Claim Activity Report. 

~~ "CJ 
Char-ged Claim 

Activity Overview 



Summary Report for Daily Transfer 
Evaluation I United.Healthcare" 

Displays the claim activities for each bank day in a calendar month 

P.\GEOI 

BANK ACCOUNT NO: 0123456789 

AC COUNT NAME : ABC C OHP .ANY 

CONTRA.CT NOS: 00111111 

BNl{ WPK CONTRACT GUST 
DAY DAY NUIIBER PLAN - -
03 31 111111 0001 

** TOTAL FOR DAY** 

04 03 111111 0001 
** TOTAL FOR DAY** 

05 04 111111 0001 
** TOTAL FOR DAY** 

*** TOT AL FOR MONTH *** 

SUMMARY REPORT FOR DAILY TRANSFER EVALLIATION 

BANK ACC DUNT CHARGES 
PAID/ISS NON-DRAFT 

CHECKS/DRAFTS ADJUSTMENTS CLAIM TOTAL 
2637. 37 
2637. 37 

2937. 31 
2937. 31 

1579. 67 
1579. 67 

56467. 49 

0. 00 
0.00 

0.00 
0.00 

0. 00 
0. 00 

9519. 34 

2637.37 
2637.37 

2937. 31 
2937. 31 

1579.67 
1579.67 

65986. 83 

POLI CY HONTH:2000-0l 

CUSTOMER ID: llllll 

DAILY NON-CLAill: NET CHARGE AMOUNT 
OBLIGA.TION ACTIVITY TO BANK ACCNT OF REQUEST 

2637 .37 0. 00 2637. 37 0.00 
2637. 37 0. 00 2637.37 0.00 

2937 .31 0. 00 2937. 31 0. 00 
2937 .31 0. 00 2937. 31 0.00 

1579. 67 0. 00 1579. 67 0.00 
1579.67 0.00 1579.67 0.00 

65986.83 166. 64 66153. 47 58605. 61 



\.._ ....__ _,, 

Summary Report for Daily Transfer 
UnitedHealthcare~ Evaluation 

PAGEOI SUMMARY REPORT FOR DAILY TRANSFER EVALUATIO~ 

I BANK ACCOUNT NO: 0123456789 r • Benefit bank account number established at Chase or Bank of America 

AC COUNT NAME: ABC C OHP ANY' 

CONTPACT NOS: 00111111 

,. 
" 

- - - - PAID/ISS 
I CHECKS/DRAFTS 

• 3 111111 0 01 ~ 3?. 3? 0. 00 2~3?.37 
Date claim is charged I* TOTAL FOR DAY 1** * 3?. 3? 0. 00 2~37. 37 

to the benefit bank I I I I 

account OJ 111111 oeo1 J93?.31 I 0. 00 2:)37.31 
** TOTAL FOR DAY I** j 937_ 31 I 0. 00 2:137. 31 
I I I I I 

Date when claim is ~ S Of 111111 Oi Ol .lp?9.6? I 0. 00 l p 9.67 
presented for payment - - ** TOTAL FOR DAY! ** ]lS79.6? I 0. 00 l p 9.67 

I I 
~ 519. 34 

I 
*** TOTAL FOR MONTH 1** .:t5 467. 49 6~ 86.83 

Unique banking system number used to ~- - _: 
I •cash Sum of Paid 

assign suffixes for customer identified I Checks/lss activities not 
funding splits I Drafts and disbursed as I Non-Draft checks/drafts I Adjustments 
Cashed claims ~ ------- J columns 

* RX/prescriptions, Dental, Vision, NY state surcharge, Personal refund, EFT payments, 31 % withholding 

** Billing transactions, MA state surcharge, NY state assessment 

POLICY HONTH:2000-0l 

I cus TOHER ID: l ll lll r-- Banking ID that allows multiple 
contracts to be tagged to the 
bank account 

DAILY 
OBLIG.\TION 

26137.37 
26~7.37 

I 
29p7.31 
29f7.31 

1Sf 9. 67 
15 9. 67 

I 
6'986. 83 

Total claims 
charged; 
equals to 
the Claim 

Total 
column 

NON-CI.A.Ill 
ACTIVITi 

0. 0 
o. do 

I 
O. IJO 
0. 1]0 

I o. qo 
0. CWJ 

I 
1+6. 64 

**Account 
activities not 

related to 
cashed claims 

KT CHARGE 
BANK Acnrr 

IOUNT 
OFI REQUEST 

2637. 37 
2637. j7 

I 
2937. 11 
2937. 11 

I 
1579. tj7 
1579. E,7 

I 
66 ,¥3. 4? 

Sum of Daily 
Obligation 
and Non

Claim Activity 
columns 

0. 00 
0.00 

0.00 
0.00 

0. 00 I 
0. 00 I 

' 5860 SY61 
Amounts 
requested 
on funding 
day; will 
equal the 
Funding 
Notice's 
Request 
Amount 
section, 
but does 

not reflect 
actual 
deposit 



Outstanding Report - Section 1 UnitedHealthcare* 

Section 1 - Lists drafts less than 90 days old that have not cashed. A search letter 
is sent for the outstanding items that are greater than 6 months from issue date, 
requesting payee to respond if a replacement check is needed. 

OUTSTANDING UNASSIGNED LIABILITY REPORT 
CONTRACT HOLDER NAME: HEALTH REINSURANCE ASSOC. 
THROUGH: 12/2008 

CUSTOMER PLN: 2482 
CHECK ITEM NBR CLAIM 

SEQ# 

Q5 00028353330 00001 
VT 00043517420 00002 
VT 00043517580 00001 

VT 00043515910 00002 
VT 00043515970 00002 
VT 00043516760 00001 
VT 00043517710 00001 
Q5 00028354090 00001 
VT 00043515970 00004 
VT 00043516600 00001 
VT 00043049250 00002 
VT 00043054730 00001 
VT 00043058580 00001 

AMOUNT ISSUE DATE 

$107.29 2008-12-31 
$164.00 2008-12-31 

$49.40 2008-12-31 
$33.03 2008-12-31 
$22.45 2008-12-31 
$75.11 2008-12-31 

$2,698.45 2008-12-31 
$370.97 2008-12-31 

$1,109.38 2008-12-31 
$49.40 2008-12-31 
$19.40 2008-12-30 
$84.53 2008-12-30 

$49.40 2008-12-30 

CHECK ITEM NBR CLAIM 
SEQ# 

VT 00043512060 00001 
VT 00043517420 00003 
VT 00043518400 00001 
VT 00043515910 00003 
VT 00043515970 00003 
VT 00043516820 00001 
VT 00043546370 00001 
VT 00043479810 00001 
VT 00043515970 00005 
VT 00043516600 00002 
VT 00043054420 00001 
VT 00043055460 00001 

VT 00043058680 00001 

AMOUNT 

$ 52. 2 1 
$126.76 

$26.47 
$27.43 
$33.67 
$49. 68 
$27.43 

$150.00 
$70.15 
$27.43 

$604.88 
$59.80 

$125.68 

RUNDATE: 2009-01-02 
CONTRACT NUMBER: 00250 : 

ISSUE DATE 

2008-12-31 
2008-12-31 
2008-12-31 

2008-12-31 
2008-12-31 
2008-12-31 
2008-12-31 
2008-12-31 
2008-12-31 
2008-12-31 
2008-12-30 
2008-12-30 
2008-12-30 



\.......... 

Outstanding Report - Section 1 UnitedHealthcare® 

Unique banking 
system number 
used to assign 

suffixes for 
customer 
identified 

funding splits 

Alpha numeric 
series designator 
code plus a 10-

digit check 
number assigned 

to the issued 
claim draft 

Claim 
component 

Amount of 
issued claim 

draft 

OUTSTANDING UNASSIGNED 
CONTRACT HOLDER NAME: HEALTH REINSURANCE ASSOC. 
THROUGH: 12/2008 

LIABILITY REPORT 
r------- -{ 
I 
I 

RUNDATE: 2009-01-02 
CONTRACT NUMBER: 00250f 

yrssUE DATE I -• Issued drafts that have not cashed in 90 days 
I~EM NBR l~LA~M I CHECK ITEM NBR CLAIM 

-EQ # 
I 

SEQ# 

Q5 0002~353330 00061 $107 .129 ~2-31 VT 00043512060 00001 $ 52. 21 2008-12-31 
T 0004~517420 ooo b2 $164 ~00 2-31 VT 00043517420 00003 $126.76 2008-12-31 
T 0004~517580 ooo b1 $49 , 40 2008- p -31 VT 00043518400 00001 $26.47 2008-12-31 

T 0004l 515910 000~2 $33 103 2008- ~2-31 VT 00043515910 00003 $27.43 2008-12-31 
0004 515970 000 2 $22 145 2008- ~2-31 VT 00043515970 00003 $ 3 3. 67 2008-12-31 
00043516760 ooop1 $75 ~11 2008- l 2-31 VT 00043516820 00001 $49.68 2008-12-31 

T 00043517710 ooop1 $2,698 ~45 2008- 12-31 VT 00043546370 00001 $27.43 2008-12-31 
5 00028354090 ooop1 $370 J97 2008- 12-31 VT 00043479810 00001 $150.00 2008-12-31 
T 00043515970 OOOD4 $1,109 J38 2008- 12-31 VT 00043515970 00005 $70.15 2008-12-31 

00043516600 00001 $49 J40 2008- 12 -31 VT 00043516600 00002 $27.43 2008-12-31 
VT 00043049250 OOOD2 $19 .1 40 2008- h -30 VT 00043054420 00001 $604.88 2008-12-30 
VT 00043054730 00001 $84 .'53 2008- l 2-30 VT 00043055460 00001 $59.80 2008-12-30 
VT 00043058580 ooob1 $49 .140 2008- {2-30 VT 00043058680 00001 $12 5. 68 2008-12-30 

--------- ' I 
I 
I 
I 
I 

-------- ------- - -J I 
I 
I 

Date claim 
draft was 

issued 

----~-~~---~-----------· 
I· 

Total number of issutd claim drafts that 
have not cashed in 90 days 

Sum of of issued claim drafts that have 
not cashed in 90 days 



Outstanding Report - Section 2 ~ UnitedHe,althcare 

Section 2 - Lists members and affected draft items greater than 90 days old that 
have not cashed. A search letter is sent to the payee for any outstanding check 
greater than 6 months from issue date, requesting payee to respond if a 
replacement check is needed. 

OUTSTANDING UNASSIGNED LIABILITY ~EPORT 
CONTRACT HOLDER NAME: HEALTH REINSURANCE ASSOC. 

RUNDATE: 2009-01-02 (OC4) 
CONTRACT NUMBER: 00799972 

THROUGH: 12/2008 

CUSTOMER PLN: 0649 
CHECK ITEM NBR CLAIM EMPLOYEE NAME 

SEQ# 
JEPENDENT NAME EMPLOYEE NO 

VR 00077896450 00001 BARBARA DEGEOFROY BARBARA DEGEOFROY XXX- XX-XXX X 
VR 00077896440 00001 KATHRYN MICATI KATHRYN MICATI XXX- XX-)(XXX 
VR 00077896450 00001 HAROLD PURKEY DONNA XXX-XX-XXX X 
Q5 00023411170 00001 CHRISTINA RENEHAN CHRISTINA RENEHAN xxx-xx-xxxx 
Q5 00023411170 00002 CHRISTINA RENEHAN CHRISTINA RENEHAN xxx-xx-xxxx 
Q5 00022257320 00001 ARTHUR ST LAURENT ARTHUR ST LAURENT XXX- XX-XXX X 
VR 00048719050 00001 PATRICK TREBAT PATRICK TRE8AT XXX- XX-XXXX 
VR 00045411920 00001 JESSICA MCGREEVY JESSICA MCGREEVY XXX- XX-XXX X 
VR 00044838230 00001 LARAINE SALM LARAINE SALM XXX- XX-XXXX 
Q5 00018372430 00001 THOMAS JOHNSON THOMAS JOHNSON XXX- XX- XXX X 
Q5 00018372430 00002 THOMAS JOHNSON THOMAS JOHNSON XXX- XX-XX XX 
VR 00029169800 00001 JESSICA MCGREEVY JESSICA MCGREEVY XXX- XX-XXX X 
VR 00023771090 00001 JESSICA MCGREEVY JESSICA MCGREEVY XXX- XX-XXXX 
Q5 00013506580 00001 JESSE TENNEY JESSE TENNEY xxx-xx-xxxx 
Q5 00013506580 00002 JESSE TENNEY JESSE TENNEY XXX-XX-XXXX 
Q5 00013125170 00001 CHARLES KLEIN CHARLES KLEIN XXX- XX-XXX X 
QS 00012548810 00001 SUSAN ELIA SUSAN ELIA XXX-XX-XXX X 
Q5 00011797340 00001 SUSAN ELIA SUSAN ELIA XXX- XX-XXX X 
Q5 00011797340 00002 SUSAN ELIA SUSAN ELIA XXX-XX-XXX X 
NUMBER OF CHECKS GREATER THAN 90 DAYS: 23 GREATER THAN 90 DAYS 
NUMBER OF CHECKS FOR CONTRACT AND PLAN: 529 TOTAL FOR CONTRACT NUMBER 00799972 AND CUSTOMER PLAN: 0649 
SEARCH LETTERS HAVE BEEN SENT FOR THE OUTSTANDING ITEMS THAT ARE GREATER THAN 6 MONTHS FROM ISSUE DATE 

AMOUNT ISSUE DATE 

$409.60 2008-07-29 
$34.66 2008-07-29 
$43.33 2008-07-29 

$250.58 2008-07-22 
$191. 70 2008-07-22 
$46.69 2008-06-23 
$55.73 2008-0 5-12 

$480.00 2008-0 5-02 
$108.00 2008-0 5-01 

$33.25 2008-04-09 
$39.11 2008-04-09 

$480.00 2008-03-21 
$106.82 2008-03-07 

$50.40 2008-01-21 
$151.20 2008-01-21 

$34.08 2008-01-15 
$102.00 2007-12-28 
$102.00 2007-12-03 
$102.00 2007-12-03 

2,881.18 
162,916.72 



\._ ,_,, 

Outstanding Report - Section 2 UnitedHealthcare" 

Alpha numeric 
series 

designator 
code plus a 

10-digit check 
number 

assigned to 
the issued 
claim daft 

Claim component 

Subscriber name 

Subscriber's 
dependent 

OUTSTANDING UNASSIGNED LIABILITY REPORT 
CONTRACT HOLDER NAME: HEALTH REINSURANCE ASSOC. 
THROUGH: 12/2008 

EMPLOYEE NAME I I DEPENDENT NAME I 

VR 00077896450 00~01 BARBAR~ DEGEOFROY BARBAR.Al DEGEOFROY 
VR 00077896440 00001 KATHRY~ MICATI KATHRYr, MICATI 
VR 00077896450 00001 HAROLD I PURKEY DONNA I 
Q5 00023411170 00001 CHRIST:tlA RENEHAN CHRISTINA RENEHAN 
Q5 00023411170 00002 CHRIST itlJA RENEHAN CHRISTINA RENEHAN 
Q5 00022257320 00~01 ARTHUR I ST LAURENT ARTHUR I ST LAURENT 

:OQQ.4 [Zll.Q ~ ll() ~01 PATRICl1 TREBAT PATRIC K! TREBAT 
00045411920 00001 JESSIC4 MCGREEVY J ESSIC/11 MCGREEVY 

'
1R 00044838230 00001 LARAIN Ej SALM LARA! NE! SALM 

ii0018"7N 3t' ~~ - f?i~ JOHNSON JOHNSON 

RUNDATE: 2009-01-02 (OC4) 
CONTRACT NUMBER: 00799972 

I EMPLOYEE NO I 
1 

AM~UNT
1 1

ISSUE DATE' Date the claim 
draft was issued 

xxx-xJ-xxxx $40t 60 2008-07-29 
xxx-xJ-xxxx $34.66 2008-07-29 
xxx-xl-xxxx $4 ) .33 2008-0~ Amount of issued 
xxx-d -xxxx $25 0".'"58 °L008:0 - I. claim 
xxx-xt-xxxx $191. 70 2008-07-22 
xxx-xt-xxxx $46. 69 2008-06-23 
XXX-Xl -XXXX $55. 73 2008-05-12 
XXX-Xl -XXXX $480.00 2008-05-02 Subscriber's 
xxx-xr-xxxx $108.00 2008-05-01 Social xxx-xr-xxxx $33.25 2008-04-09 THOMAS 1 

5 00018372430 00002 THOMAS JOHNSON THOMAS I JOHNSON xxx-x:a::.-:"':a.:a:. ___ $.3 U l.. ..20J:l8.D4.::.0~ ~ Security 
number or VR 00029169800 00001 JESSICA MCGREEVY JESSICfli MCGREEVY xxx-xx-xxxx $480.00 2008-03-21 

VR 00023771090 00001 JESSICA MCGREEVY JESSIC..0, MCGREEVY xxx-xx-xxxx $106.82 2008-03-07 employee 
Q5 .Q.OQ13.il)qi8Q.. 0.QOQl _ 1'5~ __ T,EN~Y- ________ J~5"- .a TENNEY xxx-xx-xxxx $50.40 2008-01-21 alternate ID 
Q5 00013506580 00002 JESSE TENNEY JESSE TENNEY xxx-xx-xxxx $151. 20 2008-01-21 
Q5 00013125170 00001 CHARLES KLEIN CHARLES KLEIN xxx-xx-xxxx $34.08 2008-01-15 
Q5 00012548810 00001 SUSAN ELIA SUSAN ELIA xxx-xx-xxxx $102.00 2007-12-28 
Q5 00011797340 00001 SUSAN ELIA SUSAN ELIA xxx-xx-xxxx $102.00 2007-12-03 
Q5 00011797340 00002 SUSAN ELIA SUSAN ELIA xxx-xx-xxxx $102.00 2007-12-03 

! NUMBER OF CHECKS GREATER THAN 90 DAYS: ! i t 3 ~GREATER THAN 90 DAYS i 2,881.18 
NUMBER OF CHECKS HOR CONTRACT AND PLAN: 529 TOTAL FOR r oNTRACT NUMBER 00799972 AND CUSTOMER PLAN: 0649: 162,916.72 
SEARCH LETTERS HA'iiE BEEN SENT FOR TIIE OUTSTANDING ITEMS 'I'Ht\T ARE GREATER THAN 6 1:IONTH.<i FROM ISSUE DATE 

I I 
I I 
T T 

Total number of issued claim drafts that 
have not cashed in over 90 days 

Sum of issued claim drafts that have not 
cashed in 90 over days 



Aged Outstanding Report with Stop Payment 
Placed ~ UnitedHealthcare 

Details in-house stop payments automatically placed on items that remain uncashed 
12 months from issuance. The aged items are reported to the customer to include in 
their unclaimed property filinglescheatment process. 

PAGE 01 
CUSTOMER NUMBER: 00001799972 
CONTRACT NUMBER: 00799972 

AGED OUTSTANDING WITH STOP PAYMENT PLACED - CF 

CUSTOMER NAME: HEALTH REINSURANCE ASSOC. 

0(8 REPORT DATE 2009-01-02 

MONTH OF 2008-12 
CUSTOMER PLAN 0649 

CHECK CLAIM AMOUNT 
ITEM NBR SEQ# 

Q50000011472880 00001 102.00 

Q50000011472880 00002 102.00 

Q50000011676280 00001 80. 59 

VQ0000070544620 00001 66.99 

VQ0000076036220 00001 92.87 

ISSUE 
DATE 

EMPLOYEE 
NAME 

2007-11-21 SUSAN 

2007-11-21 SUSAN 

2007-11-28 HOLLY 

2007-11-14 ELISABETH 

ELIA 

ELIA 

PAINE 

BABCOCK 

2007-11-29 GLORIA KING 

VQ0000076063640 00001 19.61 2007-11-29 PETER LOPATI N 

~~TOTAL~~ 464.06 FOR CUST PLAN# 0649 
DUE DILIGENCE AND FILI NG OF UNCLAIMED PROPERTY IS CUSTOMER RESPONSIBILITY 

EMPLOYEE 
NBR 

xxx-xx-xxxx 

PAYEE NAME 
& ADDRESS 

SUSAN 
Address 

ELIA 

city, state 
XXX-XX-XXXX SUSAN ELIA 

Address 
city, state 

XXX-XX-XXXX HOLLY PAI NE 
Address 
city, state 

CT068300000 

CT068300000 

CT067160000 
XXX-XX-XXXX MARYE ARDEN-CORDONE MD LLC 

Address 
city, state CT069050000 

XXX-XX-XXXX RATCHFORD EYE CENTER LLC 

Address 
city, state 

XXX-XX-XXXX ROGER HARRIS 

Address 
city, state 

CT060520000 

NY106010000 



A'ged Outstanding Report with Stop 
Payment Placed @ UnitedHealthcare' 

\.GFD Ot"T'iT \ \ i)!;-.c \\Tfl-·-j STOP p1, Yvff'\ T PLACED 

!CUSTOHEP. NUHBER: 00001799972 ! • Banking ID that allows multiple contracts to be tagged to the bank account 

CONT PACT NUHBER: 00799972 CUSTOMEP. NAME: HEALTH REINS'UUE ASSOC. MONTH OF 2008-12 
CUSTOMER PLAN : 0649-+ Unique banking system number used to assign suffixes for customer identified funding splits 

Alpha numeric 
series designator 
code plus a 10 

digit check 
number 

assigned to the 
issued claim 

draft 

Claim component 

Amount of 
issued claim 

draft 

Date claim draft 
was issued 

CHECK 
ITEM NBR 

CLAIM I I AMOU tolTI I ISSUE 
SEQ # DATE 

EMPLOYEE 
NAME 

~ OQ0~011472880 00&01 
I 
I 

Q50000011472880 00102 
I 
I 

Q50000011676280 00 j01 

VQ0000070544620 00001 

1/Q0000076036220 00001 

102.00 
I 
I 

lOJ.00 
I 
I 

8~. 59 
I 

6~.99 

20~7-11-21 SUS~ ELIA 
I I 
I I 

2017-11-21 SUSAI ELIA 
I I 
I I 

20~7-11-28 HOLLY PAINE 
I I 

20~7-11-14 ELis}BETH BABCOCK 
I 
I I 

92.87 20~7-11-29 GLORfA KING 
I I 

EMPLOYEE 
NBR 

PAYEE NAME 
& ADDRESS 

Xx:1. -XX-XXXX SUSANI ELIA 
I Addrel s 

city, LStat-e- - - -cf86&3eeoeo • 
xxJ-xx-xxxx SUSAN ELIA 

I Address 
1 city, state CT068300000 

xx1-xx-xxxx HOLLY PAINE 
1 Address 
1 city, state cT067160000 

xx~ x~ X~ MAR'I-E """'Ret!Ke!l.B8NE- M9 l±C- - ... 

Address 
city, state CT069050000 

XXX-XX-XXXX RATCHFORD EYE CENTER LLC 

Provider Name 
& Address 

Subscriber's 
social security 

number or 
employer 

alternate ID 

______________ J I ~ddrDCC 
- - - - - - - - - - - - - - - - - ! ity:State - - cT0605 200Dt _____ ___. 

VQ0000076063640 00001 19. 61 2007-11-29 PETER LOPATIN XXX-XX-XXXX ROGER HARRIS 

Subscriber name 

11 *- TOTAL 1/1( I 464. 06 FOR CUST PLAN # 0649 
DUE Di h GENCE AND FILING OF UNCLAIMED PROPERTY IS CUSTOMER RESPONSIBILITY 

I 

+ 
Sum of in-house stops 

Address 
city, state NY106010000 



Issue/Cashed Reconciliation Report UnitedHealthcare" 

Displays the issued claim payment items vs. cashed items in a policy month 

MONTHLY ISSUED / CASHED RECONCIL I ATION FOR MO NTH OF 12-2008 PAGE: 
CUSTOMER: AMERICAN BUREAU OF SHIPPI CUSTOMER I D: 00000002284 CONTRACT NBR: 00190646 

% 

PRIOR MONTH ACTUAL OUTSTANDING: 96,171.00 
CURRENT MONTH: 
ISSUED: 

ISSUED CHECKS / DRAFTS 
NON-DRAFTS 

STOPS / VOIDS 
PURGES 

NONCLAIM SUR & ASSESMNTS 

(+) 
(+) 
( - ) 
(-): 
(+): 

NET CLAIMS 
CASHED: 

PAID CHECKS / DRAFTS 
wup & L 

NON-DRAFTS 
NONCLAIM SUR & ASSESMNTS 

(+) 
(+) 
(+) 
(+) 

TOTAL CLAIMS 
CALCULATED OUTSTANDING: 

CALCUATED 0/S 
NON-DRAFT TIMING DIFF 

SUR & ASSESS TIMING DIFF 

(+) 
(-) 
( - ) 

AD~USTED CALCULATED 0 / S 
ACTUAL OUTSTANDING 

A DIFFERENCE 

~NG. ~o~ 1n cvrren~ mon 

n 

r.O""C" 1 r, prwv1 ov~ 

l"'O~ 1n 9rn,,,,,,10'U-.. 

n v'\ov 

402,070.26 
893,233.05 

1,608.95 
158. 74 
461. 4 5 

3 5 8,818.85 
0.00 

773,323.60 
461. 4 5 

257,564.17 
119,909.45 

0.00 

1~,ue dnd p•id ~mouncs 1~ si.oo or ,~~~ . 

MONTHLY' li::ECON::ILXATION DETAIL ,::"Oil MONTH Of° 12-2.00S 

1,293,997.07 

1,132,603.90 

137,654.72 
168,898.10 

-31,243.38 

~. 9'~0. 00 

0~00 

i. 41'k 00 

-1 .. 22'-B~ OC• 

-:;,~.oc, 

(). Q<, 

-34, ~l.~. );8 

o. 00 

-31.243 .. >S: 
Pp,,G..£ : 2 

CuSTOMEP: : AME~:tCAN B-uREAU <.,,,F" SttI. P'Pl: C USTC...Efil: J: C,: 0000000:.2 2S4 CONTfj . .A/'.::..T INBP! : 00190ir..,.4~ CUSTOMLP. PLAM: l287 

1 
CUSTOMER PLAN: 5287 

S.R:-S: CH-.;: I TCM N8R CLM S~ NB9. I SS.UC OATC T~S OAT&;: PA.I OP. OUTS. .l: 5-SUCD ~T. VO:t~ AMT- STOP AMT. Pu~GC AMT . 
,-._RIP 

PAl:D .AMT. 
c,_ 00 
0.00 

340_ 1("; 
407.55 

0.00-

c,iuTS.. AMT . 
o .. ac ~ OQ-0001~97821 O-OOU1 20~8~0"9-17 2008-12~02 0.00 0.00 

~1 00-000232'71..431 •>000.2 2'008-l..1.-26 2'0~-12-31 0.00 0.00 
R1 00000~3~7V761 0-0003 2ooa-~1-26 ~OOS- L? - 0~ 0.00 0.00 
R1 oo~oo~~~7o76~ 0-000~ ~008-~1-~6 200:e-~~-o~ o.oa o.ou 
L-"'. oo-ooo7<:>S3Eo>~l.1 o,;;,o,;,:i. 2oos-1.0-:;-;, :'00-8-L:O-o~ ,;,.oo o.oo 
L.,,.. <>00(,004,:,53511. o,;;,ooi 2oos--1:i-:-4 .-oo>3-J1-2:<:i ~.,;,so. oo o. oo 
v.. 00-0000'>~47031. 0-000~ 2006-11-26 .'Ou8-A~-1~ o.oo 0.00 
v.. oo-oooo,;.ss~81 0-000-o >oos-1.1-26 ::-o,;is-1::--2.i! o. oo o. oo 
~- 00<>0006~~3381 0<>001 2008-11-16 200~-12 - 11 o.oo o.oo 
,__. 000000-04 ~_;1 <>0010 2008-11-2,i. .:OO:W-1...Z-1<:> o. 00 O. oo 
•.hrl ooooooot,.604'!-32 00001 2000 - .J...1-Z-6 ;:oo.a-12" - 1."'> o.oo o.oo 
iJ.< 000000~~=~33 00001 2000 - 11 -2, 200$- 12 - 1~ 0.00 o.oo 
u,,,1 0000006~04534 00003 ~ooe-11-2~ 2 oo.e-12-1~ o.oo o . oo 
VP'I OO-OOOC•6-'CJ04- 5 31, 0-0001. :?'OOB ·r l..1. - 2'fl ZOO:B - 12 - 16 O. 00 0. 00 
IJfl( 00-00006604S36 01JOU2 ~OOB-11-~6 ~008-12 - 16 0.00 0 . 00 

5vS0.00 O.QC, 12"2a. oa 

1220 . 00 o_oo o . oo 
o . oo o.oo o . ao 
o _oo o_oo o . oo 
o . a.o o_oc, .o . oo 
0 . 00 3 5. 00 .;, . ~ 
o . 0,0 o. 00 o . O<> 
o . oo o.oo 0 . 0<) 
o . o-o o.oo 0 . 0-0 
o . oo o.oo 0 . 00 
0 . o-0 0,00 O , O<I 
o . oo 0.00 0 . 0-0 
0 . 00 o.oo o . o-o 
o . oo 0.00 0 . 0-0 
0 . 00 0.00 O . CrO 
o . oo 0.00 0.00 

3S.00 Q.00 34 5l. 5 . 3 8 

0.00 
.23 .. :l.7 
~l..l.d 
1'>.,00 
1~ .. ~o 
1: .. so 
3,:,.00 
12. 00 
3&.00 
15. 50 

1.Q15. 00 

122'S.O,O 
o_oo 
0.00 
o.oo 
0.00 
0.00 
o.oo 
o.oo 
o.oo 
o.oo 
o.oo 
0.00 
o_oo 
0.00 
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Issue/Cashed Reconcil iation Report UnitedHealthcare~ 

=usTOMER: 
MONTHLY ISSUED/ CASHED RECONCILIATION FOR MONTH OF 12-2008 

AMERICAN BUREAU OF SHIPPI CUSTOMER ID: 00000002284 CONTRACT N6R: 

OUTSTANDING: 

PAGE: 
00190646 

1 
CUSTOMER PLAN : 5287 

PRIOR MONTH ACTUAL 
CURRENT MONTH: 

( 96 .171. oo t- • Issued drafts that have not cashed at the end of the 
--L1cevigus,,m.o.nth CA) 1 

ISSUED: 
ISSUED 

NONCLAIM 

CHECKS/ DRAFTS 
NON-DRAFTS 

STOPS/ VOIDS 
PURGES 

SUR & ASSESMNTS 

(+): 
(+): 
( - ): 
( - ): 
(+): 

402,070.26 
893,233.05 

1 ,608 . 95 
l158. 74 j-
4151. 4 5 

-. Drafts that aged per the established timeframe 

NET CLAIMS 

CASHED: 

! 1. 2 93. 997. 07 ~ - - - - - - • Total of issued activity (B) 

PAID CHECKS/ DRAFTS 
"'"'P & L 

NON-DRAFTS 
NONCLAIM SUR & ASSESMNTS 

(+) 
(+) 
(+) 
(+) 

TOTAL CLAIMS 

CALCULATED OUTSTANDING: 
CALCUATED o/s (+): 

NON-DRAFT TIMING DIFF (-): 
SUR & ASSESS TIMING DIFF (-) : 

ADJUSTED CALCULATED 0./S 
ACTUAL OUTSTANDING 

A DIFFERENCE 

358,818.85 
0.00 

773,323.60 
461. 4 5 

l25Z 56~ ~~ E-119: 90§:4i : 

::lit:_..,..:).. ..... , P..._r._,p ....C,.NT .... OUTS.TAN>D:X~ .. l"'"lO"I:. -, ..... -c,_.1r-,-c-n't mon,1:h OU"l':"!a-~ 4-r,,d'i,r,,q 
CN~~ in- p~~d. ~top/void. or o~rq-d) 
I"'l:,erP:115. J:SS.UED :IN CUii.iA-ENT ~::0-Ttt • ·r..ot -\n, ~u,rreint month o,u,:~t.::Jndinc;a 
CN~t ~~ p~ ... d. stop/wo~d . o r purq-d~ 
~t~~ '1.n c.__.r..--c-n-t morvch ..:O"-""' -S.TANDl:~.:;- ..--.o~ "1n p,r-"10..- ,oo_.r,i:~t::oJ1.r1dl1r-.g 
(No,:: 1,n. "1 !.-"!'::U~d. po111.cll_ ~ "C"o-p /vo1 d or- p-ur-g.c-dl:)o 
1"11::~~ -1..-, c:o:.....1..-,.....-,0-n-,: mor-.,:h '\,,,'O ;C OS _ ,-.a,,: -1..--. pr~"10>lL..I~ mo,n,::h- c.u-,::,-..,::...1nd-inq 
(_Ne:.~ -1.n ,=u,rrr::-r.-Y ll'!P"IOro-c-.h -1 ""11i1" 1..11 -c:IJ -
.:-ir:4>'ff"l'5 -1 ,n. ·= ...... r.r.,.ra,,: man,,:: h ·~T•::>P..,.~ • .riot: -1 <i pr_...,. "I O<U-;,. monr. h ou"'C -..-i:: ~ nd 1 ng 
( r-10-.;- -t. r-i, ..::; ur r ..-..-.-..; l"!!"IOr.~h -1-;; ~ u&-dl:t 
-;i:,: ~:,.. ., ....-, .:.::~rr -,-."t: rn<:,n,,:: h JPUR ... ~~ • ...-.o,t "1,r, pr~ 1: °''-"--.: monT." h. o~ .. r,; "'.."t; .,t n,r,:1"1 ng 
CNO'I: ~~ Curr@-~ ~o~~h ~s~u~d~ 
.1:1':.er-~ "lllf'"I cur.1•·,e,.-..,:: mon1=:h F",.Q.LD _ r1<:.1'1:: 1 n. pr-'":"'-'"io,,<o!'- m,c,n,,::h 01__.;1~~'1:: -d.rtd1i...-~r:1 
( NO'T: 1. n. ~: ur re.-.'I: ""or1'1: .h 1 -s "5. ,_1,e,~), 
PA-O~I"T / LOS.$ 
- - ~ d 1 "'F"fer ,e,.-,-::.,e, be-.:: .,.,.,e,er:o t t,.,e 1::;; ~ •J~ .s.r-od p.3111 -t d -:smeou,<""lt ~ 1 ~ S.::::J... _ 00 or "le,~~. 
6 TOTAL : 

~N"T'•··u .. ~ t\CCo,-.C t; .... .i- AT T O t.r O-CT .A1" ... C'QID """°''Tr.-. ,c,,r '1~ .. ."!Qo>-* 

[. 13 2. 603. 90 I- - ~ rota! of cashed activi C 

- ~ Prior 0/S {al + current issued (§\ - current cashed (Cl = OLS (DLJ 
~ 1s1 day of the fo1!0wing month's non-draft actlviti{ (E 
~ J!day of 1)1~.toJl9)¥ill9 wooJh's 000-c!aim ac,tiY.i.t( (El 

I H~ ~~~·~~ I-- - + SumofD&E&F 1 '. 1 - + Egya!s 12 owstaodip,q_Reoort w 
-31,243.38 

~- "='"~0- 00 

0- 00 

i .. 4.1..':; _ 00 

-1- ::!2"8_ 00 

0.00 

f ,,C.. a.;,4 .,- • l..\lc 

o_oo 

-3:a.~ .2-43-- 3-8 
P~E ! :!: 

-=~1:~0M~~~o«~:;:~Ei~ i~ N~ l~ii~~~~r~y~~-~~=:~~~ aoog~~g~ ~~ 6$·== 0 ~~~~~g_ ~~: 
00190r_..,._~ CUSTOM~R PLA~= ~287 

~:r.o .e..>"'IT- sror- ~•- , .. ,_.P:GC A.P-t-T_ 
.1..228-00 0.00 o . oo 

~,---,i:,r.• 
r•A_::[D ,,,:,.,,,,tT . 

a,_oo 
o_oo 

'340-10 
-407- 5 5 

o_oc,. 

OLJIT~ • .a.,,.t'T . 
o_oo 

:t gg~gg;;~~t;!t ~~g~ I ~~g~=t~=~: ~gg:=t~=~~ g=gg g:gg 
R1. --~a-000.:!3L7Q-76L 0-0001. ::!"OOA-1.1-:!'"6 2-008-.'.l..2'-•0<- a_ 00 .. .::,.. ,00 

~ gg:ggg6!"~~!~i~ ~ig~ I ~gg;=~f=~~ ~gg:=li=~i s~s&=gg S:ig 
v..- •;>OOOO,Ot:a,'5-47,0J::1.. 0-0002 .2"00E1-1.1-~..=:. 2:00:8-12-1~ o_ 00 o. 00 

~ ggzg~~~;~.~t~ ~gg~ I ~tg~=t~=~~ ~gg:=t~=:ii &: gg 2: gg 
,_..... ,_..... 
'--'-" 

00-0000~~~5~::::J... 00010 2000-11-~~ ~oo~-12-::::i...~ o_oo o.oo 

gg~gggz~g:~~i gggg~ I ~gg:=~~=~~ ~gg:=~~=t~ g=gg ~:~g 
OO-<tOOO~-JJ•::-4 ~ 34 0-0003- ~Qo~ - .J..:1. - :<, ~Q01j 1 -! - -,i.~ o _ 00 o. 00 
•JOOOOC,6G•J.4:.3~ 0000::::J... + ::'OOB, ... ;J..::L. -. ~C.. :=:ooe 1._:: ... .1,,e. o_oo o . oo 
oo-00006G04536 Dooo2 ~o~~ ~ -~~ ~ oo~ 1 ~ - 1~ o_oo o.oo 

·· '6~6-3o ~ &.~-;-H_Oo 

Claim component 

o_oo o.oo o . oo 
o_ a,c, o_ oo o . 0-0 
o _ oo o_ co o . oo 
0 - 00 "'l 5. 00 o . 0-0 
0- 00 o. 00 o . 0-0 
o_oo 0.00 o . o-o 
o. 00 o. 00 o . 0-0 
0. 0-0 0. 00 0 . 0--,0, 
0 - 00 0 , 00 0 .. 0'0 
o_ o-o o. oo o . oo 
o_oo o.oo o . oo 
o_oo o.oo o . o,o 
c,_ 0-0 IJ_ 00 O . OD 
0.0,0 O.'UO 0.00 

o.oo 
2 :;;.17 
;:::_ .1-4 
1"'>.00 
1~. ':loO 
::::J...!•. ~o 
3~.00 
12'-00 
3'co-- 00 

::::J... 5_ ".'i ,;:. 

is, oo 6 .. 66 j.-a~i.S.-:r.~ L""' -:.~.,oo 

1..="2-A- 00 
,0 L 00 
,u_ o..-.:., 
<.,_ 0-::.0 
0-00 
,c,_ 00 
o. 00 
o.oo 
o.oo 
,o_ O•D 
0.00 
,o_oo 
,o_ OU 
c,_ 00 



Monthly Report of Net Charge 
Distribution UnitedHealthcare® 

Displays the charge allocations to the bank account by claim structure 

MONTLY REPORT OF NET CHARGE DISTRIBUTION 

FOR THE MONTH OF (YEAR - MONTH) 

CUSTOMER ID : 0000111111 

BANK ACCOUNT NUMBER: 0123456789 

CONTRACT CUSTOMER 
NUMBER PLAN 
00111111 0001 

TOTAL FOR GROUP ID: 

GROUP 
ID 

GROUP 
ID 

GA 

TOTAL FOR GROUP ID: GA 

GROUP 
ID 
GB 

TOTAL FOR GROUP ID: GB 

CUSTOMER NAME: ABC COMPANY 

BANK NAME: FLEET 

CLAIM 
ACCT NUMBER 

\ 000 
005 

CLAIM 
ACCT NUMBER 
000 
001 
010 
015 

CLAIM 
ACCT NUMBER 
001 
011 

TOTAL FOR CONTRACT: 00111111 PLAN: 0001 
TOTAL FOR CONTRACT NUMBER: 00111111 

TOTAL FOR CUSTOMER ID: 0000111111 

GROSS 
CHARGE 
427.47 

22,993.75 
23,421.22 

GROSS 
CHARGE 
618.48 

2,061.94 
19,447.12 
19,821.96 

41,949.50 

GROSS 
CHARGE 
560.09 

56-.-02- -
616 .11 

65,986.83 

NET CHARGE 
DISTRIBUTION 

427.47 
22,993.75 
23,421.22 

NET CHARGE 
DISTRIBUTION 

618.48 
2,061.94 

19,447.12 
19,821.96 
41,949.50 

NET CHARGE 
DISTRIBUTION 

560.09 -- -- %-. o-Y 
616 .11 

65,986.83 



"--- ~----
Month I y Report of Net Charge 
Distribution ~ UnitedHealthcare' 

Banking ID that allows 
multiple contracts to be 

tagged to the bank 
account 

Benefit bank account 
number established at 

Chase or Bank of America 

Unique banking system 
number used to assign 
suffixes for customer 

identified funding splits 

Suffix in the account structure 

Sum of cashed charges 
for a particular Group ID 

(suffix) 

MONTLY REPORT OF NET CHARGE DISTRIBUTION 

FOR THE MONTH OF (YEAR - MONTH) 

- I CUSTOMER ID : 00001111 l 1 CUSTOMER NAME: ABC COMPANY 

I -i BANK ACCOUNT NUMBER: 0123456789 
I 
I 

I BANK NAME: FLEET ~ - - - - - - .I 

CONTRACT CUSTOMER ~ ROUP 
NUMBER PLAN ID 
00111111 0001 \ 

I 
TOTAL FOR GROUP ID: I 

_______ _ I I 

GRduP 
ID I 

~ 
I 

TOTAL FOR GROUP ID: GA 

CLAIM 
ACCT NUMBER 
000 
005 

CLAIM I 
ACCT ~UMBER 
000 I 
001 I 
010 I 
015 I 

I 
GRqss 
CH,}RGE 
61 ~.48 

2,06 ~.94 
19,441 .12 
19,82 1.96 

41,9 49.50 
I 
I 

I 
NET 1HARGE 

DISTRi j UTION 
(i l8. 48 

2, ~fil .,24+ 
19, 447 . 12 
19,821.96 
41,949.50 

I 
T 

Relationship 
bank at either 

Chase or 
Bank of 
America 

where benefit 
bank account 
was opened 

Same as Gross 
Charge 

________________________ ..,. _ - - - - - - - -
GROUP 
ID 

CLAIM I GRCE S"' - - - TI'E 'I'" CR.Jm.GE - ~ 

Cashed 
charges for 
each claim 

account 
number 

Sum of cashed charges 
for particular contract 
number and customer 

plan 

Sum of cashed charges 
for particular contract 

number 

Sum of cashed charges 
for particular customer ID 

ACCT ~UMBER CHARGE DISTRIBUTION 
GB 001 I 560.09 560.09 

011 1 ---~-s:&:e2-· -- =:56-;-trr· 
I 616.11 616.11 

TOTAL FOR CONTRACT: 00111111 PLAN: 0001 I _ - - - - - - - - - -6S;9'e6-:-8:3- - - - 'fi'5,9&6:·f33- + 
TOT AL FOR CONTRACT NUMBER: 00111111 

Clm Acct in 
the account 

structure 



Detailed Report for Transfer Evaluation UnitedHealthcare" 

Details all claim charge items at the member level on a daily basis 

0020 
0050 
0055 
0060 
0070 

PAGE 01 

PAID CHECKS 
PERSONAL REFUNDS 
FRAUD & ABUSE 
CORRECTIONS 
ALT CLM PMT SC 

BNK ACCOUNT NO: 000000198832 

0100 
0200 
0300 
04XX 
05XX 

EFT PAYMENTS 
PRESCRIPTIO NS 
CAPITATION 
STATE SURCHARGES 
STATE ASSESSMENTS 

0600 
0700 
0800 
5000 
5010 

INDIVIDUAL STOP LOSS 
WITHHOLDING 
DENTAL 
PERCENT OF SAVINGS 
SHARED SAVINGS 

DETAILED REPORT FOR TRANSFER EVALUATION - BC 
DAI LY STATISTICS 

6100 
6200 
6300 
7000 
7010 

YEAREND ISL ADJUSTMENT 
YEAREND ASL ADJUSTMENT 
YEAREND MMP ADJUSTMENT 
PREMIUM COLLECTION 
FEE COLLECTION 

POLICY MO. 

REPORT DATE 2009-01 -02 
MC1 

2008-12 
CUSTOMER NAME: HEALTH REINSURANCE ASSOC. 

CONTRACT NO.(S): 00250101, 00799971, 00799972, 00799974, 00876070, 00876071 
BANK DATE: 2008-12-01 
PLAN ID: 0649 

TRANS CHECK/ITEM SER CLAIM 
ID NBR DES SEQ# EMPLOYEE NAME DEPENDENT NAM':: 

-----0020 0000023244500 VT 00001 ELISABETH BABCOCK ELISABETH BA3COCK 
0020 0000023456340 VT 00001 MARTHA WEMPLE MARTHA WEMP L:c 
0020 0000024254760 VT 00001 LARAINE SALM LARAINE SALM 
0020 0000024254760 VT 00002 LARAINE SALM LARAINE SALM 
0020 0000025348600 VT 00001 BARBARA SLAINE BARBARA SLAI NE 
0020 0000026896500 Q5 00001 MARC WEILL MARC °"/EI LL 
0020 0000026896500 Q5 00002 MARC WEILL MARC WEI LL 
0020 0000026896500 Q5 00003 MARC WEILL MARC WEI LL 
0020 0000026896500 Q5 00004 MARC WEILL MARC WEI LL 
0020 0000026896500 Q5 00005 MARC WEILL MARC WEI LL 
0020 0000026896500 Q5 00006 MARC WEILL MARC WEI LL 
0020 0000026896500 Q5 00007 MARC WEILL MARC WEI LL 
0020 0000026896500 Q5 00008 MARC WEILL MARC WEI LL 
0020 0000027050570 Q5 00001 MARC WEILL MARC WEI LL 
0020 0000027415610 VT 00001 KATHLEEN KUHNER KATHLEEN KU HN ER 
0020 0000027417520 VT 00001 CAROLA CAMMANN CAROLA CAMMANN 
0020 0000027419580 VT 00001 SHEILA DIMENSTEIN SHEILA DIMENSTEIN 
0020 0000027946730 VT 00001 PETER STANT PETER STANT 
0020 0000027946860 VT 00001 JUDI T H CUTLER JUDITH CUTLE R 
0020 0000027947820 VT 00001 CATHERINE COLE CATHERINE CO LE 
0020 0000027947820 VT 00002 CATHERINE COLE CATHERINE CO LE 
0020 0000027947820 VT 00003 CATHERINE COLE CATHERINE CO LE 

'l'Ul'~.L !'\1f1 c·.~:T(1115~ ;,i •. ~1; C:\::~ p,:1:· [•.~.'1 ·-L~~ .~1:1 

Ti~rT.~.~ ;\:'f' [·.:.Ti' ~1:·1-:(,-(_,:-::l ·L~'i ~.11:1 

~r!JTH~·; TUL~.~ ~(:;· t:~.J~: .:~:~:)T_~:7 :1~:4c.:.-:::_:. ;t_~ ·.: 

SOC SEC ISSUED GRP 
NO. (EMP) DATE ID 

XXX-XX-X XXX 2008-11-05 AA 
xxx-xx-xxxx 2008-11-05 
XXX-XX-X XXX 2008-11-07 AA 
xxx-xx-xxxx 2008-11-07 AA 
xxx-xx-xxxx 2008-11-11 A 
xxx-xx-xxxx 2008-11-06 A 
xxx-xx-xxxx 2008-11-06 A 
XXX-XX-XXXX 2008-11-06 A 
XXX-XX-XXXX 2008-11-06 A 
xxx-xx-xxxx 2008-11-06 A 
xxx-xx-xxxx 2008-11-06 A 
xxx-xx-xxxx 2008-11-06 A 
XXX -XX-XXXX 2008-11-06 A 
XXX-XX-X XXX 2008-11-11 A 
XXX -XX-X XXX 2008-11-17 A 
XXX-XX-X XXX 2008-11-17 AA 
XXX-XX-X XXX 2008-11-17 AA 
xxx-xx-xxxx 2008-11-18 A 
xxx-xx-xxxx 2008-11-18 
XXX-XX-X XXX 2008-11-18 A 
xxx-xx-xxxx 2008-11-18 A 
XXX-XX-XXXX 2008-11-18 A 

Last page of this report will show ***Transaction Monthly Summary*** 

CLAIM GROSS 
ACCT# CHARGES 

000 239.68 
005 76.00 
000 490. 64 
000 160.25 
004 144.00 
004 360. 00 
004 720. 00 
004 932.65 
004 1080.00 
004 1080.00 
004 1080.00 
004 1080.00 
004 1080.00 
004 1800.00 
004 152.41 
000 82.88 
000 138.78 
004 90.15 
005 124.55 
004 143.86 
004 162.74 
004 254.82 
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Detailed Report for Transfer Evaluation UnitedHealthcare" 

DETAILED REPORT FOR TRA:"JSFER EVALL1ATIO!'li 

DAILY STATISTICS 

002 0 "' PA.ID CHECKS. 
00 5 0 = PERSO~L REfutlDS 

- 00 5 S • FRAUD & ABUSE 
0060 = CORRECTIONS. 

0100 = EFT PAYMENTS 
0200 .: PRESCRIPiIOtlS 
0300 s CAPITATION 

0600 - INDIVIDUAL STOP LOSS 
0700 = 11'ITHliJLDI~ 

6100 " YEAREtm ISL ADJUSTMEtIT 
6l00 = YEAREtm ASL .ADJUSTMEtIT 
6~00 • YEARENO "'4P .ADJUSTMEtIT 
7000 = PREMIIJIII COLLECTIOtl 
7010 = FEE COLLECTION 

0800 = DENT AL Claim 
Transa 
ction 
Type 

Codes 

0070 "' ALT CLM PMT SC 
04XX "" STATE SURCKAAG-ES 
OSXX .,. STATE ASSESSMENTS 

5000 = PERCENT OF SAVI~S 
S010 -= SHJIRED SA'II~S 

01 DETAILED REPORT FOR TRANSFER EVALUATIOll - BC 
DAILY STATISTICS 

Fii:1: 0000001Cl8B32 1- + 
Benefit bank account number established at Chase or Bank of America 

CLJSTC""IER NAME: H£ALTH R(!NSW~E ASSOC. 
CONT~At:T ~.(S): 00250101. 00799971, 00799972, 0079997 

BANK DATE: 2008-12-01 
PLAN lO: 0649 

SER F~"I DES EQ -# ' EMPLOYEE NAM~ I DEPENDENT NAME! 

L+,~~""'~i:'1!"'!31"'!'7":l'f-;,:oo~'r" oo 01 ELI SABh H BABCOCK ELI SABElfH BABCOCK 
in n 00000;1 3456340 Vf OO (iOl MARTHA1 WEMPLE MARTHA I WEMPLE 

ooooot 4 254760 v'r 00~01 LARAIN~ SALM LARAINE SALM 
00000f 42 54 760 vt 00!102 LARAINl SALM LARAINE! SALM 
oeo~ 2 5348600 Vf OO (iOl BARBARt SLAINE BARBAR~ SLAINE 
0000026896500 Qc.i 00~01 MARC WEILL MARC WEILL 
0000026896500 Q~ 00!102 MARC I WEILL MARC f WEILL 

Claim draft number 

02 0 ggggg~~~~~~gg ~~ gg~g! ~:~~ I ~gtt ~:~~ I ~gtt 
series 121:!,. .Q.OQ.ll 0~~6lQO_ Q~ 00!105 MARC I WEILL MARC t WEILL 

designator o~g ggggg~~~~~~gg g~ gg~g* ~t~~ I ~gtt ~t~~ I ~gtt 
assigned to 020 0000026896500 Q5 00!108 MARC I WEILL MARC ( WEILL 

. 02 0 0000027050570 Q5 OO (iOl MARC I WEILL MARC WEILL 
everv claim n, n 0000027415610 VT OO M l KATHLErn KUHNER KATHLE~ KUHNER 

Alpha numeric 

Cl · ~ Q.90.Q.OU4:L,7'il,O VT ~!101 CAROLA I CAMMANN CAROLA I CAMMANN 
a,m component 0000027419580_VT_ 00001 SHEILA1 DIMENSTEIN SHEILA L DIMENSTEIN 

-------"'0""6'2"'v~- 0000027946730 VT 00001 PETER STANT PETER 'c.TANT 

Subscriber name 
0000027946860 VT 00001 JUDITH I CUTLER JUDITH I CUTLER 
00&0~7~ :..;2~ V. ....JQel:n, ... E,0..-...+Ei.-I NE COLE CATHERit,lE COLE 
0000027947820 VT 00002 CATHERINE COLE CATHERI~ E COLE 
0000027947820 VT 00003 CATHERINE COLE CATHERI~ E COLE 

Subscriber's depencfnr '- - - - - - - - - - - - - - - - - - - - - - - ""' 

xxx-»::-xxxx 200cf--11-0l5 AA 000 339 "'-R 

:::=x=:::: ~ggt it$ AA g~ 4ft Amount of Claim check 
xxx-k -xxxx 2001l-11-1'7 AA o(t) 160-. ---------~ 
XXX-)y-XXXX 200~ 11-Jfl A Oo,t 144.~~ 
xxx-lx-xxxx 200&"- ll-Q.6 A ocf4 360. Clm Acct in the account 
xxx-k -xxxx 200cf--11-~ A oc:ti _ - - 72!! .- ~ 
XXX-)y-XXXX 200S,.-11-(l5 A 004 932. structure 
xxx-lx-xxxx 200&"-11-0.6 A 004 1080. __________ .. 
xxx-:,l,:-xxxx 200cf--11-~ A 004 1080.0ri 

:::=x=:::: ~ ggt t}:::t ~ _ ~ __ 1.: Suffix in the account 
xxx-:,l,:-xxxx 2001t-11-06 A 004 1!fs structure 
XXX-)y-XXXX 200S,.-11-11 A 004 180 p 
XXX-lx-XXXX 2008'- 11-17 A 004 lSni 
xxx-:,l,:-xxxx 2001l-11-17 AA 000 °, 00 

xxx->y-xxxx 2008-'.1.1-1..Z. .u - QQO• Date the claim check was issued 
xxx-lx-xxxx 2008-11-18 A 004 
xxx-:,l,:-xxxx 2008-11-18 005 
xxx-,-. 
xxx-x Subscriber's social security number or employee al ternate ID 

xxx-x .... ---------------------------

! .,_.,~ ~L ~ • Sum of cashed charges for a particular customer plan 

! 1.-:, •, }- • Sum of cashed charges for a particular bank date 

! r ~ Sum of chased charges for a particular benefit bank account 



Bank Account Statement -
Online Access 

• UnitedHealth Group (UHG) will provide ASO customers with bank 
account statement access for all statements related to the benefits 
demand deposit bank account (DOA) opened by UHG on behalf of the 
customer. 

• This statement access will be available online at either JPMorgan 
Chase ("Chase") or Bank of America ("BOA") based on the initial bank 
selection made by the customer. 

• Statement access will include both current month and prior month(s) 
bank statements available in PDF and Excel format. 

• A user ID and password for the online access will be granted for up to 
two assigned customer contacts as designated by the group. 

UnitedHealthcare 

Bank of America~ 

BOA Statement 
Access 

CHASE O 

~~ ci 
JPMC Statement 

Access 



Policy Plan Customer Defined Sort Subscriber Name Coverage Dates ID Volume (OOO's) Status Charge Amount Coverage Type Benefit Group 1 
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,1-:w·m1 

50 

40 

! 30 

q 20 

10 

1s1Leve1Appeals 

Pre-Servica Lvl 

Posl-Service •lvl 

2ndLevelAppeal1 

P, .... s ervice-lv l2 

E:dernal Review 

Total 

1st Le~ I Appeats 

P1e-Servin l vl 

Posl-Service-Lvl 

2ndleve1Appeal1 

P1e-S8l'\llce-LVl2 

Posl-Servie+-lvl2 

, ... 
""' 
"'" 
...-,~ .., 
..
&tedl.ONt 

ReimbllfM!fflol'II.Pallcy 

Appeals Closed by Month 

14 

1 2 

1 

08 
06 

O• 
Q2 

0 
0 

n 

~ Cont11cl Rate c:-::J Post Semce Im flle StMCe 

" 0 

~ 
~ II 

Cwerturned Percent Appeal Reason Trends 

Am 
! 

l~J ~u ~ 

I s ~ ~ 
0 

i s ~ ~ 
0 m n 

m 

c::::J Admm1slr11W>n c::J Benefit 0\her l3HJ Re1mbursementPol1cy 
~ Post Service iall Pte~rvtce c::::J ki\~1etiri,u, 
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Inventory 

Closed Appeal 1s1 Level A-

Clos4'1'-!-' P...S...too,.v 

Open Cases 

Inventory > 30 days 

% Inventory > 30 days 

Cases Closed 

Appeals 11,000 Members 

Cases Closed 

Overturned 

Upheld 

Withdrawn 

Total$ Overturned 

UHGIN 

UHGTOT 

Urgent 

Appeals f 1 ,000 Members 

% Overturned 

% Upheld 

Overtl.l'ned $ I Appeal 

%Urgent 

% UHG TAT Compliance 

% Processed in 30 days 

Cases Closed 

Overtl.l'ned 

Upheld 

Withdra"Wn 

Total S Overt1.Kned 

UHGIN 

UHGTOT 

Urgent 

Appeals/ 1,000 Members 

% Overtixned 

% Upheld 

Overtumed $ / Appeal 

% Urgent 

% UHG TAT Compliance 

% Processed in 30 days 

Cases Closed 

Overturned 

Upheld 

Wrthdra"Wn 

Total$ Overtumed 

'96 



KEY ACCOUNT/PUBLIC SECTOR CLIENT PROFILE REPORT 

--·-.s.rr-1.YU 

Closed Appeal 2nd Level 

A ' 

Cloo«l"-1P-n,lc.
l"'2 

UHGIN 

UHGTOT 

Urgent 

Appeals I 1,000 Members 

%Overturned 

% Upheld 

Overturned $ I Appeal 

% Urgent 

% UHG TAT Compliance 

% Processed in 30 days 

CasesOosed 

Overturned 

Upheld 

Withdrawn 

Total$ Overturned 

UHGIN 

UHGTOT 

Urgent 

Appeals / 1,000 Members 

% Overtuned 

% Upheld 

Overturned $ I Appeal 

% Urgent 

% UHG TAT Compiance 

% Processed in 30 days 

Cases Closed 

Overturned 

Upheld 

Withdrawn 

Total $ Overturned 

UHG IN 

UHGTOT 

Urgent 

Appeals / 1,000 Members 

%0vertll'ned 

%Upheld 

Overarned s / Appeal 

% Urgent 

% UHG TAT Compliance 

% Processed in 30 days 

Cases Closed 

Overturned 

Upheld 

Withdrawn 

Total$ Overturned 

UHGIN 

UHGTOT 
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KEY ACCOUNT/PUBLIC SECTOR CLIENT PROFILE REPORT 

c~ A,pplo1 Pou.S.rwJC ... -
Lvt:1 

Closed Appeal Exlamal 
Revtew 

Urgent 

Appeals I 1,000 Members 

% Overturned 

% Upheld 

Overturned $ / Appeal 

% Urgent 

% UHG TAT Compliance 

% Processed in lO days 

Cases Closed 

Overturned 

Upheld 

Wilhdrawn 

Total S Overtumed 

UHGIN 

UHGTOT 

Urgent 

Appeals f 1,000 Members 

% Overturned 

%Upheld 

Overtumed S / Appeal 

%Urgent 

% UHG TAT Compliance 

% Processed in 30 days 

Cases Closed 

Overturned 

Upheld 

Withdrawn 

Total$ Ovet1umed 

Appeals/ 1,000 Members 

Overturned $ / Appeal 

%Overturned 

gs 



13RJ@•1'1mlµij:19':fl=@(•l;lij9l=B•@•I~l!t;J=jµ•l;in f i4ti§'P§ k,J 
NATIONAL APPEALS i I 

SERVICE CENTER 
• Toral Reason Appeal Derail 

Pol,cy Nombe, 744240 I Compa"Y· STATE OF NEBRASKA 

er= ·-=-,._;_:-..::.::.::,v -1,,- --,...:_.~_-,:::c:O· r.·: I~ ... --,.... ·8=;,::::.:=- ' 
Administration 

Nhl·Cd'D 

~ 

Audit Review 

Claim Processing 

Claim Processing 

ClaimPr~ng 

Claim Processing 

Claim Processing 

Claim Processing 

Claim Processing 

Claim Processing 

Claim Processing 

Claim Processing 

O~ays 

Eligibility 

Eligibility 

El1g1bllity 

SeMCe Concerns 

Timely F~ing 

Cosmetic 

Custodial 

Durable Medical Equipment (DME) 

Experimental/ Unproven 

Provider Designation 

Radiology 

Rehabilitation Therapy 

Rehab1litabon Therapy 

Rehabilitation Therapy 

Skilled Nursing/ Home Health Care I 
Hospice 
TMJ 

Utilization Review Determination 

Utilization Review Determination 

Vision or Hearing 

Ambulance I Transportation 

Balance Billing 

BenefitLimils 

Benefit Type 

Copay I Coinsurance I Deductible 

Dental - Accident 

Exclus.ions (non-Clinical) 

Network Gap 

Notmcation I Authoriz:abon 

Notification / Authorization 

OON Payment 

OON Payment 

OON Utilizabon 

Pharmacy 

Pharmacy 

Pharmacy 

Pharmacy 

Pharmacy 

Adjustment- Auto-Adjudication 

Adjustment - Manual 

Dates of Coverage 

Denied as Duplicate 

Not on File 

Original Processing - Auto-Adjudication 

Original Processing - Manual 

Provider Selection 

Provider/Member Billing 

Termination 

MCR 

COB (Coordination of Benefits) 

Member Set-Up 

Worker's Comp 

Information - Representative 

Claim Submission 

OT 

PT 

ST 

Level of Care 

Medical Necessity 

Ground&Air 

Plan Limit 

Authonzation 

Nolffication 

MNRP (Maximum Non-net'#ork Reimbursement Program) 

R+C 

Compound Drug 

Copay, deducbble, maximum, or out-of-pocket applied 

Excluded medication or drug not added to POL 

Non-Network Pharmacy 

Prescription Drug - Author28tions 

I I • • MJllillLWi,--ElJ!DilQ!'iilliiiMJNNl!@Dffl;"::C¥1Cll!I( W:!moJ 

10 

2 

6 

11 
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KEY ACCOUNT/PUBLIC SECTOR CLIENT PROFILE REPORT 

j;F :\- 11, i'l"lli@i 

Pharmacy 

Pharmoc)' 

Pharmacy 

Phamiacy 

Pharmacy 

Pharmacy 

Amoolanea S..-vioas 

Assls1:ant Surgeon 

Bundling 

Durable Medical Equipment, Orthotics 
and Prosthetics 
Global~ 

Max Frequency Per Day 

Preventive Medicine & Screening 

-------

Pr~cription Drug-ClinicalCov ~ 

Prescription Drug - Non-preferred ~ 

Prescription Drug - Quantity LM Limi1s 

Pr95Cliption Drug Vendor 

Re111Too Soon 

Sp@cialty Pharmacy Program 

35 

!)0 



REPORT NAME / DEFINITTON 

KA 

Selection Criteria: 

1. Group Nbr is a Key Account or a Public Sector Account 

2. Case is a commercial appeal. 

3. Member Appeals only. 

4. ASO Funding 

5 Appeal Issue Types: 

NULL 

NULL 

NULL 

NULL 

NULL 

NULL 

NULL 

NULL 

NULL 

7 Case is closed cases during the desired reporting period 

8 Outcome included: 

#NAME? 

NULL 

#NAME? 

NULL 

NULL 

NULL 

NULL 

NULL 

#NAME? 

#NAME? 

REPORT DESCRIPTION I DEFINITION DESCRIPTION 

KEY ACCOUNT/PUBLIC SECTOR CLIENT PROFILE REPORT· All Metrics Sourced from ETS 

NULL 

NULL 

Everything that is NOT Community & State (bus segment= 3), Phlic Entities(Legal entities= 96,97,110,113, 114,115,116,117,118,119), FSNHRA (Bus 
seQment = 23, 46,47) 
Financial_Liability_Party_lD = 4 (Member) 

Funding= Self Funded 

1st Level Appeals: 

Issue Type= 2 (1st Level Appeal) 

2nd Level Appeals: 

Issue Type= 3 (2nd Level Appeal) 

Issue Type= 4(2nd Level Hearing) 

External Review Appeals: 

Issue Type= 5 (External Review - Mandatory) 

Issue Type= 6(External Review - Voluntary) 

Complaints: 

Issue Type= 11 (Complaint) 

Current status id= S(closed) 

NULL 

Outcome_lD = 1 (Upheld) 

Outcome ID = 21 (lngenix Uphold) Add'I Outcome for Fraud and Abuse 

Outcome_lD = 2(0verturned) 

Outcome_lD = 3(Partially Overturned) 

Outcome ID = 22(1ngenix-Overtum) Add'I Outcome for Fraud and Abuse 

Outcome ID = 23(1ngenix-Partial Overturn) Add'I Outcome for Fraud and Abuse 

Outcome ID= 35(1ngenix-Overturned -initially denied due to missing information - now received ) Add'I Outcome for Fraud and Abuse 

Outcome ID= 36(1ngenix-Partial Overturn -initially denied due to missing information - now received) Add'I Outcome for Fraud and Abuse 

Outcome_lD = 4 (Withdrawn) 

Outcome ID= 27(1ngenix-Withdrawn) Add'I Outcome for Fraud and Abuse 

Outcome ID= 8 (Respond to Complaint) 

501 
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Requestor's Name: 

Requestor's Email Address: 

Date Requested: 

Customer Name: State of Nebraska 

Customer Number: 0744240 

Selection Criteria Start Date: 
Coverage: Medical 

Sheet 

IMPORTANT: Any PHI/Pl/ content included in reports 
generated on your behalf is intended for internal use only and 

may not be shared externally without validating that it !,as 
undergone your quality review; is released under your own 
business segment's DRG approval and registration process; 

and is released within compliance with security/privacy 
protocols according to UHG's corporate policies. Further, in 
accordance wit!, minimum necessary privacy policies, please 

remove any data fields not required for your business purpose. 
This report will be deleted from the Sl,arePoint site after 30 

davs. 
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I CUSTOMER NUMBER I EMPLOYEE ID! ALT 10 I TIC REL! LAST NAME! FIRST NAMEf M1DDLEIN1TIALj BIRTH DATE I MARITAL STATUS !sex! EMPLOtfMENT DATE I 

!)3 



I ADDR STREET I ADDR CITY I ADDR STATE I ADDR ZIP I SSN I MEMBERS COVERED I TIC ORIG DATE I COVERAGE START DATE I COVERAGE STOP DATE I 
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I GROUP NUMBER/ POLICY NUMBER ! PVAR ! RPCD ! PRODUCT TYPE/ PLAN NAME {combined) ! STATUS! COVERAGE TYPE j SUFFIX I 
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Claim Lag Study 
Report Filter: 

( {Benefit Type Category} = Dental Benefit, FSA Benefit, Managed Pharmacy Benefit, Medical Benefit, HRA Benefit - Medical, HRA Benefit - Pharmacy) And ( {-Policy Number} = 000744240) A 

• 2016-06 
2016-07 
2016-08 
2016-09 
2016-10 
2016-11 
2016-12 
2017-01 
2017-02 
2017-03 
2017-04 
2017-05 
2017-06 
2017-07 
2017-08 
2017-09 
2017-10 
2017-11 
2017-12 
2018-01 
2018-02 
2018-03 
2018-04 
2018-05 
2018-06 
2018-07 
2018-08 
2018-09 
2018-10 
2018-11 
2018-12 
2019-01 

2015-05 2015-06 2015-07 2015-08 2015-09 2015-10 2015-11 2015-12 2016-01 2016-02 2016-03 12016-04 2016-05 
$16,880 $11,822 $67,150 $7,537 $14,556 $57,089 $13,653 ($7,533) $290,519 $97,258 $203,066 ###### ###### 
($2,355) $49,729 ($32) $2,703 $16,818 ###### $15,679 $25,132 $110,650 $42,206 $57,282 $235,338 $906,729 

$6,516 $2,326 $7,268 $2,619 ($913) $89,218 $20,840 $16,150 $21,780 $50,619 ###### $104,450 $354,951 
$180 $18,694 $17,186 $1,286 $21,437 $15,118 $21,933 ###### $16,565 $67,393 $77,851 $58,859 $187,384 

($9,297) $6,541 ###### ($3,934) ($4,783) $24,803 $70,825 $10,160 ($9,363) ($2,952) $23,890 $24,411 ###### 
($334) $7,505 $79,646 ($558) ($1,257) $2,738 ($2,565) ###### $2,139 $39,615 $10,030 $12,839 $26,434 

($3,560) $712 $353 $51,141 $2,339 $19,914 $1,303 $3,351 $37,944 $46,754 $227,328 $67,954 $51,358 
$499 $137 ($4,476) $378 $0 $3,462 $165 $2,792 $32,796 ($605) $6,221 ($2,224) ($494) 

$84 .$1,635 ($100) $90 $524 ($2,117) ($3,223) ($178) ($114) $496 $1,863 $747 $7,526 
$220 $267 ($2,512) ($351) $16,251 $3,397 $12,723 $29,222 ($3,350) $377 $6,473 $22,981 $18,952 
$298 $0 $18,037 ($660) $111 $61 ($19) ($3,020) ($4,045) ###### ($8,751) $8,964 ###### 

$80 ($7,790) $2,686 ($45) $114,848 ($137) $486 $5 ($6,295) ($4,289) ($8,810) ($1,183) $19,710 
$1,204 $10,090 $3,121 $780 $187 $294 ($91) ($5,742) ($1,967) ###### $4,943 ($5,216) ($9,092) 

$75 $0 ($1,904) ($84) ($104) $0 $4,749 ($4,637) ($108) $11,669 $2,678 ###### $333 
$43 ($789) $0 $684 ($506) ($4,481) ($5,015) ($2,498) ($4,445) ($2,503) ###### $1,899 ($5,959) 

($91) ($325) ($199) $154 ($771) ($2,505) ($4,187) ($3,141) $4,386 ($2,829) ($2,526) ($567) $6,837 
($162) ($395) ($96) ($18) ($55) ($4) $403 ###### ($103) ($249) ($3,575) $14,133 $1,530 

$0 $232 $0 ($802) ($7,263) ($4,094) $0 ($918) ($940) $0 $828 ($26) $4,541 
$0 $0 ($302) ($248) $3,568 $1,320 $0 ($132) $0 $0 $901 ($469) ###### 

($292) $35 $18 $474 ($104) ($56) $0 $84 $334 $158 $265 ($679) $0 
$0 $0 $0 $0 $0 $0 $54 $0 ($1,948) ###### ($52) $533 $403 
$0 $0 $0 $9 $0 $51 ($78) $56 ($699) $10,736 $0 ($284) $0 
$0 ($119) $0 ($2,793) $0 ($165) ($9) ($456) ($198) $22 ###### ($282) $51 
$7 $28 $0 $48 $0 $0 $0 $54 ($353) ($3,359) ($3,091) $23 $28 
$0 $0 ($78) $162 $0 ($8,730) ($473) $0 ($115) $178 ($3,594) ($94) $0 
$0 $18 $0 $0 $0 ($89) $0 ($809) $0 $117 ($309) ($220) $0 
$0 $2 $0 $0 $0 ($119) $0 ($56) $0 $0 ($1,414) ($1,035) ($331) 

($126) ($200) ($30) $0 $303 ($799) ($2) ($63) ($29) ($524) ($72) $4,632 ($193) 
$0 $0 $0 $0 $525 ($8,692) ($7,223) $0 ($52) $0 ###### ($328) $0 
$0 $0 $0 $0 $0 $0 $722 $181 $78 ($83) $3,489 ($128) ($51) 
$0 $0 $0 $0 $0 $2,809 $0 $0 ($174) ($52) ($287) ($104) ($53) 
$0 $0 $0 $0 $0 $0 $4,321 $0 $207,767 ($222) $0 $0 ($152) 
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2019-02 
2019-03 
2019-04 
2019-05 
Total 

$0 
$0 

$664 
$0 

$10,532 

$0 
$0 
$0 
$0 

##### 

$399 
$0 

($119) 
$0 

##### 

$0 
($1 ,382) 

$0 
$0 

$0 
$0 
$0 
$0 

$0 
$0 
$0 
$0 

$57,190 ##### ##### 

$0 ($7,882) $0 
$0 $0 $0 
$0 $0 ($52) 
$0 $0 ($1,648) 

##### ##### ##### 

$0 
$0 

($150) 
$0 

##### 

$0 
$0 

($52) 
$0 

##### 

This document contains UnitedHealthcare's confidential and/or proprietary business information (PBI). PBI may only be used by 
the recipient person/entity to which it is addressed. Recipient is liable for using and protecting UnitedHealthcare's PBI from 
further disclosure or misuse, consistent with recipient's contractual obligations under any applicable administrative services 
agreement, group policy contract, non-disclosure agreement or other applicable contract or law, including but not limited to the 
U.S. Freedom of Information Act and state freedom of information law exemptions for "trade secrets". The document may also 
contain protected health information (PHI) and must be handled according to applicable state and federal law, including, but not 
limited to HIPAA. Recipients who misuse information may be subject to both civil and criminal penalties. 

$18 
$0 

($154) 
($42) 

##### 

$9 
$0 

$121 
$0 

##### 

.'J7 



.nd ({Service Year/Month}= 2019-05, 2019-04, 2019-03, 2019-02, 2019-01, 2018-12, 2018-11, 2018-10, 2018-09, 2018-08, 2018-07, 2018-06, 2018-05, 2018-04, 2018-03, 2018-02, 2018-

Payments 

2016-06 12016-07 2016-08 2016-09 2016-1o l 2016-11 2016-12 2017-01 2011-02 !2011-03 2017-04 2017-05 2017-06 2017-07 
###### $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
###### ###### $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
###### ###### ###### $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$367,873 ###### ###### ###### $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$227,308 $357,384 ###### ###### ###### $0 $0 $0 $0 $0 $0 $0 $0 $0 

$37,097 $124,248 $375,047 ###### ###### ###### $0 $0 $0 $0 $0 $0 $0 $0 
$27,857 $80,370 $226,874 $411,428 ###### ###### ###### $0 $0 $0 $0 $0 $0 $0 

###### ###### $27,136 $193,152 $727,835 ###### ###### ###### $0 $0 $0 $0 $0 $0 
$70,839 $37,710 $54,176 $382,579 $79,718 $471,738 ###### ###### ###### $0 $0 $0 $0 $0 
$14,490 $10,253 $10,480 ($856) $40,871 $155,358 $333,158 ###### ###### ###### $0 $0 $0 $0 
($5,132) ($934) $42,100 $3,682 $17,607 $6,358 $55,351 $333,566 $822,605 ###### ###### $0 $0 $0 
$35,042 $9,939 $3,002 $69,028 ($41) ###### $219,387 $83,949 $217,770 ###### ###### ###### $0 $0 

###### $4,436 $3,572 $1,067 $84,187 $7,872 ###### $21,182 $104,691 $424,243 ###### ###### ###### $0 
$3,210 $1,632 $6,564 ($2,072) $6,332 $144,660 $29,942 $17,552 $52,742 $167,816 $282,998 $843,838 ###### ###### 

($4,959) ($864) ###### ###### ($5,011) ###### $13,928 $67,619 $13,128 $55,239 $84,582 $280,490 $937,181 ###### 
($1,220) ###### $317,497 ($9,467) $486 $534 $75,440 $61,486 $3,273 $2,436 $88,895 $53,981 $265,264 $775,417 

###### $9,235 ($4,342) $1,254 $446 $35,009 $20,720 $328,120 $303,404 $6,313 $6,536 $117,049 $77,589 $339,779 
($225) $4,555 $42 $30,415 $2,354 ($597) $54,592 $10,703 $8,105 $6,307 ###### $15,150 $18,239 $49,990 
($280) $1,400 $2,238 $588,251 $71,077 $1,049 $1,079 ($326) $876 ###### $14,998 $193,906 ###### $188,111 

($32) $132 ($2,539) $58 $70 $19,485 ($2,098) ($2,247) $8,779 $81,033 ###### $40,181 $49,818 $41,850 
$27,326 ($2,279) ($348) ($669) $274 ($886) $1,498 $7,783 $10,090 ($1,680) ($1,098) $21,915 $36,047 $128,451 
$26,070 $54 $24 $53 $28,978 $8 ###### $7,385 ($211) $32,573 $83,174 $22,361 ($2,779) ($1,071) 

$728 ($452) ($65) ($19) $10,354 $7,906 $399 $2,639 $21,772 $12,856 $10,266 $174,239 $46,780 $10,712 
$1,304 ($152) ($354) $585 ($2,012) ($2,473) $66,027 $558 ($1,421) ###### ($3,691) $4,451 $998 ($516) 

($1,414) ($400) ($91) ($310) ($348) ($126) ($2,134) ($502) $696 $33,481 ($1,365) $26,159 $57,702 ###### 
($380) $56 ($104) ($23) ($2,299) ($168) $137 ($250) ($3,061) $4,984 $805 $7,991 ($4,690) $11,056 
($146) $207 $6,049 ($86) $212 $247 $0 $352 ($12) ($1,799) $8,759 $932 $52,449 $8,548 

($34) $477 ($3,451) ($16) ($69) ($157) ($179) ($142) ($499) $886 $19,414 ($3,865) ($1,024) ($2,036) 
($1,649) $1,258 $974 $1,216 ($2,370) $1,280 $1,202 ($286) ($86) $512 ($3,371) $35,706 $776 ($151) 

$113 ($391) $2,540 ($52) ###### $1,388 $488 $885 $196 $181 $511 $2,607 $0 $3,311 
$0 $33 ($139) $693 ($519) ($52) $4 $99 $3,583 $7,678 ($1,417) ($554) $223 ($1,515) 
$0 $0 ($372) $289 ($444) ($85) ($154) $560 ($968) ###### $1,047 $1,370 ($4,129) ($4,013) 
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------- $0 ------ - $0 ------ $0 $0 ($274) $0 $510 ($65) ($1,980) ($463) ($1,967) ($3,799) ($2,237) $8,357 
$0 $0 $0 $0 $39 ($8~) ($92) $10 ($7) $0 $10,139 $0 ($275) ($1,420) 

($884) ($16) $0 $0 : ($206) $0 ($287) ($296) $226 , $28,327 ($90) ($1,091) $17 ___ ,($33) 
$107 $43 $1,858 $325 ($42) $659 $2,218 $814 $620 $733 (,:!i378) $4 $0 ###### 

##### ##### ##### ##### ##### ##### ##### ##### ##### ##### ##### ##### ##### ##### 
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01, 2017-12, 2017-11, 2017-10, 2017-09, 2017-08, 2017-07, 2017-06, 2017-05, 2017-04, 2017-03, 2017-02, 2017-01, 2016-12, 2016-11, 2016-10, 2016-09, 2016-08, 2016-07, 2016-06, 2, 

2011-08 2011-09 2011-10 2011-11 2011-12 !2018-01 2018-02 2018-03 2018-04 2018-os 2018-06 2018-01 2018-08 ! 2018-09 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 

###### $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
###### ###### $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
###### ###### ###### $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
###### ###### ###### ###### $0 $0 $0 $0 $0 $0 $0 $0 $0 $0 
$175,753 $126,725 ###### ###### ###### $0 $0 $0 $0 $0 $0 $0 $0 $0 
$115,965 $47,467 $273,805 ###### ###### ###### $0 $0 $0 $0 $0 $0 $0 $0 

$31,915 $68,585 $127,877 $327,501 $966,629 ###### ###### $0 $0 $0 $0 $0 $0 $0 
$50,626 $32,495 $201,802 $170,611 $215,462 ###### ###### ###### $0 $0 $0 $0 $0 $0 
$38,197 $28,548 $31,401 $99,513 $109,056 $600,597 ###### ###### ###### $0 $0 $0 $0 $0 

$6,293 $12,474 $14,217 $33,412 $23,214 $313,425 $126,704 $823,726 ###### ###### $0 $0 $0 $0 
$6,514 ###### $32,740 ###### $54,950 $71,106 $173,170 $397,196 $678,290 ###### ###### $0 $0 $0 
$9,293 $12,235 $8,413 $8,940 $28,042 $16,794 $341,896 $115,813 $279,519 ###### ###### ###### $0 $0 

$810 $952 $3,123 $13,694 ###### $7,430 ($2,216) $35,370 $104,696 $333,188 ###### ###### ###### $0 
($1,264) ###### ($1,994) ###### $7,557 $27,518 $17,450 $41,517 $333,654 $54,805 $244,086 $810,809 ###### ###### 

$547 ($972) ($731) $6,282 $32,928 $12,080 $136,176 $34,478 $25,826 $25,481 $110,131 $345,600 ###### ###### 
($4,690) $4,925 $36,807 ###### $1,256 $29,668 $6,108 ###### $18,723 $61,899 $24,628 ###### $438,622 ###### 

$855 ($684) $1,969 $12,307 $2,057 $46,819 $111,350 $59,270 $1,081 $107,373 $15,597 $11,537 $550,465 $343,626 
($9) $1,302 $1,185 $4,528 ($762) $10,299 ###### $8,547 $5,414 $21,672 $19,744 $68,381 $80,976 $71,509 

510 



$267,593 
$9,849 

($3,231) 
($385) 

##### 

$2,061 $9,563 $940 $6,461 ($548) $16,222 $4,163 ($8! 820) $12,051 ($2,663) $50,392 $46,550 $23,409 
$34 $52 $48 ($990) $86,047 ($3,435) ($6,035) $4,827 $10,189 $4,593 $19,071 $22,616 $15,105 

($30) ($5)_ ($388} ###### ($52) $3,657 ($1,294) $13,569 $12,052 $9,234 $2,274 $11,511 $10,189 
($91) $_1]:_,~_28 $122 ' ($126) $50 $391 $1,453 ($8,709) $25,221 $6,504 $5,058 ($2~369) $2,764 

##### ##### ##### ##### ##### ##### ##### ##### ##### ##### ##### ##### ##### 
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$80,446 $243,787 $913,738 ###### ###### $0 $0 $0 ##### 
$119,294 $104,012 $218,973 ###### . ###### ###### $0 $0 ##### 

$28,978 $45,908 $63,978 $273,543 ###### ###### ###### $0 ##### 
$1,852 _ $25,562 $106,482 $149,831 $544,458 ###### ###### ###### ##### 

##### ##### ##### ##### ##### ##### ##### ##### ##### 
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Table of Contents ST ATE OF NEBRASKA 

The information contained in this report includes current and prior period experience as well as relevant normative data . 
Norms are based on the national book of business and have not been adjusted for the characteristics of your covered 
population , except where noted otherwise . When study periods are not for twelve months of data , utilization rates may be 
annualized to allow for standard comparisons. The following parameters apply: 

• Claim experience is 89.4% complete and has not been adjusted to estimate full completion. 
• Available data for Medicare primary members is included. 
• Available data for pharmacy is not included. 
• Available data for mental health and substance abuse is included . 
• The catastrophic threshold is $100,000. 'Non-Catastrophic' excludes all payments for catastrophic cases. 
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Highlights of Plan Performance STATE OF NEBRASKA 

Current Period: Incurred July 1, 2018 through May 31, 2019, paid July 1, 2018 through May 31, 2019 
Prior Period. Incurred July 1, 2017 through May 31, 2018, paid July 1, 2017 through May 31, 2018 

Trend Analysis 

This Executive Performance Report is intended to provide an analysis of experience so that we can help you to make informed decisions for the future 
The data presented in the following pages will highlight cost drivers and compare your results to national averages. Together, we will utilize this 
information to make changes aimed at meeting your strategic objectives while improving the quality and affordability of healthcare for you and for your 
employees. For this study, claim experience is 89.4% complete and has not been adjusted to estimate full completion 

Measure Pnor Current Change 

Enrolled Members 

Net Paid PEPM 

Allowed Expenses per Claimant 

~ n Cost Share (Net) 

Catastrophic Cases per 1,000 Members 

Net Paid per Catastrophic Case 

Demographic Factor 

Network Utilization 

Network Discount Percent 

Highlights of Plan Performance 

_J 

28,182 27,706 -17% 

7.6% $752 37 $809 73 

$5,142 

81 6% 81 8% 

5 71 6 64 f 16 2% 

$190,357 $186,369 -2 1% 

1 104 1 100 -04% 

97.2% 966% 
L;·6 

38.7% 399% 3 

Because the same underlying factors influence 
various performance measures, most often these 
measures cannot simply be aggregated to illustrate 
how they contribute to trend . At a high level, 
however, we can break down trend into three 
component 'Cost Drivers': 

1) Utilization of Benefits 
2) Cost of Services 
3) Plan Cost Share 

From this point, we can then examine the 
underlying factors: 

Did the impact of catastrophic cases change? 
Did the expected demographic factor change? 
What was the value of the network? 

The following sections display key performance to examine how various components of care have affected the overall trend In this way, we can help 
to narrow the focus and highlight opportunities to mitigate future trend and improve the health and well being of enrolled members. 

Financial Summary 

Net Paid PEPM trend is at 7.6%, driven in part by a 7.0% 
increase in net paid per claimant. 

Measure Pnor Current Change Norm Vanance 

Allowed Expenses PEPM $922 14 $989 55 73% $868 13 14.0% 

Net Paid PEPM $752 37 $809 73 7.6% $710 81 139% 

Non-Catastrophic $542 48 $573 19 57% $507 78 129% 

Catastrophic $209 89 $236 55 12.7% $203 03 16 5% 

Catastrophic Content 27 9% 29 2% 1 3 28 6% 07 

Average Net Paid per Claimant $4,196 $4,490 70% 

Net Paid PEPM Cost Comparison 

• Non-Catastrophic • Catastrophic 

.$210 $20~ 

$542 $508 

Prior Current Norm 
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Overview 

Medical Plan Enrollment 

The demographic factor for STATE OF NEBRASKA 
members is 1.0% higher than the Norm (1.100 compared to 
1.089). 

Enrolled Employees 13,274 13,179 -0 7% I 
Enrolled Members 28,182 27.706 -17% - I i - 1 t -1 .0% 2.13 Average Family Size 2.12 2.10 

-12~ --- -----
Average Member Age 

" ~ ''" . ~~ 
% Female Members 531 % 52 9% 

r -0-2 
504% 25 

Demographic Factor 1.104 1.100 -04% 1.089 10% 

Cost Management 

The network discount rate for the current period was at 
39.9%. 

Measure Prior Current Change Norm Variance 

Plan Cost Share (Gross) 

Member Cost Share PEPM 

Coordination of Benefits PEPM 

Network Utilization 

Network Discounts PEPM 

Network Discount Percent 

Diagnosis Distribution 

83.2% 

$154.61 

$15.77 

97.2% j· 
$541 98 

38.7% t 

843% 1 1.1 

$155.4_:_ . _ o.6°~ 

$25 72 63 1% 

96 6% 

$608 99 

39.9% 

-0.6 

12.4% 

1.3 

83 .5% 

97 .0% 

Claims related to 'Neoplasms' diagnoses are a primary 
driver of health care costs. 

07 

-0 5 

D1agnos1s Group Pnor Current Change Norm Variance 

Neoplasms 

Musculoskeletal System 

Circulatory System 

Other Conditions 

Digestive System 

, All Other Diagnosis Groups 

$94.41 

$99 54 

$79.07 

$78 88 

$66 15 

$334 32 

$114 36 

$104 12 

$94 86 

$89 99 

$60 03 

$346 39 

211 % 

46% 

$90 90 

$88 63 

20,0% 1 $67 23 

l 141% I 

I -9 2% 

3.6% 

$78 80 

$52 87 

$332 38 

25.8% 

17,5% 

41 .1% 

14.2% 

13.5% 

4.2% 

I 

14 

ST ATE OF NEBRASKA 

Demographic Adjusted Net Paid PEPM 

$810 
$711 $718 

STATE OF Original Adjusted 
NEBRASKA Norm Norm 

Network Utilization and Discounts 

97% 97% 

Network Utilization 

Prior 

• Current 

39% 40% 

Network Discount 
Percent 

Diagnosis Groups by PEPM Cost 

Neoplasms 

Musculoskeletal 
System 

Circulatory 
System 

Other Conditions 

Digestive System 

All Other 43% 
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Overview 

Inpatient Hospital Admissions 

Net Paid PEPM costs for inpatient hospital admissions 
increased 0.5% to $204.03 PEPM. 

Admissions Per 1,000 48.3 48,5 0.3% 

"'~ Days Per 1,000 223 9 212 6 -5 0% 210 4 I Average Length of Stay 4,63 4.39 -5.3% 4.54 

Average Net Paid Per Admission $23,722 $24,027 13% $23,524 

Average Net Paid Per Day $5,123 $5,477 6.9% $5,186 

~~t _F'_aid PEP~ 
---- -, 
$202 92 $204.03 0.5% $184 91 

Outpatient Cost and Utilization 

45% 

11% 

-3.3% 

21 % 

5.6% 

10.3% 

Members are using the Emergency Room at a rate of 153.9 
visits per 1,000 members, 13.0% lower than the Norm. 

Net Paid per Surgery - facility only $4,277 $4,829 129% $4 ,448 8.6% 

152~ 1539 

Fl 
Emergency Room Visits per 1,000 11% 177 0 -13.0% 

Net Paid per ER Visit - facility only $1,559 $1,631 4.6% $1,488 9.6% 

Primary Physician Visits PMPY 1 49 1 40 -6 3% 1 73 -19.0% 

Specialist Visits PMPY 1 03 1 04 0.4% 1.58 -34.2% 

Catastrophic Cases 

Excluding catastrophic cases, medical net payments 
PEPM are trending at 5. 7%. 

Measure Prior Current Change Norm Variance 

Catastrophic Cases 161 184 14.3% 

Catastrophic Cases per 1,000 5 71 6 64 16 2% 5 55 19 6% 
t 

Average Net Paid per Claimant $190,357 $186,369 -21% $215,773 -13 6% 

Net Paid PEPM $209.89 $236 55 12 7% $203 03 16 5% 

Percent of Total Net Paid 279% 29.2% 

I 
1.3 286% 07 

Adjusted Net Paid PEPM $542 48 $573 19 57% $507 78 12 9% 

15 

ST A TE OF NEBRASKA 

Net Paid PEPM for Inpatient Admissions 

• Non-Catastrophic ~ Catastrophic 

S.99 sg3 

$185 

$104 

,-
Prior Current Norm 

Net Paid PEPM for Outpatient Events 

P1ior • Cu11e11l 

$134 
$120 

$42 $44 $45 

Emergency Room Outpatient Surgeries 

Diagnosis Groups by Catastrophic PEPM Paid 

Neoplasms 31% 

Circulatory System 

Nervous System 
and Sense Organs 

Injuries and 
Poisoning 

Musculoskeletal 
System 

All Other 32% 
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Key Performance Indicators 
Current Period: Incurred July 1, 2018 through May 31, 2019, paid July 1, 2018 through May 31, 2019 
Prior Period: Incurred July 1, 2017 through May 31, 2018, paid July 1, 2017 through May 31, 2016 

16 

STATE OF NEBRASKA 

Financial Summary Prior Current Change Norm Variance 
Allowed Expenses I $134,644,988 $143,454,283 6.5% 

Allowed Expenses PEPM $922.14 $989.55 7.3% $868.13 14.0% 
-----

Non-Catastrophic $708.11 $746.32 5.4% $647.68 15.2% 

Catastrophic $214.02 $243.23 13.6% $220.45 10.3% 
- --

Catastrophic Content 23 .2% 24.6% 1.4 25.4% -.8 

Net Paid $109,856,687 $117,386,054 6.9% 

Net Paid PEPM $752.37 $809.73 7.6% $710 81 13,9% 

Non-Catastrophic $542.48 $573.19 5.7% $507 78 12.9% 

Catastrophic $209.89 $236.55 12.7% $203.03 16.5% 

Catastrophic Content 27 .9% 29.2% 1.3 28.6% .7 
-- ---

Medical Allowed Expenses per Claimant _ __i $5,142 $5,487 6 .7% 

Medical Net Paid per Claimant $4 ,196 $4,490 7.0% -----
Non-Catastrophic $3,044 $3,201 5.2% 

------
Catastrophic $190,357 $186,369 -2.1% 

Enrolled Members 28,182 27,706 -1.7% 

2.12J --
Average Family Size 2.10 -1 .0% 2.13 -1.2% 

Average Member Age 35.8 35.8 0.0% 
---

% Female Members 53.1% 52.9% -0.2 50.4% 2.5 

Demographic Factor 1.104 1.100 -0.4% 1.089 1.0% 

Members Utilizing Medical Benefits 92.9% 94.4% 1.4 
- ------
% of Unique Individuals Enrolled without Claims 15.4% 14.5% -1 .0 

Catastrophic Cases per 1,000 5.71 6.64 16.2% 5 .. 55 19.6% 

Cost Management Prior Current Change Norm Variance 
Plan Cost Share (Gross) 83.2% I 84.3% I 1.1 83 5% 0.7 

+ r -0.6 Network Utilization 97.2% 96.6% 97.0% -0.5 

Network Discounts $79,137,234 $88,284,089 11 .6% 

Network Discounts PEPM $541 .98 $608.99 12.4% 

Network Discount Percent 38.7% 39.9% 1.3 

Inpatient Hospital Admissions Prior Current Change Norm Variance 
Admissions per 1,000 48.3 48.5 J 0.3% 46 4 4.5% 

Days per 1,000 223.9 212 6 

Average Length of Stay 4.63 4 .39 t 
-5.0% 210 4 1.1% 

-5.3% 4.54 -3.3% 

Average Net Paid per Admission $23,722 $24,027 1.3% $23,524 2.1% 

Outpatient Cost and Ullllzat1on Prior Current Change Norm Variance 
Outpatient Surgeries per 1,000 159 1 158 3 -0.5% 132.6 19.4% 

Net Paid per Surgery $4,277 $4,829 12.9% $4,448 8.6% 

Emergency Room Visits per 1,000 152.2 153.9 l 1.1% 177.0 -13.0% 

Net Paid per Emergency Room per Visit $1,559 $1,631 4.6% $1,488 9.6% 

Primary Physician Visits PMPY 1 49 1.40 r -6.3% 1.73 -19.0% 

Specialist Visits PMPY (incl OB/Gyn) 1.03 1.04 0.4% 1.58 -34.2% 

Net Paid per Primary Physician Visit $101 37 $108.69 7.2% $88 63 22.6% 

Net Paid per Specialist Visit (incl OB/Gyn) $125.24 $13433 7.3% $121 38 10.7% 

520 

Confidential property of UnitedHeallhcare Do not reproduce or re-dislribule withoul the express wrillen consenl of UnitedHealthcare. 



I 7 

Trend Drivers Points Contributed to Medical Trend 

Trend Prior Current Change 
Net Paid PEPM $752.37 $809.73 7.6% 

Members Utilizing Benefits 
--

I Allowed Expenses per Claimant $5,487 6.7% 

Plan Cost Share (Net) 81 .8% 0.3% 

Contributing Factors Prior Current Change 
Catastrophic Cases per 1,000 Members 5.71 6.64 I 16.2% 

Net Paid per Catastrophic Case $190,357 $186,369 -2.1% 

r - __, 
Demographic Factor 1.104 1.100 -0.4% 

Network Utilization 97.2% 96 6% -0.6 

Network Discount Percent 1 38.7% 1 39.~ 1.3 1 

Contribution to Trend 

Provider Type Points Service Type Aggregates Points 
Inpatient l 0.7 Inpatient Admissions 0.1 

Facility 1.0 l Non-Cata~ rophic Clai-;:;,ants 0.9 

Physician r -0 .3 Catastrophic Cases -0 .7 

All Other 0.0 Outpatient Surgeries 1.8 

Outpatient J_ ,.H Emergency Room Visits 0.3 

Facility 5.9 

Physician 

I 
0.4 

All Other 0.5 -j 
Total l 7.6 

D1agnos1s Group Total Non-Catastrophic Catastrophic 
Infectious and Parasitic Diseases 

1 
0.1 0.3 -0 .3 

Neoplasms 2.7 0.7 7.8 

Endocrine, Nutritional and Metabolic -0 .1 -0 , 1 -0 2 --
Blood and Blood Forming Organs 0,2 00 09 

Mental Diseases and Disorders 0.8 0.4 i 1.8 .. --
Nervous System and Sense Organs 0.4 -0.6 2.8 

Circulatory System 2.1 0.5 6.2 
--

Respiratory System 0.1 

02 1 -0 .2 

Digestive System -0.8 0.1 __ -3 1 

Genitourinary System 0.7 07 0.6 

Pregnancy and Childbirth -0 .2 -0 1 -0.4 

Skin and Subcutaneous Tissue 0.2 0.1 0.3 

Musculoskeletal System 0.6 1.3 -1.3 

Congenita l Anomalies -0.3 0.2 -1 4 

Perinatal Period 0,0 0.1 -0.3 

Injuries and Poisoning -0 .3 04 -2 1 

Other Conditions 1.5 1.4 1 6 

Total 7.6 5.7 12.7 
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I B 

Trend Drivers Isolated Impact on Trend 

Isolating Changes that Impact Trend 

By examining various cost and utilization measures, we can observe how the change in each measure would have affected medical 
trend in the absence of other changes. Key changes and their isolated impact on the trend of 7.6% are charted below. In the 
accompanying table, the columns labeled 'Impact on Trend' indicate the degree to which the isolated change in each measure 
affected PEPM cost and trend. While examined here in isolation, the true impacts are not mutually exclusive. Therefore the points 
do not add to the total trend amount. 

Isolated Impact (in percentage points) on the Trend of 7 .6% 
Points Isolated Measure 

7.1 

-2.1 

Contracted Discounts 38.7% 39.9% 1.3 

Population Measures Prior Current Change 

Demographic Factor 

Geographic Factor 

_ 1_.1_0_4 _ ___ 1.100 l -0.4% 

1 042 1 042 0.0% 

Utilization Measures Prior Current Change 

Claimants per 1,000 929.1 943.6 1.6% 

7.1 Net Paid per Claimant 
4.4 Catastrophic Cases per 1,000 
-2 .1 Contracted Discounts 
2.0 Net Paid per Outpatient Surgery 
1.8 Net Paid per Hospital Day 
1.7 Claimants per 1,000 

--l 

Inpatient Admissions per 1,000 48.3 48.5 0.3% 46 4 4.5% 

Outpatient Surgeries per 1,000 159.1 158.3 -0.5% 132.6 19.4% 

ER Visits per 1,000 152.2 153.9 1.1% 177 0 -13.0% 

Physician Office Visits per Member 2.53 2.44 -3 .6% 3.30 -26.3% 

Catastrophic Cases per 1,000 5.71 6.64 16.2% 

Average Cost and Seventy Prior Current Change Norm Variance 

Net Paid per Claimant $4,196 $4,490 70% 

Net Paid per Hospital Day $5,123 $5,477 6.9% $5,186 5,6% 

Average Length of Hospital Stay 4 63 4.39 -5.3% 4.54 -3.3% 

Net Paid per Outpatient Surgery $4,277 $4,829 12.9% $4,448 8.6% 

Net Paid per ER Visit $1,559 $1,631 4.6% $1,488 9.6% 

Net Paid per Physician Office Visit $111 .14 $119.61 7.6% $104.26 14.7% 

Average Catastrophic Case Severity $190,357 $186,369 -2.1% $215,773 -13.6% 

Confidential property of UnitedHealthcare. Do not reproduce or re-distribute without the express written consent of UnitedHealthcare 

Actual Change 

.t. 7.0 % 

.t. 16.2 % 

.t. 1.3 points 

.t. 12.9 % 

.t. 6.9% 

.t. 1.6 % 

Impact on Trend 

$0.56 0.1 

-$0.68 -0.1 

$0.51 0.1 

-$2 08 -0.3 

$33.06 4.4 

PEPM Points 

$53 12 7.1 

$13 18 1 B 

-$11 .32 -1 5 

$15.32 2.0 

$1 .93 0.3 

$3.62 0.5 

-$5 06 -0 7 
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I 10 

Financial Summary 
Net Paid PEPM trend is at 7.6%, driven in part by a 7.0% increase in net paid per claimant. 

This report includes an integrated assessment of healthplan 
performance, highlights changes that impacted trend and 
presents variances from National comparators. The data 
included in this package is intended to provide insight to 
drive program enhancements, benefit plan changes and 
other strategic actions directed at improving both the quality 
and the affordability of the overall health care experience. 

Net Paid PEPM trend is at 7.6%. Primary contributors to this 
trend are a 7.0% increase in net paid per claimant and a 
16.2% increase in catastrophic cases per 1,000. 

$210 

$542 

Prior 

Net Paid PEPM Cost Comparison 

• Non-Catastrophic • Catastrophic 

$237 
$203 

$508 

Current Norm 

Summary of Results Prior Current Change Norm Variance 

Enrolled Employees 

Allowed Expenses 

Allowed Expenses PEPM 

Net Paid 

Net Paid PEPM 

13,274 13,179 

$134,644,9~ l $143,454,283 

$922.14 $989 55 

$109,856,687 $117,386,054 

$752.37 _L_ $809.73 

t- ~ %- -
6.5% 

- -
7.3% 

6.9% 

7.6% 

$868.13 14.0% 

$710 .81 13.9% 

Components of Cost Prior Current Change Norm Variance 

Net Paid PEPM $752.37 $809.73 

Non-Catastrophic $542.48 $573.19 

Catastrophic $209 89 $236.55 

Catastrophic Content 27.898% 29.2% 

Average Net Paid per Claimant $4,196 $4,490 

Medical Cost Comparison 

Comparator PEPM Variance 

Market Weighted Average I_ $603.55 34.2% 

Consumer Directed Average $694.99 16.5% 

National Average $710.81 13.9% 

Industry Peers $789.90 2.5% 

STATE OF NEBRASKA $809 73 0.0% 

Custom Peer Group $821 41 -1 4% 

J 

7.6% $710.81 13.9% 

5_7% $507.78 12.9% 

12 7% $203.03 16.5% 

1.3 28.6% 0.7 

70% 

Comparing results to a range of averages can 
provide valuable insights to benefit plan 
performance. In general, groups with a higher 
level of management of health care services and 
a higher adoption of cost control initiatives will 
experience lower overall costs. Norms are based 
on the national book of business and have not 
been adjusted for the characteristics of your 
covered population, except where noted 
otherwise. The Consumer Directed norm is a 
group average and has not been adjusted . 
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111 

Financial Summary Distribution by Size of Payment 

Those with more than $100,000 in net payments represent 0.7% of all claimants and 29.2% of total costs. 

We can identify shifts in utilization, health care consumption and the prevalence of chronic and catastrophic cases by looking at the 
distribution of cost and utilization by fixed payment bands . This breakdown may also be useful for investigating the number of 
claimants that would be impacted by the introduction of or changes to a consumer-driven, high-deductible benefit. 

$500 

$2,000 
1-

$10,000 

$25,000 

$30,000 

$35,000 

$40.000 

$45,000 

$50,000 

$60,000 

$70,000 

$80,000 

$90,000 

$100,000 

$200,000 

$300,000 

$400,000 

$500,000 + 

Total 

Claimants 
96.4% 

Payments 
40.4% 

< $25,000 

Claimants and Payments by Range 

Claimants 
2.9% 

Payments 
30.3% 

$25,000 - $100,000 

Claimants per 1,000 % ofTotal Net Paid PEPM % of Total 

$1,999 258 6 268 ,6 39% 28.5% $50 09 $51 46 27% 6.7% 6.4% 

$9,999 150 9 153 5 18% 16.3% I $129 13 $1 31 63 19% 17.2% 16.3% 
_..; 

$24, 999 41 .2 42 .3 2.7% 4.4% 4_5% I $124.60 $127.78 15 8% 

L 5.6 $29.999 5.9 -4 .4% 06% 06% $30 92 $29.47 3.6% --
$34,999 3.9 40 2.6% 04% 04% $24.34 $24.74 

~ % 

3 .1% 

$39,999 2.9 T 3.4 16 8°/~ 03% 04% $20 63 $24.13 9% 2.7% 3.0% 

$44,999 1 8 29 58.4% 02% 0 3% $15.13 $23.51 4% 2 0% 2 9% 

$49,999 t 1.6 
2.1 31 .1% 02% 0.2% I $14 64 $1 8.92 2% G 9% 23% 

$59,999 2 4 3.2 33.1% T o.3% 0.3% ,~~..5 59 $33.84 3% 3 4% 42% 
--+-

$69,999 , 6 1 8 12 8% 02% 0.2% $20 45 $23.00 124% 2.7% 2.8% 

$79,999 1 8 20 11 .9% 02% 0.2% $25 56 $27 98 9.5% 34% 35% 

$89,999 1 4 1 2 -11 3% j 01% 0.1% $22.57 $19 82 -12.2% 3 0% 2.4% 
- -,---

$99,999 1 2 11 , -7.3% I 0.1% 0.1% $22.02 $20 32 -77% 2.9% 2.5% 

$199,999 4.3 5 1 20.4% I 0_5% 0.5% = $110 30 r $1 37 16 244% 14.7% 16 9% 

$299 ,999 0 8 1 0 19.4% 0.1% 0.1% $37 88 $44 09 16.4% 50% 54% 

"1 03 0.2 -43 5% 00% 0.0% $21 .85 $11 62 -468% 29% 14% 
-+ 

$499,999 02 02 1.7% 00% 00% $18 .72 $1 8 87 08% 25% 2.3% 

0 1 0 1 35.6% 0.0% 0 0% $21 .15 r $24 8~ 17 3% 2.8% 3.1% _,_ 
929 1 I 943 6 16% 100.0%100.0% I $752.37 $809 73 7 6% I 1 oo 0% 11 oo 0% 

Payments 
29.2% 

Claimants 
0.7% 

> $100,000 

Net Paid per Claimant 

$1,004 $1,002 -0.1% 

$4,434 $4,486 1.2% 

$1 5,671 $15,805 0 9% --
$27,366 $27,561 07% 

$32 ,314 $32,313 0.0% 

$37,192 $37,611 1.1% 

$42,475 $42,076 -0.9% 

$47,507 $47,293 -0 5% 

$54 ,942 $55,120 0.3% 

$64 ,921 $65,370 0.7% 

$74,647 $73,747 -1 .2% 

$84,514 $84 ,529 0.0% 

$94,550 $95,047 0.5% 

$134,211 $140 ,026 4 .3% 

$240,495 $236,738 -1 6% 

$354,423 $336,912 -4.9% 

$455,482 $455,970 01 % 

######## $898,960 -12 7% 

$4.196 $4,490 70% 

Contribution 

to Trend 

0.2 

0.3 

04 

-0 2 

0 1 

05 

11 

06 

11 

0.3 

0.3 

-0.4 

-0 2 

3.6 

0,8 

-1.4 

0.0 

05 

76 

Subtotals Prior Current Change Prior Current Prior Current Change Prior Current Prior Current Change Points 

$0 36 8 36,9 0 2% 40% 39% $0 00 $0 00 0.0% 0.0% 0.0% $0 $0 00% 0.0 
+-

$0 $25,000 862 1 872 7 12% 92.8% • 92 5% $320 62 $327 45 21% 42 6% 404% $1,927 $1,963 19% 0 9 
-

$25,000 $100,000 24 5 27 4 11 .7% 26% 2.9% $221 ,86 $245.73 1 10.8% 29 5% 30.3% $46, 949 $46,997 o 1% 32 

$100.000 + 5 7 66 16 2% 0 6% 0.7% $209 89 $236,55 12 7% 27 9% 29 2% $1 90 ,357 $186.369 -21 % 3 5 

Total Excluding $0 892 3 906 7 16% 96.0% 961 % $752.37 I $809.73 7.6% 100.0% 1000% $4,369 $4,673 7 0% 76 

Total Excluding $100,000 + 923 4 936 9 15% 994% 99 3% $542 48 $573, 19 5.7% 72 1% 70 8% $3,044 $3 ,201 52% ~!_.I 
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I 12 

Financial Summary Distribution by Size of Allowed Expense 

Those with more than $100,000 in allowed expenses represent 0.8% of all claimants and 26.6% of total expenses. 

We can identify shifts in utilization, health care consumption and the prevalence of chronic and catastrophic cases by looking at the 
distribution of cost and utilization by fixed expense bands. This breakdown may also be useful for investigating the number of 
claimants that would be impacted by the introduction of or changes to a consumer-driven, high-deductible benefit. 

Claimants 
95.8% 

Expenses 
44.3% 

< $25,000 

Claimants per 1,000 

Claimants and Expenses by Range 

Claimants 
3.5% 

Expenses 
29.0% 

$25,000 - $100,000 

% ofTotal Allowed PEPM % ofTotal 

Claimants 
0.8% 

Expenses 
26.6% 

> $100,000 

Allowed per Claimant 

Contribution 

to Trend 

Expense Range Prior Current Change Prior Current Prior Current Change Prior Current Prior Current Change Points 

$0 

$500 

$2,000 

$10,000 

$25,000 

$30,000 

$35,000 

$40,000 

$45,000 

$50,000 

$60,000 

$70,000 

$80,000 

$90,000 

$100,000 

$200,000 

$300,000 

$400,000 

$500,000 

Total 

+ 

',I 

$499 

$1 ,999 

$9,999 

$24,999 

$29,999 

$34,999 

$39,999 

$44,999 

$49,999 

$59,999 

$69,999 

309 5 

310 1 

j 
217 3 

57 0 

6,7 

51 

3.6 

2.4 

1 7 

2.9 

1 8 

$79,999 1.9 

$89,999 1.5 

$99,999 1 2 

$199 ,999 46 

$299,999 0 9 

$399,999 0.4 
-r-

$499,999 0.2 

02 

929 1 

• •, 11', 11', $0.00 I $0 00 I 0.0% j 11!111111!1111·.1 ·.1---314 6 

312 6 0.8% 

217.8 0 .2% 

586 .-2.9% 

7 0- -i 4.4% 

5 5 5.9% 

3.5 -4 3% 

3.6 1 48.9% 

2 5 51 .5% 

3 5 20 3% 

2 4 31 6% 

2.4 

1.2 

11 

26 7% 

, -19.6% 

-44% 

23.4% 

61% 

0.7% 

06% 

0.4% 

0.3% 

02% 

03% 

02% 

23.1% 

6 .2% 

0.7% 

0.6% 

0.4% 

0.4% 

0.3% 

0.4% 

0.3% 

0 2% 0,3% 

0 2 %-+ 0.1% 

01% 01% 

$14 47 $14 42 -0 3% l 1 6% 

$64 03 $63 69 r -o .5% 1 6 9% 

$186.48 $186 18 ~ O 2% T 20 2% 

$172.78 $174 54 1.0% 1 18 7% 

$35 39 $36 20 2 3% 3 8% 

$31 98 $33 63 5 2% 3.5% --
$26 15 $24 67 I -5.7% 2 8% 

$20 02 $29 51 I 47.4% 

1

2 2% 

$15.30 $22.84 49 .2% 1 7% 

$30 57 $36 64 t 19 9% . 3 3% 

$22 62 $29 19 29 1% 2 5% 

$27.26 

$25 05 

$21.49 

$34 13 25 2% 3 0% 

$2010 C B% I 27% 

$20.15 -6.3% 2.3% . 

1 5% 

64% 

18 8% 

17.6% 

37% 

34% 

25% 

3.0% 

2.3% 

3.7% 

2.9% 

3.4% 

2.0% 

2.0% 

166% 05% 0.6% $11935 $14239 , 193% 129~ ~ 4% 

11 J 261% 01% 0,1% $4076 $49.99 22.6% 4.4% 5.1% 

54 

-f w 0.2 I -39 ,0% 0 0% 0.0% $24 12 $13 66 -43.4% 2 6% 1.4% -- --
0 3 62 7% a 0% I a .a% $15.41 $25.08 62.8% 1.7% 2.5% 

0 2 1 1.7% I O 0% 0 0% $28,90 ... $32.53 12.6% I 3.1 % 3.3% 

943 6 I 1.6% J 100 0% ( 100,0°/o J $922 14 $989 55 7 3°i:°t100 0% 100.0% 

$242 

$1,070 

$4,446 

$15,709 

$27,483 

$32,207 

$37,439 

$42,358 

$47,546 

$54,434 

$64,749 

$240 

$1,066 

$4,473 

$15,581 

$27,188 

$32,290 

$37,257 

$42.360 

$47 ,301 

$54,757 

$64,108 

$75,106 $74,966 

$85,073 $85,719 

$95,104 $94 ,211 

$134,047 $138,541 

$238,085 $233,766 

$352,180 $329,957 

$449,975 $454,533 

$843,981 $943,264 

$5,142 $5,487 

·1 .0% 

-0.4% 

0.6% 

-0.8% 

-1 .1% 

03% 

-0 5% 

0.0% 

-0 .5% 

0.6% 

-1 .0% 

-0 2% 

0.8% 

-09% 

3.4% 

-1 .8% 

-6 3% 

10% 

118% 

6.7% 

0.0 

0.0 

0.0 

0.2 

0.1 

0.2 

.Q 2 

1.0 

0.8 

0.7 

0,7 

0,7 

-0 5 

-0 1 

2.5 

1.0 

-11 

1.0 

0.4 

7.3 

Subtotals Prior Current Change Prior Current Prior Current Change Prior Current Prior Current Change Points 

$0 

$0 $25,000 

$25,000 $100,000 

$100,000 + 

Total Excluding $0 

Total Excluding $100,000 + 

0.2 0.1 -18.6% 00% 00% 

893 9 903 6 1.1% 96 2% 95 8% 

28.8 32.7 132% 31% 35% 

62 7 2 15 7% I 07% 08% 

928 9 943.4 1.6% 100 0% 100 0% 

922.9 936 4 1.5% 99 3% 99 2% 

$0 00 $0 00 0.0% 

$437 76 $438 84 02% 

$255 84 $287 06 1 122% 

$228 54 ! $263.~ 4% 

$922 14 $989.55 73% 

$693 60 $725 90 t 4.7% 
-, 

0 0% I 0.0% 

47 5% 44 3% 

27 7% 29 0% 

24 a% I 26 6% 

100.0% 100.0% 

75 2% 73.4% 
.L 

$0 $0 

$2,537 $2,541 

$45,948 $45,983 

$190,685 $192,069 

$5,143 $5,488 

$3,894 $4,056 

Confidential property of UnitedHeallhcare. Do not reproduce or re-distribute without the express written consenl of UnitedHealthcare, 

0.0% a.a 

0.1% 0.1 

0.1% 3.4 

0.7% 3.8 

67% 7 3 

42% 4.7 

526 



I 13 

Financial Summary Catastrophic Cases>= $100,000 

Excluding catastrophic cases, medical net payments PEPM are trending at 5.7%. 

Net Paid PEPM Cost Comparison 

Catastrophic claims are an expected cost in any benefit 
plan, but exceptional amounts paid on a few claims may 
distort indicators of overall plan performance. In this 
report, a catastrophic case is defined as a member who 
has accumulated $100,000 or more in net payments 
during the period under review. For calculations of non
catastrophic cost , the entire claim cost for each 
catastrophic case is removed . 

The frequency of catastrophic cases has increased 
16.2% and the average cost has decreased 2.1 %. The 
combined impact of these variations has adversely 
affected overall trend. 

Non-Catastrophic Claimants 

$210 

$542 

Prior 

Catastrophic Cases 

• Non-Catastroph ic " Catastroph ic 

$283 

$508 

Current Norm 

All Claimants 

Measure Pnor Current Change Pnor Current Change Prior Current Change 

Claimants 26.023 -1- 25.959 H .2% J 161 ~ 14.3% 26,184 , 26,143 -0.2% -, Claimants per 1,000 Members 923.4 . 936.9 1.5% I 5.71 6.64 16.2% 929 1 943.6 1.6% 
T -

Percent of Members 99.4% 99.3% -0.1 0.6% 0.7% 0.1 100 0% 100.0% 0.0 

Average Net Paid per Claimant $ 3,044 j $3 ,201 5.2% $190,357 $186,369 -2 1% $4,196 $4,490 
70% l 

Net Paid PEPM $542.48 $573.19 5.7% $209.89 $236.55 12.7% $752.37 $809,73 7.6% 

Percent of Net Paid PEPM 72.1% 70,8% -1.3 T 27.9% 29.2% 1 3 100.0% 100.0% 0.0 

Top Diagnosis Groups for Catastrophic Cases (Net Paid PEPM) 

$74.05 

$57.69 

$39.31 Prior 

• Current 
$26.28 

$16.59 
$10.61 

$20.58 $16.25 $18.13 $15.51 

Neoplasms Circulatory SystemNervous System and Sense Orgarlsjuries and Poisoning Musculoskeletal System 

Catastrophic Cases Catastrophic Net Paid PEPM Catastrophic Cases as a % of Group 

Diagnosis Group Pnor Current Change Pnor Current Change Prior Current Change 

Neoplasms 77 94 

Circulatory System 115 136 

Nervous System and Sense Organs 97 115 

Injuries and Poisoning 78 80 

Musculoskeletal System 102 121 

22.1% 

18 3% 

186% 

2.6% 

186% 

$57 69 

$26 28 

$10 61 

$74.05 

$39.31 

$16.59 

$20 58 I $16 .25 

$18.13 $15.51 

28.4% 61 .1% 

49.6% 33. 2% 

56.4% 20.7% 

-21 0% 36 5% 

-14 5% 182% 
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Medical Plan Enrollment Characteristics of the Covered Population 

The demographic factor for STATE OF NEBRASKA members is 1.0% higher than the Norm (1.100 compared to 1.089). 

Variations in the characteristics of a covered population can affect the indicators of overall benefit plan performance. While adjusting 
statistical measures for these differences is not always possible we can often provide data that will help to put plan, period and 
normative comparisons in perspective . 

Population Measure Prior Current Change Norm Variance 

Enrolled Employees 13,274 13,179 -0.7% 
-----

Average Age 47.0 46.7 -0.6% 
f- - ---

% Female 55.7% 55.8% 0.1 43 8% 12.0 

Enrolled Members 28,182 27,706 -1 .7% 

Average Age 35.8 35.8 0.0% 

% Female 53.1% 52.9% -0.2 50.4% 2.5 

% Female (22 - 44) 19.0% 19.1% 0.1 - --
% Children (<18) 22.5% 22.6% 0.1 

Average Family Size 2.12 2.10 -1 .0% 2.13 -1.2% 

Demographic Factor 1.104 1.100 -0.4% 1.089 1.0% 
-----

Geographic Factor 1.042 1 042 0.0% 
-----

Combined Demo/Geo Factor 1.150 1 146 -0.4% 

Members Utilizing Medical Benefits 92 .9% 94.4% 1.4 

Number of Unique Individuals Enrolled 32 ,331 31,800 -1 .6% 
-' 

% of Unique Individuals Enrolled without Claims 15.4% 14.5% -1 .0 

Putting Comparisons in Perspective 

When analyzing STATE OF NEBRASKA results against normative data, it is important to remember that the unique characteristics of 
each population may have a significant impact on the comparison. UnitedHealthcare has developed medical cost factors by age and 
gender that can help to determine if a difference in these member characteristics is impacting relative PEPM cost. The graph below 
illustrates how comparisons change when norms are adjusted for differences in the demographic factor between STATE OF 
NEBRASKA membership and that of each identified normative population. For each norm, the first column represents the actual 
PEPM cost and the second reflects the demographic adjustment. 

$810 

STATE OF NEBRASKA 

Demographic Adjusted Net Paid PEPM Cost Comparison 

$821 $801 $790 $753 
$711 $718 

National Average Custom Peer Group Industry Peers 

Original Norm 

$695 
$764 

Consumer Directed 
Average 
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Medical Plan Enrollment Distribution by Age 

Members age 40 and older represent 45.2% of the population and account for 69.3% of claim costs. 

Understanding the unique demographic characteristics of your employee population is critical to managing your population's health 
care needs. Member age is one of several indicators of consumption of care patterns. The graph and chart below illustrate the 
relationship between age and health care expenditure for your population. 

Distribution by Age Range 
Percent or Enrolled Members 

11 Percent of Claimants 

.- Percent of Net Paym~ts ?f!. 

N N 

< 1 1-9 10-19 

Percent of Enrolled Members 

Member Age Range Prior Current Change 
< 1 1.0% 1.0% -0.1 

1 - 17 21 ,5% 21 7% 0.2 
-! 

18 - 29 18.8% 18 7% 0 .0 
--1 

30 - 39 13.2% 13.5% 0.2 

40 - 49 12.9% 13.1% 0.3 

50 - 59 18 0% "'Ll 06 

I 
I 

60 - 64 10.3% 10,4% 0.0 

1 
- -

65+ 4.2% 4.2% o.o 
- ..___ - -

Subtotal <39 54.6% 54 .8% 0.3 

Subtotal 39+ 45.4% 45 2%_-1- -~--3 

Total 958% 95.8% I 0 .0 

• slight changes may appear inaccurate as a result of rounding 

Member Age Range 
< 1 

1 - 17 

18 - 29 

30 - 39 

40 - 49 

50 - 59 

60 - 64 

65+ 

Subtotal <39 

Subtotal 39+ 

Total 

Average Net Paid per Member 

$1 ,472 

$2,470 

$2,929 

$3,487 

$5,311 

$7.297 

$12,482 I. 5.0% 

$1,265 l -14.1% 

$2,329 _J___:.5,7% 

$3,516 20.1 % 

$4,064 

$6,582 

$7,579 

S 10,592 $1 1,066 

16.5% 

23.9% 

3.9% 

4.5% 

0.3% 

13.3% 

8.7% :~:!;f :~:: · I 

20-34 35-44 

r 

l 

Percent of Claimants 

Prior Current Change 
1.9% 1 6% j -0.3 

20.8% 21 .0% 0,2 

16.3% 16.2% ~0.1 

12.6% 13.0% 0.4 

12.7% 13.0% 0.4 

18.6% 18.3% -0.3 

11 .3% 11 .5% 0.2 

5.7%~ .3% -0.4 

51 .6% 

1 
51.8% 0.2 

48.4% 482% -0.2 

94.3% 94 .7% 0.4 

Net Paid PEPM 

Prior Current Change 
$23 98 

$61 .04 

$89 50 

$74.84 

$86.79 

$184.70 

$145 29 

$86 24 

$249.35 

$22.72 -5.3% 

$52.38 T -14.2% 

$83 34 -6.9% 

$90.51 20.9% 

$102.11 

$219.66 

17.7% 

189% 

$150 .15 3.3% 

$88.87 3.1% 

$248 .94 r-::0.2% 

, $503 02 $560.79 11 .5% 

l_ $752.37 __ i $809 .73 7.6% 

45-64 65+ 

Percent of Net Payments 

Pnor Current Change 
3.2% 2.8% -0.4 

81% 6.5% -1.6 --
11 .9% 10.3% -1 .6 

9.9% 11 .2% 1.2 

11 .5% 12.6% 1.1 

24.5% 27.1% 2.6 

19.3% 18.5% -0.8 

11 .5% 11 .0% -0 .5 

33.1% 30 .7% -2.4 

66.9% 69.3% 24 

88.5% 89 0% 0.5 

Contribution 
to Trend 

-0 .2 

-1 ,2 

-0 .8 

2.1 

2.0 

4 .6 

0.6 

0.3 
--

-0 1 

77 

7.6 
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Cost Management 
The cost management reductions shown here reduced potential costs by $124,923,195. 

While discounts represent a significant portion of possible cost reductions, there are a variety of other services that can also help to 
manage overall expenses. The distribution of some of these cost control measures is outlined below. In the current period, various 
cost management efforts led to $124,923,195 in payment reductions, representing 51 .6% of potential costs. 

$88,284,089 

Network Discounts Adjusted Cost Sharing 
Reductions 

Sources of Cost Reductions 

$3,800,578 

Duplicate Claim 
Screenings 

$3,729,229 

Coordination of 
Benefits 

$3,159,677 $3,407,837 

Other Discounts All Other 

• Additional savings not shown here may be generated through quality control reductions including claim audit. subrogation. and fraud and abuse recoveries 

Measure Total PEPM 

Total Potential Costs $242,309,249 $1,671.46 
----

- Duplicate Claim Screenings $3,800,578 $26.22 

- Ineligible Charge Reductions $1,299,384 $8.96 

Benefit Coverage Review $135,260 $0.93 

Medical Coverage Review $717,304 $4.95 

Reasonable and Customary $446,821 $3.08 

Other I Undefined $0 $0.00 

- Claim Rebundling $2 ,108,127 $14.54 

- Network Value and Savings $91,443,767 $630.78 

Network Discounts $88,284,089 $608.99 

Other Discounts $3,159,677 $21 .80 

- Maximum Non-Network Reimbursement $326 $0.00 

- Cost Sharing Reductions $22,541,784 $155 49 

- Coordination of Benefits $3,729,229 $25 72 

Total Cost Management Reductions $124,923,195 $861 .72 

Total Net Paid $117,386,054 $809.73 
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Cost Management 
Changes in plan richness have contributed 1.3 points to overall cost trend. 

Plan Cost Share (Gross) is a measure of coverage 
provided by the plan , and is an indication of plan 
richness. It is the ratio of gross paid to allowed 
expenses. Allowed expenses are the charges 
covered by the plan before employee cost sharing. 
Year to year variations in the plan cost share may be 
the result of changes in catastrophic case content, 
changes in network utilization and the erosion of plan 
deductibles. 

83.2% 

Plan Cost Share {Gross) 

84.3% 83.5% 

Total 
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Plan Cost Share 

Prior 

• Current 

Norm 
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Cost Management Plan Cost Share (Net) 

Changes in plan richness have contributed 0.3 points to overall cost trend. 

Plan Cost Share (Net) is a measure of coverage 
provided by the plan, and is an indication of plan 
richness. It is the ratio of net paid to allowed 
expenses . Allowed expenses are the charges 
covered by the plan before employee cost sharing. 
Year to year variations in the plan cost share may be 
the result of changes in catastrophic case content, 
changes in network utilization and the erosion of plan 
deductibles. 

81.6% 

Plan Cost Share (Net) 

81 .8% 81 .9% 

Total 

Prior 

• Current 

Norm 

Plan Cost Share (Net) Pnor Current Change Norm Variance 

Total 81 .6% 81 .8% 0.2 

Medical 816% I 81 .8% 0.2 
---- --

Non-Catastrophic Claimants 76.6% 

I 
76.8% 0.2 

Catastrophic Cases 98.1% 97.3% -0.8 

Supplemental Measures Prior Current Change 

Member Cost Share PEPM 

Coordination of Benefits PEPM 

Plan Cost Share (Net) by Type of Service 

l $154 ,61 

$15.77 

$155 49 

$25.72 t 0,6% 

63.1% 

Type of Service Prior Current Change 

Inpatient Admissions 93.8% 94.1% 0.3 

Non-Catastrophic Claimants 88.9% 904% 1.5 

Catastrophic Cases 99.6% 99.0% -0 6 

Outpatient Surgery 88 0% 88 5% 05 

Emergency Room 69.6% 68 .9% -0 .7 

Urgent Care Facility 67.1% 67.4% 0.3 

Outpatient Physician Office Visits 73.0% 74.1% 

t 
1.1 

Primary Physician 74 .8% 76.3% 1.5 

Specialist 88.2% 88 3% 0.0 

OB/GYN 69.3% 70.2% 0.9 

Unknown 00% 00% 0.0 

Allied Health 60.3% 61 6% 1.3 

81 .9% 

81 .9% 
-

78.4% 

92.1% 
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Cost Management Network Value 

Members used a network provider for 96.6% of eligible expenses, compared to 97.0% for the Norm. 

Our strong network infrastructure features provider negotiations focused on achieving the best total outcome by combining our highly 
competitive discounts with transparent provider information for better decisions. We're committed to bringing optimal value to you 
and improved health outcomes for employees. The graphs below illustrate the distribution of selected measures according to 
whether or not a participating network provider was used. 

~ ~ ~ 0 
N <D 0 
r-..: (0 r-..: 
Ol Ol Ol 

Total Eligible 
Charges 

Network Utilization Measures 

~ ~ 
Ol (") 

o:i o:i 
Ol Ol 

Inpatient 
Hospital 

Admissions 

~ ~ 0 
(") Ol 
o:i r-..: 
Ol Ol 

Inpatient 
Hospital Days 

~ 0 ~ 0 
N Ol 
cri o:i 
Ol Ol 

Outpatient 
Surgeries 

~ ~ 0 
<D '<I' 
0) oi 
Ol Ol 

ER Visits 

~ 0 ~ 0 
0 

r-...: r-...: 
Ol Ol 

Physician Office 
Visits 
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Cost Management Network Discounts 

The network discount rate for the current period was at 39.9%. 

Our network of providers offers financial predictability through our long-term contracts with physicians and hospitals, competitive 
discounts, and consistent contract and rate structures. Although actual savings vary due to changes in the complexity of services and 
network utilization our highly competitive discounts help to deliver optimal value considering these factors . The chart and table below 
illustrate this value, which resulted in current period savings of $88,284,089. 

Network Discounts by Type of Service 

'#- :,R 
N 0 

L!') 'SI' Prior 'St 'St 
• Current 

Inpatient Facility Outpatient Facility Physician Primary Physician Specialist OB/Gyn All Other 

Network Eligible Charges PEPM Network Discounts PEPM Percent Discount 

Type of Service Prior Current Change Pnor Current Change Prior Current Change 
Inpatient Facility 

Outpatient Facility 

Primary Physician 

Specialist 

OB/GYN 

All Other 

Total 

$337.52 

$605.52 

$83.39 

$224.19 

$21 .13 

$129 07 

$1,400.83 

I $358.88 j- 6 .3% 

$683.30 12.8% 

$119.22 $139,02 

$236 88 $269.33 

$83.38 r 0.0% 

l._!229.4~ - _} .3%--+----+---
$22 40 6.0% 

$25.86 $26.35 

$93.98 $100.88 

$7 .65 $8.41 

1 $147.23 14.1% $58.39 $65.00 

$1,524.63 8.8% $541 .98 $608.99 

16.6% 35.3% 38.7% 3.4 

L 13.7% 391% 39.4% 0.3 L 1.9% 31 .0% 31 .6% 0.6 

7.3% 41.9% 44.0% 2.0 

10.0% 36.2% 37.5% 1.4 .--- - - -

11 .3% 45.2% 44 .1% -1.1 

12.4% 38.7% 39.9% 1.3 

The $67.00 PEPM increase in savings is the combined result of three factors . Savings will change because of 1) a variation in 
charges as a result of a change in the complexity of services rendered, better medicine or basic medical inflation, 2) changes in 
network utilization or 3) changes in negotiated provider contracts. The latter two factors deliver new savings that would not be 
generated if UnitedHealth Group did not play an active role in managing and expanding its networks. The value of these changes 
are: 

$ 51.70 PEPM for changes in overall medical expenses. 
$ (3.80) PEPM for changes in the portion of services rendered by network providers (96.6% versus 97.2% network use) . 
$ 19.10 ·PEPM for changes in negotiated provider contracts (39.9% versus 38. 7% discounts) . 

Analysis indicates that, without improved provider contracts, benefit payments would have increased an additional $16.10 
($19.10*84.3% Plan Cost Share (Gross)) . This would have put current trend at 9.8%, as opposed to the 7.6% trend that has actually 
occurred . This incremental improvement reduced current expenses by $2,334,408. 

'Additional Discounts 

Additional savings may be generated through shared savings programs or from customer specific discount arrangements. The value 
of any discounts not stated above was $21 80 PEPM, down 8.1 % from the prior period. This additional value puts total discounts at 
$630.78 PEPM, up 11 .5%. 
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Distribution by Diagnosis 
Claims related to 'Neoplasms' diagnoses are a primary driver of health care costs. 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results . The following exhibit indicates some of the primary drivers of health care costs. The 
graph highlights the five groups representing the highest portion of payments. 

Percent of Net Payments 

~ 0 
~ 

~ 
~ 

~ 0 ~ ~ -.i 0 N 0 co (j) ~ l{) 

N <'i N 
l{) 

N N ~ I'-; ~ 
l{) ~ l{) 

0 ~ ~ 0 0 
l{) 

oi 

Neoplasms Musculoskeletal System Circulatory System Other Conditions Digestive System 

Cost and Utilization by Diagnosis Group (in descending order by net paid amount) 

Claimants per 1,000 Net Paid PEPM 

---
Musculoskeletal System 295.8 4.6% $88.63 17.5% 

·t 
Circulatory System 162 1 163.9 1.1% 20 0% $67 23 411% 

--- -
Other Conditions 587 1 609 6 38% 705 3 -13 6% $78 88 $89.99 141% $78 80 14.2% 

~ I 
-,-

Digestive System 124 2 17% 130 7 -5 0% $66.15 $60 03 -9.2% $52 87 13 5% 

Injuries and Poisoning 127 2 126 8 -0 3% 150 3 -156% $56 41 $54 12 -4.1% $51 .89 4.3% 

Nervous System and Sense Organs 244 8 238 3 -2.7% 274 2 -13.1% $51.16 $53 81 52% $42 10 27 8% 

Respiratory System 376 9 376 3 _;2 ~ 360.5 4.4% $43.39 $44.22 1 9% $34 82 27 0% 

Genitourinary System 160 1 161 4 0.8% 1864 -13 4% $38 55 $43 84 13 7% $40 35 86% 

Infectious and Parasitic Diseases 366,6 481 8 314% 380 8 26.5% $32.78 "'·'~I '·'% 
$24 86 36 0% 

Pregnancy and Childbirth 47 5 49 2 3.5% 58,8 -16 3% $29 87 $28 64 -4 .1% $40 76 -29.7% 

Mental Diseases and Disorders 146.0 155.2 6.3% 144_3 7.6% $20.85 $26 54 27 3% $27 24 -2 6% 

Endocrine. Nutritional and Metabolic 213.6 214 7 05% 224 5 

l 
-4.4% $25.78 $24 69 -4 2% $24 73 -0.2% 

Perinatal Period 13 3 11 2 -15.6% 19.9 -43.6% $12 14 $12 22 0.7% $21 .86 -441% 

Skin and Subcutaneous Tissue 131 ,5 125 0 -5 0% 151 9 -17 7% $7.86 $9.24 17 6% $8 59 77% 

Congenital Anomalies 11 8 11 7 -1 0% 14 9 -21 3% $10 79 $8.83 -18 2% $8 45 4.5% 

Blood and Blood Forming Organs 23 6 23 0 -2.9% 29.5 -22.1% $4 75 $6.43 35.3% $6 71 -4 2% 

Total 929 .1 943.6 1.6% 00% $752.37 $809.73 76% $710.81 13 9% 

Prior 

= Current 

Norm 

--, 

14.9% 06 

41.4% 2 1 

12.0% 1 5 

21 .8% -0,8 

30_0% -0.3 

30_8% 0.4 

13 7% 0 1 

16.3% 0.7 

38 0% 0.1 

2.7% -0.2 

25.0% 0.8 

15 3% -0 1 

29 4% 00 

21 2% 02 

47.3% -0 .3 

624% 02 

29 2% 76 

/J. 6 Po1nls Conlr1buted lo Trend of 7 6% 
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Distribution by Diagnosis Excluding Catastrophic Cases - $100,000 

Excluding catastrophic cases, claims related to 'Musculoskeletal System' diagnoses are a primary driver of health care costs. 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results . The following exhibit indicates some of the primary drivers of health care costs. The 
graph highlights the five groups representing the highest portion of non-catastrophic payments. 

Percent of Non-Catastrophic Net Payments 

15.0% 15.5% Prior 

13.2% 13.8% • Current 

9.7% 9.7% 
8.6% 8.2% 

6.8% 7.0% 

Musculoskeletal System Other Conditions Circulatory System Digestive System Neoplasms 

Cost and Utilization by Diagnosis Group (in descending order by non-catastrophic net paid amount) 

Claimants per 1,000 Net Paid PEPM % of Net Paid 

Other Conditions 581 .6 603.1 3.7% $71.42 $79.19 10.9% 13.2% 13.8% 0.6 1.4 
-- -

Circulatory System 158.0 159.0 0.6% $52.79 $55.55 5.2% 9.7% 9.7% 0.0 0.5 

Digestive System 119.2 120.5 1.1% $46.60 $46.94 0 .7% 8.6% 8.2% -0.4 0.1 

Neoplasms 87.2 89.0 2.0% $36.73 $40.31 9 .7% 6.8% 7.0% 0.3 0.7 

Respiratory System 373.1 I 371.8 -0.4% $36.84 $38.18 I 3.6% 6.8% 67% -0.1 0.2 

Injuries and Poisoning 124.4 

r 
123.9 -0.4% $35.84 $37.87 5.7% 6.6% 6.6% 0.0 0.4 

Nervous System and Sense Organs 241.4 234.1 -3.0% $40.55 $37.22 -8.2% 7.5% 6.5% -1 .0 -0.6 

Genitourinary System 157.1 158.3 0.8% $32 64 $36.68 12.3% 6.0% 6.4% 0.4 0.7 

Pregnancy and Childbirth 47.4 49.1 3.5% ,,._,, I "'·" ~ :1.6% . 5.2% 4.9% -0.4 -0.1 

Infectious and Parasitic Diseases 363.3 477 .3 31.4% $19.35 $20.96 8.3% 36% 3.7% 0.1 0.3 
---- - --

Endocrine, Nutritional and Metabolic 210.6 211 .0 0.2% $21.49 $20.91 -2.7% 4.0% 3.6% -0.3 -0 .1 

Mental Diseases and Disorders 144.6 153.7 6 .3% $17.91 $19.91 11.2% 3.3% 3.5% 0.2 0.4 

Perinatal Period 13.2 11 .0 -16.1% $7.82 $8.63 10.3% 1.4% 1.5% 0.1 0.1 

Skin and Subcutaneous Tissue 129.8 122.8 -5.4% $6 63 $7 28 9.9% 1.2% 1.3% 0.0 0.1 
-, 

Congenital Anomalies 11.4 11 .2 -1 .8% $3 62 $4.65 286% 07% 0.8% 0.1 0.2 

Blood and Blood Forming Organs 21 .7 21 .0 -3.4% $2.53 $2.42 -4.6% 0.5% 0.4% 0.0 0.0 
·j 

Total 923.4 936.9 1.5% $542.48 $573.19 5.7% 100.0% 100.0% 0.0 5.7 

66 Points Contributed lo Non-Catastrophic Trend of 5 7% 
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Distribution by Diagnosis Side by Side Comparison 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results. The following exhibit provides a side by side comparison of experience for non
catastrophic claimants and catastrophic cases. 

Claimants per 1,000 by Diagnosis Group (in descending order by number ot claimants) 

D1clgnos1s Group 

Other Conditions 

Infectious and Parasitic Diseases 

Respiratory System 

Musculoskeletal System 
,__ -----

Nervous System and Sense Organs 

Endocrine, Nutritional and Metabolic 

Circulatory System 

Genitourinary System 

-l 

-l 

Mental Diseases and Disorders 

Injuries and Poisoning _) 
Skin and Subcutaneous Tissue 

Digestive System 

~ eoplasms 

Pregnancy and Childbirth 

Blood and Blood Forming Organs 

Congenital Anomalies 

Perinatal Period 

Total 

Non-Catastrophic Claimants Catastrophic Cases 

Prior Current Change % Paid Prior Current Change % Paid 

581 .6 

363 ,3 

603 1 

477 ,3 

3.7% 9.8% 

31,4~ 26% 

5 43 

3 34 

373 ,1 371 .8 l -0.4% ~ o , _ 3.83 

::; ; r ;;; ; ~ ;;~ j :':~ ::: 
158 o - 159.0 1· 0.6'/,- 6.9% J 4.08 

~ 1583 0 .8% 45% 302 

1

1446 1~ 6 .3% r 25% 

124 4 123.9 .,. _:0,4% ..L 4.7% 

129 8 122 8 -5 4% 0.9% 

119 2 

87.2 

47 4 

21 7 

11 4 

--·- f 
1205 i 11% I 5.8% 

89.0 ~ 'A1 5.0% 

49.1 35% 34% - - . 

21 .0 -3 4% 0 3% 

11 .2 -1.8% 0.6% 

132 11 .0 -161% 1.1% 

923.4]9369 15% Go.a% 

t _ :.~~ 
[174 

2 98 

2.73 

014 

1 92 

0.46 

014 

r 5.71 

6.46 

4 51 

4 55 

4.37 

4 15 

3 72 

4.91 

3 03 

1 52 

2.89 

213 

3 75 

3.39 

0 14 

19.0% 

35 3% 

18 7% 

20.7% 

20 6% 

20 4% 

20.3% 

05% 

42% 

4.3% 

22.5% 

25,9% 

24.2% 

17% _ _.__ 
1 99 3.6% 

0.54 .I- 12_ 4~, 

018 27.1% 

664 I 16.2% 

1.3% 

16% 

07% 

19% 

20% 

05% 

4.9% 

09% 

08% 

20% 

02% 

16% 

91% 

01% 

05% 

05% 

04% 

29.2% 

All Claimants 

Prior Current Change % Paid 

587.1 

366 6 

376 9 

295 8 

244 8 

213 6 

162 1 

160 1 

146 0 -127 2 

131 5 

122 2 

90 0 

47 5 

23 6 

11 8 

13.3 

929 1 

609.6 

481 .8 

376 3 

291 .9 

238 3 

214 7 

163 9 

161 4 

155 2 

126 8 

125 0 

124 2 

92 4 

49 2 

23 0 

11 7 

11 2 

943,6 

3.8% 11 .1% 

31.4% 4 2% 

-0 2% 

-1 3% 

-2 7% 

0.5% 

11% 

0 .8% 

6.3% 

-03% 

-5 0% 

1.i% 

2.7% 

3.5% 

-2 .9% 

55% 

12 9% 

66% 

30% 

117% 

54% 

33% 

67% 

11 % 

1.4% 

141% 

35% 

0.8% 

-1 0% 11 % 

-15 6% 1 5% 

1.6% 100.0% 

% Paid is the Current payments for each group as a percentage of total Current payments 

Net Paid PEPM by Diagnosis Group (in descending order by net paid amount) 

D1agnos1s Group 

Neoplasms 

Musculoskeletal System 

Circulatory System 

Other Conditions 

Digestive System 

Injuries and Poisoning 
----

Nervous System and Sense Organs 

Respiratory System 

Genitourinary System 

Infectious and Parasitic Diseases 

Pregnancy and Childbirth 

Mental Diseases and Disorders 

Endocrine, Nutritional and Metabolic 

Perinatal Period 

Skin and Subcutaneous Tissue 

Congenital Anomalies 

Blood and Blood Forming Organs 

Total 

Non-Catastrophic Claimants 

Prior Current Change 6.6. 

$36 73 $40.31 

$81 41 $88 .61 

$52 79 $55 55 

$71 42 $79 19 

$46 60 $46 94 

$35 84 $37.87 

$40 55 $37 22 

$36 84 $38 18 

$32.64 $36.68 

$19 35 r $20 96 

$28 32 $27 86 

$17 91 $19 91 

$21 49 $20 91 

$7.82 $8 63 

$6 63 $7 28 

$3 62 $4 65 

$2.53 $2 42 

$542 48 I $573 19 

9.7% J 
8.8% J 
5.2% 

109% 

0.7% 

5.7% 

-8 2% 

3.6% 

12.3% 

8.3% 

-1 .6% 

112% 

-27% 

10.3% 

9.9% 

28 6% 

-4.6% 

57% 

0.5 

1.0 

0.4 

1 0 

0.0 

0.3 

-0.4 

02 

05 

02 

-0 .1 

0 3 

-0 1 
--··-1 

0.1 , 

0 1 

0 1 

0 0 

4 1 

Catastrophic Cases 

$26 28 $39.31 49.6 % 

$7 45 $10 80 r;i-4.9% 

$19 55 $13.09 ~ 3.1% 

$20 58 
'" 2S ~ -21 .0% 

$10 61 $16.59 56 4% 

$6 55 $6 04 -7 8% 

$5,90 $7 16 21 4% ----
$13 44 $12 85 , -44% 

$1 .55 $0.78 -49 .8% 

$2.94 $6 62 125 4% 

$4.29 $3 78 -119% 

$4 .32 $3 59 -16 9% 

$1 .23 $1 96 59 2% 

$7 17 $4 17 -41 8% 

$2 21 $4 01 81 0% 

$209 a9 L!~6 55 12 7% 

All Claimants 

Prior Current Change 6.6. 

$94.41 $114.36 211% 2.7 

$99 54 $104 12 46% 0.6 

1.7 $79.07 $94.86 20.0% 2.1 

04 $78.88 $89.99 141% 1.5 

-0 9 $66.15 $60 03 -9 .2% -0.8 

-0 6 $56 41 $54 12 -4 .1% -0.3 
---

08 $51.16 $53 81 52% 04 

-0 1 $43.39 $44.22 1.9% 0 1 

02 $38.55 $43.84 13 7% 07 

-0 1 $32 78 $33 81 31% 0 1 

-0.1 $29 87 $28 64 -41% -0 2 

0 5 $20 85 $26 54 27 3% 08 

-0 1 $25 78 $24 69 -4 2% -0 1 

-0 1 $12 14 $12 22 0.7% 0.0 

0 1 $7 86 $9 24 17 6% 02 

-0 4 $10 79 $8 83 -18.2% -0 3 

02 $4.75 $6.43 35c3% 0.2 

35 $752 37 $809 73 76% 76 

66 Points Contributed lo Total Trend of 7 6% 
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Distribution by Diagnosis Top Diagnosis Categories 

Claims for 'Osteoarthritis' and 'Maintenance Chemo/Radiotherapy' accounted for 8.5% of current period health care payments. 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results. The following exhibit indicates some of the primary drivers of health care costs. 
The table displays the twenty five categories whose associated costs had the largest impact on total plan costs. 

Cost and Utilization by Diagnosis Category (in descending order by net paid amountJ 

Claimants per 1,000 Net Paid PEPM 

D1agnos1s Category Prior Current Change Norm Variance Prior Current Chanqe Norm Variance % Total t:,,t:,, 

I 
203 · Osteoarthritis 33.7 33 4 -11% 28 4 17 5% 

·~~ 
$34 96 30,2% $17 62 98 5% 43% 11 

045 · Maintenance Chemo/Radiotherapy 28 3.2 14 8% 2.5 24,9% $21 59 $33 67 55.9% $23 25 44 8% 42% 1.6 
... 

205 - lntervertebral Disc Disorders 123 1 125.9 22% 105.7 19.1% $27.83 $29.00 4.2% $33.15 -12.5% 3.6% 02 

258 - Screening Suspected Cond 193 6 195.9 1.2% 221 .2 -114% $18,74 $20,97 11 .9% $17.59 19.2% 2.6% 0.3 

002 - Septicemia (Except In Labor) 2.8 3.0 6.9% 2.7 8.6% $18.82 $18 09 -3.9% $11 14 62 3% 22% -0 1 
- -- -

237 - Device/lmplanVGraft Compl 53 5.2 -1 .7% 4.2 24.3% $18.98 $16 47 -13 2% $8.45 94 8% 20% -0 3 

101 · Coronary Atherosclerosis 13.9 14.4 33% 12 9 11.4% $11 43 $16.46 44.0% $8.95 83.8% 2.0% 0.7 

106 - Cardiac Dysrhythmias 24 6 25 6 4.2% 28.1 _; 1%1 $8 27 $15 69 89 7% $9.33 68.2% 1.9% 1.0 

024 - Cancer of Breast 76 7.3 -4.4% 6.2 1 17.2%1 $14.51 $15 33 57% $11 93 28 5% 1 9% 0 1 
"t' 

080 - MS 2,9 29 -0.8% 1 8 59.6% $10 29 $14 50 40 9% $4 54 219.1% 18% 06 

256 - Medical Examination/Evalu 275.1 

t 
288.0 4.7% 355 7 -19 0% $12 35 $13 69 10.9% $15.54 -11 .9% 1.7% 0.2 

010 - Immunization/ Screening 332 2 455.4 37.1% 332 9 36.8% $11 .09 $13 07 17 9% $9 88 32.3% 16% 0.3 

095 - Other Nervous System Disorders 45 0 47 8 64% 48.0 -0.4% $14.06 $12 77 -91% $10,91 171% 16% -0 2 

211 - Other Connective Tissue Dis 102 4 95 5 -6 ,8% 105 3 -9 3% $12.94 $12 63 -24% $12 98 -2 7% 16% 00 

251 - Abdominal Pain 62.9 62.5 I -0 .6% 70 7 -115% $11 50 $12 47 8.4% $9.65 29.3% 1.5% 0.1 

047 - Other Benign Neoplasm 51 3 53 3 40% 66.9 1 -20.2% $10 68 $11 64 90% $8 65 34,5% 14% 0.1 

144 - Enteritis/Ulcerative Colitis 45 4.3 -3.9% 46 1 -57% $12.87 $10 54 -18.1% $8 06 307% 1 3% -0 3 

102 - Nonspecific Chest Pain 33.0 33.5 16% 39.4 -14.9% $11 39 $10 34 -9 .2% $8 10 27.7% 1 3% -0 1 

218 - Liveborn 11 .2 9.6 -15.0% 16.6 T 424% . $10 29 $9 73 -5 .5% $16 10 -396% 1.2% -0.1 

259 - Residual Codes Unclassified 104 4 109.5 49% 113.7 -3 .7% $7.87 $9.59 21 8% $9 42 18% 12% 02 

257 - Other Aftercare 77 9 79 0 14% 1 68 5 15.3% $9,88 $9.54 -3.4% $7 60 25.5% 1.2% 00 

100 - Acute Myocardial Infarction 1.6 1.5 -7.3% 

I 
1.4 51% $9.38 $9 40 03% $6 00 56 9% 12% 00 

149 - Biliary Tract Disease 69 76 10.1% 6,5 16.1% $9.18 $9.38 2.1% $6 64 411% 12% 00 

126 - Other URI 248 4 249 8 06% 222.3 12.4% $9.88 $9.37 -5 ,1% $7 33 27 9% 12% -0 1 

204 - Other Non-Traumatic Joint Dis 95 4 96.7 14% 92 0 52% $10 61 $8 81 -16 9% $8 63 21% 11% -0 2 

Total For Top 25 Diagnosis Categories 

I 
$341 .27 $378.11 10.8% $291.43 46.7% 49 

All Other Diagnosis Categories $411 .10 $431 62 5.0% $419.38 53.3% 2.7 

1 1-- • 
Total 929.1 943 6 16% $752,37 $809 73 76% $710.81 100 0% 76 

/J./J. Points Contributed lo Trend of 7 6% 
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Distribution by Diagnosis Common Diagnoses 

Osteoarthritis accounted for $34.96 PEPM (4.3% of total medical costs). 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results. The following exhibit displays cost and utilization for several common diagnosis 
categories. 

Cost and Utilization by Common Diagnosis Category 

Diabetes without complications 

Diabetes with complications 

I Hypertension 

Coronary Artery Disease (CAD) 

Acute Myocardial Infarction 

Coronary Atherosclerosis 

l congestive Heart Failure (CHF) 

I Chronic Renal Failure 

65 8 

L 315 

91 .9 

1 6 ~-, 
3.9 

5,8 

Chronic Obstructive Pulmonary Disease 

Asthma 

18 7 

21 5 

123. 1 1 lntervertebral Disc Disorders 

Osteoarthritis 

Normal Pregnancy/Delivery 

Depression 

Breast Cancer 

Cervical Cancer 

Colon Cancer 

Rheumatoid Arthritis 

Multiple Sclerosis 

Enteritis/Ulcerative Colitis 

_, 
33 ~ 

18 3 

58.3 

76 

4.8 

1 0 

74 

2.9 

45 
-'-

Claimants per 1,000 

92 1 

1.5 

14 4 

4.2 

62 

19 1 

62.9 

73 

4.4 

09 

80 

29 

43 

02% 

-7.3% 

33% 

7.3% 

67% 

19% 

7 .9% 

-4.4% 

55.7 

12.9 

2.6 

49 

152 

42 8 

6.2 

-8.8% 6 3 

-88% 11 

T 
86% 56 

-08% 1 8 

-3 9% 4 6 

Net Paid PEPM 

18 8% $2 79 $2 63 -t--5 6% 

$57~ -40% 

$35~+ 17.5% 

$25 .86 24.3% 

$9 40 
I 

11 .4% l $11.43 $16.46 

1

61 ,6% $3 77 $2.56 

25 .0~ _!5 00 $6 06 

255%t 141 $273 

-17 9% $5 07 $5 49 

I"~ ""' ~ '"'·°' 
17 5% $26 85 $34.96 

I --

. -24.7% I $3.50 $3.74 

46.9% $7 66 $8.76 

17.2% $14.51 $15 33 

0.3% 

44,0% 

-31 9% 

21 3% 

94.5% 

8 .3% 

4.2% 

1 30.2% 

6.9% 

14.5% 

57% 

-29 8% $0.35 

, -16 0% $3 31 

43.2% $2 25 

59 .6% I 
-57% 

$10 ,29 

$12.87 

$0 50 44 1% 

$273 1 -176% 

$3 35 r 48.6% 

$14~ 409% 

$10 54 -18.1% 

$2,00 

$5.67 

$3.12 

$14 95 

$6.00 

$8 95 

$1 33 

$7 43 

$1 .60 

$2.46 

$33 15 

$17.62 

$5 51 

$6.74 

317% 

1.7% 

12.6% 

730% 

56.9% 

838% 

933% 

-18.4% 

711% 

1236% 

-12 .5% 

98.5% 

-320% 

30 0% 

$11 93 28 .5% 

$0 72 

$2.32 

$3 13 

$4 54 

$8.06 

-31 0% 

178% 

69% 

2191% 

30.7% 

03% 

0.7% 

0.4% 

3.2% 

1.2% 

2.0% 

03% 

07% 

03% 

0.7% 

3.6% 

4.3% 

0.5% 

11% 

1.9% 

01% 

0.3% 

04% 

1.8% 

1 3% 

0.0 

0 ,0 

.o 1 

0.7 

0.0 

0 .7 

-0 2 

0 1 

0.2 

0 1 

0.2 

1.1 

0.0 

0.1 

0.1 

0.0 

-0.1 

0 1 

0.6 

-0 ,3 

(ii). Poinls Conlribuled to Trend of 7 6% 
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Utilization of Preventive Care Services 
In the current period, 32.5% of covered individuals received a wellness physical exam. 

This exhibit is intended to show utilization of services and is not a statement of member compliance with clinical guidelines. Because 
utilization is being measured, rather than compliance, targeted individuals may receive services in accordance with guidelines though 
report parameters may exclude their activity from these results . Target populations vary by type of service and are based on member 
age and/or gender. 

Wellness Exam 

:,!<. 
0 
co 
N 

Utilization of Preventive Care by Targeted Individuals 

:,!<. 
0 
co 
(") 

~ 
co 

:,!<. 
0 
<D 
N 

~ 
N 

Cholesterol Screening / Breast Cancer Screening Cervical Cancer Screening Colon Cancer Screening 
Lipid Panel 

• The norm shown is for a 12 month period for selected United Heal/he are book of business 

Cholesterol Screening 

Breast Cancer Screening 

Cervical Cancer Screening 

Colon Cancer Screening 

Targeted Individuals 

12,851 

7,7 12 

12,283 

10,049 

12,620 

7,580 

12,091 

9,796 

-1 .8% 

-1 .7% 

-1 .6% 

-2.5% 

Targeted Individuals Receiving 
Care Within Each Period 

Target Utilization Rate 
Within Each Period 

4,044 

2,930 

2,242 

1,171 

3,567 

2,884 

2, 044 

1,166 

-11 .8% 31.5% 28.3% 

-1 .6% 38.0% 380% 

-8 .8% 18 3% 16.9% 

-0.4% 11 .7% 119% 

-3.2 

0.1 

-1 .3 

0.2 

39.5% 

43.3% 

26.2% 

16.6% 

Prior 

• Current 

Norm 

-11 .2 

-5.3 

-9 3 

-4.7 
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Distribution by Provider Type 
Changes in costs for Outpatient Facility contributed 5.9 points to medical trend. 

In another effort to identify cost and utilization patterns that may have influenced your results , experience can also be distributed into 
categories based on the type of provider rendering care and the place in which that care was rendered . The graph highlights the 
percentage of net payments attributable to each group. 

Percent of Net Payments 

43.2% 
40 .5% 

27.9% 26.9% 

18.7% 17.8% 

3.7% 3.2% 

Inpatient Facility Inpatient Physician Outpatient Facility Outpatient Physician 

Distribution of Costs by Provider Type 

Allowed Expenses PEPM Net Paid PEPM 

9.2% 9.0% 

- , 
All Other 

% of Net Paid 

Prior 

• Current 

Contribution 
to Trend 

Provider Type Prior Current Change Prior Current Change Prior Current Points 

Inpatient $259.32 $262.72 1 1.3% $240.45 $245.93 2.3% 32.0% 30.4% 0.7 

Facility $224 24 $229.94 2.5%- - $2D9.66f 21745 t 3.7% 27.9% 26.9% 1.0 

Physician $31 .93 $29.65 -7.1 % -r-$28.05 $25.67 -8 .5% 3.7% 3.2% -0.3 
~ . 

Primary Physician $4.19 $3.57 -14.7% $3.48 $2.91 -16 .5% 0.5% 0.4% -0 1 

Specialist $23.17 $21 54 -7.0% $20.52 $18.70 

t 

-8.9% 2.7% 2 .3% -0.2 
-r-

08/GYN $4.57 $4.53 -0.8% $4.05 $4 07 0.4% 0.5% 0.5% 0.0 

Allied Health $2.84 $2.90 2.2% $2.47 $2.54 3.0% 0.3% 0.3% 0.0 

Miscellaneous $0.32 $0.23 -28.5% $0.28 $0.27 -3.6% 00% 0.0% 0.0 

Oulpat,enl $662.81 $726.83 i 9.7% $511 92 $563 80 10.1% 68.0% 696% 6.9 

Facility $382.42 $439.77 15.0% $304 98 $349 69 14.7% 40.5% 43.2% 5.9 

Physician $182.18 $183.92 1.0% $140.40 $143 77 2.4% 18.7% 17 8% 0.4 

Primary Physician $53.75 $54 06 0.6% $41 .05 $42 73 4.1% 5.5% 5 3% 0.2 

Specialist $1 19.49 $120 40 08% $92 97 $94.12 1.2% 12 .4% 11 6% 0.2 

08/GYN $8.93 $9 46 5.9% $6 39 $6 92 84% 0.8% 09% 0.1 

Allied Health $65.57 $69.53 6.0% $38.82 $42.09 8.4% 5.2% 5.2% 0.4 
--,-- ·-- - -

Miscellaneous I $26 81 $28.42 r 6.0% $22.53 $23.54 45% 3.0% 2.9% 0.1 
·------- ·- -

Medical Pharmacy $5.83 $5 19 -11 0% $5.20 $4 .71 -9 ,5% 0.7% 0.6% -0.1 

Tota l $922 14 $989 55 73% $752.37 $809.73 7.6% 100.0% 100 0% 7.6 
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Inpatient Hospital Admissions 
Net Paid PEPM costs for inpatient hospital admissions increased 0.5% to $204.03 PEPM. 

Inpatient hospital admissions contribute to a substantial portion of health care expenditure. As such, it is important to understand 
members' use of these services as well as its bearing on cost. The information on this page is intended to illustrate the utilization and 
cost associated with various components of admissions as well as the impact the catastrophic cases have had on results . 

" Catastrophic 

• Current Non-Catastrophic 

Prior Non-Catastrophic 

Average Length of Stay 

Net Paid Per Admission 

Net Paid Per Day 

Net Paid PEPM 

Percent of Admissions 

• Percent of Days 

• Percent of Paid 

18.1% 

8~.9% 

Admissions Days Payments 

Non-Catastrophic Claimants Catastrophic Cases All Claimants 

128.4 -4 .5% 89 4 84 2 -5.8% 223 9 212 6 -5 0% 

J: 3" 334 t -1 .S% 10.22 8 45 H3n 4.63 4.39 -5.3% 

$14,877 $16,421 10 4% --+-$63,759 $53,431 -16.2% $23,722 $24,027 1 3% --
$4,381 I $4,923 124°/~ $6,241 $6,323 1.3% $5,123 $5,477 69% 

$104 23 $110.78 6 3% $98 69 $93 25 -5 5% $202 92 $204 03 05% 

~ 0 
r--
I.(') 

'#. ~ '#. 0 ~ 0 0 0 ~ 

'#. (") (") <D (") 

N ~ ~ N 0 '#. '#. 'SI' 
~ ~ 0 

'#. 0 ~ ~ co r-- 0 0 
(") 'SI' (") 

Medical Surgical Maternity/ Extended Stay Behavioral Health 
Newborn Newborn 

Days per 1,000 Average Net Paid per Day Net Paid PEPM 

210.4 1.1% 

4 54 -3 3% 

$23,524 2.1% 

$5,186 5.6% 

$184 91 10 3% 

~ 0 
0 

~ 0 '#. (") 

Non-Acute 

Contribution to Trend 

Adm1ss1on Type Pnor Current Change Pnor Current Change Pnor Current Change IP Total 

Medical 59 3 64 8 93% $4,460 $4 ,753 66% $46 80 $53 96 15 3% 3 5 1 0 

Surgical 68,1 59 3 -13 0% $10,056 $11,253 119% $121 21 $116 90 -3.6% -2 1 -0 6 
-

Maternity I Newborn 31 0 29 0 -6.3% $3,117 $3,318 65% $17 08 $16.87 -1.2% -0 1 00 

Extended Stay Newborn 18 5 14 3 -224% $2,936 $3,036 34% $9 59 $7 62 -20.5% -1 0 -0 3 

Behavioral Health 21 9 24 4 116% $1,493 $1,556 43% $5 78 $6 66 15.2% 0.4 0 1 

Non-Acute 25 1 20 8 -17.4% $554 $553 -01% $2 46 $2 01 -18 3% -0 2 -0 1 

Non-Catastrophic Claimants 134 5 128.4 -l- -45% $4,381 $4,923 12.4% $104.23 $110 78 63% 32 09 
--l 

Catastrophic Cases 89 4 84 2 -5 8% $6 ,241 $6,323 1.3% $98 69 $93 25 -5 ,5% -2 7 -0 7 

Catastrophic Content 39 9% 39 6% -0 8% 48 6% 457% -6.0% 

542 

Confidential property of UniledHealthcare. Do not reproduce or re-distribute without the express writlen consent of UnitedHealthcare. 



I 29 

Outpatient Cost and Utilization 
Members are using the Emergency Room at a rate of 153.9 visits per 1,000 members, 13.0% lower than the Norm. 

Outpatient Surgeries and Emergency Room Visits 
The data in this section includes aggregated facil ity costs for surgical procedures performed in an outpatient setting and for visits to an emergency 
room. Diagnostic procedures associated with each event will be included if the charges are submitted with the facility tax ID The same applies to 
physician charges, although these are generally submitted separately under the physician tax ID and not included in aggregated costs. 

Outpatient Surgeries Prior Current Change Norm Variance 
Surgeries per 1,000 -- ---
Average Paid per Surgery 

Net Paid PEPM 

J 159.1 

$4,277 

$120.35 T 
158 3 

$4,829 

$133.95 

-0.5% 

12.9% 

11 .3% 

132.6 

$4,448 

$99.96 

194% 

8.6% 

34.0% 

Emergency Room Visits Prior Current Change Norm Variance 
Visits per 1,000 

Average Paid per Visit 

Net Paid PEPM r 

152.2 

$1 ,559 

$42.00 

153.9 

$1,631 

$43.97 

1.1% 

4.6% 

4.7% 

Urgent Care Facility Prior Current Change 
Visits per 1,000 

Average Paid per Visit 

Net Paid PEPM 

Outpatient Physician Office Visits 

t-
72.9 

$122 12 

$1 .57 

81 0 

$128.64 

$1 .83 

11 .2% 

5.3% 

16.0% 

177.0 

$1,488 
---1 

$44.62 

-13 .0% 

9.6% 

-1.5% 

The data in this section includes outpatient office visits to a physician . Costs associated with the visit are identified based on CPT4 codes. 

Primary Phys1c1an Office V1s1ts Prior Current Change Norm Variance 
Visits per Member per Year 

Average Paid per Visit -- ---
Net Pa id PEPM 

-+ 

1 49 

$101 .37 

$26 78 

1.40 

$108.69 

$26.62 

-6 3% 

72% 

-0.6% 

1.73 

$88.63 

$25.93 

-19.0% 

22.6% 

2.7% 

OB / Gyn Office V1s1ts Prior Current Change Norm Variance 
Visits per Member per Year 

Avera$e Paid per Visit 

Net Paid PEPM 

0.12 r- $133.32 

$2.71 

0.12 

$134.56 

$2.79 1 
30% 

0.9% -
2.9% 

0.25 

$109.53 

$5.06 

-51 .8% 

22.8% 

-44.8% 

Spec1al1st Office V1s1ts Prior Current Change Norm Variance 
Visits per Member per Year 

Average Paid per Visit 

Net Paid PEPM r 
0.92 

$124 22 

$20.20 

0.92 

$134.30 

$21 64 

0.0% 

81 % 

7.1% 

1,33 

$123.85 

$24.72 

-30.9% 

8.4% 

-12 .5% 

Total Physician Office V1s1ts Prior Current Change Norm Variance 
Visits per Member per Year 

I_ 
2.53 2.44 -3.6% 

Average Paid per Visit $111 .14 $119.61 7.6% 
-

Net Paid PEPM $49.69 $51 .05 27% 

Outpatient Diagnostic Services 
The data in this section provides a summary of cost and utilization results for diagnostic services. Laboratory 
and radiology (MRI , CAT Scan , Ultrasound and Mammography) are included 

Laboratory Prior Current Change 
Visits per 1,000 

Average Paid per Vis it 

Net Paid PEPM 

3,01 3 

$49.14 

$26.20 

2,916 

$53.85 

$27.51 

-3.2% 

9.6% 

5.0% 

Radiology Prior Current Change 
Visits per 1,000 1,045 1,085 

l 
3.8% 

Average Paid per Visit $219.32 $222.98 1.7% 

Net Paid PEPM $40.56 $42.40 4.5% 

3.30 

$104.26 

$58.38 
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-26 3% 

14.7% 

-12 .6% 
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Outpatient Cost and Utilization Diagnostic Services 

The cost for outpatient diagnostic services was $71.86 PEPM, 8.9% of total medical payments. 

Diagnostic visits are comprised primarily of laboratory and radiology services. This exhibit provides detail on the types of diagnostic 
services rendered in order to provide insight into possible trend drivers. 

D1agnost1c V1s1ts per 1.000 Members Pnor Current Change 

Radiology 1,045 1,085 3_8% 
---

MRI (Magnetic Resonance Imaging) 64 65 1.5% 

CAT Scan (Computerized Axial Tomography) 105 112 6.7% 

Diagnostic Nuclear Medicine 36 37 2.0% 
-- -

ECHO-Ultrasound 196 196 0.0% 
- --

Preventive Mammography 4 4 -6.6% 
- - ---

Other Radiology 641 673 4.9% ~---
Laboratory 3,013 2,916 -3.2% 

-- -
All Other 240 267 11 .0% 

Total 4,299 4,268 -0.7% 
-- -

Average Net Paid per D1agnost1c V1s1t Pnor Current Change 

Radiology $219 32 I $222.98 1.7% 

MRI (Magnetic Resonance Imaging) $331 .97 I $321 .86 -3.0% 

+ ----
CAT Scan (Computerized Axial Tomography) $172.41 $192.73 11.8% 

Diagnostic Nuclear Medicine $844 19 $908.03 7.6% 

ECHO-Ultrasound $58.65 $66.44 13.3% 

Preventive Mammography 

[ 
$217.07 $219.95 1.3% 

-----
Other Radiology $230.10 $226.98 -1.4% 

Laboratory $49.14 $53.85 9.6% 

All Other $32.46 $42.01 29.4% 

Total I $89.59 $96.12 7.3% 

Net Paid PEPM Pnor Current Change 

Radiology $40 56 $42.40 4.5% 

MRI (Magnetic Resonance Imaging) $3.74 $3 64 -2.6% 

CAT Scan (Computerized Axial Tomography) $3.20 $3.78 18.2% 

Diagnostic Nuclear Medicine $5.34 $5.81 8.7% 

ECHO-Ultrasound $2.03 $2 28 12.1% 

Preventive Mammography $0.15 $0.14 -6.3% 

Other Radiology $26.09 $26.75 2.5% 

Laboratory $26.20 $27.51 5.0% 

All Other $1 38 $1 96 42.2% 

Total $68.13 $71 .86 5.5% 
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Glossary 

Acronyms 

HRA (Health Reimbursement Account) 
A plan feature wherein an account is administered by UnitedHealthcare, into which an employer can contribute , and from which members can pay 
for qualified medical expenses 

HSA (Health Savings Account) 
A tax-advantaged account that can be used by the consumer to pay for qualified health expenses for their family while covered by a high
deductible medical plan . HSA dollars can also be used to pay for non-medical expenses on a taxable basis (subject to penalty) if the participant 
withdraws money before age 65 . Unused money remains in the account and grows tax deferred An HSA is portable, employee owned, and can 
be carried over from one employer to the next 

IBNR (Incurred But Not Reported) 
A factor applied to estimate the cost of services within a time period for which payments have not been processed. 

PEPM (Per Employee Per Month) 
The average revenues, expense or utilization of services for one employee for one month. 

PMPM (Per Member Per Month) 
The average revenues, expense or utilization of services for one member for one month. 

PMPV (Per Member Per Vear) 
The average revenues, expense or utilization of services for one member for one year. 

Benchmarks 

Consumer Directed Average 
Comparable measurements based upon accumulated data for Consumer Directed plans (HRA) generated for selected UnitedHealthcare book of 
business The Consumer Directed comparator is not weighted for the characteristics of your covered population 

Industry Comparator 
Comparable measurements based upon accumulated data related to your industry peers, generated to correlate with your current enrollment 

Market Comparator 
Comparable measurements based upon accumulated data related to a subset of the overall book of commercial business, generated to correlate 
with your current enrollment based on geographic location 

National Comparator 
Comparable measurements based upon accumulated data related to a subset of the overall book of commercial business, generated to correlate 
with your current enrollment. 

Variance 
The amount of difference between your current period experience and the comparable experience of an applicable benchmark. 

Diaqnosis Groups 

AHRQ 
A categorization of diagnosis groups, based on primary ICD-9 diagnosis codes, based on the national Agency on Healthcare Research and 
Quality clinical classification system 

Chapter 1 . Infectious and Parasitic Diseases 
Tuberculosis, Septicemia , Bacterial and Viral Infections , HIV, Hepatitis, Measles. Herpes 

Chapter 2 · Neoplasms 
Benign Neoplasms, Malignant Neoplasms (Cancers) and Carcinomas 
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Glossary 

Chapter 3 · Endocrine, Nutritional and Metabolic Diseases and Disorders 
Thyroid Disorders, Diabetes, Hypoglycemia. Gout, Obesity, Nutritional Deficiencies 

Chapter 4. Blood and Blood Forming Organs 
Anemia, Hemophilia, Splenectomy 

Chapter 5 . Mental Diseases and Disorders 
Affective and Personality Disorders, Senility, Depression, Eating Disorders, Mental Retardation, Drug Dependence 

Chapter 6 - Nervous System and Sense Organs 
Migraine, Epilepsy, Parkinson's, Meningitis, Multiple Sclerosis. Cataract, Glaucoma, Retinal Disorders, Otitis Media 

Chapter 7 - Circulatory System 
Hypertension, Chest Pain, Heart Disease, Cerebrovascular Disease, Diseases of the Blood Vessels and Lymphatics 

Chapter 8 - Respiratory System 
Pneumonia, Influenza, Tonsillitis, Bronchitis, Asthma, Respiratory Infections, Pulmonary Disease 

Chapter 9 - Digestive System 
Disorders of the Teeth and Jaw, Esophageal Disorders, Gastritis, Enteritis, Colitis, Appendicitis. Liver Disease 

Chapter 10 · Genitourinary System 
Genital Organ and Urinary System Disorders. Kidney Disease, Menstrual Disorders, Infertility 

Chapter 11 · Pregnancy and Childbirth 
Pregnancy, Delivery, Complications of Pregnancy and Childbirth, Contraception 

Chapter 12 · Skin and Subcutaneous Tissue 
Non-malignant Breast Conditions, Inflammatory Conditions, Infections of the Skin and Subcutaneous Tissue 

Chapter 13 · Musculoskeletal System 
Back Disorders, Arthropathies, Dorsopathies. Rheumatism. Osteopathies, and Acquired Deformities 

Chapter 14 - Congenital Anomalies 
Non-hereditary Conditions Existing at Birth 

Chapter 15 - Perinatal Period 
Liveborn. Short Gestation. Birth Trauma, Respiratory Distress. Perinatal Jaundice 

Chapter 16 - Injuries and Poisoning 
Fractures, Dislocation, Sprains and Strains, Open Wounds, Contusions, Poisoning, Burns 

Chapter 17 · Other Conditions 
Shock, Nausea and Vomiting, Abdominal Pain, Fatigue, Allergic Reactions, Medical Examination, Screening 

Measures and Other Terminoloqy 

Adjusted Trend 

I 33 

Indicates what trend would have been if the selected measure was the same for the current period as it was for the prior period It is important to 
note that each measure must be viewed in isolation Because the change in any one measure may have an impact on another measure, the 
isolated impacts of each cannot be added together to determine a cummulative impact. 

Allowed Expenses 
The total amount covered for reimbursement under the provisions of the benefit plan , after the application of discounts but prior to any member 
responsibility or coordination of benefits 

Claimant 
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Glossary 

A unique member for whom a claim was submitted for payment Claimant counts exclude records where both the eligible amount and the net paid 
amount equal zero 

Claim Rebundling 
A system edit to group multiple services completed as part of the same procedure. 

Combined Demo/Geo Factor 
A factor indicating the expected relative cost of a member based on the combination of the demographic factor and the geographic factor 

Coordination of Benefits 
A process that determines the order in which UnitedHealthcare will pay, as primary or secondary payer, when a member is enrolled in or covered 
under more than one insurance policy, or when primary coverage is under Medicare. 

Cost Sharing Reductions 
Those costs, if any, under a benefit plan that are the responsibility of the member, including deductibles, coinsurance, and copayments. 

Demographic Factor 
A factor indicating the expected relative cost of a population based solely on its age and gender composition 

Duplicate Claim Screenings 
The portion of the submitted charge that has been identified as previously billed by the provider. 

Eligible Expenses 
The total amount of health care expenses not excluded under the provisions of the benefit plan, shown before the application of any discounts and 
prior to any member responsibility or coordination of benefits. 

Employee 
The primary subscriber of health benefits. Employee counts are taken as an average per month across each time period. 

Geographic Factor 
A factor indicating the expected relative cost of a member based on their geographic location on record. 

Catastrophic Case 
A claimant whose total net payments for a given time period are equal to or in excess of $100,000. 

Ineligible Charge Reductions 
Amount that is not covered for reasons other than duplicates 

Isolated Impact 
The impact of a single plan performance measure on trend, assuming that all other measures remain constant 

Member 
A person eligible for plan benefits A member may be an employee, or the covered spouse or dependent of the employee. Member counts are 
taken as an average per month across each time period. 

Net Paid 
The total amount paid by the plan, after the application of discounts and after any member responsibility and coordination of benefits 

Network Discount Percent 
The ratio of discounts on claims paid under a provider contract to the eligible expenses for those same claims 

Network Utilization 
The ratio of eligible charges incurred in network to total eligible charges. 

Non-Catastrophic Claims 
The total claim cost excluding the experience of those members identified as catastrophic cases 

Plan Cost Share (Gross) 
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Glossary 

The ratio of gross payments to allowed expenses. Similar to plan cost share (net), this measure excludes the impact of any coordination of 
benefits and is an indication of plan richness. 

Plan Cost Share (Net) 
The ratio of net payments to allowed expenses; an indication of plan richness. 

Trend 
Percentage increase or decrease in health care costs as compared to prior period costs. 
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Pharmacy Executive Summary 
Prepared for: ST ATE OF NEBRASKA 

TOTAL CUSTOMER 

Time Period: 201807 thru 201904 

Norm Selected: GOVERNMENT 

Date Run: 5/20/2019 10:56:03 AM 
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Key Indicators 
Cost & Utilization Current PP Change NORM 

Plan Paid $39,243,167 $37,033,310 6.0% 

Plan Paid PMPM $142.03 $131 .81 7.8% $120.84 

Plan Paid Non-Specialty PMPM $82.83 $82.15 0.8% $72.23 

Plan Paid Specialty PMPM $59.21 $49.65 19.2% $48.62 

Paid Paid per Rx $136.64 $122.28 11 .7% $115.98 

ECS $3,724,485 $3,872,004 -3.8% 

ECS PMPM $13.48 $13.78 -2.2% $15.32 

ECS Non-Specialty PMPM $12.76 $13.28 -3.9% $14.38 

ECS Specialty PMPM $0.72 $0.51 42.3% $0.94 

ECS Copay per Rx $11 .90 $12.00 -0.8% $11 .55 

ECS % Gross 8.7% 9.5% -0.8 11 .3% 

Days Supplied per Rx 39.9 38.2 4.5% 33.1 

Non-Specialty Days Supply per Rx 39.9 38 2 4.6% 33.1 

Specialty Days Supply per Rx 36.5 35.8 1.9% 31 .5 

Rx Count 287,194 302,866 -5.2% 

Non-Specialty Rx 284,354 300,143 -5 .3% 

Specialty Rx 2,840 2,723 4.3% 

Adjusted Rx's 317,216 336,882 -5.8% 

Adjusted Rx's PMPY 13.78 14.39 -4.2% 13.75 

Tier 1 77.7% 77.2% 0.5 81 .5% 

Tier 2 14.0% 13.6% 0.4 10.3% 

Tier 3 8.3% 9.2% -0.9 8.0% 

Tier4 0.0% 0.0% 0.0 0.2% 

Tier 1 + Generic 87.0% 86.8% 0,2 87.5% 

SSB 12.0% 12.3% -0.4 11 .6% 

MSB 2.4% 2.3% 0.1 2.6% 

GDR 85.6% 85.4% 0.2 85.7% 

GSR 97.2% 97.4% -0.1 97.0% 

Mail Penetration 14.2% 15.1% -0.9 13.6% 

% Specialty 41 .7% 37.7% 4.0 40.2% 

Enrolled Membership 27,630 28,097 -1 .7% 

Patients 22,141 22,675 -2.4% 

Patient Utilization 80.1% 80.7% -0.6 

Average Age Enrolled 35.9 35.9 -0.2% 

Average Age Patient 47.4 47.6 -0.6% 
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Mail Utilization 
Month 2018/07 2018/08 2018/09 2018/10 2018/11 2018/12 2019/01 2019/02 

Current 

pp 

Pt Chg 

15.2% 

14.8% 

0.4 

DAW Breakout 

14.7% 

15.2% 

-0.4 

15.0% 

16.1% 

-1.1 

14.5% 

14.9% 

-0.4 

14.4% 

15.0% 

-0.6 

13.9% 

15.1% 

-1 .2 

13.7% 

15.3% 

-1 .5 

13.7% 

14.7% 

-1.0 

DAW O ·1 2 3 4 5 6 7 

Rx PP 294,864 3,702 2,786 26 10 74 18 0 

Rx 279,941 3,096 2,266 23 14 72 10 3 

Change -14,923 -606 -520 -3 4 -2 -8 3 

Age Band 
t'IVI I I 

Age Group Patients Patient Chg PMPM Trend ECS PMPM 

0-9 2,071 -137 2.99 $1 .84 $2.88 $1 .04 56.3% $0.36 

10 - 19 2,587 -26 5.49 $6.85 $6.80 -$0.05 -0.8% $0.89 

20 - 29 3,246 -143 7.09 $8.29 $10.62 $2.33 28.1% $1 .06 

30 - 39 3,124 -30 10.23 $15.75 $18.06 $2.31 14.7% $1 .38 

40-49 3,265 -29 16.13 $18.29 $19.38 $1.09 6.0% $2.00 

50 - 59 4,662 -148 21.78 $39.69 $40.07 $0.39 1.0% $3.66 

60-64 3,028 -21 28.10 $28.86 $29.29 $0.43 1.5% $2.80 

65+ 1,337 24 30.78 $12.23 $14.92 $2.69 22.0% $1 .33 

Total 23,320 -64 13.78 $131.81 $142.03 $10.23 7.8% $13.48 

Breakdown 
Tier Location Drug Type % Rx % Paid % SP Rx Cnt Rx Chg Patients Patient Chg 

Brand 0.1% 0.9% 0.0% 366 22 108 -14 
Mail Order 

Generic 3.9% 1.2% 0.0% 11,330 -1,246 1,422 -190 

Brand 1.3% 3.8% 0.5% 3,594 -374 764 -178 
Retail 

Generic 72.4% 10.8% 1.3% 207,829 -9,086 20,698 -353 

Total 77.7% 16.7% 1.8% 223,119 -10,684 22,992 -184 

Brand 0.3% 1.9% 0.0% 986 -54 319 -21 
Mail Order 

Generic 0.4% 0.5% 0.0% 1,214 -178 396 -107 

2 
Retail 

Brand 6.7% 41 .8% 59.4% 19,357 -356 4,245 -183 

Generic 6.4% 4.0% 0.9% 18,515 -482 6,091 -417 

Total 14.0% 48.2% 60.3% 40,072 -1,070 11,051 -182 

Brand 0.3% 2.0% 0.0% 773 -252 283 -102 
Mail Order 

Generic 0.1% 0.2% 0.0% 335 -288 129 -120 

3 Brand 5.6% 30.9% 37.6% 16,193 -1,923 4,377 -394 
Retail 

Generic 2.3% 1.7% 0.1% 6,592 -1,442 2,546 -69 

Total 8.3% 34.8% 37.7% 23,893 -3,905 7,335 -171 

Mail Order 'Brand 0.0% 0.0% 0.0% 7 -1 4 -3 

OTHER Retail •Brand 0.0% 0.3% 0.2% 103 -12 36 -13 

Total 0.0% 0.3% 0.2% 110 -13 40 -8 

Total 100.0% 100.0% 100.0% 287,194 -15,672 41,418 -155 
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2019/03 2019/04 Total 

13.3% 

14.9% 

-1.5 

13.4% 

15.5% 

-2.1 

14.2% 

15.1% 

-0.9 

8 9 Total 

27 

33 

6 

1,359 

1,736 

377 

302,866 

287,194 

-15,672 

I., ss . 
Gross Trend PMPM Trend ECS PMPM 

$1 .29 10.0% $1 .17 $1 .29 10.1% $0.00 

$1 .97 2.1% $1.63 $1 .70 4.2% $0.26 

$5.41 11 .8% $4.79 $5.37 12.2% $0.04 

$18.98 2.5% $14.87 $15.31 2.9% $3.67 

$27.64 4.5% $22.46 $23.67 5.4% $3.97 

$2.94 1.3% $2.72 $2.75 1.1% $0.20 

$0.87 -3.0% $0.67 $0.66 -1.4% $0.21 

$62.11 10.9% $53.59 $59.41 10.9% $2.70 

$7.82 13.7% $4.92 $5.71 15.9% $2.11 

$73.74 10.6% $61.90 $68.53 10.7% $5.22 

$3.03 -20.3% $3.50 $2.81 -19.7% $0.22 

$0.43 -54.3% $0.77 $0.33 -57.1 % $0.10 

$46.79 10.5% $39.25 $43.89 11 .8% $2.90 

$3.44 -31.2% $3.60 $2.40 -33.2% $1 .04 

$53.70 3.1% $47.12 $49.44 4.9% $4.26 

$0.04 -33.2% $0.06 $0.04 -34.5% $0.00 

$0.39 32.6% $0.27 $0.37 34.7% $0.03 

$0.43 21.9% $0.33 $0.40 23.0% $0.03 

$155.51 6.8% $131 .81 $142.03 7.8% $13.48 
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Top-25 Drugs 
By Plan Paid 
Drug Name Disease State SP Rank 

HUMIRA PEN INFLAMMATORY CONDITIONS y 

STELARA INFLAMMATORY CONDITIONS y 2 
VICTOZA DIABETES N 3 
TECFIDERA MULTIPLE SCLEROSIS y 4 
HUMALOG DIABETES N 5 
ORENITRAM PULMONARY HYPERTENSION y 6 
HUMALOG KWIKPEN DIABETES N 7 

BASAGLAR KWIKPEN DIABETES N 8 
TRULICITY DIABETES N 9 
VYVANSE ADHD N 10 
COPAXONE MULTIPLE SCLEROSIS y 11 
XARELTO BLOOD CLOT PREVENTION/STROKE PREVENTION N 12 
JARDIANCE DIABETES N 13 
XYREM NEUROLOGIC y 14 
INVOKANA DIABETES N 15 
ENBREL SURECLICK INFLAMMATORY CONDITIONS y 16 
ADVAIR DISKUS ASTHMA/COPD N 17 

ENBREL INFLAMMATORY CONDITIONS y 18 
OTEZLA INFLAMMATORY CONDITIONS y 19 
SYMBICORT ASTHMA/COPD N 20 
REVLIMID ONCOLOGY y 21 
SYSTOLIC CARDIOVASCULAR N 22 
CONCERTA ADHD N 23 
LEVEMIR FLEXTOUCH DIABETES N 24 
H.P. ACTHAR ENDOCRINE AND METABOLIC y 25 
Total 325 
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Rank PP Utilizers PP Ut1l1zers u I izer Rx Cnt PP Rx Cnt Rx Change Plan Paid PP Plan Paid 

69 68 -1 361 352 -9 $2,335,667 $2,364,993 

2 23 18 -5 66 61 -5 $930,686 $1,095,694 

6 175 165 -10 843 851 8 $701 ,550 $798,038 

3 15 12 -3 80 68 -12 $754,236 $780,300 

7 158 159 1 714 724 10 $676,054 $731,234 

8 1 1 0 38 29 -9 $599,236 $722,120 

5 190 192 2 661 716 55 $702,713 $716,105 

13 194 250 56 792 1,168 376 $438,901 $612,238 

23 79 128 49 395 751 356 $282,572 $611,979 

11 315 342 27 1,803 1,903 100 $460,420 $520,679 

4 14 15 119 76 -43 $742,512 $518,858 

12 197 208 11 937 906 -31 $439,929 $512,108 

20 118 176 58 525 755 230 $302,713 $507,957 

16 3 4 29 36 7 $365,435 $499,973 

10 157 146 -11 742 692 -50 $477,880 $498,936 

9 17 13 -4 96 81 -15 $499,425 $486,054 

14 238 228 -10 846 828 -18 $403,281 $412,364 

15 11 11 0 80 74 -6 $371,679 $378,991 

34 10 18 8 57 71 14 $206,419 $368,512 

21 282 300 18 978 1,007 29 $301,237 $335,751 

39 3 4 15 21 6 $180,758 $312,073 

22 340 338 -2 1,559 1,351 -208 $299,239 $307,189 

24 132 138 6 732 774 42 $261,347 $300,856 

17 146 124 -22 531 478 -53 $353,478 $300,179 

1,760 0 1 1 0 3 3 $0 $277,956 

2,096 2,887 3,059 7 12,999 13,776 777 $13,087,368 $14,971,138 
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% Total ,..,an t'ata ,an ,-.a,o PMPM Trend Paid per Rx ECS per Rx 

6.03% $8.31 $8.56 3.0% $6,718.73 $148.32 

2.79% $3.31 $3.97 19.7% $17,962.20 $168.00 

2.03% $2.50 $2.89 15.7% $937.76 $40.26 

1.99% $2.68 $2.82 5.2% $11,475.01 $38.09 

1.86% $2.41 $2.65 10.0% $1,009.99 $3.57 

1.84% $2.13 $2.61 22.5% $24,900.69 $36.21 

1.82% $2.50 $2.59 3.6% $1 ,000.15 $37.28 

1.56% $1.56 $2.22 41 .9% $524.18 $3.01 

1.56% $1.01 $2.21 120.2% $814.89 $43.74 

1.33% $1.64 $1.88 15.0% $273.61 $35.98 

1.32% $2.64 $1.88 -28.9% $6,827.07 $56.62 

1.30% $1.57 $1.85 18.4% $565.24 $41.24 

1.29% $1.08 $1 .84 70.6% $672.79 $32.11 

1.27% $1.30 $1 .81 39.1% $13,888.14 $50.00 

1.27% $1.70 $1 .81 6.2% $721 .01 $33.64 

1.24% $1.78 $1.76 -1.0% $6,000.67 $63.83 

1.05% $1.44 $1.49 4.0% $498.02 $40.59 

0.97% $1.32 $1 .37 3.7% $5,121 .50 $54.73 

0.94% $0.73 $1 .33 81.5% $5,190.31 $42.54 

0.86% $1.07 $1 .22 13.3% $333.42 $38.37 

0.80% $0.64 $1 .13 75.6% $14,860.62 $33.33 

0.78% $1.07 $1 .11 4.4% $227.38 $37.67 

0.77% $0.93 $1.09 17.1% $388.70 $35.74 

0.76% $1 .26 $1 .09 -13.6% $627.99 $40.44 

0.71% $0.00 $1 .01 $92,651 .86 $66.67 

38.15% $46.58 $54.19 21.9% $214,191.92 $1,221.96 
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Top-25 Drugs 
By Rx Volume 

Drug Name Disease State SP Rank Rank PP 

LEVOTHYROXINE SODIUM THYROID REPLACEMENT N 
ATORVASTATIN CALCIUM CHOLESTEROL LOWERING AGENTS N 2 2 
LISINOPRIL CARDIOVASCULAR N 3 4 
OMEPRAZOLE ULCER/ACID REFLUX/GERO N 4 3 
MONTELUKAST SODIUM ASTHMA/COPD N 5 5 
ESCITALOPRAM OXALATE DEPRESSION N 6 6 
AMLODIPINE BESYLATE CARDIOVASCULAR N 7 7 
AMOXICILLIN ANTIBIOTICS N 8 9 
SERTRALINE HCL DEPRESSION N 9 11 
METFORMIN HYDROCHLORIDE DIABETES N 10 10 
PREDNISONE ANTI-INFLAMMATORY (STEROIDS) N 11 12 
LOSARTAN POTASSIUM CARDIOVASCULAR N 12 15 
HYDROCODONE/ACETAMINOPHEN NARCOTIC ANALGESICS N 13 8 

PANTOPRAZOLE SODIUM ULCER/ACID REFLUX/GERO N 14 14 
AZITHROMYCIN ANTIBIOTICS N 15 16 
GABAPENTIN SEIZURE DISORDERS N 16 20 
AMOXICILLIN/CLAVULANATE POTASS ANTIBIOTICS N 17 18 
MELOXICAM NON-NARCOTIC ANALGESICS N 18 17 
SIMVASTATIN CHOLESTEROL LOWERING AGENTS N 19 13 
ALPRAZOLAM ANXIETY N 20 22 
BUPROPION HYDROCHLORIDE ER (XL DEPRESSION N 21 26 
TRAMADOL HCL NARCOTIC ANALGESICS N 22 21 
METOPROLOL SUCCINATE ER CARDIOVASCULAR N 23 19 
VENLAFAXINE HCL ER DEPRESSION N 24 24 
HYDROCHLOROTHIAZIDE CARDIOVASCULAR N 25 23 
Total 1 1 
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Utilizers PP Utilizers urn zer Rx Cnt PP Rx Cnt Rx Change Plan Paid PP Plan Paid % Total 

1,888 1,869 -19 8,758 8,420 -338 $121,567 $119,811 0.31% 

1,977 2,044 67 8,284 7,991 -293 $182,497 $175,100 0.45% 

1,662 1,674 12 7,068 6,577 -491 $51,541 $53,176 0.14% 

1,846 1,573 -273 7,115 5,192 -1 ,923 $105,960 $83,129 0.21% 

1,399 1,381 -18 5,248 4,973 -275 $98,497 $87,555 0.22% 

1,215 1,236 21 4,990 4,896 -94 $68,621 $58,622 0.15% 

1,090 1,128 38 4,744 4,762 18 $28,666 $58,206 0.15% 

3,402 3,379 -23 4,346 4,276 -70 $16,982 $16,258 0.04% 

983 1,004 21 4,067 4,038 -29 $46,351 $40,162 0.10% 

1,003 970 -33 4,291 3,754 -537 $26,198 $30,777 0.08% 

2,355 2,500 145 3,676 3,697 21 $7,400 $7,015 0.02% 

743 914 171 3,512 3,687 175 $62,361 $60,484 0.15% 

2,362 1,923 -439 4,586 3,671 -915 $46,956 $35,648 0.09% 

935 962 27 3,589 3,525 -64 $60,731 $63,453 0.16% 

2,886 2,790 -96 3,490 3,390 -100 $42,644 $36,381 0.09% 

791 850 59 3,056 3,274 218 $65,272 $81,561 0.21 % 

2,611 2,687 76 3,174 3,254 BO $60,251 $61 ,248 0.16% 

1,226 1,154 -72 3,336 3,178 -158 $13,828 $10,067 0.03% 

850 765 -85 3,646 3,114 -532 $33,163 $28,458 0.07% 

850 827 -23 2,958 2,943 -15 $2,350 $2,048 0.01% 

648 699 51 2,798 2,884 86 $133,767 $164,347 0.42% 

1,134 1,058 -76 2,986 2,844 -142 $2,291 $2,414 0.01 % 

679 657 -22 3,099 2,761 -338 $85,394 $85,145 0.22% 

583 542 -41 2,849 2,630 -219 $87,139 $90,115 0.23% 

719 733 14 2,875 2,599 -276 $9,666 $9,627 0.02% 

35,837 35,319 -21 108,541 102,330 -6,211 $1,460,092 $1,460,806 100.00% 
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ian l"'aru l"'1<m l"'aio PMPM Trend Paid per Rx ECS per Rx 

$0.43 $0.43 0.2% $14.23 $7.55 

$0.65 $0.63 -2.4% $21.91 $2.75 

$0.18 $0.19 4.9% $8.09 $2.60 

$0.38 $0.30 -20.2% $16.01 $7.29 

$0.35 $0.32 -9.6% $17.61 $6.34 

$0.24 $0.21 -13.1 % $11.97 $6.86 

$0.10 $0.21 106_5% $12.22 $2.49 

$0.06 $0.06 -2.6% $3.80 $4.81 

$0.16 $0.15 -11.9% $9.95 $6.80 

$0.09 $0.11 19.5% $8.20 $2.78 

$0.03 $0.03 -3.6% $1.90 $3.97 

$0.22 $0.22 -1.4% $16.40 $2.98 

$0.17 $0.13 -22.8% $9.71 $5.04 

$0.22 $0.23 6.2% $18.00 $7.18 

$0.15 $0.13 -13.2% $10.73 $5.46 

$0.23 $0.30 27.1% $24.91 $6.52 

$0.21 $0.22 3.4% $18.82 $5.85 

$0.05 $0.04 -26.0% $3.17 $5.39 

$0.1 2 $0.10 -12.7% $9.14 $2.94 

$0.01 $0.01 -11.4% $0.70 $3.54 

$0.48 $0.59 24.9% $56.99 $7.81 

$0.01 $0.01 7.2% $0.85 $3.31 

$0.30 $0.31 1.4% $30.84 $18.22 

$0.31 $0.33 5.2% $34.26 $7.11 

$0.03 $0.03 1.3% $3.70 $1.57 

$5.20 $5.29 1.7% $14.28 $5.34 
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Top-25 TCs 
By Plan Paid 

Therapeutic Class SP Rank Rank PP Utilizers PP Utilizers 

CHRONIC INFLAMMATORY DISEASE y 209 217 

INSULIN N 2 2 603 608 

ONCOLOGY y 3 4 310 336 

MULTIPLE SCLEROSIS y 4 3 50 49 

INJECTABLE DIABETIC MEDS N 5 7 316 378 

ADHD & NARCOLEPSY MEDICATIONS N 6 5 1,090 1,129 

SGL T-2 INHIBITORS & COMBOS N 7 8 353 399 

PULMONARY ARTERIAL HYPERTENSION y 8 10 9 21 

INHALED ASTHMA/COPD COMBO N 9 9 741 786 

ANTIDEPRESSANTS N 10 6 5,538 5,580 

ORAL ANTICOAGULANTS N 11 14 419 456 

ANTICONVULSANTS - 2ND GENERATION N 12 11 1,986 2,006 

DPP-4 INHIBITORS & COMBOS N 13 12 276 268 

ATYPICAL ANTIPSYCHOTICS N 14 13 565 582 

HIV-MUL TICLASS COMBO y 15 15 30 38 

BETA BLOCKERS & COMBOS N 16 18 2,003 1,971 

STATINS & COMBOS N 17 16 3,805 3,736 

ANTI-CATAPLETIC THERAPY y 18 21 3 4 

CYSTIC FIBROSIS y 19 22 3 3 

CONTRACEPTIVES N 20 19 2,131 2,070 

DIABETES MONITORING AND TESTING SUPPLIES N 21 17 898 778 

INHALED BRONCHODILATOR N 22 24 · 2,047 1,933 

PULMONARY FIBROSIS AGENTS y 23 30 3 4 

PROTON PUMP INHIBITORS N 24 25 2,810 2,747 

CORTICOTROPIN y 25 214 0 1 

Total 325 526 26,198 26,100 
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uu er Rx Cnt PP Rx Cnt Rx Change Plan Paid % Total ar · 0 
r' an i""a O PMPM Trend 

8 1,043 1,078 35 $6,706,234 17.09% $20.40 $24.27 19.0% 

5 3,641 3,864 223 $3,026,389 7.71% $10.14 $10.95 8.0% 

26 1,525 1,549 24 $2,744,549 6.99% $7.17 $9.93 38.5% 

-1 406 362 -44 $2,500,396 6.37% $9.93 $9.05 -8.9% 

62 1,657 2,080 423 $1 ,785,433 4.55% $4.57 $6.46 41.5% 

39 6,927 7,163 236 $1 ,431,070 3.65% $4.64 $5.18 11 .7% 

46 1,755 1,882 127 $1,281,529 3.27% $3.68 $4.64 26.1% 

12 95 103 8 $1,217,651 3.10% $3.36 $4.41 31 .3% 

45 2,815 2,945 130 $1,127,291 2.87% $3.59 $4.08 13.5% 

42 29,598 28,684 -914 $1 ,031,702 2.63% $4.59 $3.73 -18.7% 

37 2,234 2,148 -86 $831,904 2.12% $2.44 $3.01 23.7% 

20 10,075 9,914 -161 $761,178 1.94% $2.76 $2.75 -0.2% 

-8 1,477 1,290 -187 $759,319 1.93% $2.73 $2.75 0.6% 

17 3,106 2,922 -184 $680,700 1.73% $2.61 $2.46 -5.7% 

8 207 226 19 $616,601 1.57% $1.94 $2.23 15.2% 

-32 9,266 8,370 -896 $500,298 1.27% $1 .75 $1.81 3.5% 

-69 16,325 15,002 -1 ,323 $500,177 1.27% $1 .89 $1 .81 -4.3% 

1 29 36 7 $499,973 1.27% $1 .30 $1 .81 39.1% 

0 31 42 11 $498,506 1.27% $1 .27 $1 .80 41 .6% 

-61 9,472 8,710 -762 $478,737 1.22% $1.58 $1.73 10.0% 

-120 3,272 2,827 -445 $390,031 0.99% $1.83 $1.41 -23.0% 

-114 4,031 3,975 -56 $328,869 0.84% $1 .17 $1 .19 1.8% 

1 27 34 7 $322,646 0.82% $0.85 $1 .17 37.2% 

-63 11,211 10,526 -685 $309,738 0.79% $1 .14 $1.12 -1.9% 

0 3 3 $277,956 0.71% $0.00 $1 .01 

-4 120,225 115,735 -4,490 $30,608,877 78.00% $97.34 $55.39 12.0% 
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c: ;:, 
10 Ota ECS % Total c: otai Paid per Rx ECS per Rx GDR GSR MSB % SSB % 

1.1% 1.7% 0.6 $6,221.00 $110.16 6.6% 97.3% 0.2% 93.2% 

2.8% 2.7% -0.1 $783.23 $21.46 0.0% 0.0% 100.0% 

1.3% 0.9% -0.4 $1,771 .82 $16.92 85.1% 97.1% 2.5% 12.4% 

0.8% 0.7% -0.1 $6,907.17 $49.94 13.8% 34.0% 26.8% 59.4% 

4.4% 4.5% 0.1 $858.38 $40.67 0.0% 0.0% 100.0% 

13.9% 13.2% -0.7 $199.79 $30.34 47 .3% 64.5% 26.0% 26.7% 

4.9% 4.6% -0.3 $680.94 $32.53 0.0% 0.0% 100.0% 

0.2% 0.2% 0.0 $11 ,821.85 $27.43 34.0% 85.4% 5.8% 60.2% 

9.4% 9.3% -0.1 $382.78 $39.47 6.1% 46.6% 7.0% 86.9% 

22.8% 26.4% 3.6 $35.97 $12.92 96.7% 99.8% 0.1% 3.1% 

9.2% 8.7% -0.4 $387.29 $37.00 28.4% 97.8% 0.7% 70.9% 

11 .9% 12.0% 0.2 $76.78 $10.49 94.3% 98.9% 1.1% 4.6% 

5.3% 5.3% 0.0 $588.62 $32.85 0.0% 0.0% 2.1% 97.9% 

10.7% 9.7% -1.0 $232.96 $25.11 88.0% 99.7% 0.2% 11 .8% 

1.8% 1.9% 0.1 $2,728.32 $52.04 7.5% 100.0% 0.0% 92.5% 

20.4% 19.7% -0.7 $59.77 $14.64 83.5% 99.5% 0.4% 16.1% 

18.8% 18.0% -0.8 $33.34 $7.33 99.9% 100.0% 0.0% 0.1% 

0.4% 0.4% 0.0 $13,888.14 $50.00 0.0% 0.0% 100.0% 

2.3% 2.4% 0.1 $11,869.20 $293.05 0.0% 0.0% 100.0% 

13.3% 12.2% -1 .0 $54.96 $7.67 88.5% 94.8% 4.8% 6.7% 

10.3% 7.5% -2.7 $137.97 $11 .23 0.0% 0.0% 100.0% 

29.8% 29.4% -0.4 $82.73 $34.45 14.7% 37.3% 24.8% 60.5% 

0.5% 0.4% -0.1 $9,489.57 $41.18 0.0% 0.0% 100.0% 

25.1% 25.0% -0.1 $29.43 $9.80 96.5% 99.9% 0.1% 3.4% 

0.1% 0.1 $92,651.86 $66.67 0.0% 0.0% 100.0% 

221.3% 217.1% -4.2 $161,973.87 $1,075.35 35.6% 54.1% 4.1% 60.3% 
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Top-25 Disease States 
By Plan Paid 
Disease State SP Rank ar Util izers PP Utilizers ,. 1 

DIABETES N 1 2,104 2,089 -15 

! INFLAMMATORY CONDITIONS y 2 2 292 294 2 

iONCOLOGY 
i 

y 3 4 343 380 37 

;MULTIPLE SCLEROSIS y 4 3 50 49 -1 

:ASTHMA/ COPD N 5 5 3,338 3,220 -118 
I 
IADHD N 6 8 1,090 1,129 39 i 
CARDIOVASCULAR N 7 6 6,525 6,526 

PULMONARY HYPERTENSION y 8 10 9 21 12 

DEPRESSION N 9 7 5,541 5,584 43 

BLOOD CLOT PREVENTION/STROKE PREVENTION N 10 12 646 694 48 

CHOLESTEROL LOWERING AGENTS N 11 9 4,076 4,009 -67 

SEIZURE DISORDERS N 12 11 2,075 2,088 13 

ANTI PSYCHOTICS N 13 13 639 643 4 

HIV y 14 15 32 39 7 

NEUROLOGIC y 15 19 32 14 -18 

MALE AND FEMALE HORMONE REPLACEMENT N 16 16 1,102 1,037 -65 

CYSTIC FIBROSIS y 17 24 3 3 0 

GASTROINTESTINAL, MISC N 18 21 1,343 1,340 -3 

CONTRACEPTION N 19 18 2,131 2,070 -61 

ANTIBIOTICS N 20 17 11,274 11,088 -186 

MISC SKIN CONDITION N 21 14 2,177 2,122 -55 

ENDOCRINE AND METABOLIC y 22 30 103 97 -6 

BLOOD GLUCOSE MONITORING N 23 20 878 744 -134 

ULCER/ACID REFLUX/GERO N 24 25 2,947 2,873 -74 

RESPIRATORY, MISC y 25 29 3 4 

Total 325 339 48,753 48,157 -24 
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Rx Cnt PP Rx Cnt Rx Change Rx% Total Net Paid Paid % Total I 
et au Ne ,..a PMPM Trend 

17,546 17,173 -373 6.0% $6,983,824 17.8% $21.58 $25.28 17.1% 

1,485 1,460 -25 0.5% $6,944,765 17.7% $21.50 $25.14 16.9% 

1,568 1,596 28 0.6% $2,762,850 7.0% $7.27 $10.00 37.5% 

406 362 -44 0.1% $2,500,396 6.4% $9.93 $9.05 -8.9% 

13,251 13,011 -240 4.5% $1 ,819,685 4.6% $6.12 $6.59 7.6% 

6,927 7,163 236 2.5% $1,431,070 3.6% $4.64 $5.18 11.7% 

47 ,007 44,053 -2 ,954 15.3% $1 ,399,632 3.6% $4.82 $5.07 5.2% 

95 103 8 0.0% $1 ,217,651 3.1% $3.36 $4.41 31 .3% 

29,636 28,712 -924 10.0% $1 ,049,629 2.7% $4.66 $3.80 -18.5% 

3,411 3,227 -184 1.1% $978,513 2.5% $3.12 $3.54 13.3% 

18,907 17,153 -1,754 6.0% $973,277 2.5% $3.93 $3.52 -10.3% 

10,845 10,547 -298 3.7% $909,227 2.3% $3.34 $3.29 -1 .5% 

3,325 3,135 -190 1.1% $681,241 1.7% $2.62 $2.47 -5.9% 

273 257 -16 0.1% $668,949 1.7% $2.27 $2.42 6.5% 

159 82 -77 0.0% $533,326 1.4% $1 .57 $1 .93 23.3% 

4,206 3,823 -383 1.3% $511 ,124 1.3% $1 .98 $1 .85 -6 .7% 

31 42 11 0.0% $498,506 1.3% $1 .27 $1.80 41 .6% 

2,311 2,243 -68 0.8% $492,381 1.3% $1 .43 $1.78 24.8% 

9,472 8,719 -753 3.0% $481 ,938 1.2% $1 .58 $1.74 10.7% 

21,215 20,669 -546 7.2% $458,753 1.2% $1.76 $1 .66 -5.6% 

3,772 3,675 -97 1.3% $457,478 1.2% $2.40 $1 .66 -31 .0% 

343 279 -64 0.1% $428,467 1.1% $0.71 $1.55 117.7% 

2,444 2,049 -395 0.7% $337,635 0.9% $1 .56 $1.22 -21 .6% 

11 ,748 10,955 -793 3.8% $330,027 0.8% $1.21 $1 .19 -1 .1% 

27 34 7 0.0% $322,646 0.8% $0.85 $1.17 37.2% 

210,410 200,522 -9,888 69.8% $35,172,989 89.6% $115.47 $127.30 291.3% 
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et aia e ECS % Total t:L,.::, 'to 1 .::, 1 ta GDR GSR MSB SSB 

$406.67 4.1% 4.2% -0.1 46.8% 99.6% 0.2% 53.0% 

$4,756.69 1.8% 1.3% 0.5 16.2% 67.7% 7.7% 76.0% 

$1 ,731.11 1.0% 1.3% -0.3 85.1% 97.2% 2.4% 12.5% 

$6,907.17 0.7% 0.8% -0.1 13.8% 34.0% 26.8% 59.4% 

$139.86 14.9% 15.0% -0.1 46.3% 83.4% 9.2% 44.5% 

$199.79 13.2% 13.9% -0.7 47.3% 64.5% 26.0% 26.7% 

$31.77 17.1% 18.4% -1.3 95.8% 99.8% 0.2% 4.0% 

$11,821.85 0.2% 0.2% 0.0 34.0% 85.4% 5.8% 60.2% 

$36.56 26.2% 22.6% 3.6 96.7% 99.8% 0.1% 3.1% 

$303.23 9.6% 9.7% -0.1 47.6% 98.9% 0.5% 51.9% 

$56.74 15.5% 16.0% -0.5 97.2% 98.1% 1.9% 0.9% 

$86.21 11.7% 11 .6% 0.1 94.1% 98.4% 1.5% 4.4% 

$217.30 9.7% 10.7% -1.0 88.8% 99.7% 0.2% 11 .0% 

$2,602.91 2.0% 2.0% 0.0 10.1% 96.3% 0.4% 89.5% 

$6,503.97 0.9% 2.0% -1.1 0.0% 0.0% 100.0% 

$133.70 17.9% 18.7% -0.8 69.6% 82.9% 14.3% 16.1% 

$11,869.20 2.4% 2.3% 0.1 0.0% 0.0% 100.0% 

$219.52 11.8% 13.8% -1.9 54.0% 98.1% 1.0% 45.0% 

$55.27 12.2% 13.3% -1 .1 88.4% 94.8% 4.8% 6.8% 

$22.20 24.9% 24.8% 0.1 99.6% 100.0% 0.0% 0.4% 

$124.48 14.8% 11 .5% 3.3 89.8% 94.7% 5.1% 5.1% 

$1,535.72 1.3% 2.7% -1.4 81.0% 98.7% 1.1% 17.9% 

$164.78 6.4% 10.1% -3.7 0.0% 0.0% 100.0% 

$30.13 24.4% 24.8% -0.3 96.4% 99.9% 0.1% 3.5% 

$9,489.57 0.4% 0.5% -0.1 0.0% 0.0% 100.0% 

$59,446.40 244.9% 252.1% -7.2 56.0% 75.7% 4.4% 39.7% 
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Top-25 Specialties 
By Plan Paid 

. ~an u1 1zttr 
Specialty Rank Ut111zers PP Ulll1zers Rx Cnt PP Rx Cnt 

INFLAMMATORY CONDITIONS 1 175 185 10 922 979 
ONCOLOGY - ORAL 2 3 28 41 13 169 246 
MULTIPLE SCLEROSIS 3 2 50 49 -1 406 362 
PULMONARY HYPERTENSION 4 4 9 21 12 95 103 
HIV 5 5 32 39 7 273 257 
CYSTIC FIBROSIS 6 6 4 3 -1 38 48 
CNS AGENTS 7 7 4 5 31 38 
ENDOCRINE 8 8 6 5 -1 38 21 
PULMONARY DISEASE 9 9 3 4 27 34 

HEPATITIS C 10 12 2 4 2 4 9 
TRANSPLANT 11 11 62 61 -1 595 586 
ANTlHYPERLIPIDEMIC 12 10 12 21 9 64 112 
GROWTH HORMONE DEFICIENCY 13 13 4 4 0 11 12 
LIVER DISEASE 14 15 2 1 10 12 
MONOCLONAL ANTIBODY MISCELLANEOUS 15 18 0 1 4 
OSTEOPOROSIS 16 14 2 -1 22 7 
A NEMIA 17 21 0 5 
HEPATITIS B 18 19 0 7 3 
ONCOLOGY - INJECTABLE 19 23 0 2 2 0 2 
CERVICAL DYSTONIA 20 22 0 -1 0 
NEUTROPENIA 20 20 2 0 -2 2 0 
HEMATOLOGIC 20 16 0 -1 3 0 
ONCOLOGY - TOPICAL 20 17 0 -1 3 0 
Total 270 276 402 450 2 2,723 2,840 
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Rx Change Plan Paid PP Plan Paid % Total SP ii 
1 0 ic1n t'il 

O PMPM Trend Paid per Rx GDR 

57 $5,689,297 $6,661,046 40.72% $20.25 $24.11 19.1% $6,803.93 0.0% 

77 $1,931,731 $2,640,846 16.14% $6.88 $9.56 39.0% $10,735.15 13.8% 

-44 $2,790,096 $2,500,396 15.28% $9.93 $9.05 -8.9% $6,907.17 13.8% 

8 $943,364 $1,217,651 7.44% $3.36 $4.41 31.3% $11,821 .85 34.0% 

-16 $638,502 $668,949 4.09% $2.27 $2.42 6.5% $2 ,602.91 10.1% 

10 $422,483 $553,702 3.38% $1 .50 $2.00 33.3% $11,535.45 0.0% 

7 $366,908 $523,116 3.20% $1.31 $1.89 45.0% $13,766.22 5.3% 

-17 $262,406 $481,573 2.94% $0.93 $1.74 86.6% $22,932.07 14.3% 

7 $239,206 $322,646 1.97% $0.85 $1.17 37.2% $9,489.57 0.0% 

5 $106,484 $201,281 1.23% $0.38 $0.73 92.2% $22,364.56 0.0% 

-9 $144,743 $164,946 1.01% $0.52 $0.60 15.9% $281.48 88.4% 

48 $156,270 $159,920 0.98% $0.56 $0.58 4.1% $1 ,427.85 0.0% 

1 $74,676 $110,569 0.68% $0.27 $0.40 50.6% $9,214.10 0.0% 

2 $60,530 $79,948 0.49% $0.22 $0.29 34.3% $6,662.35 0.0% 

3 $10,748 $44,116 0.27% $0.04 $0.16 317.4% $11,029.01 0.0% 

-15 $68,759 $22,882 0.14% $0.24 $0.08 -66.2% $3,268.80 0.0% 

4 $582 $2,884 0.02% $0.00 $0.01 404.1% $576.72 0.0% 

-4 $7,864 $1,478 0.01% $0.03 $0.01 -80.9% $492.76 100.0% 

2 $0 $619 0.00% $0.00 $0.00 $309.50 50.0% 

-1 $479 $0 0.00% $0.00 $0.00 -100.0% 

-2 $2,145 $0 0.00% $0.01 $0.00 -100.0% 

-3 $22 ,545 $0 0.00% $0.08 $0.00 -100.0% 

-3 $11,347 $0 0.00% $0.04 $0.00 -100.0% 

117 $13,951,165 $16,358,568 100.00% $49.65 $59.21 28.7% $152,221.45 14.3% 
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GSR MSB SSB 

0.0% 100.0% 

54.0% 11 .8% 74.4% 

34.0% 26.8% 59.4% 

85.4% 5.8% 60.2% 

96.3% 0.4% 89.5% 

0.0% 100.0% 

100.0% 0.0% 94.7% 

100.0% 0.0% 85.7% 

0.0% 100.0% 

0.0% 66.7% 33.3% 

91.5% 8.2% 3.4% 

0.0% 100.0% 

0.0% 100.0% 

0.0% 100.0% 

0.0% 100.0% 

0.0% 100.0% 

0.0% 100.0% 

100.0% 0.0% 0.0% 

100.0% 0.0% 50.0% 

33.1% 5.2% , 63.1% 
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Table of Contents STATE OF NEBRASKA 

The information contained in this report includes current and prior period experience as well as relevant normative data . 
Norms are based on a peer group average and have not been adjusted for the characteristics of your covered population, 
except where noted otherwise. The following parameters apply: 

• Claim experience is 90.2% complete and has not been adjusted to estimate full completion. 
• Available data for Medicare primary members is included. 
• Available data for pharmacy is not included. 
• Available data for mental health and substance abuse is included. 
• The catastrophic threshold is $100,000. 'Non-Catastrophic' excludes all payments for catastrophic cases. 
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Highlights of Plan Performance STATE OF NEBRASKA 

Current Period: Incurred April 1, 2018 through March 31, 2019, paid April 1, 2018 through March 31, 2019 
Prior Period: Incurred April 1, 2017 through March 31, 2018, paid April 1, 2017 through March 31, 2018 

Trend Analysis 

This Executive Performance Report is intended to provide an analysis of experience so that we can help you to make informed decisions for the future. 
The data presented in the following pages will highlight cost drivers and compare your results to those of your peers . Together, we will utilize this 
information to make changes aimed at meeting your strategic objectives while improving the quality and affordability of healthcare for you and for your 
employees. For this study, claim experience is 90.2% complete and has not been adjusted to estimate full completion. 

Cost Drivers Prior Current Change 

Members Utilizing Medical Benefits 

Allowed Expenses per Claimant 

Plan Cost Share (Net) 

Net Paid per Catastrophic Case 

Demographic Factor 

Network Utilization 

Network Discount Percent 

Highlights of Plan Performance 

96,6% 

$5,563 

I 82.3% 

$196,933 

~ 
1.106 

97.1% 

38 .6% 

97,2% 

$5,747 

82.2% 

$190,964 

1 100 

96.5% 

39.5% 

0,6% 

3.3% 

-0 2 

-3 0% 

-0 5% 

-0.H 

08 

Because the same underlying factors influence 
various performance measures, most often these 
measures cannot simply be aggregated to illustrate 
how they contribute to trend . At a high level, 
however, we can break down trend into three 
component 'Cost Drivers': 

1) Utilization of Benefits 
2) Cost of Services 
3) Plan Cost Share 

From this point, we can then examine the underlying 
factors: 

Did the impact of catastrophic cases change? 
Did the expected demographic factor change? 
What was the value of the network? 

The following sections display key performance to examine how various components of care have affected the overall trend . In this way, we can help 
to narrow the focus and highlight opportunities to mitigate future trend and improve the health and well being of enrolled members. 

Financial Summary 

Net Paid PEPM trend is at 3.1%, driven in part by a 3.1% 
increase in net paid per claimant. 

.,,,.,, I 
Net Paid PEPM $782 63 : $806.57 31% 

Non-Catastrophic $573 25 ~ 588,52 '- 27% $610 93 

Catastrophic $209 37 $218,04 41% $233 36 

Catastrophic Content 26.8% 27 0% 0 3 27.6% 

Average Net Paid per Claimant $4,579 $4,722 31% l 

Net Paid PEPM Cost Comparison 

• Non-Catastrophic " Catastrophic 

-4 5% 
$5t3 $611 

-3.7% 

-6.6% 

-0.6 
Prior Current Norm 
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Overview 

Medical Plan Enrollment 

The demographic factor for STATE OF NEBRASKA 
members is 2.5% lower than the Norm (1.100 compared to 
1.128). 

Measure Prior Current Change Norm Variance 

~ nrolled Employees ~I 13,325 13,210 -0 9% +- . 

Enrolled Members 28,289 27,853 -1 ,5% 
I - -

Average Family Size 2 12 2 11 -07% 216 

Average Member Age -0 3% 
----

% Female Members -0.1 49.9% 

Demographic Factor 1 106 1 100 -0.5% 1.128 

Cost Management 

The network discount rate for the current period was at 
39.5%. 

-2.5% 

30 

-2.5% 

Plan Cost Share (Gross) 84 5% 0.3 885% l ~ 
Member Cost Share PEPM $149.73 $151 .97 1 5% 

Coordination of Benefits PEPM $17 52 $24 72 

J 

~ ~ 411% 

Network Utilization 971% 96.5% -0_6 1 97_5% l _,, j ...... 
Network Discounts PEPM $556~ 590.96 6.2% 

Network Discount Percent 38 6% 39 5% 0,8 

Diagnosis Distribution 

Claims related to 'Neoplasms' diagnoses are a primary 
driver of health care costs. 

D1agnos1s Group Prior Current Change Norm Variance 

Neoplasms $93.27 $108.52 16.4% $103 35 5.0% 

Musculoskeletal System $109.59 $107.92 -1 5% $117 82 -84% 

Other Conditions $82 45 $91 34 108% $92 42 -12% 

Circulatory System $85 61 $85 80 0.2% $84 18 1.9% 

Digestive System $69 55 $70 45 1 3% $61 97 13 7% 
----~ 

All Other Diagnosis Groups $342 16 $342 55 01% $384 55 -10 9% 

I 3 

STATE OF NEBRASKA 

Demographic Adjusted Net Paid PEPM 

$807 $844 $823 

l 
STATE OF Original Adjusted 
NEBRASKA Norm Norm 

Network Utilization and Discounts 
I 

97% 96% 

Network Utilization 

Musculoskeletal 
System 

Circulatory 
Syslem 

Digeslive System 

Prior 

• Curren! 

39% 39% 

-, 

Network Discount 
Percent 
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Overview 

Inpatient Hospital Admissions 

Net Paid PEPM costs for inpatient hospital admissions 
decreased 2.3% to $203.68 PEPM. 

Measure Prior Current Change Norm Variance 

Admissions Per 1,000 49 .9 50.3 

Days Per 1 , 000 218 8 212 .7 

[ Average Length of Stay 4 38 4 22 

0.8% j 
-2 Bo/~ 

-3.6% I 
-2 4% 

51 .1 i -1.4% 

249.7 -14 ,8% 

489 -136% 

$24,118 -4.5% r Average Net Paid Per Admission $23,588 $23,030 

I Average Net Paid Per Day $5,384 t $5,451 1 3%--4--$4,933 ~ .5% 

[ Net Paid PEPM - -----1-$-2-08_.4_4 1 $203 .68 -2.3% $214.57 -5.1~ 

Outpatient Cost and Utilization 

Members are using the Emergency Room at a rate of 152.4 
visits per 1,000 members, 24.7% lower than the Norm. 

Measure Prior Current Change Norm Variance 

Outpatient Surgeries per 1,000 168 4 165.2 -2 0% 169.1 
--- - f 

Net Paid per Surgery - facility only $4,472 $4,60~ 3.1% $4,088 

Emergency Room Visits per 1,000 153.2 152.4 -0.5% 202.5 ..__ 
Net Paid per ER Visit - facility only $1,569 $1,552 -11% $1,667 

Primary Physician Visits PMPY 1 55 1.40 -94% 1 96 

Specialist Visits PMPY 1 07 1 05 -1 8% 1 80 

Catastrophic Cases 

Excluding catastrophic cases, medical net payments 
PEPM are trending at 2.7%. 

~-8% 

7% 

% 

L -28.3°~ 

L 4~ 0~ 

Measure Prior Current Change Norm Variance 

Catastrophic Cases 170 181 l 65% 

Catastrophic Cases per 1,000 6 01 6 50 81% 6 44 0.9% 

Average Net Paid per Claimant $196,933 I $190,964 ,_ -3 0% $206,698 -7 6% 

Net Paid PEPM $209 37 t $218.04 4 .1% $233.36 -66% 
,__ -

Percent of Total Net Paid 26 8% 27 0% 0.3 27.6% -0 6 

Adjusted Net Paid PEPM $573 25 $588 ,52 27% $610 93 -3 7% 

14 

STATE OF NEBRASKA 

Net Paid PEPM for Inpatient Admissions 

• Non-Catastrophic • Catastrophic 

$_99 

$215 

$1 10 

Prior Current Norm 

Net Paid PEPM for Outpatient Events 

Prior • Curren! 
Norm 

$133$134 
$120 

$59 
$43 $42 

Emergency Room Outpatient Surgeries 

Diagnosis Groups by Catastrophic PEPM Paid 

Neoplasms 

Circulatory System 

Digestive System 

Musculoskeletal 
System 

Infectious and 
Parasitic Diseases 

All Other 
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Key Performance Indicators 

Current Period: Incurred April 1, 2018 through March 31, 2019, paid April 1, 2018 through March 31, 2019 
Prior Period: Incurred April 1, 2017 through March 31, 2018, paid April 1, 2017 through March 31, 2018 

STATE OF NEBRASKA 

Financial Summary Prior Current Change Norm Variance 

FAiiowed Expenses 

Allowed Expenses PEPM 

Non-Catastrophic 

I Catastrophic 

I Catastrophic Content 
I 

Net Paid 

Net Paid PEPM 

Non-Catastrophic 

Catastrophic 

Catastrophic Content 

Medical Allowed Expenses per Claimant 

Medical Net raid per Claimant 

Non-Catastrophic 

Enrolled Employees 

EnrollAd Members 

Average Family Size 

% Female Members 

Demographic Factor 

Members Utilizing Medical Benefits 

% of Unique Individuals Enrolled without Claims 

Network Utilization 

Network Discounts 

Network Discounts PEPM 

Network Discount Percent 

$152,027,769 1 $155,622,341 

$950 77 $981 72 

$729.10 $757 45 

$221 .67 $224.27 

23.3°kh 22 8% 

$125,141,949 $127,856,830 

$782 63 $806 57 

$573.25 $588.52 

$209 ,37 $218 04 

26 8% 27.0% + $5,563 $5,747 

$4,579 $4,722 

I $3,375 $3,469 

I 

13,325 J 13,210 

28,289 27,853 

2 12 2 11 

53 0% 52 9% 
-y-

__-!. 1 106 1 100 

96.6% 97.2% 

146% 

971% 96 .5% 

$88,958,327 $93,679,720 

$556.34 $590 96 

38 6% 39 5% 

2.4% 

3.3% 

39% 

1.2% 

. 5 

2.2% 

31% 

27% 

4.1% 

.3 

3.3% 

3. ·1% 

2.8% 

-0.9% 
-- -

-15% 

-0,7% 

-0 1 

-0.5% 

06 

-0,3 

-0.6 

53% 

62% 

08 

$973,65 

$721 98 

$251 ,67 

25 8% 

$844,29 

$610.93 

$233.36 

27.6% 

---

2 16 

49.9% 

1.128 

--

97 5% 

0.8% 

49% 

-10.9% 

-3 0 

-4 5% 

-3.7% 

-6 6% 

• 6 
---

-

-2 5% 

3.0 

-2,5% 

--

-1 0 

Inpatient Hospital Adm1ss1ons Prior Current Change Norm Variance 

Admissions per 1,000 49 9 l 50 3 0,8% 51 1 -1.4% 

Days per 1,000 
___J_ 

218.8 212.7 -2.8% 249 7 -1 4.8% 

Average Length of Stay 4.38 4 22 -3.6% 4,89 -13 6% 

Average Net Paid per Admission $23,588 $23,030 -2.4% $24,118 -4 5% 

Outpatient Cost and Ut1l1zat1on Prior Current Change Norm Variance 

Outpatient Surgeries per 1,000 168 4 165 2 -20% 169.1 -2.3% 
,--

Net Paid per Surgery $4,472 $4,609 31% $4,088 12 8% 

Emergency Room Visits per 1,000 153.2 152 4 -0 5% 202 5 -24,7% 

Net Paid per Emergency Room per Visit $1,569 $1,552 -1 .1% $1,667 -6 9% 

Primary Physician Visits PMPY 1 55 1.40 -9.4% 1 96 -28.3% 

Specialist Visits PMPY (incl OBIGyn) 1 07 1 05 -18% 1 80 -41 7% 

Net Paid per Primary Physician Visit $102 71 $107 80 5.0% $94 26 144% 

Net Paid per Specialist Visit (incl OBIGyn) $126 25 $134 43 65% $135 60 -0,9% 
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Trend Drivers Points Contributed to Medical Trend 

Cost Drivers Prior Current Change 

I 
Members Utilizing Benefits 

Allowed Expenses per Claimant 

Plan Cost Share (Net) 82.3% 

97.2% 

$5,747 

82 .2% 

0.6% 

3.3% 

-0.2% 

Contributing Factors Prior Current Change 

Catastrophic Cases per 1,000 Members 6.01 6.50 8.1% 

Net Paid per Catastrophic Case $196,933 $190,964 -3.0% 

Demographic Factor 1.106 1.100 -0.5% 
-----

Network Utilization 97.1% 96.5% -0.6 

Network Discount Percent 38.6% 39.5% 0.8 
- --- ---

Contribution to Trend 

Provider Type Points Service Type Aggregates Points 

Inpatient -0.4 Inpatient Admissions 

Facility 0.0 Non-Catastrophic Claimants 

Physician -0.4 Catastrophic Cases 

All Other 0.0 Outpatient Surgeries 

Outpatient 3.5 Emergency Room Visits 

Physician -0.2 

All Other 0.1 

Total 3.1 

D1agnos1s Group Total Non-Catastrophic Catastrophic 

Infectious and Parasitic Diseases 

Neoplasms 

Endocrine. Nutritional and Metabolic 

Blood and Blood Forming Organs 

Mental Diseases and Disorders 

Nervous System and Sense Organs 

Circulatory System 

Respiratory System 

Digestive System 

Genitourinary System 

Pregnancy and Childbirth 

Skin and Subcutaneous Tissue 

Musculoskeletal System 

Congenital Anomalies 

Perinatal Period 

Injuries and Poisoning 

Other Conditions 

Total 

0.1 

1.9 

-0.2 

0.2 

0.6 

02 

0.0 

0.5 

0.1 

0.2 

-0.3 

0.2 

-0.2 

-0.5 

-0 .1 

-0.8 

1.1 

3.1 

J 
0.0 

1.0 

-0.1 

0.0 

0.2 

0 1 

-0 6 

0.0 

0 1 

04 

-0.3 

0 1 

0.0 

0.0 

-0 1 

0.4 

1 3 

2.7 

0.4 

4.6 

-0.4 

0.6 

1.8 

0.4 

1.7 

2.0 

0.1 

-0.2 

-0 1 

0.2 

-0 8 

-2 0 

-0 1 

-4 4 

0.6 

4.1 
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-0.6 

0.7 

-1.3 

0 1 

-0 1 
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Trend Drivers Isolated Impact on Trend 

Isolating Changes that Impact Trend 

By examining various cost and utilization measures, we can observe how the change in each measure would have affected medical 
trend in the absence of other changes. Key changes and their isolated impact on the trend of 3. 1 % are charted below. In the 
accompanying table , the columns labeled 'Impact on Trend' indicate the degree to which the isolated change in each measure 
affected PEPM cost and trend. While examined here in isolation , the true impacts are not mutually exclusive. Therefore the points 
do not add to the total trend amount. 

Isolated Impact (in percentage points) on the Trend of 3.1% 

3.1 

I 2 1 

I 0.6 

II • • --1.0 -0.9 
-1 .3 

Point 

3.1 
2.1 
-1 .3 
-1.0 
-.9 
.6 

Financial Measures Prior Current Change 

Plan Cost Share (Gross) 84.5% 0.3 

Geographic Factor 1.042 

Utll1zation Measures Prior Current Change 

1 

Claimants per 1,000 966.1 972.1 

Inpatient Adm1ss1ons per 1,000 49.9 50.3 

0.6% ..., 
0.8% 

Outpatient Surgeries per 1,000 168.4 165.2 -2.0% 

ER Visits per 1,000 153.2 ] 152.4 

Physician Office Visits per Member 2.62 2.45 

Catastrophic Cases per 1,000 6.01 6 50 r 
-0.5% 

-6 .3% 
- __,j 

8.1% 

Average Cost and Seventy Prior Current Change 

Net Paid per Claimant $4 ,579 $4,722 3.1% 

Net Paid per Hospital Day $5,384 $5,451 1.3% 

Average Length of Hospital Stay 4.38 4.22 -3.6% 

Net Paid per ER Visit $1,569 $1 ,552 -1 ,1% 
i· 

Net Paid per Physician Office Visit $112.32 $1 19.19 6.1% 

Average Catastrophic Case Severity $196 ,933 $190 ,964 -3 .0% 

Isolated Measure 

Net Paid per Claimant 
Catastrophic Cases per 1,000 
Contracted Discounts 
Average Length of Hospital Stay 
Average Catastrophic Case 
Severity 
Claimants per 1,000 

Actual Change 

A 3.1 % 
A 8.1 % 
A 0.8 points 
T 3.6 % 
T 3.0 % 
A 0.6 % 

Impact on Trend 

$5 .01 0.6 

51 .1 -1.4% $1 .57 0.2 

169.1 -2.3% -$2.66 -0.3 
----

202 5 -24.7% -$0.22 0.0 

3.76 -34.7% -$3.43 -0.4 

$16.41 2.1 

Norm Variance PEPM Points 

f $4,933 

$24.43 3 1 

10.5% $2 .53 0.3 

4.89 -13.6% -$7.56 -1 0 

$1 ,667 -6 .9% -$0.44 -0.1 

$114 07 4.5% $2 96 04 

$206,698 -7.6% -$6.82 -0.9 
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Financial Summary 
Net Paid PEPM trend is at 3.1 %, driven in part by a 3.1 % increase in net paid per claimant. 

This report includes an integrated assessment of healthplan 
performance, highlights changes that impacted trend and 
presents variances from Custom Peer comparators. The 
data included in this package is intended to provide insight 
to drive program enhancements, benefit plan changes and 
other strategic actions directed at improving both the quality 
and the affordability of the overall health care experience 

Net Paid PEPM trend is at 3 1 %. Primary contributors to this 
trend are a 3.1 % increase in net paid per claimant and an 
8.1 % increase in catastrophic cases per 1,000. 

,, I 

$573 

Prior 

Net Paid PEPM Cost Comparison 

• Non-Catastrophic • Catastrophic 

$218 
$j!3{l 

$611 

Current Norm 

Summary of Results Pnor Current Change Norm Variance 

Enrolled Employees 13,325 13,210 -0.9% 

Allowed Expenses $152,027,769 $155,622,341 2.4% 

Allowed Expenses PEPM $950.77 $981 .72 3.3% t $973 .65 0.8% 

Net Paid $125,141,949 $127,856,830 2.2% 

Net Paid PEPM $782 .63 $806.57 3.1% $844 ,29 -4.5% 

Components of Cost Pnor Current Change Norm Variance 

Net Paid PEPM 

Non-Catastrophic 

Catastrophic 

Catastrophic Content 

Average Net Paid per Claimant 

Medical Cost Comparison 

~ 
$782_63 

$573.25 

$209 .37 
l 

l 
- 26- . 7- 5-3°-Yo - 1 

$4,579 

$806.57 

I 
3.1% $844.29 -4.5% 

$588.52 2.7% $610.93 -3.7% 

$218.04 ~ 4 1% 
$233 .36 -6.6% 

27 0% 0.3 27.6% -0.6 

$4,722 3.1% 

Comparator PEPM Variance Comparing results to a range of averages can 
provide valuable insights to benefit plan 
performance. In general, groups with a higher 
level of management of health care services and 
a higher adoption of cost control initiatives will 
experience lower overall costs. Norms are based 
on a peer group average and have not been 
adjusted for the characteristics of your covered 
population, except where noted otherwise The 
Consumer Directed norm is a group average and 
has not been adjusted . 

Consumer Directed Average _L $667 76 20 .8% 

National Average $730_61 10.4% 

STATE OF NEBRASKA $806.57 0.0% 

Industry Peers $811 .90 -0.7% 

Custom Peer Group $844.29 -4.5% 
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Financial Summary Distribution by Size of Payment 

Those with more than $100,000 in net payments represent 0.7% of all claimants and 27.0% of total costs. 

We can identify shifts in utilization, health care consumption and the prevalence of chronic and catastrophic cases by looking at the 
distribution of cost and utilization by fixed payment bands. This breakdown may also be useful for investigating the number of 
claimants that would be impacted by the introduction of or changes to a consumer-driven, high-deductible benefit. 

Claimants 
96.2% 

Payments 
41 .8% 

< $25,000 

Claimants per 1,000 

Claimants and Payments by Range 

Claimants 
3.1% 

Payments 
31.2% 

$25,000 - $100,000 

% of Total Net Paid PEPM % of Total 

Claimants 
0.7% 

Payments 
27.0% 

> $100 ,000 

Net Paid per Claimant 

Contribution 

to Trend 

Payment Range Pnor Current Change Pnor Current Pnor Current Ch8ngc Pnor Current Prior Current Change Points 

$0 

$500 

$2,000 

$10,000 

$25,000 

$30,000 

$35,000 

$40,000 

$45,000 

$50,000 

$60,000 

$70,000 

$80,000 

$100,000 

$200,000 

$300,000 

$400,000 

$500,000 + 

Total 

$0 33 1 32.6 -1 .5% 3 4% 3 4% $0 oo $0 o~ o 0% I o 0% J o 0% 

$499 399.6 397.7 1 -0 .5"A1 41 4% 40 9% $15.58 $15 23 -2.2% l' 2 .0% 1.9% 

$1,999 277 4 283 6 2 3% 28 7% 29 2% $49.98 $50 90 1.8% 6 4% 6 3% $1,018 

$9,999 1731 1732 01% 179% 178% $13661 $138.46 1.4% 17.5% 17.2% $4,461 

$0 $0 

$218 

$1,021 

$4,551 

$220 

'"·"' "·' r,,, .t - U% I > ,% '"" """ ""'" .,.7% '7.S% I "<% ' "·'" 
$29,99~ 9 ~.8% o.6% o,6% ; $28.34 ~ o 10 f 6 2% 3 6% 3 7% $_2_7._3_03-+-

$34,999 4 7 4.9 j 5.4% 0 5% 0.5%J $26,64 $28 01 5.1% 3.4% 3.5% $32,269 
.....:.....J_ - ·1 - I $39,999 3 4 3 4 1 6% o.4% 0.4% I $22.52 . $22 57 o 2% 2 9.°'.'.'._i28% $37.511 

$44,999 2~ 3 1 19 9% I 0.3% 0.3% $19 .10 J $22 74 19 1% 2.4% 2.8% $42 ,407 

$49.999 1.6 2.0 23 6% I 0.2%~ 0 .:% $13 67 $16 77 22 6% 1.7% 2 1% $47.530 

$15,560 

$27,578 

$32,409 

$37,263 

$42,410 

$47,464 

$59,999 3 1 3 2 2 7% 0 3% 0.3% $30 05 $31 00 3.2% 3 8% 3 8% $53,991 

$69,999 2.0 1.Q -5 6% l 0.2% o 2% $23 19 $21 .15 I -6.2% 3.0% 2.1% $65,048 

$79.999 + 2 o ~ 10.5% o 2% I o 2% $26 62 ~ 8 94 l 8.7%_::_ 3.4% I 3 6% $74,667 

1 4 -13 6% o 2% o 1% $25 06 ~ $21 43 I -14 .5% 3.2% 2 7% $85 ,267 

$54 ,603 

$65,055 

$73,987 

$84,940 $89,999 1 7 

4 !___ _ 16.7% I 04% 05% $9627 $11536 ~ 198% 1 123% 14 .3% $135,037 

1 2 I -1 3% ! 0 1% 0 1% $51 41 $49 58 -3 6% I 6.6% 6 1% $234,873 

04 -154% 00% 00% $26.19 $21 .83 -16.7% 3.3% 27% $348,945 

o o -791% o 0% o 0% $13 93 $2 57 -81 5% I 1 8% o 3% $445,438 

0.2 27.0% 0 0% 0 0% $21.57 $28 71 33 1% 2 8% 3 6% $862,343 

972.1 0 6% 100.0% J 100,0% $782 64 1 $806 57 3 1°/o 100 0% 1100.0% $4,579 

$139,592 

$231,155 

$346,002 

$408,126 

$910,089 

$4,722 

$199,999 4.0 

$299,999 1 2 

$399,999 04 

$499 ,999 02 

0 1 

966.1 

0.0% 0.0 

-11 % 0.0 

0.3% 0 .1 

2.0% 0.2 

-2 0% -0.6 

1.0% 02 

0.4% 0 2 

-0 7% 00 

0,0% 05 

-01% 04 

11% 0.1 

0,0% -0 .2 

-0 9% 0 3 

-0.4% -0 5 

3.4% 24 

-1 .6% -0 2 

-0 8% -0 6 

-84% -1 5 

5.5% 09 

3.1% 3,1 

Subtotals Prior Current Change Prior Current Pnor Current Change Prior Current Pnor Current Change Points 

$0 33 1 32 6 -1 5% 3.4% 3.4% I $0 00 $0 oa I 00% 00% 00% $0 $0 0.0% 00 

$0 $25,000 899 0 902.9 0.4% 93.1% , 92 9% I $339.66 $337 01 I -0 8% 43 4% 41 8% $2,136 $2 ,1 24 -0.5% -0 3 

$25,000 $100,000 28 0 30 1 7.5% 2.9% 31 % $233 61 $251 52 7 7% 29 8% 31 .2% $47.104 $47,522 0.9% 23 

$100,000 + 6 0 65 81 % 0,6% 0 7% $209 37 $218 04 41% 26 8% 27.0% $196,933 $190,964 -3 .0% 11 

Total Excluding $0 933 0 939 5 0.7% : 96.6% 966% $782 64 $1.106 57 3.1% 100 0% 100 0% $4,741 $4,886 30% 3 1 

Total Excluding $100,000 + 960 1 965 6 0.6% 99 4% 99 3% $573.26 $588 53 2.7% 73 2% 73 .0% $3,375 $3,469 28% 27 
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I 10 

Financial Summary Distribution by Size of Allowed Expense 

Those with more than $100,000 in allowed expenses represent 0.7% of all claimants and 25.3% of total expenses. 

We can identify shifts in utilization , health care consumption and the prevalence of chronic and catastrophic cases by looking at the 
distribution of cost and utilization by fixed expense bands. This breakdown may also be useful for investigating the number of 
claimants that would be impacted by the introduction of or changes to a consumer-driven, high-deductible benefit. 

Claimants 
95.7% 

Expenses 
45.5% 

< $25,000 

Claimants per 1,000 

Claimants and Expenses by Range 

Claimants 
3.6% 

Expenses 
29.2% 

$25,000 - $100,000 

% of Total Allowed PEPM % of Total 

Claimants 
0.7% 

Expenses 
25.3% 

> $100,000 

Allowed per Claimant 

Contribution 

to Trend 

Expense Range Pnor Current Change Pnor Current Pnor Current Change Pnor Current Pnor Current Change Points 

$0 

$500 

$2,000 

$10,000 

$25,000 

$30,000 

$35,000 

$40,000 

$45,000 

$50,000 

$60,000 

$70,000 

$80,000 

$100,000 

$200,000 

$300,000 

$400,000 

$500,000 + 

Total 

$0 

$499 

$1 ,999 

$9,999 

$24,999 

$29,999 

$34,999 

$39,999 

$44,999 

$49,999 

$59,999 

$69,999 

0,2 

301 7 

321 6 

235 9 

65 8 

8 3 

fs5 
4 1 

3.5 

2 1 

4 1 

1.7 

$79,999 2 2 

$89,999 1.4 

$199,999 4 5 

$299,999 1 3 

$399,999 0 4 

$499,999 0 2 

02 

r-;6.1 

21 .9% 

0.3% 

08% 

-06% 

43% 

-157% 

10 0% 

104% 

-107% 

22.6% 

-5 5% 

0 0% 0.0% 

31 .2% I 31 .1% 

33.3% 33 4% 

24.4% 24 1% 

6.8% 7 1% 

09% 

06% 

04% 

04% 

0 2% 

04% 

0,7% 

06% 

05% 

0.3% 

03% 

0.4% 

$0 oo I $0 oo o 0% 0.0% 

$13.1~ $12.90 G 1.5~ 1.4% 

$61 .2~
0 

I $60.94 -0.5% 6.4% 

$186 18 $186 45 0 1% 19 6% 

$182 .18 1 $186.81 2.5% - 19.2% 

$40.13 $33.75 -15.9% 4 .2% 

$31 Ao $34.66 _ 1 o.4% I 3.3% 

I $26 73 $29.52 10 4% 2.8% 

,_ $26.20 I $23.32 -11 .0% 

$17151$20.94 22 .1% 

$39 40 $36 99 -61% 

2.8% 

1,8% 11 

4.1% 

00% 

1 3% 

6.2% 

19 0% 

19.0% 

3.4% 

3.0% 

2.4% 

21% 

3.8% 

$0 

$245 

$1,076 

$4,461 

$15,653 

$27,309 

$32,188 

$37,165 

$42,321 

$47,294 

$54,784 

$0 

$243 

$1,070 

$4,527 

$15,496 

$27,434 

$32,513 

$37,430 

$42,487 

$47,426 

$54,802 

00% 

-11% 

-06% 

1 5% 

-1 0% 

0.5% 

1.0% 

0.7% 

04% 

0.3% 

0.0% 

0.2 

302 5 

324 .3 

234.4 

68 6 

7,0 

6 ,1 

4,5 

3 1 

2.5 

3,8 

2.4 

2.4 

1.5 

5.2 

1.4 

0.4 

0 ,1 

40.9% 02% 03% $2005 $2783 389% 2.1% 2.8% $65,414 $64,885 -0.8% 

99% 

4 .0% 

16 9% 

I 10.0% J 
~ I 1.6% 

, -661% 

0 2% 

0.2% 

05% 

01% 

00% 

00% 

0.2% 

0.2% 

0.5% 

01% 

0.0% 

0.0% 

I 

$28 37 

$21 65 

$106.38 

$53 65 

$23 96 

$16.56 

$31 33 

$22 62 

104% 

45% 

$125.381 17 9% 

$57 11 6 4% 

$24 38 1.7% 

$5.16 

30% 32% 

2,3% 1 2.3% 

i 11 2% 12 8% 

5,6% 5 8% 

2.5% 25% 

0.2 21 9% 0 0% 0 0% $30.46 $36 34 

972.1 f O 6%- 100- 0% 100 0% 1 $950,78 $981 73 

-68.8% 1.7% 0.5% 

19.3% 3.2% 1 3.7% 

3 3% j 100.0%l 100 0% 

$74,375 $75,244 1 2% 

$84,441 $85,371 1.1 % 

$134,997 $137,076 1,5% 

$238,287 $232,115 -2 6% 

$348,284 $351,273 0 9% 

$441,383 $409,105 -7 3% 

$974,212 $960,114 -1.4% 

$5,563 $5,747 3.3% 

0,0 

0.0 

0,0 

00 

0.5 

-0 7 

0.3 

0.3 

-0 3 

0.4 

-0 3 

0.8 

0.3 

0.1 

2.0 

0.4 

o.o 

-1 2 

0.6 

3.3 

Subtotals Pnor Current Change Pnor Current Pnor Current Change Pnor Current Pnor Current Change Points 

$0 02 0.2 21 9% 00% 00% $0.00 $0 00 0.0% 0.0% 0.0% $0 $0 0.0% 0.0 
I 

$447 10 I $0 $25,000 925 0 929.8 0.5% 95 ,7% 956% $442.68 1.0% 46.6% 45.5% $2 ,705 $2,737 1.2% 0.5 

$25,000 $100,000 34 4 34 9 1.4% 36% 36% $277.09 $286 25 33% 29 1% 29.2% $45,536 $46,732 26% 1.0 
I 

$100,000 + 65 7.3 12.1% 07% 07% I $231 .01 $248.37 75% 24 3% 25 3% $200,752 $193,948 -3 4% 1 8 

Total Excluding $0 965 9 971 .9 0.6% 1100.0% 100 0% $950 78 $981 73 3,3% 100.0% 100 0% $5,564 $5,749 3.3% 3.3 
t 

Total Excluding $100,000 + 959 6 964 9 0.5% 99 3% 99 ,3% $719 77 $733 36 1 9% 175.7% 74 7% $4,240 $4,326 2.0% 1.9 

581 

Confidenlial property of UnitedHealthcare Do not reproduce or re-distribute without the express written consent or UnitedHealthcare 



Financial Summary Catastrophic Cases>= $100,000 

Excluding catastrophic cases, medical net payments PEPM are trending at 2.7%. 

Net Paid PEPM Cost Comparison 

Catastrophic claims are an expected cost in any benefit 
plan, but exceptional amounts paid on a few claims may 
distort indicators of overall plan performance. In this 
report, a catastrophic case is defined as a member who 
has accumulated $100,000 or more in net payments 
during the period under review. For calculations of non
catastrophic cost, the entire claim cost for each 
catastrophic case is removed . 

• Non-Cataslrophic l'l Calaslrophic 

The frequency of catastrophic cases has increased 
8.1 % and the average cost has decreased 3.0%. The 
combined impact of these variations has adversely 
affected overall trend . 

Non-Catastrophic Claimants 

Prior 

Catastrophic Cases 

$611 

Current Norm 

All Claimants 

Measure Prior Current Change Pnor Current Change Prior Current Change 

Claimaots 4 27.160 
26,896 -1 .0% "170 181 6.5% 

l ..51aimants per 1,000 Members-- 960 1 965 6 06% -i-6 ,01 6,50 8.1% 

Percent of Members 99.4% 99.'1% 0.0 06% 0.6% 0.0 

Average Net Paid per Claimant $3,375 $3,469 28% $196,933 $190,964 -3.0% 

Net Paid PEPM $573.25 $588 52 

~ % 
t $209.37 $218.04 4 .1% 

Percent of Net Paid PEPM 1 73.2% 73,0% 3 26.8% 21 a% I 0.3 

Tog Diagnosis Groups for Catastroghic Cases (Net Paid PEPMl 

$66,56 

$56.87 

$27.18 $30 64 

$19.36 $19 52 

• Neoplasms Circulatory System Digestive System Musculoskeletal System 

27,330 27,0 If 

966.1 972.1 

1000% 100 0% 

$4,579 $4,722 

$782 63 $806 57 

100 0% 100.0% 

$12.71 $13.55 -Infectious and Parasitic 
Diseases 

-0.9% 

06% 

00 

31% 

3.1% 

0.0 

Prior 

• Current 

111 

Catastrophic Cases Catastrophic Net Paid PEPM Catastrophic Cases as a % of Group 

Diagnosis Group Prior Current Change Prior Current Change Prior Current Change 

Neoplasms 77 93 20 8% $56 87 $66 56 17 1% 61 0% 613% 04 

Circulatory System 121 133 9.9% $27 18 $30 64 127% 31 8% 35 7% 4.0 

Digestive System 97 102 52% $19 36 $19 52 08% 27 8% 27 7% -0 1 

Musculoskeletal System 112 118 

l 
5,4% $17 11 $15 =-L -10 3% 156% 14 2% -1 4 

Infectious arw Parasil1c Diseases 111 123 10 8% $12 71 $13.55 I 66% 40.4% 41 .9% 1 5 
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I 12 

Medical Plan Enrollment Characteristics of the Covered Population 

The demographic factor for STATE OF NEBRASKA members is 2.5% lower than the Norm (1.100 compared to 1.128). 

Variations in the characteristics of a covered population can affect the indicators of overall benefit plan performance. While 
adjusting statistical measures for these differences is not always possible we can often provide data that will help to put plan , period 
and normative comparisons in perspective. 

' 
Average Age 

% Female 

Enrolled Members 

47 .0 

55 .6% 

46 .8 

55 .8% 

27.853 

35.8 

52.9% 

19.2% 

-0.4% 

0.2 

-1 .5% 

42.2% 13.6 

l
~ erageAge 

% Female 

~ % Female (22 - 44) 

% Children (<18) 

Average Family Size 

Demographic Factor 

Geographic Factor 

Combined Demo/Geo Factor 

Members Utilizing Medical Benefits 

Number of Unique Individuals Enrolled 

% of Unique Individuals Enrolled without Claims 

Putting Comparisons in Perspective 

-

28,289 

35.9 

53.0% 

18 9% 

22.4% 

2.12 

1.106 

1.042 

1.152 

96.6% 

33 ,251 

14.6% l 

22.6% 

2 11 

1.100 

1.042 

1.146 

97.2% 

32 ,855 

14.3% l -

-0.3% 

-0.1 49.9% 

0.3 

0.2 

-0.7% 

-0.5% 

0.0% 

-0.5% 

0.6 

-1 .2% 

-0.3 

2 16 

1.128 

3.0 

-2.5% 

-2 .5% 

When analyzing STATE OF NEBRASKA results against normative data, it is important to remember that the unique characteristics 
of each population may have a significant impact on the comparison , United Healthcare has developed medical cost factors by age 
and gender that can help to determine if a difference in these member characteristics is impacting relative PEPM cost The graph 
below illustrates how comparisons change when norms are adjusted for differences in the demographic factor between STATE OF 
NEBRASKA membership and that of each identified normative population. For each norm, the first column represents the actual 
PEPM cost and the second reflects the demographic adjustment. 

Demographic Adjusted Net Paid PEPM Cost Comparison 

Original Norm 

$807 $844 $823 $812 $774 
$731 $738 

$668 $662 

STATE OF NEBRASKA Custom Peer Group Industry Peers National Average Consumer Directed 
Average 
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• Adjusted Norm 

$620 $643 

Market Weighted 
Average 
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Medical Plan Enrollment Distribution by Age 

Members age 40 and older represent 45.2% of the population and account for 69.3% of claim costs. 

Understanding the unique demographic characteristics of your employee population is critical to managing your population's health 
care needs. Member age is one of several indicators of consumption of care patterns The graph and chart below illustrate the 
relationship between age and health care expenditure for your population. 

Distribution by Age Range 

Percent of Enrolled Members 

• Percenl of Claimants 

Percent of Net Paym~s 
N ?f!. 
N ;;; 

# 
N 

< 1 1-9 10-19 

Percent of Enrolled Members 

Member Age Range 

< 1 

1 - 17 - J 21 4% 217% 

18 - 29 [ 18 8% I 18 8% 
---

30 - 39 13.2% 134% 

40 - 49 12.8% 131 % 

50 - 59 _J f- 18.2°~ 7.6% -0.6 

60 - 64 ~ 10.3% 10.4% I 00 

65+ 4.2% I 4.2% j -0 1 
,-

Subtotal <39 54.4% 54 8% l 04 

Subtotal 39+ 45.G•H-- 45 2% -0.4 

[9 5.8% -Total 958% 0 1 

'slight changes may appear inaccurate as a result of rounding 

Member Age Range 

1 - 17 

18 - 29 

30 - 39 

40 - 49 

50 - 59 

60 - 64 

65+ 

Subtotal <39 

Subtotal 39+ 

Total 

Average Net Paid per Member 

Prior Current Change 

$1,677 $1 ,462 

$2,778~ 2,635 

$3,497 $3,557 

$4,095 $4 ,329 

$6,014 $7,273 

$8,272 $8,441 

$11,095 $11 ,156 

$2,722 $2,567 

$6,457 $7,046 

$4,424 $4,590 

r-

-12 8% 

-51 % 

17% 

57% 

209% 

20% 

06% 

-57% 

9.1% 

38% 

#. 
a 

20-34 35-44 

Percent of Claimants 

Prior Current Change 

2.0~ 1.7% 

20 6°ili0.7% 

16.3% 16 3% 

12 6% 12 9% 

127% 13 0% 

18 9% 18.4% 

114% 11.4% 

5 7% 5,4% 

51 .4% 51 .7% 

48 6% 

i -0,3 

0.2-1 
L 2 1 

0.3 

I 0.4 

-0 4 

0.0 

~ I 
0.3 

-0.3 
>--- f- ~ 3% 

94 3% 94 .6% 0,3 
----

Net Paid PEPM 

Pnor Current Change 

$63 43 $55 67 -12.2% --
$92.34 $87,00 -5 8% 

$81 .73 $83 73 25% 

$92 97 $99 53 71% 

$193 49 $224 46 16.0% 

$150 87 $153.57 t- 1.8% 
$83.13 $81 70 -17% 

$262 18 $247 31 I -57% 
I 

' ---- -r- -
$520.46 $559 26 7.5% 

r· -~ -
$782 64 $806 57 3.1% 

45-n4 65+ 

Percent of Net Payments 

Pnor Current Change 

3.2% 2.6% -0 6 

81% 69% -1 .2 

11 .8% 10.8% -1 0 

104% 10.4% -0.1 

11 .9% 12.3% 05 

24 7% 27.8% 3.1 

19 3% 19.0% -0.2 

106% 10.1% -0 ,5 

33 5% 30 7% -2 ,8 

66.5% 69 3% 28 

894% 89 9% 05 

Contribution 

to Trend 

-1 0 
f 

-0 7 

03 

08 

40 

03 

-0 2 

I -1 .9 

50 

31 
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I 14 

Cost Management 
The cost management reductions shown here reduced potential costs by $133,531,681 . 

While discounts represent a significant portion of possible cost reductions, there are a variety of other services that can also help to 
manage overall expenses. The distribution of some of these cost control measures is outlined below. In the current period, various cost 
management efforts led to $133,531,681 in payment reductions, representing 51 .1 % of potential costs. 

Sources of Cost Reductions 

$93,679,720 

Network Discounts Adjusted Cost Sharing 
Reductions 

$4,972,520 

Duplicate Claim 
Screenings 

$3,918,677 

Coordination of 
Benefits 

$3,189,396 $3,681,656 

Other Discounts All Other 

• Additional savings not shown here may be generated through quality control reductions including claim audit, subrogation, and fraud and abuse recoveries 

Measure Total PEPM 

Total Potential Costs $261,388,511 $1,648.93 
---

- Duplicate Claim Screenings $4,972,520 $31 .37 

- Ineligible Charge Reductions $1,460,853 $9 22 

Benefit Coverage Review $158,867 $1 .00 

Medical Coverage Review $890,414 $5.62 
----

Reasonable and Customary $411,572 $2.60 

Other I Undefined $0 $0.00 

- Claim Rebundling $2,220,397 $14.01 

- Network Value and Savings 

I 
$96,869,116 $611 .08 

Network Discounts $93,679,720 $590.96 

Other Discounts $3,189,396 $20 12 

- Maximum Non-Network Reimbursement $406 $0.00 

- Cost Sharing Reductions $24,089,713 $151 .97 

- Coordination of Benefits $3,918,677 $24 .72 

Total Cost Management Reductions $133,531,681 $842.36 

Total Net Paid $127,856,830 $806.57 
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Cost Management 
Changes in plan richness have contributed 0.3 points to overall cost trend. 

Plan Cost Share (Gross) is a measure of coverage 
provided by the plan, and is an indication of plan 
richness. It is the ratio of gross paid to allowed 
expenses. Allowed expenses are the charges 
covered by the plan before employee cost sharing. 
Year to year variations in the plan cost share may be 
the result of changes in catastrophic case content, 
changes in network utilization and the erosion of 
plan deductibles. 

84.3% 

Plan Cost Share (Gross) 

84.5% 88.5% 

Total 
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Plan Cost Share 

Prior 

• Current 

Norm 
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Cost Management Plan Cost Share (Net) 

Changes in plan richness have contributed -0.2 points to overall cost trend . 

Plan Cost Share (Net) is a measure of coverage 
provided by the plan, and is an indication of plan 
richness. It is the ratio of net paid to allowed 
expenses. Allowed expenses are the charges 
covered by the plan before employee cost sharing. 
Year to year variations in the plan cost share may be 
the result of changes in catastrophic case content, 
changes in network utilization and the erosion of 
plan deductibles. 

82.3% 

Plan Cost Share (Ne!) 

82.2% 86.7% 

Total 

Prmr 

• Current 

Norm 

Plan Cost Share (Net) Prior Current Change Norm Variance 

Total 

Medical 

Non-Catastrophic Claimants 

Catastrophic Cases 

82.3% 

82.3% 

78.6% 

94.5% 

82.2% 

82 .2% 

77.7% 

97.2% 

-0.2 

-0.2 

-0.9 

2.8 

Supplemental Measures Prior Current Change 

Member Cost Share PEPM 

Coordination of Benefits PEPM 

Plan Cost Share (Net) by Type of Service 

$149 .73 

L_ $17 52 J 
$151.97 

$24.72 

1.5% 

41 .1% 

Type of Service Prior Current Change 

Inpatient Admissions 

~ 
93.7% 94.5% 0.9 

Non-Catastrophic Claimants 90.8% 91.4% 0.6 

Catastrophic Cases 971% 99.0% 1.9 

Outpatient Surgery 89.1% 88.6% -0.5 

Emergency Room 71.2% 68.4% -2.8 
-----------

Outpatient Physician Office Visits 74 6% 74 ,5% -0 1 

Primary Physician 76.3% 76.7% 04 

Specialist 89.3% 88.7% -0.6 

OB/GYN 70.9% 70.5% -0.4 

Unknown 0.0% 0.0% 

t 
00 

Allied Health 62 .8% 61 .9% -0.9 

86 .7% 

86 .7% 

84.6% 

92 ,7% 

Confidential property of UnitedHealthcare. Do not reproduce or re-dislribute without the express written consent of UnitedHealthcare 

-4.6 
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Cost Management Network Value 

Members used a network provider for 96.5% of eligible expenses, compared to 97.5% for the Norm. 

Our strong network infrastructure features provider negotiations focused on achieving the best total outcome by combining our 
highly competitive discounts with transparent provider information for better decisions. We're committed to bringing optimal value to 
you and improved health outcomes for employees. The graphs below illustrate the distribution of selected measures according to 
whether or not a participating network provider was used. 

r--: 
(]) 

Total Eligible 
Charges 

Network Utilization Measures 

~ 0 
l() 

cxi 
(]) 

Inpatient 
Hospital 

Admissions 

~ 0 
0 
a:, 
(]) 

?f:. 
0 
cxi 
(]) 

Inpatient 
Hospital Days 

~ 0 
(]) 

cxi 
(]) 

Outpatient 
Surgeries 

~ 0 
<O 
ai 
(]) 

~ 0 

"' ai 
(]) 

ER Visits 

I'
(]) 

Physician Office 
Visits 
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~ Norm 
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Cost Management Network Discounts 

The network discount rate for the current period was at 39.5%. 

Our network of providers offers financial predictability through our long-term contracts with physicians and hospitals, competitive 
discounts, and consistent contract and rate structures. Although actual savings vary due to changes in the complexity of services 
and network utilization our highly competitive discounts help to deliver optimal value considering these factors The chart and table 
below illustrate this value, which resulted in current period savings of $93,679,720. 

Network Discounts by Type of Service 

'd2-
;,R 

'd2-;,R 
0 
r--

;,R 'd2- 0 0 iri N 
0 -<i 'd2- -<i Prior 0 "' N 'd2- '<t co ci '<t r-- '<t co '<t ;,R 'd2- '<t "' ,...: •Current C") 0 

'!? .,; C") co C") 
0 ;;; C") 

Inpatient Facility Outpatient Facility Physician Primary Physician Specialist 08/Gyn All Other 

Network Eligible Charges PEPM Network Discounts PEPM Percent Discount 

Type of Service Prior Current Change Prior Current Change Prior Current Change 

Inpatient Facility 

j 
$348.99 $344.90 -1 2% $122 .57 $125 ,07 t 2.0% 1 351% 

36.3% 1.1 

Outpatient Facility $621 .05 $670.97 8.0% l $242.67 $265.23 9.3% 39.1% 39.5% 0.5 
- - -

Primary Physician $85.45 $83.49 -2.3% $26.32 $26.41 0.3% 30.8% 31 .6% 0.8 

Specialist $232.64 $229 .77 -1 .2% $97.72 $101 08 3.4%] 20% 44.0% 2.0 

OB/GYN $22 .28 $22.33 0.2% $7 91 $8.42 6.5% 35.5% 37.7% 2.2 
-- -

All Other $129.35 $146.44 13.2% $59.14 $64 .75 9.5% 45.7% 44.2% -1 .5 

Total $1,439.75 $1.497.91 4.0% $556.34 $590.96 6.2% 38 6% 39.5% 0.8 

The $34.63 PEPM increase in savings is the combined result of three factors. Savings will change because of 1) a variation in 
charges as a result of a change in the complexity of services rendered, better medicine or basic medical inflation, 2) changes in 
network utilization or 3) changes in negotiated provider contracts The latter two factors deliver new savings that would not be 
generated if UnitedHealth Group did not play an active role in managing and expanding its networks. The value of these changes 
are: 

$ 26.33 PEPM for changes in overall medical expenses. 
$ (3.86) PEPM for changes in the portion of services rendered by network providers (96.5% versus 97.1 % network use). 
$ 12. 15 PEPM for changes in negotiated provider contracts (39.5% versus 38.6% discounts). 

Analysis indicates that, without improved provider contracts, benefit payments would have increased an additional $10 27 
($12 15*84.5% Plan Cost Share (Gross)) This would have put current trend at 4.4%, as opposed to the 3.1% trend that has actually 
occurred. This incremental improvement reduced current expenses by $1,628,264 

Additional Discounts 

Additional savings may be generated through shared savings programs or from customer specific discount arrangements. The value 
of any discounts not stated above was $20 12 PEPM, down 21 .2% from the prior period. This additional value puts total discounts at 
$611 .08 PEPM, up 5.0%. 
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I 19 

Distribution by Diagnosis 
Claims related to 'Neoplasms' diagnoses are a primary driver of health care costs. 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results. The following exhibit indicates some of the primary drivers of health care costs . 
The graph highlights the five groups representing the highest portion of payments. 

~ 
;f:. 

';F. 
';F. 

0 0 0 
If) ';F. '¢ st '¢ ';F. <'i 

"' 
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q N 

Neoplasms Musculoskeletal System 

Percent of Net Payments 

';F. 
~ ';F. ~ ';F. "'l 0 
0 q Cl ';F. If) <D 

0 0 0 0 
0 

Other Conditions Circulatory System Digestive System 

Prior 

• Current 

Norm 

Cost and Utilization by Diagnosis Group (in descending order by net paid amount; 

Musculoskeletal System 

Other Conditions 

Circulatory System 

Digestive System 

Injuries and Poisoning 

Nervous System and Sense Organs 

Respiratory System 

Genitourinary System 

Infectious and Parasitic Diseases 

Pregnancy and Childbirth 

Mental Diseases and Disorders 

Endocrine, Nutritional and Metabolic 

1 Skin and Subcutaneous Tissue 
[---

Congenital Anomalies 

Blood and Blood Forming Organs 

Total 

Claimants per 1,000 Net Paid PEPM 

319,3 

640,2 658.3 

_J_ 174.4~ 6 

132.1 132,1 
-----! -
141 8 139.4 

269.3 256.7 

394 1 I 383 1 
- ---i---

1733 i 1756 

378 6 486 2 

52 2.__J_ 51 8 

157 3 

2311 

144 3 

131 

26 2 

966.1 

162,4 

227.6 

137 4 

12 6 

24 9 

9721 

i-
2.8% , 

-05% 

_:_:,:, I ::~: 1:::-::: 
I -4 7% 310.7 -17 4% 

J -2 8°/:,-392 .3 -2 3% 

'~-3~- 199,8-1 ·12.1% 

1 28.4% ' 391.5 24 2% 

-18% 53 6 -34% 

$10792 -15% $117,82 -8.4% 

$82 45 $91 .34 10.8% 

$85 6"1 $85.80 

$69 55 l $70.45 

$60 64 $54 .06 • 

~ 10 l $53.57 I 
$41 23 $45 21 I 

0.2% 

1.3% 

-10,9% 

28% 

96% 

$41-79 

$31 47 

$31 09 

$4340 I 3 8% 

$323~ 28% 

$29.11 -64% 

$92 42 

$84 18 

$61.97 

$64,59 

$54 .09 

$45 .64 

$49.77 

$27 11 

$35 65 

-1 2% 

19% 

13.7% 

-16 3% 

-1.0% 

-1 0% 

-12.8% 

193% 

-184% 

14.2% 

107% 

357% 

27 7% 

244% 

24.4% 

18.2% 

13.6% 

41 9% 

24% 

3 2% 153.7 5 6% $20 76 $25 53 23.0% $27.00 -5.4% 22.4% 

S2<1 .59 -5 1 % $35.42 -30.6% 10 7% •1.5% 264 5 j-14,0% $25,91 
- I 

-4.8% ! 162.6 -15.5% $7.58 S877 15.6% $11 .39 -230% 150% 
...! 

-4 .2% 146 -142% $1280 $8 54 -33 3% $8 38 1.8% 50 7% 

-5 0% 32.9 -24.4% $4 .67 $594 27 .2% $7.47 -205% 538% 

0.6% 00% $782.63 l $806 57 t 3 1 % $844 29 -4 ,5% 27 0% 

-0 2 

11 

0 .0 

0.1 

-0 .8 

02 

0.5 

02 

0.1 

-0.3 

0.6 

-0 2 

0 ,2 

-0 5 

0 .2 

3 1 

b.b. Po1nls Contributed lo Tre nd of 3 1 °/o 
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Distribution by Diagnosis Excluding Catastrophic Cases - $100,000 

Excluding catastrophic cases, claims related to 'Musculoskeletal System' diagnoses are a primary driver of health care costs. 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to 
your population and may have influenced your results The following exhibit indicates some of the primary drivers of health care 
costs The graph highlights the five groups representing the highest portion of non-catastrophic payments. 

Percenl of Non-Catastrophic Nel Payments 

16.1% 15.7% Prior 

12.9% 
13.9% • Curren t 

10.2% 
9.4% 8.8% 8.7% 

6.3% 
7.1% 

Musculoskeletal System Other Conditions Circulatory System Digestive System Neoplasms 

Cost and Utilization by Diagnosis Group (in descending order by non-catastrophic net paid amount) 

Claimants per 1,000 Net Paid PEPM % of Net Paid 

---t- ---
Other Conditions 634.6 652.1 2.8% $74 .04 $81 .61 10.2% 12.9% 13.9% 1,0 1.3 

Circulatory System 170.2 168.9 -0.8% $58.42 $55.15 -5.6% 10.2% 9.4% -0.8 -0.6 

Digestive System 128.7 128.4 -0.2% $50.20 $50.93 1.5% 88% 87% -0.1 0.1 

Neoplasms 96.4 96.8 0.4% $36.40 $41 .95 15.3% 6.3% 71 % 0.8 1.0 

Injuries and Poisoning 139.0 136.5 -1 .8% $38.31 $40.85 6.6% 6 .7% 6.9% 0.3 0.4 
r--- -

Nervous System and Sense Organs 265 7 252.7 -4.9% $39 .78 $40.52 1.8% 6.9% 69% -0 .1 0.1 

Genitourinary System 170,0 172.7 I 1.5% $35.36 $37.49 6.0% 6,2% 6.4% 0.2 0.4 

-2 .9% 1 -+ 
Respiratory System 389.9 378.7 $37.13 $36.96 -0.5% 6.5% 6.3% -0.2 0.0 

Pregnancy and Childbirth 52 ,5 51 6 -1 .7% $30 .16 $28.41 -5.8% 5.3% 4.8% -0.4 -0.3 

Endocrine. Nutritional and Metabolic 227 ,6 223.9 -1 .6% $22 ,38 $21 ,97 -1.9% 3.9% 3.7% -0.2 -0,1 

Mental Diseases and Disorders 156.1 161 .0 3.1% $18.71 $19.81 5.9% 3.3% 3.4% 0.1 02 

Infectious and Parasitic Diseases 374.7 

I 
481 .7 28 .6% $18 ,75 $18 .80 0.2% 3.3% 3.2% -0.1 0.0 

Perinatal Period 15.4 12.9 -15.9% $7.57 $7.11 -61% 1.3% 1,2% -0.1 -0 1 

Congenita l Anomal ies 12.5 

j 
12.0 -3.9% $4.20 $4.21 0.1% 0.7% 0.7% 0.0 0.0 

Blood and Blood Forming Organs 23,9 23.1 -3.5% $2.68 $2 75 I 25% 0.5% 0.5% 0.0 0.0 
- -, --- --

Total 960.1 965 .6 o.6°~ $573 25 I $588.52 27% : 100 0% 100.0% 0.0 27 
-------· 

D.t::. Po1nls Contributed lo Non-Calastroph1c Trend of 2 7% 
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Distribution by Diagnosis Side by Side Comparison 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results. The following exhibit provides a side by side comparison of experience for non
catastrophic claimants and catastrophic cases. 

Claimants per 1,000 by Diagnosis Group (in descending order by number ot claimants; 

D1aqnos1s Group 

Other Cond1t1ons 

Infectious and Parasitic Diseases 

~ espiratory System 

Musculoskeletal sxstem 

Nervous System and Sense Organs 

Endocrine, Nutritional and Metabolic 

Genitourinary System 

Circulatory System 

Menial Diseases and Disorders 

Injuries and Poisoning 
I-

Skin and Subcutaneous Tissue 

Digestive System 

Neoplasms 

Pregnancy and Childbirth 

Blood and Blood forming Organs 

Perinatal Period 

Congenital Anomalies 

Total 

Non-Catastrophic Claimants 

Prior Current ChAng~ % PA1rl 

634 6 

I 374 7 

389 9 

315 3 

265 7 

227 6 

170.0 

1702 

1561 

139.0 

142.5 

652.1 ~ 2.8% 

481 .7 28 6% 

378.7 -2,9% 

306,6 -2.8% 

252 7 

223 9 

172 7 

168 9 

161 ,0 

136.5 

135.2 

-4.9% 

-1 .6% 

15% 

-08% 

3.1% 

-18% 

-51% 

10.1% 

23% 

46% 

11.5% 

5.0% 

2.7% 

4,6% 

6.8% 

2.5% 

51% 

OH% 

j
- 0 ~ 

-0,2% 
63%J 
5.2% 

15.4 

12.5 

960,1 

-1.7% 

-3.5% 

3,5% 

0,3% 

12 9 ~ 9% 1 0,9% 

12 0 -39% I ~ % 

9-05.G _L 0.6% J 730% 

I 

Catastrophic Cases 

Prior Current Change % Paid 

5 69 

l ~ ~ '' -
1 2% 

3 92 4.42 12 5% 17% 

417 4.38 5 0% 1 0% 

3.96 4,24 7 0% 1.9% 

3 61 4 .02 115% 16% 

3 50 t '"' 36% 03% 

3 29 2,91 -11 5% 0.7% 

4.28 4 78 116% 3.8% 

1.20 1 36 135% 07% 

2 79 2,94 54% 1.6% 

1~1 2.12 
I 

17.5% 02% 

3.43 3.ool6.8% I 24% 

2.72 3.34 _ 22.7% I 8.3% 

0 21 0,18 1 · 15.4% 0 1% 
I -

2 26 1 80 -20 7% 0 4% l -0.18 0.18 1.6% 05% 

0.60 0 54 -10.4% 05% 

601 6 5~ 1% _1_27.0% 

All Claimants 

Prior Current Change % Paid 

640 2 658 3 28% 113% 

378 6 486.2 284% 40% 

394.1 383.1 -2.8% 5.6% 

319.3 310.8 -2 .7% 134% 

269 3 256 .7 -4 ,7% 6.6% 

2311 227.6 -1 ,5% 3.0% 

173.3 175.6 1.3% 5.4% 

174.4 173 6 -05% 10.6% 

157 3 162 4 3.2% 32% 

141 8 1394 1.7% 67% 

144.3 137.4 4.8% 1 1% 

132.1 132.1 00% 87% 

991 1001 1 0% 13 5% 

52 7 51 8 -1 .8% 3,6% 

26 2 24.9 -5.0% 0.7% 

15.6 13.1 -15.7% 14% 

131 12,6 -42% 11% 

966,1 9721 0.6% 100.0% 

% Paid is the Current payments for each group as a percentage of total Current payments 

Net Paid PEPM by Diagnosis Group (in descending order by net paid amount; 

D1agnos1s Group 

Neoplasms 

Musculoskelelat System 

Other Conditions 

Circula tory System 

Digestive System 

Injuries and Poisoning 

Nervous System and Sense Organs 

Respiratory System 

Genitourinary System 

Infectious and Parasitic Diseases 

Pregnancy and Childbirth 

Mental Diseases and Disorders 

Endocrine. Nutritional and Metabolic 

Perinatal Period 

Skin and Subcutaneous Tissue 

Congenital Anomalies 

Blood ijt1(1 Blood Fo11nin9 Qrgpns 

Total 

Non-Catastrophic Claimants 

Prior Current Change M 

$36 40 $41 95 j 15 ,3% 

$92 48 1 $92,57 0 1 % 

$7404 $81 .61 10.2% 

$58.42 

1 
$5020 I 
$38 31 

$39 78 

$55.15 

$50.93 

$40 ,85 

$40.52 

-5.6% 

15% 

66% 

1.8% 1 
$37.13 $36 96 -0.5% 

f 
$35 36 

$18 75 

$30.16 

$18 71 

$22 38 

$7 57 

$6 69 

$4.20 

$2 ,68 

I 

$37 49 6 0% 

$1880 02% -. 
$28.41 ~ -5.8% 

$19.a1 I 5 9% 

$21 ,97 -1 9% 

$711 1 -61% 

$7 45 

$4 21 

$2 75 

113% 

0.1% 

2.5% 

$573 25 $588.52 2.7% 

07 

00 

1.0 

-0 4 

01 

03 

0 1 

00 

03 

00 

-0 2 

0 1 

-0 1 

01 

0,1 

0.0 

0.0 

2.0 

Catastrophic Cases 

Prior Current Change t,t, 

I I $56.87 1 _!>6 56 I 
$17 .11 $15.35 

$8 41 $9.73 

_ $27 18 I $30 64 

$1936 ~ 952 

$22.33 $13 21 

$1231 $1305 

171"A~ 
-103% 

15.8% 

127% 

08% 

-40.8% 

6.0% 

$4.10 $8 25 1011 % 

$6 43 $5 91 -8,1% l 
-+ 

$12.71 $13.55 6.6% 

$0_94 T $0.70 ~ 2s_ao/o 

$2 05 $5 72 

$3 53 $2 ,62 

$4 57 $4.39 

1789% 

-256% 

-39% 
l 

1.2 

-0.2 

0.2 

04 

00 

-1 .2 

0,1 

05 

-0.1 

0.1 

00 

05 

-0.1 

00 

$0 89 

$8 59 

$1 99 

$1 32 48 0% f___{l:_1__ 
$4 33 -49 6% 

$3 20 60 5% 

$209 37 $218.04 4.1 % 

-0.5 

0.2 

11 

All Claimants 

Prior Current Change M 

$93 27 $108.52 16.4% 1.9 

I $109.59 $107 92 -1 .5% -02 

$82 45 $91 ,34 108% 11 

$85 61 $85.80 02% 00 

$6955 $70.45 13% 0.1 

$60.64 $54.06 -10.9% -0.8 

$5210 $53.57 28% 0.2 

$41 23 $45 21 96% 05 

$41 79 $43 40 38% 0.2 

$31 47 $32.35 2.8% 0 1 

$31 09 $2911 -64% -0 3 

$20 76 $25 53 230% 0.6 

$25 91 $24 59 -51% -0.2 

$12 14 $11 49 -5.3% -01 

$7 58 $8 77 156% 02 

$12.80 $8 54 -333% -0 5 

$4 67 $5 94 27 2% 02 

$782.63 $806.57 31% 31 

!::,.!J. Points Contributed to Total Trend or 3 1% 
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Distribution by Diagnosis Top Diagnosis Categories 

Claims for 'Osteoarthritis' and 'Maintenance Chemo/Radiotherapy' accounted for 7.9% of current period health care payments. 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results. The following exhibit indicates some of the primary drivers of health care costs. 
The table displays the twenty five categories whose associated costs had the largest impact on total plan costs. 

Cost and Utilization by Diagnosis Category (in descending order by net paid amount) 

Claimants per 1,000 Net Paid PEPM 

D1agnos1s Category Prior Current Change Norm Variance Prior Current Change Norm Variance % Total 6.6. 

203 - Osteoarthritis 

045 - Maintenance Chemo/Radiotherapy 

205 - lntervertebral Disc Disorders 

258 - Screening Suspected Cond 

002 - Septicemia (Except In Labor) 

101 - Coronary Atherosclerosis 

024 - Cancer of Breast 

237 - Device/Implant/Graft Compl 

106 - Cardiac Dysrhythmias 

256 - Medical Examination/Evalu 

211 - Other Connective Tissue Dis 

047 - Other Benign Neoplasm 

080- MS 

010 - Immunization I Screening 
--, 

37,5 

33 

134 7 

220.8 

30 

15.0 

82 

56 

26.1 

323.1 

113.8 

57 5 

29 

340,2 

095 - Other Nervous System Disorders 48 3 

-t-
144 - Enteritis/Ulcerative Colitis 4 6 

257 - Other Aftercare 

218 - Liveborn 

102 - Nonspecific Chest Pain 

126 - Other URI 

255 - Administrative/Social Admiss 

657 - Mood Disorders 

204 - Other Non-Traumatic Joint Dis 

100 - Acute Myocardial Infarction 

Tc_ital For Top 25 Diagnosis Categories 

All Other Diagnosis Categories 

t 836 

13 0 

36 7 

256 5 

145 7 

62.0 

103 4 

1 6 

36.3 

3 1 

133 5 

220.0 

30 

14 9 

77 

5.8 

27.6 

315 8 

105.4 

60.0 

3.0 

457 7 

51 .9 

48 

84.6 

10 7 

35,9 

252 8 

207 5 

65 0 

103.5 

1 7 

Total 966.1 972 1 

-3.2% 39.3 -7.7% $3o 81 I $33 58 9.oo/o $26.03 29.0% 4.2% 

-40% -3 3% $18 ~ 0.15 59 4% $30 15 0.0% 3,7% 

-0 .9% 

3.2 

123.5 

240.5 

3,3 

8 1 % $29.14 $30.12 3.4% $41.49 -27.4% 3 7% 

-0.4% -8.5% $19.43 $21 .93 12 8% $20 59 6 5% 2 7% 

1,6% -8 4% $17.04 $17.23 1.1% $13 97 23.3% 2 1% 

-0.4% 17.6 -15.1% 

-6 .3% 7.3 rs~% 
2.8% 4.9 ~ 4%~ 

5 .6% 32 4 -15 0% 

-2.2% 1 380 4 ti -17 0% 

-7.4% 124 2 -15 1% 

4.3% 73 6 -18 5% 

28% t 22 36J% 

34.5% 342 4 33 7% I 
7.5% 57 9 -10 5% l 

4 .8 l O 2% 

83.2 _2-7% I 

3.9% 

1.2% 

$13.73 

$14.90 

$20.14 

$10,34 

$13,81 

$15.01 

$11 .94 

$10.26 

$11 04 

$14 17 

$12 74 

$10.29 

-17 3% 14 3 

45 8 

240.8 

193.7 

46.9 

108 5 

-25 0% 1 $10 36 

-22% 

-1.4% 

42.4% 

4.9% 

01% 

85% 1.9 

-21 6% $12 50 

4.9% 

71°/~ 

38.7% I 
-4 .6% 

::·:: I 
$6.98 

$11 07 

$8 49 

$350 83 

$431 80 

$16,80 22.4% $11 66 44 .1% 
-

$15,07 1.1% $11 75 28.3% 

$14,51 -27.9% $11 .17 30.0% 

$13,95 350% $1130 23.5% 

$13.77 -0.3% $15.91 -13 4% 

$1348 -102% $1690 -202% 

$1302 91% $1038 25.5% 

$1277 24.5% $603 1118% 

$12 60 14 2% $9 13 38 0% 
--

$12 29 -13.3% $13.92 -11 .7% 

$12 10 -5.0% $8 84 36 9% 

$9.97 -3.1% $10 22 -2 5% 

$978 -56% $1221 -199% 

$977 -21 9% $11 .19 -12.7% 

$9 61 

$9 47 

$9 46 

$9 45 

$9 41 

$372 41 

$434 16 

1.5% 

51 0% 

35 5% 

r
-14.6% 

10.9% 

6.2% 

0.5% 

$9 62 

$8 .36 

$7]6 

$11 52 

$7 ,92 

-0 .1% 

13 3% 

21 .9% 

-17 9% 

18.9% 

-r- ____. 
$782.63 I $B06 57 31% 

$350.24 

$494.05 

$844.29 

21% 

1 9% 

1.8% 

1.7% 

1 .7% 

1.7% 

1.6% 

1.6% 

1.6% 

1.5% 

1.5% 

1,2% 

1.2% 

12% 

1.2% 

1.2% 

1.2% 

1 2% 

1 2% 

46 2% 

53.8% 

100 0% 

0.4 

1 4 

0 1 

0,3 

0,0 

0.4 

0.0 

-0.7 

05 

00 

-0.2 

0.1 
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02 

-0.2 

-0 .1 
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-0 1 
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00 

04 
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3 1 

t::.t::. Points Conlributed to Trend of 3 1 % 
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Distribution by Diagnosis Common Diagnoses 

Osteoarthritis accounted for $33.58 PEPM (4.2% of total medical costs). 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results. The following exhibit displays cost and utilization for several common diagnosis 
categories. 

Cost and Utilization by Common Diagnosis Category 

Claimants per 1,000 Net Paid PEPM 

Common D1agnos1s Category Prior Current Change Norm Variance Prior Current Change Norm Variance % Total 66 

Diabetes 

Diabetes without complications 

i-------
1 Diabetes with complications 

Hypertension 

1

coronary Artery Disease (CAD) 

Acute Myocardial Infarction 

Coronary Atherosclerosis 

!Congestive Heart Failure (CHF) 

Chronic Renal Failure 

Chronic Obstructive Pulmonary Disease 

Asthma 

72.0 

!32.4 

I 100 7 

1.6 

15.0 

4.2 

6.2 

20 7 19.6 

24.2 24 .0 

tntervertebral Disc Disorders 

Osteoarthritis 

Normal Pregnancy/Delivery 

Depression 

_- l 134.7t ~ 35 

1 37.5 36.3 

19.9 18 8 

Breast Cancer 

Colon Cancer 

Rheumatoid Arthritis 

Multiple Sclerosis 

Enteritis/Ulcerative Colitis 

62 0 

11 

7.8 

29 

46 

65 0 

I 7.7 

r 08 

79 

30 

48 

73 ,1 -41% 

35.6 2.2% r 
1 

122.2 -193% 

$8 31 

$2 93 

$5 38 

$4 29 t 
$2 70 

$5 75 

$3 49 

18% 

-7.5% 

68% 

-187% 

$2~ $26.22 18.0% 

85% 1.9 -100% $849 I $9.41 10.9% 

-0 4% 17.6 l -15.1% $13.73 $16.8f 02.4% 

2 4% 3~ 22.7% $2.34 $1 .39 -40 7% 

16:::-1 73 -13.1% $5,21 $5.44 44% 
_j 

1 :: ::: ::·: t :: :'~ :::: i ::~: 
-0.9% 123 5 r ~ 1'j/, $29.14 - $30.12 3.4% 

3 2% ~ 39.3 I -7.7% $30.81 ~ 58 9 0% 

:58% ~ -2.1% $379 $387 I 22% 

4 9% 46.9 38.7o/cJ $6.98 $9 46 35.5% 

-6 3% I 7 3 5.9% $14 90 $15 07 1 1% 

-27 0% 1 3 T -36 1 % $2 87 $2. 70 -5.9% 

2 0% 6.7 1 19.1% $2.33 $3.10 33 0% 

2 a% 2.2 36.7% T $10 26 $12 n 24 5% 

I 3 9% 4.8 0.2% I $12 74 $12.10 -5.o% 

$11 .36 -25.6% 10% 00 

$3 08 -12 3% 03% 0.0 

$8 28 -306% 07% 00 

$4.83 -277% 0.4% -0.1 

$19 ,58 33 9% 3.3% 0.5 
-- -

$7 92 189% 12% 01 

$11 .66 441% 21% 0.4 

$1 39 -0,3% 02% -0 1 

$9 81 -44.5% 0.7% o.o 

$2.57 -30,5% 02% 00 

$4.02 40.0% 07% 0 1 

$41A9 ·27.4% 37% 0.1 

$26 03 290% 42% 04 

$4.81 ·19 5% 05% 00 

$7.76 21 .9% 12% 03 

$11 .75 283% 19% 00 

$3.02 -10.8% 03% 0.0 

$519 -402% 0.4% 0 1 

$6.03 1118% 1.6% 0.3 

$8.84 36.9% 15% -0 1 

1111 Points Contributed to Trend of 3 1 % 
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Utilization of Preventive Care Services 
In the current period, 35.2% of covered individuals received a wellness physical exam. 

This exhibit is intended to show utilization of services and is not a statement of member compliance with clinical guidelines. Because 
utilization is being measured, rather than compliance, targeted individuals may receive services in accordance with guidelines though 
report parameters may exclude their activity from these results Target populations vary by type of service and are based on member 
age and/or gender 

~ 0 
LO 

"" 

Wellness Exam 

~ 0 

"" "" 

Utilization of Preventive Care by Targeted Individuals 

~ 0 
N 
st 

~ 0 
N 
st 

~ 0 
a, 

I 
Cholesterol Screening / Breast Cancer Screening Cervical Cancer Screening Colon Cancer Screening 

Lipid Panel 

• The nonn shown is for a 12 month period for selected United Healthcare book of business 

Targeted Individuals 

Cholesterol Screening 13,175 12.892 -2.1% 

Breast Cancer Screening 7,880 7,756 -1.6% 

Cervical Cancer Screening 12,621 12.463 -1 3% 

Colon Cancer Screening 10,344 10.033 -3.0% 

Targeted Individuals Receiving 
Care Within Each Period 

4,712 4,193 -11 .0% 

3,323 3.220 -3.1% 

2,557 2.317 -9.4% 

1,325 1,365 j_ 3.0% 

Target Utilization Rate 
Within Each Period 

35.8% 32 5% -3.2 

42.2% 41 .5% -0.7 

20.3% 18.6% -1 .7 

12.8% 13.6% 0.8 
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39.4% 

41.4% 

27.1% 

16.5% 

Prior 

• Current 

Norm 

-6.8 

0.2 

-8.5 

-2.9 
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Distribution by Provider Type 
Changes in costs for Outpatient Facility contributed 3.6 points to medical trend. 

In another effort to identify cost and utilization patterns that may have influenced your results, experience can also be distributed into 
categories based on the type of provider rendering care and the place in which that care was rendered. The graph highlights the 
percentage of net payments attributable to each group 

Percent of Net Payments 

42.9% 
40.6% 

27.7% 26.9% 

18.7% 17.9% 

3.8% 3.3% -Inpatient Facility Inpatient Physician Outpatient Facility Outpatient Physician 

Distribution of Costs by Provider Type 

Allowed Expenses PEPM Net Paid PEPM 

$232.61 Facility 

Physician - - ~ 9 

$229.04 

$30 84 

$4.05 

$22.21 

$4.58 

$2 .92 

$0.26 

Primary Physician 

Specialist 

OB/GYN 

Allied Health 

Miscellaneous 

Outpatient 

Facility 

Physician 

Primary Physician 

Specialist 

Allied Health 

Miscellaneous 

Medical Pharmacy 

Total 

$4.22 

$24.67 

$4.81 

T$2.92 

$0.29 

$681 .26 

-·----1 -

$394.16 

$187 32 

$55 33 

$122.41 

$66 97 

$26.88 

$5,93 

$718.67 

$432.17 

$184 47 

$53.60 

$121 53 

$68 .56 

S28.14 

S5.33 

i $950 .77 1 $981 . 72 
l -- -~ -- ' 

I $245.98 i 
-1.5% $216.64 ~ 58 

-8.5% $29 7~ 1 $26 6~ 

-3.8% $3.50 $3.36 I 
-10.0% I $21 .99 $19.22 I 

:::: - :::: 1 ::::+ 
-9.0% $0.24 $0.2; _ j 
5.5% $533 44 ~ 0.59 1 

9 6% $317.70 $345 .76 

-1 .5% $146.57 $14467 

-3 .1% 

-0.7% 

2.4% 

4.7% 

-10.1% 

3.3% 

$42 ,91 

$96.53 

$41 .33 

$22.52 

S5.32 

$42.48 

$95 34 

$41 .74 

$23.56 

$4.87 

$782.63 $806.57 

0.0% 

-104% 

-3 .9% 

-12.6% 

-4.5% 

-1 .9% 

-2.9% 

5.1% 

8.8% 

-1.3% 

-1 .0% 

-1.2% 

1.0% 

4.6% 

-8.5% 

3.1% 

9.2% 9.0% 

All Other 

% of Net Paid 

27.7% 

38% 

0.4% 

2.8% 

0.5% 

0.3% 

0.0% 

68.2% 

40.6% 

18.7% 

5.5% 

12 3% 

5.3% 

2.9% 

0.7% 

100.0% 

26.9% 

3.3% 

0.4% 

24% 

0.5% 

03% 

0.0% 

69 ,5% 

42.9% 

17.9% 

53% 

11 .8% 

52% 

29% 

06% 

100.0% 

Confidential property of UnitedHealthcare. Do not reproduce or re· distribute wilhout the express written consent of UnitedHealthcare 

Prior 

•Current 

Contribution 
to Trend 

0.0 

-0.4 

0,0 

-0 4 

0.0 

0.0 

0,0 

3.5 

3.6 

-0.2 

-0.1 

-0.2 

0.1 

0.1 

-0, 1 

3.1 
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Inpatient Hospital Admissions 
Net Paid PEPM costs for inpatient hospital admissions decreased 2.3% to $203.68 PEPM. 

Inpatient hospital admissions contribute to a substantial portion of health care expenditure. As such, it is important to understand 
members' use of these services as well as its bearing on cost. The information on this page is intended to illustrate the utilization 
and cost associated with various components of admissions as well as the impact the catastrophic cases have had on results. 

18.0o/o 
3{\.4% 38.4% 43.5% 

• Cataslrophic 

• Current Non-Catastrophic 

Prior Non-Calastrophic 

·82.0% 

Admissions 

Non-Calaslrophlc Claimants 

52.6% 

Days Payments 

Catastrophic Cases All Claimants 

Measure Prior Current Change Prior Currenl Change Prior Current Change Norm Variance 

Admissions per 1,000 

Days per 1,000 

Average Length of Stay 
- - --

Net Paid Per Admission 

Net Paid Per Day 

Net Paid PEPM 

Percent of Admissions 

• Percent of Days 

Percent of Paid 

Surgical 

Maternity / Newborn 

Extended Stay Newborn 

Behavioral Health 

Non-Acute 

Total 

Vaginal Delivery 

C-Section 

40 9 41 .2 

132.7 130.9 

3 24 1 3 18 ..,. 
$15,130 $15,900 

$4,667 $5,006 

$109 57 $115 15 

Medical 

Days per 1,000 

72.3 57.9 

30 5 29,3 

16 9 16 8 

19 7 19 0 
-,--

26.5 25.4 

218 8 212 7 

t 16 6 16.3 

12 5 12 0 

::: . ::: ~~ j 
5.1 % $61,996 $55,256 

7.3% $6,487$6,164 + 
t -

51% $98 87 $88 54 

Surgical 

N 

Maternity/ 
Newborn 

1,2% 

-51% 

-62% 

-10.9% 

-5.0% 

-10.4% 

Average Net Paid per Day 

21 .1% j 
-19.9% $10,254 $11,337 106% 

-40% ·I $3,197 $3,275 I 2.4% 

-04% $2 ,886 $2,530 !-:"12.3% 
- --l 1 

-35%--1 $1,522 $1,831 203% 

-40% $510 $635 24 6% 

-28% $5,384 ,~ 451 13% 

-21% $2 ,396 $2,382 -06% 

-44% $3,050 $3 ,039 -04% 

49,9 

218 8 

4.38 

$23,588 

$5,384 

$208 44 

Extended Stay 
Newborn 

50.3 08% 

212.7 -2,8% 

4 22 -3,6% 

$23,030 -2.4% 

$5,451 1.3% 
·-- -

$203.68 -2 3% 

;!!:. 
0 

-Behavioral Health 

Net Paid PEPM 

-121% 

$17.26 $16,86 -2 .3% 

$8 61 $7 47 -132% 

$5 30 $6 11 153% 

$2 39 $2 84 18.8% 

$208 44 $203,68 -2,3% 

$7 06 $6 82 -3.3% 

$6 77 $6 40 -54% 

51 1 -1.4% 

249,7 -148% 

4 89 -13 6% 

$24,118 -4.5% 

$4,933 105% 

$214.57 -51% 

'cf!. M.! 
Non-Acute 

Contribution to Trend 

-7 6 -2 0 

-0 2 -0.1 

-0 5 -0.1 

0.4 0 1 

0.2 0.1 

-2 3 -0,6 

-01 00 

-0 2 00 

Catastrophic Case Impact Prior Current Change Prior Current Change Prior Current Change IP Total 

Non-Catastrophic Claimants 132 7 130 9 L -14% $4,667 $5,006 73% $109 57 $115.15 5.1% 2.7 07 

Catastrophic Cases 86 1 81 8 -51% $6,487 $6,164 -50% $98.87 $88.54 -104% -5 0 -1 .3 

Catastrophic Content 394% 38 4% -23% 47 4% 435% -8,4% 
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Outpatient Cost and Utilization 
Members are using the Emergency Room at a rate of 152.4 visits per 1,000 members, 24.7% lower than the Norm. 

Outpatient Surgeries and Emergency Room Visits 
The data in this section includes aggregated facility costs for surgical procedures performed in an outpatient setting and for visits to an emergency 
room Diagnostic procedures associated with each event will be included if the charges are submitted with the facility tax ID The same applies to 
physician charges, although these are generally submitted separately under the physician tax ID and not included in aggregated costs. 

~ er;,oe P<1id per Visit 

Net Paid PEPM 
._____ ---

Outpatient Physician Office Visits 

l 
46% 

32.8% 

$1,667 

$58.80 

The data in this section includes outpatient office visits to a physician Costs associated with the visit are identified based on CPT4 codes 

Average Paid per Visit 

Net Paid PEPM 

$125 09 

$21 01 1 
$13416 

$21 97 

73% 

4.6% 

$139 30 

$32 79 

-6.9% 

-293% 

-37% 

-330% 

Total Physician Office Visits Prior Current Change Norm Variance 
Visits per Member per Year 

~ verage Paid per Visit 

Net Paid PEPM 

Outpatient Diagnostic Services 

2.62 - $112.32 

$52 00 

2 45 

$119 19 

$51 37 

-6.3% 

6.1% 

-1 .2% 

The data in this section provides a summary of cost and utilization results for diagnostic services Laboratory 
and radiology (MRI , CAT Scan, Ultrasound and Mammography) are included 

Laboratory Prior Current Change 
Visits per 1,000 

Average Paid per Visit 

Net Paid PEPM 

3.097 

$51 76 

$28 36 

2,969 

$53.95 

$28.14 

-4.1% 

4.2% 

-0,8% 

Radiology Prior Current Change 

Visits per 1,000 1,081 1,087 

f 

06% 

Average Paid per Visit $223.69 $226 33 1 2% 

Net Paid PEPM $42 76 $43 21 10% 

3.76 

$114 07 

$74 66 
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Outpatient Cost and Utilization Diagnostic Services 

The cost for outpatient diagnostic services was $73.57 PEPM, 9.1 % of total medical payments. 

Diagnostic visits are comprised primarily of laboratory and radiology services. This exhibit provides detail on the types of diagnostic 
services rendered in order to provide insight into possible trend drivers 

01agnost1c V1s1ts per 1.000 Members Prior Current Change 

Radiology I ---------
MRI (Magnetic Resonance Imaging) 

CAT Scan (Computerized Axial Tomography) 

Diagnostic Nuclear Medicine 

ECHO-Ultrasound 

Preventive Mammography 

Other Radiology 

Laboratory 

I All Other 

L Total __ _ 

1,081 

67 

107 

37 

205 

5 

659 

3,097 

233 

±_ 1,087 

64 

109 

37 

197 

4 

676 

2,969 

269 

0.6% 

-4.7% 

1.5% 

-0.4% 

-4.1% 

-25.4% 

2.6% 

-4.1% 

15.5% 

4,411 ---14,325 ____ , ____ -2_.0_·1._. 

Average Net Paid per D1agnost1c V1s1t Prior Current Change 

Radiology $223.69 l $226 ,33 1.2% 

MRI (Magnetic Resonance Imaging) $344.94 

I 
$319.40 -7.4% 

CAT Scan (Computerized Axial Tomography) $176.03 $198.41 12.7% 

Diagnostic Nuclear Medicine $841.05 $905 .63 7.7% 

ECHO-Ultrasound 
--~--,-~ 

$64.51 j $64.57 0.1% 

Preventive Mammography $230.59 $269.40 16.8% 

Other Radiology $233.65 t $231.50 -0.9% 

All Other $31 .64 l $46.85 48.0% 

Total $92.81 $96.81 4.3% 
.I-

Net Paid PEPM Prior Current Change 

Radiology $42.76 $43.21 1.0% 
1-

MRI (Magnetic Resonance Imaging) $4 09 $3.59 -12.4% 

CAT Scan (Computerized Axial Tomography) $3.33 $3.79 13.6% 

Diagnostic Nuclear Medicine $5.54 $5.91 6.6% 

ECHO-Ultrasound $2 34 $2 23 -4.7% 

Preventive·Mammography $0.21 $0.18 -13.5% 

Other Radiology $27.24 $27.52 1.0% 

Laboratory $28 36 $28.14 -0.8% 

All Other $1 .31 $2.22 69 8% 

Total $72.43 $73.57 1.6% 
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Glossary 

Acronyms 

HRA (Health Reimbursement Account) 
A plan feature wherein an account is administered by UnitedHealthcare, into which an employer can contribute, and from which members can pay 
for qualified medical expenses. 

HSA (Health Savings Account) 
A tax-advantaged account that can be used by the consumer to pay for qualified health expenses for their family while covered by a high
deductible medical plan HSA dollars can also be used to pay for non-medical expenses on a taxable basis (subject to penalty) if the participant 
withdraws money before age 65. Unused money remains in the account and grows tax deferred An HSA is portable, employee owned, and can 
be carried over from one employer to the next. 

IBNR (Incurred But Not Reported) 
A factor applied to estimate the cost of services within a time period for which payments have not been processed. 

PEPM (Per Employee Per Month) 
The average revenues, expense or utilization of services for one employee for one month. 

PMPM (Per Member Per Month) 
The average revenues, expense or utilization of services for one member for one month. 

PMPY (Per Member Per Year) 
The average revenues, expense or utilization of services for one member for one year. 

Benchmarks 

Consumer Directed Average 

Industry Comparator 
Comparable measurements based upon accumulated data related to your industry peers, generated to correlate with your current enrollment. 

Market Comparator 
Comparable measurements based upon accumulated data related to a subset of the overall book of commercial business, generated to correlate 
with your current enrollment based on geographic location 

National Comparator 
Comparable measurements based upon accumulated data related to a subset of the overall book of commercial business, generated to correlate 
with your current enrollment. 

Variance 
The amount of difference between your current period experience and the comparable experience of an applicable benchmark. 

Diagnosis Groups 

AHRQ 
A categorization of diagnosis groups, based on primary ICD-9 diagnosis codes, based on the national Agency on Healthcare Research and 
Quality clinical classification system. 

Chapter 1 - Infectious and Parasitic Diseases 
Tuberculosis, Septicemia, Bacterial and Viral Infections, HIV. Hepatitis, Measles, Herpes 

Chapter 2 - Neoplasms 
Benign Neoplasms, Malignant Neoplasms (Cancers) and Carcinomas 
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Glossary 

Chapter 3 - Endocrine, Nutritional and Metabolic Diseases and Disorders 
Thyroid Disorders , Diabetes, Hypoglycemia, Gout, Obesity, Nutritional Deficiencies 

Chapter 4 - Blood and Blood Forming Organs 
Anemia , Hemophilia , Splenectomy 

Chapter 5 - Mental Diseases and Disorders 
Affective and Personality Disorders, Senility, Depression, Eating Disorders, Mental Retardation, Drug Dependence 

Migraine, Epilepsy, Parkinson's, Meningitis, Multiple Sclerosis, Cataract, Glaucoma, Retinal Disorders, Otitis Media 

Chapter 7 - Circulatory System 
Hypertension, Chest Pain , Heart Disease, Cerebrovascular Disease, Diseases of the Blood Vessels and Lymphatics 

Chapter 8 - Respiratory System 
Pneumonia, Influenza, Tonsillitis , Bronchitis , Asthma, Respirato ry Infections , Pulmonary Disease 

Chapter 9 - Digestive System 
Disorders of the Teeth and Jaw, Esophageal Disorders, Gastritis, Enteritis, Colitis, Appendicitis, Liver Disease 

Chapter 10 - Genitourinary System 
Genital Organ and Urinary System Disorders, Kidney Disease, Menstrual Disorders, Infertility 

Chapter 11 - Pregnancy and Childbirth 
Pregnancy, De livery, Complications of Pregnancy and Childbirth , Contraception 

Chapter 12 - Skin and Subcutaneous Tissue 
Non-malignant Breast Conditions, Inflammatory Conditions , Infections of the Skin and Subcutaneous Tissue 

Chapter 13 -Musculoskeletal System 
Back Disorders, Arthropathies, Dorsopathies, Rheumatism, Osteopathies, and Acquired Deformities 

Chapter 14 - Congenital Anomalies 
Non-hereditary Conditions Existing at Birth 

Chapter 15 - Perinatal Period 
Liveborn , Short Gestation , Birth Trauma, Respiratory Distress, Perinatal Jaundice 

Chapter 16 - Injuries and Poisoning 
Fractures, Dislocation, Sprains and Strains, Open Wounds, Contusions, Poisoning, Burns 

Chapter 17 - Other Conditions 

Shock, Nausea and Vomiting , Abdominal Pain, Fatigue, Allergic Reactions, Medical Examination, Screening 

Measures and Other Terminology 

Adjusted Trend 

I 30 

Indicates what trend would have been if the selected measure was the same for the current period as it was for the prior period It is important to 
note that each measure must be viewed in isolation Because the change in any one measure may have an impact on another measure, the 
isolated impacts of each cannot be added together to determine a cummulative impact 

Allowed Expenses 
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Glossary 

Claimant 
A unique member for whom a claim was submitted for payment Claimant counts exclude records where both the eligible amount and the net paid 
amount equal zero. 

Claim Rebundling 
A system edit to group multiple services completed as part of the same procedure. 

Combined Demo/Geo Factor 
A factor indicating the expected relative cost of a member based on the combination of the demographic factor and the geographic factor. 

Coordination of Benefits 
A process that determines the order in which UnitedHealthcare will pay, as primary or secondary payer, when a member is enrolled in or covered 
under more than one insurance policy , or when primary coverage is under Medicare. 

Cost Sharing Reductions 
Those costs, if any, under a benefit plan that are the responsibility of the member, including deductibles, coinsurance, and copayments. 

Demographic Factor 
A factor indicating the expected relative cost of a population based solely on its age and gender composition. 

Duplicate Claim Screenings 
The portion of the submitted charge that has been identified as previously billed by the provider. 

Eligible Expenses 
The total amount of health care expenses not excluded under the provisions of the benefit plan , shown before the application of any discounts and 
prior to any member responsibility or coordination of benefits 

Employee 
The primary subscriber of health benefits. Employee counts are taken as an average per month across each time period . 

Geographic Factor 
A factor indicating the expected relative cost of a member based on their geographic location on record 

Catastrophic Case 
A claimant whose total net payments for a given time period are equal to or in excess of $100,000. 

Ineligible Charge Reductions 
Amount that is not covered for reasons other than duplicates. 

Isolated Impact 
The impact of a single plan performance measure on trend, assuming that all other measures remain constant. 

Member 
A person eligible for plan benefits. A member may be an employee, or the covered spouse or dependent of the employee. Member counts are 
taken as an average per month across each time period 

Net Paid 
The total amount paid by the plan , after the application of discounts and after any member responsibility and coordination of benefits. 

Network Discount Percent 
The ratio of discounts on claims paid under a provider contract to the eligible expenses for those same claims . 

Network Utilization 
The ratio of eligible charges incurred in network to total eligible charges 

Non-Catastrophic Claims 
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Glossary 

The total claim cost excluding the experience of those members identified as catastrophic cases. 

Plan Cost Share (Gross) 
The ratio of gross payments to allowed expenses. Similar to plan cost share (net), this measure excludes the impact of any coordination of 
benefits and is an indication of plan richness 

Plan Cost Share (Net) 
The ratio of net payments to allowed expenses; an indication of plan richness. 

Trend 
Percentage increase or decrease in health care costs as compared to prior period costs. 
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LARGE LOSS WITH DIAGNOSIS REPORT 

Customer Name: 

Policy Number: 
Service Dates: 
Paid Oates: 
Coverage Types: 
Threshold: 

Cu.~rnnr., Subsmbcr 

STATE OF NEBRASKA 

744240 
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Medical, Mental Health, Substance Abuse, and Managed Pharmacy 
$75,000 
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Large Loss with Diagnosis - Data Dictionary 

This report provides a detailed profile of each claimant and their associated primary d1agnos1s above a selected or mandated dollar threshold It 1s 
useful for evaluating stop-loss coverage and understanding variations 1n trend 

Filter Data Dictionary 

Data Element Definition 

Policy Number 

Service Dates 

Paid Dates 

Coverage Type(s) 

Threshold 

Data Element 

Subscriber SSN 
Last Name 
First Name 
Relationship 

Diagnosis Code 

Diagnosis Description 

Total Paid 

• • • • • • • • • 
Identifies the claimant population for the entity that purchased products and/or services from UnitedHealth Group. 

1m1 s resu s to paymen s a excee a spec, 1e 
amount applied in this report. 

Report Data Dictionary 

Definition 
The source system's subscriber number. Usually the employee's social security number; however, if this field can be 
populated with an Alternate Identifier if the customer has requested one be used. 
The claimanUmember's last name. 
The claimanUmember's first name. 
Describes the relationship of the claimant to the subscriber. 

11 1.,u-9/10 (International c 1ass111callon of Disease, 9tnnO!h Kev1s1on, c11rnca1 Moa111cat1on) Code as entered on the claim 
(without decimal point). ICD-9/10-CM is designed for the classification of morbidity and mortality information for 
statistical purposes and for the indexing of hospital records by disease and operations, for data storage retrieval. ICD-
9/10-CM is an accepted national standard for coding diagnostic and disease information . This code represents the 
diagnosis with the highest cumulative paid amount for this experience period. Claims with HIV-related diagnosis and 
claims with Mental Health Substance Abuse (MHSA) diagnosis are protected by existing federal regulations and 
must not be disclosed. The diagnosis provided in these cases must be indicated as "99999." 

Describes the International Classification of Disease, 9th/10th Revision, Clinical Modification (ICD-9/10-CM) code. ICD-
9/10-CM is designed for the classification of morbidity and mortality information for statistical purposes and for the 
indexing of hospital records by disease and operations, for data storage retrieval. ICD-9/10-CM is an accepted national 
standard for coding diagnostic and disease information. Claims with HIV-related diagnosis and claims with Mental 
Health Substance Abuse (MHSA) diagnosis are protected by existing federal regulations and must not be 
disclosed. The diagnosis provided in these cases must be indicated as "Other Diagnosis." 
Total Paid Claims for Claimant in this experience period. 
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Uniteatl~thcare 
EM PLOYER• INDIVIDUAL PG Client Report Month over Month Metrics 

lient Report (Click Here For Instructions) 

Underwriter: Mclean, Tricia Performance Period : Jul - 201 

1ollar Accuracy Rate 0 99 Office Annual 

ime to Process Combined Work Days 

all Issue Resolution Work Days 5 90 Policy Quarterly 

all Issue Resolution Work Days 10 95 Policy Quarterly 

irst Call Resolution 60 85 Policy Annual 

ol1cy Number 744240 
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Uniteadealthcare"' 
EMPLOYER A. INDIIVIDUAl. PG Client Report Quarter over Quarter Metrics 

'Ollar Accuracy Rate 0 99 Office Annual 

ime lo Process Combined Work Days 

all Issue Resolution Work Days 5 90 Policy Quarterl y 

all Issue Resolution Work Days 10 95 Policy Quarterly 

irsl Call Resolution 60 85 Policy Annual 
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UnitedHealthcare· 
EMPLOYER&. INDIVIDUAL PG Client Report Year over Year Metrics 

Performance Period: 

1ollar Accuracy Rate 0 99 Office Annual 

ime to Process Combined Work Days 

all Issue Resolution Work Days 5 90 Policy Quarterly 

all Issue Resolution Work Days 10 95 Policy Quarterly 

irst Call Resolution 60 85 Policy Annual 
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UnitedHealthcare Rebate Payment Summary Report 

El«tronic funcb transfer (via ACH) ~ ,nilable for ~te p.;tymt!'f'lh, PINs• contact Rlt_UHPS_Rebates@)uhc: ~om for more lnlonnttlon 

Group Policy 0744240 

Monetilry Amount Earned Qu;uter 

Pilyment Year - Month P;;;iyment Type 2015 and Prior 2016 - Ql 2016- az 2016- Q3 2016- Q4 2017- Ql 2017- QZ 2017 • Q3 Z017-Q4 2018-Ql 2018- Q2 2018- Q3 2018- Q4 Grud Totil 

2017 • 04 Pharmacy Rebate-s 105.59 1,508 86 90,606.25 1,332,247 07 1,096,037.74 2,520,505.51 
Interest 994.13 (0.89) 234,77 2,832 25 1,514 96 5,57522 

2017- 04 Totiill 1,099.72 1,507.97 90,841,02 1,335,079.32 1,097 .ssz. 70 2,S26..01!0.73 

2017- 06 Medical Rebates 563.06 25,382.16 25,945.22 
Interest I .HI 51.]2 52.90 

lOJ7 ... o&Toul S'4.21 U.'33.Q U1191.12 
2017- 07 Ph:ttm,.tyRtb;n("S. 2Jfq.l_!J 12,463,66 15 ,178 38 401,172.70 1,093,689. 55 465,353.39 2,011,.342 21 

Interest 122.90 35.77 17,83 1,332,04 3,016 64 464,30 4,989,48 

Z017-07Tobil 23,607.43 12,499.43 15,196.21 402,504.74 1,096, 706,19 465,817.69 2,016,331.69 

2017- 09 Medical Rebates 47.0l 27,887. 56 27,934_57 
lnte:,e:;i 0_11 59-18 59.2!1 

2017-09Total 47.12 27,946.74 27,993.86 

11>17-10 Pharmacy Rebates 1,736.93 (1,86507) 20,99907 173,245 77 1,832,989.30 9n,16S.97 3,004,271.97 

Interest 5,18 (lJ.llll 69.0 IOMO 6.09!1.JI. l.l7J.A9 9.132.0l 
2017- lOTotal 1.7U.ll 11.IIZ.lil :U.06MI 17t,0&9.IS7 1.,83',0IS.41 !379,337.U 3,0U,AOJJl:I 

2017- lZ Medical Rebates "3.37 32 ,838.12 33,521.49 

lnl~est L71 54.07 SS,)'1 -Ml.lJ .. 12 Totai 685.09 U .S91.19 'U..$77.21 
2018- 01 rti,1rm1cy P.cblld 6,62L36 69 40 1,942 76 299,15490 403,638 08 1,458,89120 1,082,640,64 3,252,958 ,34 

Interest 96.95 O 59 15.30 1,94439 1,655_18 5,48136 3,074,73 12,268,50 -
2018- 01 Total 6,718.31 69.99 1,958.06 301,099.29 405,293,26 1,464,372.56 1,085 715.37 3,265,226.84 

2018- 03 Medical Rll!:batll!:s 534.22 40,358 99 40,893 ,21 

lnterc.-.t 1-23 99.04 100.27 -zoil-CIJ TOW 535.45 I0,15&.0J 40,79J.Q 

2018- 04 Ph111,ni,1ey AC"b111e1 1,242.72 370,76 734.97 488.91 3,026,36 39,629 ,86 360,682 40 1,262, ni..641 1,359,328 67 3,028,276,29 

Interest U9 l.11 8.21 41.01 2U7 zn.o U'IS.91 4,777.SS -t,.189..15 1L948.SO -
_l0D·0ATob1 1~'2.31 )73.57 7nll 49UH J ,00.ll H,161..27 :l6Z,Gn.31 U&1.s.,.11 U&.1;211..12 l,ot.0,21'.79 

2018- 06 M~kalRcb)t-,. 6,107 ,53 38.61073 44,718 26 

lntfftil 20.5' 133_11 !Sl.79 
2018- 06 Tot.al ,121.n ..,, ..... .w.an.os 

2018- 07 Pharmacy Rebates 1,327.72 l..60LA9 2,205.33 2,197.55 408.01 37,814 ,57 36,744 56 277,426,11 1,132,566.56 1.lll,443.foi 2,610,7 35.59 

lntflaL JS.to 3005 42.54 41.68 f1.S4) 26"J.15' 114.'l] 1,193.7' uss.n 4.27S.2S lL)U,34 

iota.oiT~I 1.UG..!U: l,.HU. U'7.17 1.21'.23 405.0 ... 077.71 ... !129)19 211.&lt.11 1.Ul,821.11 1.w.111.>• l.'1.J,0'8.93 

2018- 09 MedicalRll!:batll!:s 284_96 44,38086 44,66S,82 

lntfffll 1.32 !.!.I.SA 193,86 

20U · O!IT I l&UI .U,S73A u ,an.&a 
2018-10 Ph..wmacy Rebates 249,51 3,056,49 1,881,.97 21,909.88 15,317.33 368.96 723.18 uu.uus, 95,.!l6.93 1,3Sl,240.60 1,551,045.22 2,916,401 ,92 

Interest s.n 69,ll lZ..U 4!SJ>I J.07.81 IU!J ~ -141 187"6'1 672. 89 8,610.26 7,316.2S 1&,541.~lt 
2018 -10 Tot.II uuz J,12.S.70 M!IUl zu,s,n ~ 62$.14 367,34 723,04 l!!hll17.8Aj 96''"9.&l U.S!l11SG.I& a!,!IS8.J6U7 Z.93!:t9S0.18 

'201.9 ·01 Ph,rm•,cy Aeb.th!'I 16,629.31 6,003 61 9,925 37 1,842,93 2,863-59 14,977.67 10,306.90 27,451.44 11,540.32 311,323.59 1,323,674 23 1,836,031.92 3,572,570.88 

Medlcitl Rd)'"• 1,307 ,88 43,532.62 44,840,50 

lnlief'fll 162.25 190. .. JI0,90 51.lt JOJJl 10.<IS 2™3 168.46 5725 2.708,31 9,38124 9,619 86 23,280.83 

20111 , Ql 7oul 1.&.nus flcl!U.29 10.!!!.21 1,!t4..31 !,!!!Ul 1s.n,.1z 10~ .lJ 21,,21.11 ~S97.S7 !.S1'15'4.S2 l.UJ,OSS.47 i.us,,n.11 uaun.u 
2019- 04 Pharmacy Rebates 858.78 416.20 7.05 2,781.26 16647 (293A7) 827.08 348,04 4,821.57 3,149 66 184,204,39 1,041,076.20 1,732,926.65 2,971,289,88 

Medical Rebates 1,669.88 1,327.20 51,062.35 54,059.43 

Interest 36.28 15.18 10.u1 19.11 L43 1zo.s:i1 U.20 J .51 45.09 31,70 1,538 86 7,796.79 9,570.02 19,110.20 

2019 - 04 Total 895 ,06 432.38 6.94 2,860..98 167. 90 (314.00) 840.28 349.61 6,536.54 4,508.56 236,805.60 1,048,872,99 1,742,496,67 3,044,45951 

Grand Total 53, 718.1)4 26,329.12 119,400.56 1,816,562.94 2,720,031,39 2,84Z,S58,81 2,896,170.78 2,573,697,80 2,662,357.03 2,844,642.lUI 3,128,222.54 2,894,524.n 1,742,496.67 26,320, 713,33 

Pharmacy Rebates 52,256.45 25,421.07 1]8,743.65 1,785,582.13 2,683,909.72 2,794,478.36 2,845,34L29 2.525,309.72 2,604,194.05 2,784,157.54 3,058,923.84 2.877,108.lZ 1,732,926.65 25,888,352,59 

Medical Rebat~ 563.06 47.01 26,065.53 28.421.78 38,945 65 40,643 95 39,918.61 46.050,74 44,859 82 51,062 35 316,578.50 

Interest 1,461.59 344.99 609.90 4,915.28 7,699 .89 9,134 80 10,185 54 8,469.47 12,112.24 15,625.52 18,236.35 17,416.65 9,570.02 115,782,24 

Grand Total 53,718.04 26,.329,12 119,400.56 1,816,562.94 2, 720,031.39 2,842,558.81 2,896,170_78 2,573,697.80 2,662,357.03 2,844,642.811 3,128,222.54 2,894,S24_TI 1,742,496.67 26,320,713..33 

Payment Date Payment Type Check Number Total 

~IW1•1! CHK 05429986 2,526,080~73 

!~017 CHK 05593195 25,99812 

7/21/2017 
~ 

CHK 05669560 2,016,331.69 

'~~.5'!L CHK 05835442 27,993 86 

_!P/J!l!!lJ - - CHK 05925080 3,013,403 98 

WlJ./..0!' CHK 06056941 33,577. 28 

1n:,1,201a - CHK 06172278 3,265,226 84 

!f!l/!0!1_ ~- CHK 06364766 40,993.48 

"1'1.3Jl011 CHK 06454353 3,040,224]9 

•f2JJ2011 CHK 06621331 44,872.05 , ,~,20_~_----=-- CHK 06700774 2,623,048.93 

9/20/2018 CHK 06872570 44,859,68 --10/18/2018 CHK 06968927 2,932,950,18 

1/25/2019 CHK 07254422 3,640,692 ,21 

4/23/2019 CHK 07534954 3,044,459, 51 

GniMToul 26,320,711.33 
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Employer eServices@ 

eServices Customer Reporting 

Sample Managed Pharmacy Report Package 
Automated & Custom Reports 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 

612 



Employer eServices@ 

Reports by Service Level 
REPORT NAME 

Managed Pharmacy 
Key Generic Substitution Indicators By Month 
Managed Pharmacy Ad Hoc 
Managed Pharmacy Cost and Utilization by Month 
Managed Pharmacy Critical Indicators 
Managed Pharmacy Plan Performance 
Managed Pharmacy Utilization by Age Group 
Top Drug Utilization Ranked by Net Paid 
Top Drug Utilization Ranked by Volume 
Top Therapeutic Class Utilization Ranked by Net Paid 
Top Therapeutic Class Utilization Ranked by Volume 

STANDARD SELECT EXPANDED 

• 
• 

• • 
• 

0 • • 
• 
• 
• 
• 
• 

o Automated Reports are system generated on a prearranged schedule using fixed date and data parameters 
• Custom Reports which are customer driven on an as-needed basis using flexible date and data parameters 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices@ 

Managed Pharmacy 

Key Generic Substitution Indicators by Month 

Service 
Year/Month 

2008-07 
2008-08 
2008-09 
2008-10 
2008-11 
2008-12 
Total 

- ~ --~··~ Dil:li 

39.6% 
41.3% 
40.9% 
41.2% 
41.1% 
42.1% 

41.1°/o 

,$17 .70 
$18.84 

.. ___ $17.83 
$ 17.45 
$17.49 
$ 18.27 

$17.87 

79.2% 
·81.1% 
80.8% 
80.2% 
81.2% 
81.2% 

80.6°/o 

50.0% 
49.0% 
49.4% 
48.6% 
49.4% 

. " --.. ···-"··-·····. 
48.1% 

49.1% 

.. _$89.57 _ ~ -· 10.4% ___ -· $31.19 
$88.64 9.6% $41.81 
$90.68 9.7% $47.30 

. -~-~9_.}_5 ____ 1.0:~ 0[? $37 .26 

iS.8./>~ . ... ---~:-~"!~ .. ..P'.':LE>.? . 
_$84.38 .. .. --- -~8..0'~ - - • _t4_5..?.Q . 
$88.67 9.9% $39.56 

D/0 Multi 0/o Multi 0/o Multi 
010 

Multi 
Sou~c~- Sou_rce- Source- Source-

Phys1c1an Patient State Law Oth DAW 
DAW DAW DAW er 

17.5% 18.5% 3.7% 
18.8% 17.7% 3.7% 

-- --.--- ,-- ~--- ----~--.,--~· ~ ...... - .. - -·· --- ----
18.4% 19.1% 3.0% 
15.7% 18.7% 
15.6% 19.2% ..... , .. , . . , .. _ ·-· -- ·. - ----· , .. ,., .. ,. --· 
15.5% 18.8% 

16.9°/o 18.70/o 

2.7% 
2.5% 
2.7% 

3.QD/o 

60.2% 
59.8% 
59.4% 
63.0% 
62.6% 
63.0% 

61.4°/o 

© 2010 UnitedHealthcare"' Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices@ 

Managed Pharmacy Ad Hoc 

M 
, Number of 

etn c s . 
Claimants 

Number of 
Prescri tions - HRA Net Paid Total Net Paid 

585 !,2Q? H?_, 1_1~~~~ _. J5,.9..?~- ~-~ . . . }_1~,042. 75 

Total Net Paid per 
Prescri ion 

$14.95 

otal Net Paid per Claiman 

$30.84 

© 2010 UnitedHealthcare"' Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices<~:: 

Managed Pharmacy Cost and Utilization by Month 

Service 
Year/ 
Month 

2008-01 

2008-02 

2008-03 

2008-04 

2008-05 

2008-06 

Total 

Retail J' 

Retail I Brand Home ! Home I Home I Total 
Generic I Number i Retail Total Delivery I Delivery Delivery l Generic , 

Number of Number Number of i of ! Number of Generic - Brand - Total - !Number of Total Brand 
Subscriber I of Prescription (Prescript!Prescription Number of , Number of , Number of I Prescripti i Number of 

s iMembers s [ ions i s PrescriptionslPrescri tions Prescri tions1 ons Prescriptions 

916 2,346 756 1,154 1,910 31 94 125 787 1,248 

926 2,377 769 1,120 1,889 37 82 119 806 1,202 

916 2,365 817 1,299 2,116 28 101 129 845 1,400 

910 2,351 723 1,165 1,888 42 108 150 765 1,273 

902 2,340 724 1,187 1,911 37 95 132 761 1,282 

903 2,349 681 1,199 1,880 29 71 100 710 1,270 

5,473 
14,12 4,470 7,124 11,594 204 551 755 4,674 7,675 

8 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 

I 

I 
I 

Total : 
Number of I Net Paid 
Prescriptio jNet Paid per per 

ns Net Paid !Prescription Member 

2,035 $101,862 $50.06 $43.42 

2,008 $111,531 $55.54 $46.92 

2,245 $135,222 $60.23 $57.18 

2,038 $120,943 $59.34 $51.44 

2,043 $109,386 $53.54 $46.75 

1,980 $139,880 $70.65 $59.55 

12,349 $718,824 $58.21 $50.88 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices® 

Managed Pharmacy Critical Indicators 

11111 S,., o,,i ssmn Retail Ho~e 
Method Dehve 

Number of Claimants 1,566 172 

Number of Prescriptions 11,594 755 

Prescriptions PMPY 9.85 0.64 

Prescriptions per Claimant 7.40 4.39 

% of Total Prescriptions - Single 
51.4% 62.8% 

Source 
--- -- ---- -- --- - - -- - - -- - - -- - --- - - - -

% of Total Prescriptions - Multi 
10.0% 10.2% 

Source 

% of Total Prescriptions - Generic 38.6% 27.0% 

Generic Substitution Rate 79.4% 72.6% 

% Multi-Source Physician DAW 15.3% 20.8% 

% Multi-Source Patient DAW 24.2% 1.3% 

% Multi-Source State Law DAW 5.2% 3.9% 

% Multi-Source Other DAW 55.3% 74.0% 

Average Net Paid PMPM $44.20 $6.68 

Average Net Paid per Claimant 
$398.79 $548.41 

per Period 

Average Net Paid per 
$53 .86 $124.94 

_!'rescrip~~o_!1~ 

Average Copay per Prescription $14.48 $37.48 

Average Days Supply 23 .68 83.28 

Average Ingredient Cost Paid per 
$2 .80 $1.95 Day of Therapy 

Current Period - Detail Current Period - Total 

Metrics 

Number of Claimants 

Number of Prescr ptions 

Prescriptions PMPY 

Prescriptions per Claimant 

% of Total Prescriptions - Single 
Source 

% of Total Prescriptions - Multi 
Source 

% of Total Prescriptions -
Generic 

Generic Substitution Rate 

% Multi-Source Physician DAW 

% Multi-Source Patient DAW 

% Multi-Source State Law DAW 

% Multi -Source Other DAW 

Average Net Paid PMPM 

Average Net Paid per Claimant 
per Period 

Average Net Paid per 
Prescriptions 

Average Copay per Prescription 
- - --- --- ---- ----- - ---- - --
Average Days Supply 

Average Ingredient Cost Paid per 
Day of Therapy 

1,619 

12,349 

10.49 

7.63 

52.1% 

10.0% 

37.8% 

79. 1% 

15.6% 

22.8% 

5.1% 

56.5% 

$50.88 

$443.99 

$58.21 

$15.89 

27.32 

$2.64 

© 2010 UnitedHealthcare~ Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices® 

Metrics S Lc n15s·~-. 
r' /1 ~ · i.,:: HMMHlll!l.a Metrics 

Number of Claimants 1,453 135 Number of Claimants 1,487 

Number of Prescriptions 10,693 648 Number of Prescriptions 11,341 

Prescriptions PMPY 9 .86 0 .60 Prescriptions PMPY 10.46 

Prescriptions per Claimant 7.36 4 .80 Prescriptions per Claimant 7 .63 

% of Total Prescriptions - Single % of Total Prescriptions - Single 
52.6% 

Source 52.0% 63.3% Source 

% of Total Prescriptions - Multi % of Total Prescriptions - Multi 
9 .8% 

Source 9 .8% 9 .1% Source 

% of Total Prescriptions - Generic 38.2% 27 .6% 
% of Total Prescriptions -

37.6% 
Generic 

Generic Substitution Rate 79.5% 75 .2% Generic Substitution Rate 79 .3% 

% Multi-Source Physician DAW 23 .8% 22.0% % Multi-Source Physician DAW 23 .7% 

% Multi-Source Patient DAW 27.2% 5.1% % Multi-Source Patient DAW 26.0% 

% Multi-Source State Law DAW 3 .1% 6.8% % Multi-Source State Law DAW 3 .3% 

% Multi-Source Other DAW 45 .9% 66.1% % Multi-Source Other DAW 46.9% 

Average Net Paid PMPM $34.92 $6.95 Average Net Paid PMPM $41.87 

Average Net Paid per Claimant 
$312 .74 $669.44 

Average Net Paid per Claimant 
$366.36 

per Period per Period 

Average Net Paid per $42.SO Sl39.47 
Average Net Paid per 

$48.04 
Prescriptions_ Prescriptions 

Average Copay per Prescription $11.70 $19.23 Average Copay per Prescription $12.13 

Average Days Supply 22.99 82.72 Average Days Supply 26.40 

Average Ingredient Cost Paid per 
$2 .27 $1.92 

Average Ingredient Cost Paid per 
$2.21 

Day of Therapy Day of Therapy 

Prior Period - Detail Prior Period - Total 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServrces· ~: 

Managed Pharmacy Plan Performance 

I 
Submission 

Tier Method Number of 
Level Cate or Claimants 

Number of 
Prescri tions Discounts 

, •• , I • - I -

I 

• • . • I • . • 

• I • • 

ales Tax 
Amount Deductible 

Tier Retail 1,109 4,470 $89,543 $75,368 $9,451 $222 $0 $32,223 

1 Home 
71 204 $12,819 $10,829 $0 $6 $0 $3,237 Delivery 

Tier Retail 1,080 5,300 $107,443 $527,314 $9,414 $865 $0 $81,966 

2 Home 
136 450 $29,856 $92,9 85 $0 $34 $0 $18,341 Delivery 

Tier 
Retail 642 1,824 $33,497 $166,146 $3,183 $438 $0 $53,713 

3 Home 
52 101 $5,908 $18,757 $0 $13 $0 $6,720 

Delivery -
Detail 

• -nra ma -, eam 

Ingredient 
Number of Cost Paid Dispensing 

Prescri tions Discounts Amount Fee 

Tier 1 1,135 4,674 $102,362 $86,196 $9,451 $228 $0 $35,460 

Tier 2 1,146 5,750 $137,298 $620,300 $9,414 $899 $0 $100,307 

Tier 3 676 1,925 $39,404 $184,903 $3,183 $450 $0 $60,433 

Subtotals by Tier 

II Ii 
1,619 12,349 $279,064 $891,399 $22,047 $1,578 $0 $196,200 $0 

Total 

© 2010 UnitedHealthcarex· 1nsurance Company All Rights Reserved. 

$0 

$0 

$0 

$0 

$0 

$0 

$0 

$0 

$0 

-liii!tiiiil 
$2.51 

$7.10 

$4.28 

Net Paid 
Per 

Net Paid Prescri tion • . $2.28 $52,817 $11.82 

$0 .23 $7,598 $37.24 

$5.80 $455,627 $85.97 

$1.30 $74,678 $165.95 

$3.80 $116,053 $63.63 

$0.48 $12,050 $119.31 

Net Paid Pe 
Net Paid Prescri tion Ill 

$60,415 $12.93 $4.28 

$530,306 $92.23 $37.54 

$128,103 $66.55 $9.07 

$3.7< 

$0 .5< 

$32.2'. 

$5 .2' 

$8.2 : 

$0.8'. 

$13.89 $718,824 $58.21 $50.88 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices® 

Managed Pharmacy Utilization by Age Group 

II . 
<1 

1-9 

10-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75 + 

Detail 

Total 

Number of Number of 
Claimants Prescri tions 

21 68 

227 979 

234 1,071 

71 350 

74 369 

150 1,159 

213 1,242 

251 2,065 

175 1,616 

129 1,705 

88 1,029 

45 573 

9 92 

2 23 

1 8 

1,619 12,349 

Number of Number of Net I Net Paid 
Prescriptions Prescriptions per Paid per 

PMPY Claimant Net Paid PMPM Claimant .-•.,,· 
. ~ ' . 

0.06 3 .24 $750 $0.05 $35 .70 $11.02 

0.83 4 .31 $48,691 $3.45 $214.50 $49.74 

0.91 4 .58 $49,922 $3.53 $213.34 $46.61 

0.30 4 .93 $16,073 $1.14 $226.38 $45.92 

0.31 4 .99 $18,545 $1.31 $250.60 $50.26 

0.98 7 .73 $86,139 $6.10 $574.26 $74.32 

1.05 5.83 $58,406 $4.13 $274.21 $47.03 

1.75 8.23 $98,088 $6.94 $390.79 $47.50 

1.37 9 .23 $87,463 $6.19 $499.79 $54.12 

1.45 13.22 $105,754 $7.49 $819 .80 $62.03 

0 .87 11.69 $113,272 $8.02 $1,287.18 $110.08 

0.49 12.73 $28,980 $2.05 $644.00 $50.58 

0.08 10 .22 $5,539 $0.39 $615.44 $60.21 

0.02 11.50 $834 $0.06 $416.83 $36.25 

0.01 8 .00 $368 $0.03 $368.30 $46.04 

1"11:ll!IGII\W -10.49 7.63 $718,824 $50.88 $443.99 $58.21 

© 2010 United.Healthcare" Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer sServtces·I_, 

Top Drug Utilization Ranked by Net Paid 

Number of Number of FDB Standard 
Dru Name Thera eutic Class Metrics Claimants Prescri tions Net Paid 

ANTINEOPLASTICS 1 14 $40,037 .90 
TEMODAR 

Subtotal 0 14 $40,037.90 

ANTI-ULCER 
PREPS/ GASTROINTESTINAL 65 204 $28,838.81 

NEXIUM PREPS 

Subtotal 0 204 $28,838.81 

ANTINEOPLASTICS 1 
GLEEVEC 

5 $22,834 .98 

Subtotal 0 5 $22,834.98 

UPOTROPICS 77 
LIPITOR 

255 ~22,014.25 

Subtotal 0 255 $22,014.25 

Subtotal 0 483 $ 130,951.08 

ToQ Drugs 

Number of Number of 
Claimants Prescri tions 

010 of Total 
Net Paid Prescri tions 

0
/o of I 
Net Net Paid per 
Paid Prescri tion • . . 1,604 11,866 $587,873.14 96.1% 8 1.8% $49.54 26.86 

All Other Drugs 

Average 
Number of 

Metrics Claimants 
% of Total 0/o of Net Net Paid per Days 

Net Paid Prescri tions Paid Prescri tion Su I 
1,619 12,349 $718,824.22 100.0% 100.0% $58.21 27.32 

All Drugs 

% of Net Paid per 
Net Paid Prescri tion 

0 .1% 5 .6% 

0.1°/o 5.6°/o 

1.7% 4.0% 

1.7°/o 4.0°/o 

0.0% 3.2% 

0.0°/o 3.2°/o 

2.1% 3.1% 

2.1°/o 3.1°/o 

3.9°/o 18.2% 

Ingredient Cost 
Paid per Day Of 

Thera 
$2.36 

Ingredient Cost 
Paid per Day Of 

Thera 

$2 .64 

52,859.85 

$2,859.85 

$141.37 

$141.37 

$4,567.00 

$4,567.00 

$86.33 

$86.33 

$271.12 

© 2010 UnitedHealthcarex' Insurance Company All Rights Reserved. 

Ingredient 
Average Cost Paid per 

Days Day Of 
Su I Thera 

19.64 $146.5 1 

19.64 $146.51 

38.79 $4.02 

38.79 $4.02 

30.00 $152.99 

30.00 $152.99 

40.23 $2.64 

40.23 $2.64 

38.79 $7.45 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServrces·'B 

Top Drug Utilization Ranked by Volume 

1 
Average Ingredient Cost 

Number of Number of % of Total O/o of Ne Net Paid per Days Paid per Day Of 
FDB Standard Thera eutic Class Metrics Claimants Prescri tions Net Paid Prescri tions Paid Prescri tion Su I Thera 

ANTIHISTAMINES 113 278 
ZYRTEC 

Subtotal 0 278 

LIPOTROPICS 77 255 
LIPITOR 

Subtotal 0 255 

THYROID PREPS 53 217 
SYNTHROID 

Subtotal 0 217 
ANTI-ULCER PREPS/GASTROINTESTINAL 

65 204 
NEXIUM PREPS 

Subtotal 

BRONCHIAL DILATORS 
SINGULAIR 

Subtotal 

Subtotal 

Tog Drugs 

Number o 
Metrics Claimants 

1,578 

All Other Drugs 

Number of 
Metrics Claimants 

1,619 

Total Drugs 

Number of 
Prescri tions Net Paid 

11,202 $641,566.40 

12,349 $718,824.22 

0 204 

67 193 

0 193 

0 1,147 

0/o of 
% of Total Net Net Paid per 

Prescri tions Paid Prescri tion 

90.7% 89.3% $57.27 

100.0% 100.0% $58.21 

$11,717.49 2.3% 1.6% 

$11,717.49 2.3°/o 1.6°/o 

$22,014.25 2.1% 3 .1% 

$22,014.25 2.1% 3.1% 

$1,065.02 1.8% 0.1% 

$1,065.02 1.8°/o 0.1°/o 

$28,838.81 1.7% 4.0% 

$28,838.81 1.7°/o 4.0°/o 

$13,622.25 1.6% 1.9% 

$13,622.25 1.6% 1.9°/o 

$77,257.82 9.3°/o 10.7°/o 

Average Ingredient Cost 
Days Paid per Day Of 

Su I Thera 

26.41 $2.69 

27.32 $2.64 

© 2010 United.Healthcare" Insurance Company All Rights Reserved. 

$42.15 32.19 

$42.15 32.19 

$86.33 40.23 

$86.33 40.23 

$4.91 37.18 

$4.91 37.18 

$141.37 38.79 

$141.37 38.79 

$70.58 32.88 

$70.58 32.88 

$67.36 36.21 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 

$1.73 

$1.73 

$2.64 

$2.64 

$0.52 

$0.52 

$4.02 

$4.02 

$2 .64 

$2.64 

$2.30 
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Employer eServices·I, 

Top Therapeutic Class Utilization Ranked by Net Paid 

Number of Prescriptions 
Prescri tions er Claimant •1 Net Paid Net Paid per Generic Single-Source 

Net Paid PMPM Prescri tion °10 010 

MISCELLANEOUS 199 482 2.42 26.61 $71,098 $5.03 $147.51 13.9% 72.6% 

AfllTTNEOPLASTICS 17 55 3.24 28 .51 $66,536 $4.71 $1,209.75 54.5% 40.0% 
~ 

PSYCHOSTIMULANTS-ANTIDEPRESSANTS 258 1, 041 4 .03 33.44 $62,423 $4 .42 $ 59.96 33.0% 64.4% 

ANTI-ULCER PREPS/ GASTROINTESTINAL 141 463 3 .28 35.20 $ 54,591 S3 .86 $117.91 7 .8%. 92.2% 
PREPS 

LIPOTROPICS 141 565 4. 01 37.88 $48,464 $3.43 $85.78 2 .5°,0 97.0% 

Subtotal 0 2,606 0 33.35 $ 303,112 $21.4 5 $116.31 18 .80/o 77.40/o 

Tor:1 Therar:1eutic Classes 

Number o Number of 'Prescriptions 
Claimants Prescri tions er Claimant Net Paid 

Generic 
Net Paid Net Paid per Generic Single- Multi- Substitution 

PMPM Prescri tion 0/o Source 010 Source 0/o 0/o 

1,527 9 ,743 6 .38 25 .71 $415,712 $ 29.42 $42.67 42 .9% 45 .4% 11.7% 78 .6 % 

All Other Therar:1eutic Classes 

Number of I Prescriptions Net Paid Net Paid per Generic 
Prescri tions er Claimant Net Paid PMPM Prescri tion °/o 

Single- Multi-
Source D/o Source 010 -1,619 12,349 7 .63 27 .32 $718, 824 $50.88 $ 58.21 37.8 % 52.1% 10.0% 79.1% 

All Therar:1eutic Classes 

© 2010 UnitedHealthcare ' Insurance Company All Rights Reserved. 

.... 
13.5% 50.8% 

5.5% 90.9% 

2 .6% 92.7% 

0.0% 100.0% 

0.5% 82.4% 

3.8°/o 83 .4% 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices@ 

Top Therapeutic Class Utilization Ranked by Volume 

FOB Standard 
Therapeutic Class 

PSYCHOSTIMULANTS-
ANTIDEPRESSANTS 

nnnn:nmr 

SYSTEMIC CONTRACEPTIVES 

ANTIHISTAMINES 

NARCOTIC ANALGESICS 

OTHER HYPOTENSIVES 

Subtotal 

Top Therapeutic Classes 

- 258 

183 

270 

271 

140 

0 

Number of 
Pre.scri tions 

1,041 

629 

626 

595 

572 

3,463 

-. . . 

4.03 

3.44 

2.32 

2.20 

4.09 

0 

Average 
Days 

Su I 

33.44 

37.53 

29.96 

11.87 

39.18 

30.79 

·-··· . - . - - . - . -
Net Paid • • I I 'I I I I I 

$62,423 $4.42 $59.96 33.0% 64.4% 2.6% 

$14,736 $1.04 $23.43 49.4% 31.8% 18.8% 

$25,643 $1.82 $40.96 10.1% 89 .6% 0 .3% 

$13,681 $0.97 $22.99 79.0% 10.4% 10.6% 

$14,908 $1.06 $26.06 42.8% 54.0% 3.1% 

$131,390 $9.30 $37.94 41.4°/o 52.0% 6.6% 

.-.. 
. . . .. - •. ,. ... . . 

.-

... . . ·1 

. - ' . 
Generic 

Generic Single- Multi- Substitution 
010 Source 0/o Source 0/o 0/o 

1,464 8,886 6 .07 25.97 $587,434 $41.58 $66.11 36.5% 52 .2% 11.4% 76.3% 

All Other Therapeutic Classes 

Average Generic 
Number o Number of Prescriptions Days Multi- Substitution 
Claimants Prescri tlons er Claimant Su I run .-a, Source 0/o D/o 

1,619 12,349 7.63 27.32 $718,824 $50 .88 $58.21 37.8% 52 .1% 10.0% 79.1% 

All Therapeutic Classes 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 
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92 .7% 

72 .5% 

96.9% 

88.2% 

93.2% 

86.3% 
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OPTUM 
STATE OF NEBRASKA 
744240 
WORK COMP CASE ACTIVITY 
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State of Nebraska RFP 6102 21 
Ouestion 1 tl(; ~con~ 
C,itds 

Per the Instructions for Preparation of the Proposal 

These postings will include the entire proposal or response. Bidders must request that proprietary information 
be excluded from the posting. The bidder must identify the proprietary information, mark the proprietary 
information according to state law, and submit the proprietary information in a separate container or envelope 
marked conspicuously in black ink with the words "PROPRIETARY INFORMATION". The bidder must submit a 
detailed written document showing that the release of the proprietary information would give a business 
advantage to named business competitor(s) and explain how the named business competitor(s) will gain an 
actual business advantage by disclosure of information. The mere assertion that information is proprietary or 
that a speculative business advantage might be gained is not sufficient. (See Attorney General Opinion No. 
92068, April 27, 1992) THE BIDDER MAY NOT ASSERT THAT THE ENTIRE PROPOSAL IS PROPRIETARY. COST 
PROPOSALS WILL NOT BE CONSIDERED PROPRIETARY AND ARE A PUBLIC RECORD IN THE STATE OF 
NEBRASKA. The State will then determine, in its discretion, if the interests served by nondisclosure outweighs 
any public purpose served by disclosure. (See Neb. Rev. Stat.§ 84-712.05(3)) The Bidder will be notified of the 
agency's decision. Absent a State determination that information is proprietary, the State will consider all 
information a public record subject to release regardless of any assertion that the information is proprietary. 

We have included Questions 1.46 scorecards list in the proprietary & confidential 
envelope included with this submission. 

627 
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BARCODE SPACE HERE 

HEAL TH CLAIM TRANSMITTAL UnitedHealthcare0 

' A UnitedHealth Group Company ... ,nployer Name 
Group (policy) Number 

A. SUBSCRIBER/EMPLOYEE INFORMATION 
Subscriber# or SSN: -
Last 
Name: 
Home 
Address: 

City: 

Spouse 
Last Name: 

B. PATIENT INFORMATION 
Last 
Name: 

Home 
Address: 
City: 

Sex: M D F D I Relationship 
to Subscriber: 

C. ACCIDENT INFORMATION 
·-irk 

;ident: Yes D No D 

How did the 
accident occur? 

~ OTHER INSURANCE 
Is the patient covered 
by another insurance plan? 

Name of person 
carrying other insurance: 

SSN: 
~ 

Policy 
Number: 

YesO No 0 

-
I First 
Name: 

I State: 

I First 
Name: 

I First 
Name: 

I State: 

I Full Time Student: 
YesD NoD 

I School 
Name: 

Auto 
Accident: YesD NoD 

If yes, please complete the following: 

Name of Other 
- Insurance Carrier: 

Employer 
Name: 

Phone# : 

Ml: 

Ml: 

I MI: 

( 

Date Accident 
Occurred: 

I Date of Birth: 

) 

Date of Birth : 
I I 

New 
Address: Yes D 

Zip 
Code: 
Spouse Date of Birth: 

I I 

I Date of ~irth: 
I 

I Zip 
Code: 

J School Phone # : 
( ) 

I I 

ANY PERSON WHO KNOWINGLY FILES A STATEMENT OF CLAIM CONTAINING ANY MISREPRESENTATION OR ANY 
FALSE, INCOMPLETE OR MISLEADING INFORMATION MAY BE GUILTY OF A CRIMINAL ACT PUNISHABLE UNDER LAW 

AND MAY BE SUBJECT TO CIVIL PENAL TIES. 

Subscriber Signature: Date: 

E. ASSIGNMENT OF BENEFITS 

Please sign below only if you want UnitedHealthcare to pay behafits directly to the provider of medical services. 

Subscriber Signature: -------------------- Date: 

f'!' 1 IIDELINES FOR SUBMITTING CLAIMS TO UNITEDHEAL THCARE 

Clip, do not staple, all bills to the completed form and mail them to UnitedHealthcare at the address listed on your ID card. 
• Make sure all bills indicate a diagnosis code, procedure code, date of service and cost. 
• Submit all claims to UnitedHealthcare in a timely manner. 
• Be sure to notify your employer of all address changes. 
• Please include your Subscriber# or SSN on all documents. 628 
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DPS$$$TAGL1NE 

UnitedHealthcare Service LLC 
GREENSBORO SERVICE CENTER 
P O BOX 7 40800 

UnitedHealthcar~ 
~ A UnitedHealth Group Company 

ATLANTA, GA 30374-0800 

111 I 111111 • 1• 1•11 ii• I 1 • I 1 ••II II 1111 1 •11 1111 111111111111 I I II• 11 • 11 

Have more questions about your claim? 
Visit www.myuhc.com 

for all your claim and benefit information. 

Member/Patien 
Member: 

Member ID: 
Patient: 

Relationship: 
Group Name: 

Group#: 

June 12, 2014 

Explanation of Benefits Statement 
This is not a bill. Do not pay. This is to notify you that we processed your claim. 

Claims Summary 
Detailed claim information is located on the following page(s). 

Dollar Amount Description 

STD-EOB 

Amount Billed 
$5,000.00 This is the total amount that your provider billed for the services that were provided to you. 

Plan Discounts 
$0.00 Your plan negotiates discounts with providers to save you money. This amount may also include 

services that you are not responsible to pay. 

Your Plan Paid 
$0.00 This is the portion of the amount billed that was paid by your plan. 

Total amount you owe the provider(s) 
The portion of the Amount Billed you owe the provider(s). This amount does not reflect any 
payment you may have already made at the time you received care. This amount may include your 
deductible, co-pay, coinsurance and/or non covered charges. This amount does not include any 
payments made to the subscriber*. If a payment was made directly to the subscriber, you/the 
subscriber is responsible for paying the physician, facility or other health care professional. 
• When coordination of benefits applies, this amount will include payments made to the subscriber. 

Use this EOB statement as a reference or retain as needed 
Page 1 of 4 
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UnitedHealthcare Service LLC 
GREENSBORO SERVICE CENTER 
P O BOX 7 40800 
ATLANTA,,, GA 30374-0800 
Phone: 1-o00-638-9134 

Claim Detail for 
Provider:-

Date(s) of Type of Service Notes" 
Service 

04/16/2013 SURGERY 39 
Claim Total: 

DPS$S$TAGL1NE 

UnitedHealth care 
' A~~ Company 

Claim Number: 

Amount Plan Your Plan 
Billed (-) Discounts (-) Paid 

$5,000.00 $0.00 $0.00 
$5,000.00 S0.00 S0.00 

June 12, 2014 

Have more questions about your claim? 
Visit www.myuhc.com 

for all your claim and benefit information. 

Patient Account Number: 

$5,000.00 

""This total does not reflect any payments/ copays you made at the time of service. 
Please wait for a provider bill before making a payment. 

Notes* 

39- WE WILL NEED A LEGIBLE COPY OF THE MEDICARE SUMMARY NOTICE BEFORE YOUR CLAIM CAN BE PROCESSED. WHEN REFILING THE MEDICARE 
SUMMARY NOTICE, PLEASE INCLUDE A LEGIBLE COPY OF THE ORIGINAL CLAIM OR THE EXPLANATION OF BENEFITS ORIGINALLY RECEIVED FROM US FOR 
PROPER IDENTIFICATION OF YOUR CLAIM. 

A review of this benefit determination may be requested by submitting your appeal to us in writing at the following address: UnitedHealthcare Appeals, P.O. Box 30432, Salt 
Lake City, UT 84130-0432. The request for your review must be made within 180 days from the date you receive this statement. If you request a review of your claim denial, 
we will complete our review no later than 30 days after we receive your request for review. 

If your plan is governed by ERISA, you may have the right to file a civil action under ERISA if all required reviews of your claim have been completed. 

You or your authorized representative, such as a family member or physician, may appeal the decision by submitting comments, documents or other relevant information to 
the appeal address referenced above. 

You may request copies (free of charge) of information relevant to your claim by contacting us at the above address. 

Availability of Consumer Assistance/Ombudsman Services: 
There may be other resources available to help you understand the appeals process. If your plan is governed by ERISA, you can contact the Employee Benefits Security 
Administration at 1-866-444-EBSA (3272). If your plan is not governed by ERISA. you can contact the Department of Health and Human Services Health Insurance 
Assistance Team at 1-888-393-2789. 

If we continue to deny the payment. coverage, or service requested or you do not receive a timely decision, you may be able to request an external review of your claim by an 
ind~endent third party, who will review the denial and issue a final decision. 

STD-EOB Use this EOB statement as a reference or retain as needed Page 2 of 4 
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UnitedHealthcare Service LLC 
GREENSBORO SERVICE CENTER 
P O BOX 7 40800 
ATLANTA,,, G6.. 30374-0800 
Phone: 1-o00-638-9134 

DPS$SSTAGL1NE 

UniLedHealthcare 
~ A Lhi1ulHealth Gm.!) Company 

June 12, 2014 

Have more questions about your claim? 
Visit www.myuhc.com 

for all your claim and benefit information. 

Insurance fraud adds millions to the cost of health care. If services are listed which you did not receive or service you were told would be free, call 1-800-638-9134. 

Meet Your Needs Online 

At almost an-ytime day or night, you can review claims, check eligibility, locate a network physician, request an ID card, refill prescriptions if eligible, obtain more information on 
EOB content and more! For immediate, secure self-service visit www.myuhc.com. 

Myuhc Registration 

You can register and begin using myuhc in the same session. Navigate to www.myuhc.com to register. The information required for registration is on your insurance ID card 
(first name, last name, member ID, group number and date of birth). 

Maintaining the privacy and security of individuals' personal information is very important to us at United Healthcare. To protect your privacy, we implemented strict 
confidentiality practices. These practices include the ability to use a unique individual identifier. You may see the unique individual identifier on UnitedHealthcare 
correspondence , including medical ID cards (if applicable), letters, explanation of benefits (EOBs) , and provider remittance advices (PRAs). If you have any questions about 
the unique individual identifier or its use, please contact your customer care professional at the number shown at the top of this Statement. 

Please call the number included in this document or on the back of your ID card if you need diagnosis and/or treatment code information regarding the services referenced in 
this communication. 

Pan Dbu.."T1,;.,.--r ill>Lhllmci u cu t.:,-,pa.no l, l Lum i:: ul ru1n:L.:n, Llt.: 1..cl ~ li.m(l cp.LC sc i LLi.:luyc t.:n c~1L.: 

d.c-c:umento o aJ dorsc de s..L ta."jc:ta de idemiJ1c::acio IL 

O> 
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UnitedHealthca.re 
UnitedHealthcare Service LLC 
GREENSBORO SERVICE CENTER 
P O BOX 7 40800 

~ A UvtlldHealtn Group Company 

ATLANTA.,, GA 30374-0800 
Phone: 1-o00-638-9134 

June 12, 2014 

Have more questions about your claim? 
Visit www.myuhc.com 

for all your claim and benefit information. 

Account Summary 
Summary of Deductible and Out of Pocket 
Plan Year: 2013 

Annual 

Relations hip: ~ Amount =----==--
(-)Applied to 

Date 
(=) Remaining 

Balance 

Deductible $150.00 $0.00 $150.00 

Out of Pocket $1,000.00 $0.00 $1,000.00 

Definitions of Key Terms 
Applied to Date: The total amount of money applied to your deductible or out of pocket as of 
this EOB statement. 

Out of Pocket: The out of pocket maximum is the dollar amount you pay before your plan 
benefit starts paying at 100% for eligible health care services. Please refer to your plan 
documents for specific information on what costs apply to the maximum amount. 

Plan Year: The dates your plan benefit maximums are applicable. 

0) 
c., 
I\) 

FAMILY 

Deductible 

Annual 
Amount 

$450.00 

(-)Applied to 
Date 

$0.00 

(=)Remaining 
Balance 

$450 00 

Deductible: The deductible is the fixed dollar amount that you pay each year toward eligible 
health care services before your plan benefits are payable. Once the deductible has been 
met, the co-payment and/or coinsurance period of your plan may begin. Please refer to your 
plan documents for specific infonmation regarding what seNices apply to the deductible . 

Patient Non Covered: The amount of money you pay for services that are not covered 
under your plan. 

STD-EOB Use this EOB statement as a reference or retain as needed Page 4 of 4 
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Due to the size of the requested attachment, we have included it electronically. 
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UnitedHealth Group Employer Network Advisory 

For 
STATE OF NEBRASKA 

June 18, 2019 

This Network Advisory provides updates on hospitals (including hospital systems) in the 
UnitedHealth Group Network including: 

• All recent and upcoming hospital additions 
• Contract negotiation status for hospitals within 90 days of contract expiration 

with whom STATE OF NEBRASKA meets one or more of the following 
criterion: 

o 20 or more claimants* based on 12 months of recent claim activity 
o Market is included in watch list where hospitals in a system negotiation 

are located 

• WATCH LIST of Key Markets selected by STATE OF 
NEBRASKA: 

• Below is a list of selected markets that STA TE OF NEBRASKA has 
requested to be tracked REGARDLESS of the utilization with hospital 
systems, and IN ADDITION TO, utilization with the system(s) that qualify 
based on the claimant threshdd: 

• No Markets Currently being Watched 

o Please work with your Account Management Team to add or remove specific Key 
Markets from your Watch List. 

• Current List and State Map of Commercial Accountable Care Organizations 
(ACO's) 

• Renewals related to all hospital negotiations previously tracked in this 
advisory 

• Contract expirations related to all hospital negotiations previously tracked in 
this advisory 

Link through on the name of individual hospitals in the tables below to access additional 
detail, including the following for each hospital with whom negotiations are ongoing: 

• A summary of the issues shaping each negotiation, plus progress and next 
steps 

635 



• A list of alternate hospitals within 15 miles 
• A sample of the letter to be mailed to members notifying them of potential 

contract expiration 

Please note that the content of this Advisory reflects the UnitedHealth Group proprietary 
network, and excludes Passport networks including Harvard-Pilgrim . For additional 
information on the contents of this Advisory, please contact your Account Management 
Team. 

*Please note: A member that incurred both inpatient and outpatient services is counted as t~ claimants 
(1 claimant for inpatient and 1 claimant for outpatient). 
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Complete List of All Recent and Upcoming Hospital Additions to the UnitedHealth 
Group Network: 

Hospital/System Name Effectlv e OafjJ Locatjon (Market) 
4t of M'embers (r:r 

M·arket 
RIN1.;;1.;;0L COUNTY HOSP IT AL/ 7/1/2019 Des Moines, IA 1 
RINGGOLD COUNTY HOSPITAL 

Contract Negotiation Status for Hospitals meeting customer criteria - Potential 
contract expiration dates within 30 DAYS: 

There are no events Oto 30 days old. 

Contract Negotiation Status for Hospitals meeting customer criteria - Potential 
contract expiration dates within 31-60 DAYS: 

There are no events 31 to 60 days old. 

Contract Negotiation Status for Hospitals meeting customer criteria - Potential 
contract expiration dates within 61-90 DAYS: 

There are no events 61 to 90 days old. 

Hospital Contracts RENEWED (For Negotiations Previously Tracked in this 
Advisory): 

There are no renewal events. 

Hospital Contracts EXPIRED (For Negotiations Previously Tracked in this 
Advisory): 

There are no termination events. 
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APPENDIX 
UnitedHealth Group Network Stability Overview: 

UnitedHealth Group Commercial Hospital Network Stability Map 
YTD 2019 Percentage Hospital Turnover by State 

-\1..,,.,,r. 

tJ UnitedHealthcare· 

MA 
0.0% 

CT 
o.o,;,: 
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UnitedHealthcare Commercial Accountable Care Organizations 
Current as of March 2019 

I State Market Full Name 

ARKANSAS Little Rock Baptist Health Little Rock 

Statewide Northwest-Sparks Quality Alliance 

ARIZONA Phoenix Arizona Care Network 

Banner 

Commonwealth 

Tucson Arizona Community Physicians 

Arizona Connected Care 

CALIFORNIA LA/Orange County Cedars Sinai Medical Group 

Healthcare Partners 

Monarch 

San Diego Sharp Community Medical Group 

Sharp Rees-Stealy Medical Group 

San Fran. Brow, & Toland 

Hill Physicians 

John Muir Health System 

Sutter Bay Palo Alto Medical Foundation 

Sutter Valley 

San Jose Primecare 

COLORADO Denver Centura 

HealthOne Colorado Care Partners 

New West 

Physician Health Partners - Prime 

CONNECTICUT Hartford Community Medical Group 

Integrated Care Partners 

Pro Health CT 

Saint Francis 

FLORIDA Miami Baptist South Florida 

Orlando Florida Accountable Care Services 

Florida Hospital Physician Network 

South Florida ACHN Holy Cross 

ACHN Memorial Health Network 

Palm Beach ACO 

Tampa lntercoastal Medical Group 
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State Market Full Name 

FLORIDA Tampa Millennium Physicians Group 

GEORGIA Atlanta DeKalb 

Macon Georgia Physicians for Accountable Care 

ILLINOIS Chicago Advocate 
IL Health Partners 

INDIANA Indianapolis Community Health Network 

Franciscan Health 

IOWA Des Moines Iowa Health Physicians 

Davenport Genesis 

KANSAS Kansas City St. Luke's Medical Group 

Wichita Via Christi 

KENTUCKY Louisville Norton Healthcare 

LOUISIANA Baton Rouge FMOL / Health Leaders Network 

New Orleans Gulf South Quality Network 

LCMC Healthcare Partners 

Ochsner 

MARYLAND Baltimore University of Maryland 

MINNESOTA Metro Minnesota Fairview Health Services 

MISSISSIPPI Hattiesburg Hattiesburg Clinic 

MISSOURI St Louis Esse Health 

SSM Health 

NEBRASKA Omaha Nebraska Health Network ACO 

Uninet 

NEW JERSEY Northern New Jersey Atlantic Health 

ColigoCare 

Hackensack Meridan 

Hunterdon 

Optimus 

Riverside Pediatric Group 

NEW MEXICO Albuquerque Presbyterian Healthcare Services 

NEW YORK Hudson Valley Crystal Run 

Long Island Good Samaritan 

IPA of Nassau & Suffolk Counties 

NEW YORK New York City Catholic Health Services - Long Island (CHSLI) 

Columbia Medical Group NY 

Columbia IPA 
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State Market Full Name 

New York City Cornell 

Maimonides IPA 

Mount Sinai 

North Shore IPA 

NYU 

Westchester White Plains IPA 

NORTH CAROLINA Greensboro Cornerstone 

Triad Healthcare 

Raleigh-Durham WakeMed 

OHIO Cincinnati Christ Hospital Medical Assoc. 

St. Elizabeth's Physicians 

TriHealth Physician Practice 

Cleveland Cleveland Clinic 

University Hospital 

Columbus Central Ohio Primary Care 

Mt Carmel 

Ohio Health 

OKLAHOMA Oklahoma City lntegris Health Metro 

OREGON Portland Legacy Health 

Providence Health and Services 

PENNSYLVANIA Philadelphia Delaware Valley ACO (DVACO) 

RHODE ISLAND Statewide Coastal Medical 

Lifespan 

Prospect Health 

Rhode Island PC 

SOUTH CAROLINA Greenville Southeastern Health Partners 

TENNESSEE Johnson City State of Franklin Healthcare 

Memphis, Nashville HealthChoice 

Nashville Vanderbilt Medical Group 

TEXAS Austin Seton 

Austin/Waco Baylor Central 

Dallas Baylor North 

NTX Catalyst Health System 

PPN 

Texas Clinically Integrated Network 

UTSW 

641 



State Market Full Name 

TEXAS El Paso Tenet El Paso 

Houston Kelsey-Seybold 

Memorial Hermann 

TMA Practice Edge 

Rio Valley Tenet Rio Valley 

San Antonio Tenet San Antonio 

WellMed 

VIRGINIA Arlington Privia 

Signature Partners 

Fairfax Loudoun 

Richmond Virginia Care Partners 

WASHINGTON Seattle Multicare 

Physician Care Alliance 

Rainier Health Network/ Franciscan 

University of Washington 

Spokane Providence 

WISCONSIN Green Bay Bellin Health 

Theda Care 

Milwaukee Froedert/MCW 
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We have over 125 commercial ACOs contracted today. rvlore than 30 of these groups 
are also participating in our ACO product models, which span 24 markets in 15 states. 

• Current Contracted ACOs 
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UnitedHealthcare 
UnitedHealt hcare Insurance Company 
P.O. Box 30555 
Salt Lake City, UT 84130-0555 

[MM/DD/YYYY] 
[MEMBER FIRST NAME LAST NAME] [MEMBER ADDRESS] 
[MEMBER CITY, STATE ZIP] 

RE: Notice of Potential Termination - Hospital may no longer be in United Healthcare network 
beginning [MM/DD/YYYY] 

Dear UnitedHealthcare Member: 
UnitedHealthcare is committed to providing its customers with access to a broad network of physicians, 
hospitals and other health care professionals to meet their individual needs. Occasionally, for a variety 
of reasons, a relationship ends between our network and a hospital. 

We are working diligently to continue our contractual relationship with [Hospital Name], a hospital 
with whom you or a dependent has a relationship. Unfortunately, we have not yet reached an agreement 
with them and the deadline for the contract is rapidly approaching. We assure you we are making every 
effort to reach a successful resolution . Nevertheless, while we continue our contracting efforts, you may 
need to make plans if [Hospital Name] becomes an out-of-network provider. Utilizing an out-of
network provider may result in higher costs for you. 
We will notify you if we reach an agreement by [MM/DD/YYYY]. Ifwe do not reach an agreement 
with [Hospital Name], to continue receiving the highest level of benefits, you should choose another 
hospital within the UnitedHealthcare network for care that you will receive beginning 
[MM/DD/YYYY] . As always, emergency services will be covered at network benefit levels, 
regardless, if you go to a network or non- network hospital. 

Listed below are network hospitals in your area. If your physician recommends another hospital to you, 
please call Customer Care to confirm that they participate in our network. If you need help locating a 
network hospital, please call Customer Care at the phone number on your health plan ID card or review 
our online Physician Directory on myuhc.com ®. 

I. Log on to W\\W.myuhc.com with your username and password. 
2. Click on Find a Doctor. 
3. Follow the directions to search by various criteria. 

If you or a family member is pregnant or undergoing treatment for an acute condition with [Hospital 
Name], you may be able to continue your current course of care at network benefit levels with 
Continuity of Care benefits . These benefits are subject to the hospital's contract and will be limited to a 
specified period of time. To find out if you are eligible, please contact Customer Care. 
We value our relationship with you, and we appreciate your understanding as we strive to provide you 
with continued access to health care. 
Sincerely, UnitedHealthcare 

UnitedHealthcare network hospitals in your area. 
[Alternate Hospital Name 1] 
[Alternate Hospital Name3] 
[Alternate Hospital Name 5] 

[Alternate Hospital Name 2] 
[Alternate Hospital Name 4] 
[Alternate Hospital Name 6] 
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UnitedHealth Group Employer Network Advisory 

For 
STATE OF NEBRASKA 

June 18, 2019 

This Network Advisory provides updates on hospitals (including hospital systems) in the 
UnitedHealth Group Network including: 

• All recent and upcoming hospital additions 
• Contract negotiation status for hospitals within 90 days of contract expiration 

with whom STATE OF NEBRASKA meets one or more of the following 
criterion: 

o 20 or more claimants* based on 12 months of recent claim activity 
o Market is included in watch list where hospitals in a system negotiation 

are located 

• WATCH LIST of Key Markets selected by STATE OF 
NEBRASKA: 

• Below is a list of selected markets that STA 1E OF NEBRASKA has 
requested to be tracked REGARDLESS of the utilization with hospital 
systems, and IN ADDl110N TO, utilization with the system(s) that qualify 
based on the claimant threshold: 

• No Markets Currently being Watched 

o Please work with your Account Management Team to add or remove specific Key 
Markets from your Watch List. 

• Current List and State Map of Commercial Accountable Care Organizations 
(ACO's) 

• Renewals related to all hospital negotiations previously tracked in this 
advisory 

• Contract expirations related to all hospital negotiations previously tracked in 
this advisory 

Link through on the name of individual hospitals in the tables below to access additional 
detail, including the following for each hospital with whom negotiations are ongoing: 

• A summary of the issues shaping each negotiation, plus progress and next 
steps 
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• A list of alternate hospitals within 15 miles 
• A sample of the letter to be mailed to members notifying them of potential 

contract expiration 

Please note that the content of this Advisory reflects the UnitedHealth Group proprietary 
network, and excludes Passport networks including Harvard-Pilgrim. For additional 
information on the contents of this Advisory, please contact your Account Management 
Team. 

*Please note: A member that incurred both inpatient and outpatient services is counted as t\l\O claimants 
(1 claimant for inpatient and 1 claimant for outpatient). 

646 



Complete List of All Recent and Upcoming Hospital Additions to the UnitedHealth 
Group Network: 

Hospital/System Name Effectlv e Date Location (Market) 
# of Members In 

Market 
RINGGOL COUNTY HOSPITAL/ 7/1/2019 Des Moines, IA 1 
RINGGOLD COUNTY HOS PIT AL 

Contract Negotiation Status for Hospitals meeting customer criteria - Potential 
contract expiration dates within 30 DAYS: 

There are no events Oto 30 days old. 

Contract Negotiation Status for Hospitals meeting customer criteria - Potential 
contract expiration dates within 31-60 DAYS: 

There are no events 31 to 60 days old. 

Contract Negotiation Status for Hospitals meeting customer criteria - Potential 
contract expiration dates within 61-90 DAYS: 

There are no events 61 to 90 days old. 

Hospital Contracts RENEWED (For Negotiations Previously Tracked in this 
Advisory): 

There are no renewal events . 

Hospital Contracts EXPIRED (For Negotiations Previously Tracked in this 
Advisory): 

There are no termination events . 
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APPENDIX 
UnitedHealth Group Network Stability Overview: 

UnitedHealth Group Commercial Hospital Network Stability Map 

YTD 2019 Percentage Hospital Turnover by State 
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UnitedHealthcare Commercial Accountable Care Organizations 
Current as of March 2019 

I State 
f 

Market Full Name 

ARKANSAS Little Rock Baptist Health Little Rock 

Statewide Northwest-Sparks Quality Alliance 

ARIZONA Phoenix Arizona Care Network 

Banner 

Commonwealth 

Tucson Arizona Community Physicians 

Arizona Connected Care 

CALIFORNIA LA/Orange County Cedars Sinai Medical Group 

Healthcare Partners 

Monarch 

San Diego Sharp Community Medical Group 

Sharp Rees-Stealy Medical Group 

San Fran. Brown & Toland 

Hill Physicians 

John Muir Health System 

Sutter Bay Palo Alto Medical Foundation 

Sutter Valley 

San Jose Primecare 

COLORADO Denver Centura 

HealthOne Colorado Care Partners 

New West 

Physician Health Partners - Prime 

CONNECTICUT Hartford Community Medical Group 

Integrated Care Partners 

Pro Hea Ith CT 

Saint Francis 

FLORIDA Miami Baptist South Florida 

Orlando Florida Accountable Care Services 

Florida Hospital Physician Network 

South Florida ACHN Holy Cross 

ACHN Memorial Health Network 

Palm Beach ACO 

Tampa lntercoastal Medical Group 
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State Market Full Name 

FLORIDA Tampa Millennium Physicians Group 

GEORGIA Atlanta DeKalb 

Macon Georgia Physicians for Accountable Care 

ILLINOIS Chicago Advocate 

IL Health Partners 

INDIANA Indianapolis Community Health Network 

Franciscan Health 

IOWA Des Moines Iowa Health Physicians 

Davenport Genesis 

KANSAS Kansas City St. Luke's Medical Group 

Wichita Via Christi 

KENTUCKY Louisville Norton Healthcare 

LOUISIANA Baton Rouge FMOL / Health Leaders Network 

New Orleans Gulf South Quality Network 

LCMC Healthcare Partners 

Ochsner 

MARYLAND Baltimore University of Maryland 

MINNESOTA Metro Minnesota Fairview Health Services 

MISSISSIPPI Hattiesburg Hattiesburg Clinic 

MISSOURI St Louis Esse Health 

SSM Health 

NEBRASKA Omaha Nebraska Health Network ACO 

Uninet 

NEW JERSEY Northern New Jersey Atlantic Health 

ColigoCare 

Hackensack Meridan 

Hunterdon 

Optimus 

Riverside Pediatric Group 

NEW MEXICO Albuquerque Presbyterian Healthcare Services 

NEW YORK Hudson Valley Crystal Run 

Long Island Good Samaritan 

IPA of Nassau & Suffolk Counties 

NEW YORK New York City Catholic Health Services - Long Island (CHSLI) 

Columbia Medical Group NY 

Columbia IPA 
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I State Market Full Name 

New York City Cornell 

Maimonides IPA 

Mount Sinai 

North Shore IPA 

NYU 

Westchester White Plains IPA 

NORTH CAROLINA Greensboro Cornerstone 

Triad Healthcare 

Raleigh-Durham WakeMed 

OHIO Cincinnati Christ Hospital Medical Assoc. 

St. Elizabeth's Physicians 

TriHealth Physician Practice 

Cleveland Cleveland Clinic 

University Hospital 

Columbus Central Ohio Primary Care 

Mt Carmel 

OhioHealth 

OKLAHOMA Oklahoma City lnteg_ris Health Metro 

OREGON Portland Legacy Health 

Providence Health and Services 

PENNSYLVANIA Philadelphia Delaware Valley ACO (DVACO) 

RHODE ISLAND Statewide Coastal Medical 

Lifespan 

Prospect Health 

Rhode Island PC 

SOUTH CAROLINA Greenville Southeastern Health Partners 

TENNESSEE Johnson City State of Franklin Healthcare 

Memphis, Nashville HealthChoice 

Nashville Vanderbilt Medical Group 

TEXAS Austin Seton 

Austin/Waco Baylor Central 

Dallas Baylor North 

NTX Catalyst Health System 

PPN 

Texas Clinically Integrated Network 

UTSW 
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State Market Full Name I 

TEXAS El Paso Tenet El Paso 

Houston Kelsey-Seybold 

Memorial Hermann 

TMA Practice Edge 

Rio Valley Tenet Rio Valley 

San Antonio Tenet San Antonio 

WellMed 

VIRGINIA Arlington Privia 

Signature Partners 

Fairfax Loudoun 

Richmond Virginia Care Partners 

WASHINGTON Seattle Multi care 

Physician Care Alliance 

Rainier Health NetvVOrk / Franciscan 

University of Washington 

Spokane Providence 

WISCONSIN Green Bay Bellin Health 

Theda Care 

Milwaukee Froedert/MCW 
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We have over 125 commercial ACOs contracted today. rvlore than 30 of these groups 
are also participating in our ACO product models, which span 24 markets in 15 states. 

• Current Contracted ACOs 
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UnitedHealthcareO) 
UnitedHealthcare Insurance Company 
P.O. Box 30555 
Salt Lake Ci ty, UT 84130-0555 

[ MM/DD/YYYY] 
[MEMBER FIRST NAME LAST NAME] [MEMBER ADDRESS] 

[MEMBER CITY, STATEZIP] 

RF.: Notice of Potential Termination - Hospital may no longer be in United Healthcare network 
beginning [MM/DD/YYYY] 

Dear UnitedHealthcare Member: 
UnitedHealthcare is committed to providing its customers with access to a broad network of physicians, 
hospitals and other health care professionals to meet their individual needs. Occasionally, for a variety 
of reasons , a relationship ends between our network and a hospital. 

We are working diligently to continue our contractual relationship with [Hospital Name], a hospital 
with whom you or a dependent has a relationship. Unfortunately, we have not yet reached an agreement 
with them and the deadline for the contract is rapidly approaching. We assure you we are making every 
effort to reach a successful resolution. Nevertheless , while we continue our contracting efforts, you may 
need to make plans if [Hospital Name l becomes an out-of-network provider. Utilizing an out-of
network provider may result in higher costs for you. 
We will notify you if we reach an agreement by [MM/DD/YYYY]. If we do not reach an agreement 
with [Hospital Name] , to continue receiving the highest level of benefits , you should choose another 
hospital within the UnitedHealthcare network for care that you will receive beginning 
[MM/00/YYYY] . As always, emergency services will be covered at network benefit levels, 
regardless, if you go to a network or non- network hospital. 

Listed below are network hospitals in your area. If your physician recommends another hospital to you, 
please call Customer Care to confirm that they participate in our network. If you need help locating a 
network hospital, please call Customer Care at the phone number on your health plan ID card or review 
our online Physician Directory on myuhc.com ®. 

I. Log on to www.myuhc.com with your username and password. 
2. Click on Find a Doctor. 
3. Follow the directions to search by various criteria. 

If you or a family member is pregnant or undergoing treatment for an acute condition with [Hospital 
Name], you may be able to continue your current course of care at network benefit levels with 
Continuity of Care benefits. These benefits are subject to the hospital's contract and will be limited to a 
specified period of time. To find out if you are eligible, please contact Customer Care. 
We value our relationship with you, and we appreciate your understanding as we strive to provide you 
with continued access to health care. 
Sincerely, UnitedHealthcare 

UnitedHealthcare network hospitals in your area. 
[ Alternate Hospital Name I] 

[Alternate Hospital Name3] 

[Alternate Hospital Name 5] 

[Alternate Hospital Name 2] 

[Alternate Hospital Name 4] 

[Alternate Hospital Name 6] 
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Employer eServices® 

eServices Customer Reporting 

Sample Report Package 
Automated & Custom Reports 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices(e: 

Reports by Service Level 
REPORT NAME STANDARD SELECT EXPANDED 

Financial 
Claim Expenses by Size of Payment D • • 
Claim Lag Study D • • 
Detail Payment t D C C 
Detail Payment Non - Confidential C C 
Financial Managed Ad Hoc • 
Large Loss Claim Payments t D C C 
Payments by Benefit Type D • • 
Payments By Month D • • 
Premium Managed Ad Hoc± • 
Premium vs Claims Incurred Including IBNR ± D • • 
Managed Pharmacy 
Key Generic Substitution Indicators By Month • 
Managed Pharmacy Ad Hoc • 
Managed Pharmacy Cost and Utilization by Month • • 
Managed Pharmacy Critical Indicators • 
Managed Pharmacy Plan Performance D • • 
Managed Pharmacy Utilization by Age Group • 
Top Drug Utilization Ranked by Net Paid • 
Top Drug Utilization Ranked by Volume • 
Top Therapeutic Class Utilization Ranked by Net Paid • 
Top Therapeutic Class Utilization Ranked by Volume • 
Medical 
Bill Count by Month t • 
Claim Experience Report c:: • • 
Cost and Utilization by Procedure • • 
Cost and Utilization Summary • • 
Distribution of Discounts • 
Distribution of Ineligible Charges • 
Distribution of Other Savings • 
Healthcare Cost Management Summary D • • 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices@ 

Reports by Service Level (cont.) 

REPORT NAME 
Inpatient Event Ad Hoc 
Inpatient Utilization and Costs by Admission Type 
Inpatient Utilization by Diagnosis 
Medical Dollar Ad Hoc 
Medical Utilization Ad Hoc 
Member Cost Sharing Detail Report - Non-Confidential 
Member Cost Sharing Detail Report-ASO Confidential t 
Network Utilization 
Outpatient Utilization by Diagnosis 
Top Hospitals Ranked by Total Net Paid 
Top Physicians Ranked by Total Net Paid 
Utilization and Costs by Provider Type 
Utilization by Age Group 
Utilization by Diagnosis 

Membership 
Membership by Market 
Membership By Month 
Membership Managed Ad Hoc 
Membership with Demographic and Geographic Factors 

STANDARD SELECT EXPANDED 

D 

= 

D 

• 
C 

• 

• 
• 

• 

• 
• 
• 
• 
• 
• 
C 

• 
• 
• 
• 
• 
• 

• 
• 
• 
• 

o Automated Reports are system generated on a prearranged schedule using fixed date and data parameters 
• Custom Reports which are customer driven on an as-needed basis using flexible date and data parameters 
C Report is available to those with Confidential access 
± Report includes information for fully insured funding only 
t Report includes information for ASO funding only 
~ Report includes HRA plan information 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices·:~) 

Financial 

Claim Expenses by Size of Payment 

Payment 
Cate o 

M t . Number of I 
e ncs Claimants O/o Claimants Pa ments 0/o Pa ments 

Total 2,043 100.0% $3,028,750.32 100.0% 
<$ .01 19 0.9% ($4,365.19) (0.1 % ) 
$.01-$49 195 9 .5% 5,472.25 0.2% 
$50-$99 202 9.9% $14,834.39 0.5% 
$100-$249 420 20.6% $69,991.81 2.3% 
$250-$499 380 18.6% $135, 179.03 4 .5% 
$500-$999 302 14.8% $215,372.49 7 .1% 
$1,000-$2,499 324 15.9% $503,095.44 16.6% 
$2,500-$4,999 103 5.0% $361,542.33 11.9% 
$5,000-$9,999 52 2.5% $363,521.02 12.0% 
$10,000-$14,999 22 1.1% $257,225.76 8 .5% 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices@ 

Claim Lag Study 

Payments 
Book 
Year/Month 

;,:etr, , .s 

5':::" ;- 1i ~t:: 

Yea r ' f"1,J ;~ t:-.. 2008-01 I 2008-02 2008-03 I 2008-04 2008-05 2008-06 I Total 
2008-01 $111,394 $0 $0 $0 $0 $0 $111,394 

2008-02 $216,056 $167,146 $0 $0 $0 $0 $383,202 
- -

2008-03 $64,015 $350,339 $135,190 $0 $0 $0 $549,544 
-, 

2008-04 $8,916 $37,311 $303,377 $166,481 $0 $0 $516,086 

2008-05 $10,550 $18,506 $18,923 $258,669 $182,371 $0 $489,019 - -- - - - -
2008-06 $2,222 $6,085 $21,927 $19,803 $250,822 $185,902 $486,760 

Total $413,152 $579,387 $479,417 $444,953 $433,193 $185,902 $2,536,004 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices® 

Detail Payment 

SMIIICnl>lr Number.Sullsalb., N1n,e·a.1m1rr1 Rm Name - . . 
Other 00999903 

Medco Ht!a!th Pa~ments. NN 00999904 

000!! Hllll 
.ASTNAME, A. -'NAME 

Subscriber Act1\le Non-Medicare 
Standarc 

Outpi,t,enVProressk>nal ~"' lS 
~ M•dlc.tl ~men ' 

S1ondo,e 

00999914 

10000001 

40000004 

Total 
Tlllal 

00999901 

00999905 

8NA1'1E 

0th~ 
Sob!icrlber Active Non-MedlCilre Medco Health Payments, ~ 

Standard 

00999906 

00999906 

00999910 

Total 
00999901 

Other 00999907 

XfllAf,IE 

Medi:o Ht.Jlth Pa•fmtmti, NN 
Standard 

Spouse Active Non-Medic.are 
00999911 

00999912 

ourpanent x-Rav am.1 OOo!I 
P<1,men1.>, Ve cab ~mml•«t 

!2000021 

2)000032 

0001 1 !!Jl 12 
lAS'rnAME, B. Total 

Other 
Medco Hcaltn P'aylflcnts, N~ 00999909 

l'NAMf 

ChMd 
Standard 

Actt1111 Non .. Medlcar.e 
Outpati,nt/Profe;sional ~~or 

Ve 
Medkal 5:~,,~~~:· 

3000000] 

Stuaent Attlvr Non-Medlc!re 
Outpf!ti4!'nt/Pm~e-i;s1oni;i1I ~ J1itt- ts 
Medical 51:'it:~d · 

v~ lUOUUUOl 

T-
Otner 

M,dco Health ?a~ments, NN 0099991J 

ZNAf,IE 
Child Active 

Standard 
Non-Medicare 

Outpatient/Professional ~tl'cr ~ 
Medical •~~" '· 

If" 
Sta,.ia, d 

0100000) 

Total 
T....i 

T-1 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 

2/2/2004 26·FEB-04 20·FE8·04 

l/2/2004 26·FEB·04 20·FEB·04 

5/3/2004 20-MAY-04 14-MAY-04 

2/2/2004 lO-FeB-04 2J-FEB·04 

~/3/2004 l4·MAY·04 l7·MAY·04 

1/26/2004 l2-FEB·04 06·FEB•04 

5/"}.4/100'4 \ 7. IUN·04 l l-JUN·04 

2/4/2004 26·FEB·04 20·FEB-04 

4/10/2004 06·MAY·04 30-APR·04 

3/5/2004 
25-MAR· 

!9·MAR· 04 04 

12/22/2003 !S·JAN-04 09-JAN-04 

2/4/2004 26 FEB-04 20·FEB·04 

]/3/2004 
25-MAR-

19-MAR,04 
04 

4/30/2004 20·MAY·04 14-MAY-04 

4/26/2004 07· MAY·04 10-MAY-04 

4/26/2004 Zl·MAY-04 24·MAY·04 

3/25/2004 0B·APR·04 02·APR·04 

3/25/2004 l2·APR·04 B·APR·04 

l/lb/WU4 
09-MAR· 

UY-MAK·IJ4 04 

5/6/2004 20-MAY-04 14-MAY 04 

5/6/2004 28-MAY-04 01-JUN-04 

-Zm ,L·M 
S!B.02 

$11.75 

$47.1 9 

$46 40 

$)4,93 

$158.30 
$1511,30 

S34 45 
Sl7 39 

Sl.14 

S37.39 

$34.45 

$1+u2 
$55.22 
$1B 26 

$51 42 

$4B Tl 

$1!4.59 

$20.]0 

$3118.56 

$6.50 

$43.28 

$4.J.l8 

$93.CHI 

$61.7 L 

$44 .89 

•1oe.eo 
$11".04 

$3,273,298.92 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices@ 

Financial Managed Ad Hoc 

I UnitedHealthcare UnitedHealthcare UnitedHealthcare 
Options w/ Ben Options w/o Ben I UnitedHealthcare Dental Managed 

Employment Diff PPO Diff PPO Indemnity Indemnity Total 
Suffix , Status Metrics I Payments Pa ments Payments Payments Pa ments 
AA Active $334,336.91 $85,048.00 $0 $0 $417.384.91 

C 
Active $1,502.,107.99 $84,459.26 $0 $0 $1,586,567.25 
Retired $6,868.98 $0 $0 $0 $6,868.98 

DD Active $0 $0 $0 $79,957.11 $79,957.11 

L 
Active $0 $0 $1,341.53 $0 $1,341.53 
Retired $1,240.89 $0 $270,328.19 $0 $271,569.08 

Total $1,842.554.77 $169,507.26 $271,669.72 $79,957.11 $2,363,688.86 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices® 

Large Loss Claim Payments 

Claimant Relationship Subscriber 
Employment 

Status 

Child 
First name 

Total 

First name Child 

First name Total 

......... .. 
00000300123 
LASTNAME, X. Not Active 

F. t Other Dependa 00000001234 N t Act· 
1rs name nt LASTNAME, X. o 1ve 

First name Total 

First name Spouse 

First name Total 

Total 

00000012345 
LASTNAME, X. Active 

Medicare 
Status 

,Non- Medicare 

Non-Medicare 

Non-Medicare 

Non-Medicare 

-·· 000001234 AB 1 

000001234 ,AB 1 

000001234 AC 1 

000001234 AB 1 

Product 
HMO Account 
Division 

POS Select Plus (POS) ~N~ ED HEALTHCARE 

POS Select Plus (POS)i~:~~ED HEALTHCARE 

POS Select Plus (POS) ~NN~~ED HEALTHCARE 

POS Select Plus (POS)~NN~TED HEALTHCARE 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 

Payments 

$231,861.76 

$231,861.76 

$4,443.58 

_$4,443.58 

$166.597.75 

$166.597.75 

$102,951.52 

$102,951.52 

$505,854.61 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices'F: 

Payments by Benefit Type 

50 Dental 

70 Orthodontia 

200 Medco Health 

260 Inpatient Hospital Room & Board 

270 Inpatient Hospital Miscellaneous 

300 
Outpatient Hospital 
Miscellaneous 

310 Emergency Room 

320 Surgery 

330 Anesthesia 

350 Assistant Surgical 

360 Inpatient Medical 

380 Other Medical 

390 Chemotherapy 

400 Radiation Therapy 

410 Outpatient X-Ray and Lab 

420 Outpatient Psychiatric 

450 
Comprehensive Medical 
Expenses 

470 Supplemental Accident 
--

Total 

$83,151.90 

$0.00 

$351,820.43 

$92,086.43 
-

$336,389.41 

$123,245.79 

$34,311.85 

$79,494.60 

$28,999.63 

$10,909.06 

$19,294.39 -
$9,095.17 

$127.18 

$10,490.98 
-

$197,836.80 
~ 

$7,369.57 

$33,353.46 

$7,251.83 

$1,628,755.97 

Spouse 

Payments 

$64,115.31 

$0.00 

$218,479.41 

$40,053.51 

$94,304.29 

$126,805.98 

$19,655.80 

$88,983.14 

$20,529.74 

$1,453.11 

$2,400.78 

$261.14 

$4,399.91 

$53.84 

$121,870.14 

$9,068.03 

$96.04 

$5,189.65 

$970,515.94 

Dependent/ Other 

Payments 

$68,766.18 

$8,669.29 

$112,327.41 

$56,042.84 

$31,004.03 

$71,471.47 

$20,616.91 

$28,898.83 

$6,595.97 

$97.53 

$14,588.36 
-

$1,077.58 

$789.11 

$0.00 

$52,511.69 

$6,776.30 

$109.13 

$15,177.14 

$654,695.40 
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Total 

Payments 

$216,033.39 

$8,669.29 

$682,627.25 

$188,182.78 

$461,697.73 

$321,523.24 

$74,584.56 

$197,376.57 

$56,125.34 

$12,459.70 

$36,283.53 

$10,433.89 

$5,316.20 

$10,544.82 

$372,218.63 

$23,213.90 

$33,558.63 

$27,618.62 

$3,253,967.31 
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Employer eServices@ 

Payments by Month 

Benefit 
Book Pavrne,,t Medical 
Year/ Month l Me cries I Payments 

2008-01 $317,226 

2008-02 $350,872 

2008-03 $513,536 

2008-04 $383,653 

2008-05 $394,700 

2008-06 $386,409 

Total $2,346,397 

Managed 
Pharmacy 

Payments 

$91,715 

$101,771 

$109,514 

$168,086 

$106,412 

$105,128 

$682,627 

Dental Capitation Total 

Payments Payments Payments 

$31,602 $3,399 $443,943 

$28,873 $3,276 $484,792 

$39,833 $3,179 $666,062 

$44,186 $3,294 $599,218 

$32,445 $3,252 $536,810 

$47,764 $3,172 $542,474 

$224,703 $19,572 $3,273,299 
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Employer eServices@ 

Premium Managed Ad Hoc 

Bill uarter 

022008 

032008 

042008 

Total 

Primary Coverage 
Indicator 

Primary Coverage 

Not Primary Coverage 

Primary Coverage 

Not Primary Coverage 

Primary Coverage 

Not Primary Coverage 

$101,002 

$13,164 

$223,031 

$37,986 

$145,032 

$52,615 

$573,729 

207 

0 

463 

0 

304 

0 

974 

Restated Billed Premium 
PSPM 

$487.93 

$0 

$483.65 

$0 

$477.08 

$0 

$224,703 
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En,p !oyer eServices/1;; 

Premium vs Claims Incurred Including IBNR - Underwriting - Non-Standard 

• • Premium 
Premium PMPM Medical Payments 

12 Month 
Claims to Total Rolling 

Managed Total Premium Payments Average 
Capitation Pharmacy Payments Ratio PMPM PMPM Payments Payments 

2008-01 165,814 64,789 $46 ,448,856 $280.13 $26,920,205 $3,907,394 $8,214,718 $39,042,318 84.1% $235.46 $270.69 
2008-02 164,912 64,945 $45 ,894,116 $300.67 $27,974,798 $3,903,596 $8,015,982 $39,894,376 86 .9% $261.36 $273.63 
2008-03 163,541 63,127 $45,827,494 $300.72 $27,655,783 $3,895,226 $8,450,951 $40,001,960 87 .3% $262.49 $274.83 
2008-04 164,236 63,879 $45,737,844 $300.85 $28,311,318 $3,885,077 $8,405,053 $40,601,448 88.8% $267.06 $278.66 
2008-05 168,784 64,984 $47,134,940 $310.54 $29,026,484 $3,876,716 $8,654,564 $41,557,765 88.2% $273.79 $283.09 
2008-06 164,222 65,632 $47,086,836 $310 .59 $28,015,983 $3,860,405$8,410,831 $40,287,219 85 .6% $265.74 $284.28 
2008-07 163,124 64,124 $46,410,000 $306.17 $31,129,666 $3,861,036 $8,632,570 $43,623,272 94.0% $287.79 $286.79 
2008-08 165,219 63,555 $46 ,949,332 $310.07 $29,762,108 $3,847,580 $8,598,165 $42,207,853 89 .9% $278.76 $288.46 
2008-09 164,547 64,875 $46,860,841 $310.44 $29,681,554 $3,835,691 $8,761,837 $42,279,081 90 .2% $293.52 $290.04 
2008-10 167,945 65,845 $46,281,210 $307.49 $31,211,241 $3,825,585 $9,141,693 $44,178,519 95 .5% $280.09 $291.84 
2008-11 166,457 66,901 $46,773,474 $3 11 .80 $27,498,190 $3,822,505 $8,455,999 $39,776,694 85 .0% $280.86 $293.07 
2008-12 167,855 65,974 $46 ,731,337 $311.75 $28,739,275 $3,815,958 $9,539,989 $42,095,222 90 .1% $265.11 $294.71 

Total by Experience Period 

Current Period 1,687,165 710,836 $537,767,671 $355 ,547,178 $41,603,325 $101,786,721 $498,937,225 92.8% $295 .73 

Prior Period 1,830,646 5,035,670 $558,136,281 $345,924,044 $46,336,770 $103,282,353 $495,543,167 88.8% $270.69 

Average Membership/PMPM Premium and Payments by Experience Period 

Current Period 140,597 59,236 $3 18.74 $210.74 $24.66 $60.33 $295.73 

Prior Period 152,554 419,639 $304.88 $188.96 $25.31 $56.42 $270.69 

0/o Change 

Current Period vs Prior Period (7.8%) (85.9%) 4.5% 11.5% (2.6%) 6.9% 9.2% 
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Employer eServices@ 

Managed Pharmacy 

Key Generic Substitution Indicators by Month 

Service 
Year/Month 

- . ~~-1··:_·. 
• - ~ • • ;i_ • -

.. - " . 

2008-07 39.6% $ 17.70 - - -
2008-08 41.3% $ 18.84 --- -
2008-09 40 .9% $17 .83 -
2008-10 41.2% $ 17.45 
2008-11 41.1% g-7.~2 -- - --- \• 

2008-12 42.1% $ 18.27 - -~-
Total 41.1°/o $17.87 

I ] ingredient 
_ % of_To~al i Cost Paid % of _To~al 

Generic 1Prescnpt1onsi per Prescription 
ubstitution !Prescription 

Rate Single · _ Single : Multi Source 
Source Source 

79.2% 50.0% $89 .57 10.4% 
81.1% 49.0% $88.64 9.6% 
80.8% 49.4% $90.6~ 9.7% 
80.2% 48.6% $._90_.25~ 10.2% 
81.2% 49.4% $88 .63 9.5% 
81.2% 48.1% $84.38 9.8% 

80.6°/o 49.1% $88.67 9.9% 

Ingredient 

Cost Paid 010 Multi o;0 Multi % Multi o;
0 

Multi 
per Source- Source- Source- Source-

Prescription Physician Patient State Law Other DAW 
DAW DAW DAW 

Multi 
Source 

$31. 19 17.5% 18.5% 3.7% 60.2% 
$41.81 18.8% 17.7% 3.7% 59.8% 
$47.30 18.4% 19.1% 3.0% 59.4% 
$_37.l_6 15.7% 18.7% 2.7% 63.0% 
$3j.67 15.6% 19.2% 2.5% 62.6% 
$45.70 15.5% 18.8% 2 .7% 63.0% 

$39.56 16.9°/o 18.7°/o 3.0% 61.4°/o 
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Employer eServices@ 

Managed Pharmacy Ad Hoc 

M e trics 
Number of 
Claim ants 

585 

Number of 
Prescri tions Bil 

!,.?07 $!?,~1€i: !J.6 

HRA Net Paid Total Net Paid 

_$5,926. 19 $18,042.75 

Total Net Paid per iTotal Net Paid per Claimant 
Prescri tion 

$14.95 $30.84 
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Employer eServices@ 

Managed Pharmacy Cost and Utilization by Month 

Service 
Year/ 
Month 

2008-01 

2008-02 

2008-03 

2008-04 

2008-05 

2008-06 

Total 

Retail I i I 
Retail Brand Home , Home I Home Total 

I 

Generic Number Retail Total Delivery Delivery Delivery Generic 
Number of Number Number of of I Number of Generic - 1 Brand - Total - Number of Total Brand 
Subscriber of Prescription Prescript lPrescription Number of .'. Number of I Number of 1· Prescripti I Number of 

s Members s ions : s Prescriptions '. Prescriptions[Prescriptions ons iPrescriptions 

916 2,346 756 1,154 1,910 31 94 125 787 1,248 

926 2,377 769 1,120 1,889 37 82 119 806 1,202 

916 2,365 817 1,299 2,116 28 101 129 845 1,400 

910 2,351 723 1,165 1,888 42 108 150 765 1,273 

902 2,340 724 1,187 1,911 37 95 132 761 1,282 

903 2,349 681 1,199 1,880 29 71 100 710 1,270 

5,473 
14,12 

4,470 7,124 11,594 204 551 755 4,674 7,675 
8 
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Total 
Number of 
Prescriptio 

ns 

2,035 

2,008 

2,245 

2,038 

2,043 

1,980 

12,349 

Net Paid 

$101,862 

$111,531 

$135,222 

$120,943 

$109,386 

$139,880 

$718,824 
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... .. - ,) ' - . -
Net Paid 

$50.06 $43.42 

$55.54 $46.92 

$60.23 $57.18 

$59.34 $51.44 

$53.54 $46.75 

$70.65 $59.55 

$58.21 $50.88 
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Employer eServices® 

Managed Pharmacy Critical Indicators 

- S,1bm1ss1on 
Metn,:,o 

Number of Claimants 

Number of Prescriptions 

Prescriptions PMPY 

Prescriptions per Claimant 

% of Total Prescriptions - Single 
Source 

% of Total Prescriptions - Multi 
Source 

% of Total Prescriptions - Generic 

Generic Substitution Rate 

% Multi -Source Physician DAW 

% Multi -Source Patient DAW 

% Multi -Source State Law DAW 

% Multi -Source Other DAW 

Average Net Paid PMPM 

Average Net Paid per Claimant 
per Period 

Average Net Paid per 
Prescriptions 

Average Copay per Prescription 

Average Days Supply 

Average Ingredient Cost Paid per 
Day of Therapy 

Home 
Retail Delive 

1,566 172 

11,594 755 

9 .85 0.64 

7.40 4 .39 

51.4% 62 .8% 

10.0% 10.2% 

38.6% 27.0% 

79.4% 72.6% 

15.3% 20.8% 

24.2% 1.3% 

5.2% 3 .9% 

55 .3% 74.0% 

$44.20 $6.68 

$398.79 $548.41 

$53.86 $124.94 

$14.48 $37.48 

23.68 83 .28 

$2 .80 $1.95 

Current Period - Detail Current Period - Total 

Metrics 

Number of Claimants 1,619 

Number of Prescriptions 12,349 

Prescriptions PMPY 10.49 

Prescriptions per Claimant 7.63 

% of Total Prescriptions - Single 
52.1% 

Source 

% of Total Prescriptions - Multi 
10.0% 

Source 

% of Total Prescriptions -
37.8% Generic 

Generic Substitution Rate 79.1% 

% Multi-Source Physician DAW 15.6% 

% Multi-Source Patient DAW 22.8% 

% Multi-Source State Law DAW 5.1% 

% Multi-Source Cther DAW 56.5% 

Average Net Paid PMPM $50.88 

Average Net Paid per Claimant 
$443.99 

per Period 

Average Net Pa id per 
$58 .21 

_ Prescriptions 

Average Copay per Prescription $15.89 

Average Days Supply 27.32 

Average Ingredient Cost Paid per 
$2.64 

Day of Therapy 
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Employer eServices® 

Metrics Subm,ssmn Retail Ho~e 
Method Oehve 

Metrics 

Number of Claimants 1,453 135 
Number of Claimants 1,487 

Number of Prescriptions 10,693 648 Number of Prescriptions 11,341 

Prescriptions PMPY 9.86 0.60 
Prescriptions PMPY 10.46 

Prescriptions per Claimant 7.36 4.80 
Prescriptions per Claimant 7.63 

% of Total Prescriptions - Single % of Total Prescriptions - Single 
52.6% 

Source 
52.0% 63.3% Source 

% of Total Prescriptions - Multi 
% of Total Prescriptions - Multi 

9.8% 
Source 

9.8% 9.1% Source 

% of Total Prescriptions - Generic 38.2% 27.6% 
% of Total Prescriptions -

37.6% 
Generic 

Generic Substitution Rate 79.5% 75.2% Generic Substitution Rate 79.3% 

% Multi-Source Physician DAW 23.8% 22.0% % Multi-Source Physician DAW 23.7% 

% Multi-Source Patient DAW 27.2% 5.1% % Multi-Source Patient DAW 26.0% 

% Multi-Source State Law DAW 3.1% 6.8% % Multi-Source State Law DAW 3.3% 

% Multi-Source Other DAW 45.9% 66.1% % Multi-Source Other DAW 46.9% 

Average Net Paid PMPM $34.92 $6.95 Average Net Paid PMPM $41.87 

Average Net Paid per Claimant 
$312.74 $669.44 

Average Net Paid per Claimant 
$366.36 

per Period per Period 

Average Net Paid per 
$42.50 $139.47 

Average Net Paid per $48.04 
Prescriptions Prescriptions 

Average Copay per Prescription $11.70 $19.23 Average Copay per Prescription $12.13 

Average Days Supply 22.99 82.72 Average Days Supply 26.40 

Average Ingredient Cost Paid per 
$2.27 $1.92 

Average Ingredient Cost Paid per 
$2.21 

Day of Therapy Day of Therapy 

PriQr Period - Detail Prior Period - TQtal 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 

673 



Employer eServices·~' 

Managed Pharmacy Plan Performance 

Submission • I 
Tier Method Number of Number of 

Level Cate o Claimants Prescri tions 

Ingredient I , I Employee I Net Paid 
Cost Paid Dispensing Sales Tax, Coinsurance/cl: Ancillary Cost Sharing Per Net Pai 

Discounts Amount Fee Amount Deductible o a Amount PMPM Net Paid Prescri tion : PMPM 

Tier Reta il 1,109 4 ,470 $89,543 $75,368 $9,451 $222 $0 $32,223 $0 $2.28 $52,817 $11.82 $3 .7• 

l Home 
71 204 $12,819 $10,829 $0 $6 $0 $3,237 $0 $0.23 $7, 598 $37.24 $0 .5• Delivery 

Tier 
Retail 1,080 5,300 $107,443 $527,314 $9,414 $865 $0 $81 ,966 $0 $5.80 $455,627 $85.97 $32.2! 

2 Home 
136 450 $29,856 $92,985 $0 $34 $0 $18,341 $0 $1.30 $ 74,678 $165.95 $5.2' Delivery 

Tier 
Retail 642 1,824 $33,497 $166 ,146 $3,183 $438 $0 $53,713 $0 $3.80 $116,053 $63.63 $8.2 

3 Home 
52 101 $5,908 $18,757 $0 $.13 $0 $6,720 $0 $0.48 $12,050 $119.31 $0.8! Delivery 

Detail 

I I 
Ingredient 

Number of1 Number of Cost Paid 
Claimants Prescri tions Discounts Amount • . Tier 1 1,135 4,674 $102,362 $86, 196 $9,451 $228 $0 $35,460 $0 $2.51 $60,415 $12 .93 $4.28 

Tier 2 1,146 5,750 $137,298 $620,300 $9,414 $899 $0 $100,307 $0 $7 .10 $530,306 $92.23 $37.54 

Tier 3 676 1,925 $39,404 $184,903 $3,183 $450 $0 $60,433 $0 $4.28 $128,103 $66.55 $9 .07 

S_ubtotals by Tier 

Ancillary Employee Cost Net Paid Per 'Net Paid 
Amount Sharin PMPM Net Paid Prescri tion PMPM 

1,619 12,349 $279,064 $891,399 $22,047 $1,578 $0 $196,200 $0 $13.89 $718,824 $58.21 $50.88 

Total 
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En1ployer eServices-'.~: 

Managed Pharmacy Utilization by Age Group 

:t":11{1_•==•===·=-
Number of Number of 
Claimants Prescri tions 

<l 

1-9 

10-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75 + 

Detail 

21 68 

227 979 

234 1,071 

71 350 

74 369 

150 1,159 

213 1,242 

251 2,065 

175 1,616 

129 1,705 

88 1,029 

45 573 

9 92 

2 23 

1 8 

Number of 
Number of Number of Prescriptions 

Mee: ,cs Claimants Prescri tions PMPY 

1,619 12,349 10.49 

Total 

Net Net Paid Number of 
Prescriptions per 

Claimant 
Paid per Net Paid per 

Net Paid PMPM Claimant Prescri tion 

0.06 3 .24 $750 $0.05 $35.70 $11.02 

0 .83 4 .31 $48,691 $3 .45 $214.50 $49.74 

0.91 4 .58 $49,922 $3.53 $213.34 $46.61 

0.30 4.93 $16,073 $1.14 $226.38 $45.92 

0.31 4 .99 $18,545 $1.31 $250.60 $50.26 

0.98 7.73 $86,139 $6.10 $574.26 $74.32 

1.05 5 .83 $58,406 $4.13 $274.21 $47.03 

1.75 8.23 $98,088 $6.94 $390.79 $47.50 

1.37 9 .23 $87,463 $6.19 $499 .79 $54.12 

1.45 13 .22 $105,754 $7.49 $819.80 $62.03 

0 .87 11.69 $113,272 $8.02 $1,287.18 $110.08 

0.49 12.73 $28,980 $2.05 $644.00 $50 .58 

0.08 10.22 $5,539 $0.39 $615.44 $60 .21 

0.02 11.50 $834 $0.06 $416.83 $36.25 

0.01 8 .00 $368 $0.03 $368 .30 $46.04 

Number of I Net Paid 
Prescriptions per Net Paid per 

Claimant Net Paid PMPM Claimant - . 
7.63 $718,824 $50.88 $443.99 $58.21 
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Employer eServices® 

Top Drug Utilization Ranked by Net Paid 

FDB Standard Number of 
Thera eutic Class i•letr :cs Claimants 

ANTINEOPL.ASTICS 1 14 $40,037.90 0.1% 5.6% 
TEMODAR 

Subtotal 0 14 $40,037.90 0.1°/o 5.6% -
ANTI-ULCER 
PREPS/GASTROINTESTINAL 65 204 $28,838.81 1.7% 4.0% 

NEXIUM PREPS 

Subtotal 0 204 $28,838.81 1.7% 4.0°/o 

ANTINEOPL.ASTICS 1 5 $22,834.98 0.0% 3.2% 
GLEEVEC 

Subtotal 0 5 $22,834.98 0.0°/o 3.2% 

LIPOTROPICS 77 255 $22,014.25 2. 1% 3.1% 
LIPITOR 

Subtotal 0 255 $22,014.25 2.1°/o 3.1°/o 

Subtotal 0 483 $ 130,951.08 3.9°/o 18.2% 
-· ----· ... -- - -- -.-·- - ---- ---- -- --------··- -· 

To12 Drugs 

0/o of 
Number of Number of 0/o of Total Net Net Paid per 

Mecncs Claimants Prescri tions Net Paid Prescri tions Paid Prescri tion 

1,604 11,866 $587,873.14 96.1% 81.8% $49.54 

All Other Drugs 

• .. 
1,619 12,349 $718,824.22 100.0% 100.0% $58.21 

All Drugs 

Average Ingredient Cost 
Days Paid per Day Of 

Su I Thera 

26.86 

27.32 

$2.36 

Ingredient Cost 
Paid per Day Of 

Therap 

$2. 64 

© 2010 UnitedHealthcare ' Insurance Company All Rights Reserved. 

$2,859.85 19.64 

$2,859.85 19.64 

$141.37 38.79 

$141.37 38.79 

$4,567.00 30.00 

$4,567.00 30.00 

$86.33 40.23 

$86.33 40.23 

$271.12 38.79 
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Ingredient 
Cost Paid per 

Day Of 
Thera 

$146.51 

$146.51 

$4 .02 

$4.02 

$152.99 

$152.99 

$2.64 

$2.64 

$7.45 

. · 76 



Employer eServices~ 

Top Drug Utilization Ranked by Volume 

ZYRTEC 

LIPITOR 

SYNTHROID 

NEXIUM 

SINGULAIR 

Subtotal 

ToQ....Q.!JJ_gs 

!
Number o Number of 

FOB Standard Therapeutic Class Metrics Claimants Prescri tions 

ANTIHISTAMINES 113 278 

Subtotal 0 278 

LIPOTROPICS 77 255 

Subtotal 0 255 

THYROID PREPS 53 217 

Subtotal 0 217 

ANTI-ULCER PREPS/GASTROINTESTINAL 
65 204 

PREPS 

Subtotal 0 204 

BRONCHIAL DILATORS 67 193 

Subtotal 0 193 

0 1,147 

O/o of Total 0/o of Ne Net Paid per 
Prescri tions Paid Prescri tion 

$11,717.49 2.3% 1.6% $42.15 

$11,717.49 2.3°/o 1.6°/o $42.15 

$22,014.25 2.1% 3.1% $86.33 

$22,014.25 2.1°/o 3.1°/o $86.33 

$1,065.02 1.8% 0.1% $4.91 

$1,065.02 1.8°/o 0.1°/o $4.91 

$28,838.81 1.7% 4.0% $141.37 

$28,838.81 1.7°/o 4.0°/o $141.37 

$13,622.25 1.6% 1.9% $70.58 

$13,622.25 1.6°/o 1.9°/o $70.58 

$77,257.82 9.3°/o 10.7°/o $67.36 

010 of 
Number o Number of 0/o of Total Net 

Metrics Claimants Prescri tions Net Paid Prescri tions Paid - . 
Average Ingredient Cost 

Days Paid per Day Of 
Su I Thera 

1,578 11,202 $641,566.40 90.7% 89.3% $57.27 26.41 $2.69 

All Other Drugs 

1,619 12,349 $718,824.22 100.0% 100.0% $58.21 27.32 $2.64 

Total Drugs 
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Average I Ingredient Cost 
Days Paid per Day Of 

Su I Thera 

32.19 $1.73 

32.19 $1.73 

40.23 $2.64 

40.23 $2.64 

37.18 $0.52 

37.18 $0.52 

38.79 $4.02 

38.79 $4.02 

32.88 $2.64 

32.88 $2.64 

36.21 $2.30 
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Top Therapeutic Class Utilization Ranked by Net Paid 

Average [ 
Days Net Paid Net Paid per Generic 

Generic 
Single-Source Multi-Source Substitut ion 

Su I Net Paid PMPM Prescri tion % 

MISCELLANEOUS 199 482 2.42 26.61 $71,098 $5.03 $147.51 13 .9% 

ANTINEOPLASTICS 17 55 3.24 28.51 $66,536 $4.71 $1,209.75 54.5% 

PSYCHOSTIMULANTS-ANTIDEPRESSANTS 258 1,041 4 .03 33.44 $62,423 $4.42 $59.96 33.0% 

ANTI-ULCER PREPS/ GASTROINTESTINAL 141 463 3.28 35.20 $54,591 $3.86 $117.91 7.8% 
PREPS 

LIPOTROPICS 141 565 4.01 37.88 $48,464 $3.43 $85.78 2 .5% 

Subtotal 0 2,606 0 33.35 $303,112 $21.45 $116.31 18.8% 

Toi;1 Therai;1eutic Classes 

Generic 
Single- Multi- Substitution 

Source 0/o Source D/o 01o 

1,527 9,743 6 .38 25 .71 $4 15,712 $29.42 $42.67 42.9% 45.4% 11.7% 78.6% 

All Other Therai;1eutic Classes 

,Number o Number of 
fvlecc ,c~ Claimants Prescri tions 

Prescriptions Net Paid 'Net Paid per Generic I 
Generic 

Single- Multi- Substitution 
er Claimant Net Paid PMPM Prescri tion °10 Source 0/o Source 010 D/o 

1,619 12,349 7 .63 27 .32 $718,824 $50.88 $ 58 .21 37 .8% 52.1% 10.0% 79.1% 

All Therai;1eutic Classes 

© 2010 UnitedHealthcare ' Insurance Company All Rights Reserved. 

O/o O/o O/o 

72.6% 13 .5% 50.8% 

40.0% 5.5% 90.9% 

64.4% 2 .6% 92 .7% 

92.2% 0 .0% 100.0% 

97.0% 0.5% 82.4% 

77.40/o 3.8°/o 83.4% 
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Top Therapeutic Class Utilization Ranked by Volume 

FOB Standard of Number of Prescriptions Days 
Net 
Paid per Generic Source Source Substitution I I 

Number I Average 

Thera eutic Class Metrics Claimants Prescri tions er Claimant Su I Net Paid PMPM 

Net Paid I I Single- I Multi- I Generic 

Prescri tion °/o 010 °/o D/o 
PSYCHOSTIMULANTS-
ANTIDEPRESSANTS 

SYSTEMIC CONTRACEPTIVES 

ANTIHISTAMINES 

NARCOTIC ANALGESICS 

OTHER HYPOTENSIVES 

Subtotal 

ToQ Thera12eutic Classes 

Number o~ Number of 
Metrics Claimants lPrescri tion 

1,464 8,886 

All Other Therai:2eutic Classes 

1,619 12,349 

All Thera12eutic Classes 

258 1,041 4.03 33.44 $62,423 $4.42 $59.96 33.0% 64.4% 2.6% 

183 629 3.44 37.53 $14,736 $1.04 $23.43 49.4% 31.8% 18.8% 

270 626 2.32 29.96 $25,643 $1.82 $40.96 10.1% 89.6% 0.3% 

271 595 2.20 11.87 $13,681 $0.97 $22.99 79.0% 10.4% 10.6% 

140 572 4.09 39.18 $14,908 $1.06 $26.06 42.8% 54.0% 3.1% 

0 3,463 0 30.79 $131,390 $9.30 $37.94 41.4°/o 52.0°/o 6.6°/o 

I-··-,, · 
• . . . -.i.:..i~~ 

6.07 25.97 $587,434 $41.58 $66.11 36.5% 52.2% 11.4% 76.3% 

7.63 27.32 $718,824 $50.88 $58.21 37.8% 52.1% 10.0% 79.1% 
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72.5% 

96.9% 

88.2% 

93.2% 

86.3% 
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Medical 

Bill Count by Month 

Process 
Year / Month 

2008-01 

2008-02 

2008-03 

2008-04 

2008-05 

2008-06 

Total 

Employment 
Status 

Active 

Active 

Active 

Active 

Active 

Active 

Medicare 
Status 

Non-Medicare 

Medicare 

Non-Medicare 

Medicare 

Non-Medicare 

Medicare 

Non-Medicare 

Medicare 

Non-Medicare 

Medicare 

Non-Medicare 

Bill 
!vle,nc-; Count 

1,951 

4 

2,205 

5 

2,214 

2 

2,165 
~ 

4 

2,224 --- -':-: 

1 
~ 

2,422 

13,197 
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Claim Experience 

-- Medical Pharmacy 

Prior - Average Number of 
875 811 

Subscribers 

Current - Average Number of 
951 912 

Subscribers 

% Change - Average Number 
8.6% 12.5% 

of Subscribers 

Prior - Average Number of 
2,251 2,169 

Members 

Current - Average Number of 
2,402 2,355 

Members 

% Change - Average Number 
6.7% 8 .6% 

of Members 

Prior - Contract Size 2.57 2.67 

Current - Contract Size 2.53 2.58 

% Change - Contract Size (1.8% ) (3.5%) 

Enrollment Detail 

Prior Benefit Cost Sharing (Prior to COB) 

• Prior - Employer 
Cost 

Prior - Employee 
Cost 

Prior 
'"•~ ~· c.:..s Employer 

Cost - . . 

• Current-Employer 
Cost 

Current - Employee 
Cost 

Current Current 0/o Change 
Employer Employer Employer 

Cost Cost Sharing Cost Sharing 

$2,861,220 87.0% $2,693,687 86 .1% (1.0% ) 

Benefit Cost Sharing Detail 
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Pnor 

8 
cunent ct) 

~ 

0) 

~ 
r-. 
a:> 
~ 

s 
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~ 

s 
'° IO 
~ 

a:> 
~ 
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IO 

~ 
~ 

0) 
a:> 
d 
IO 
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0 
N 
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~ 
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S0.00$20.0CS40.~ .0l18Q.OIS100.Cll20.11:140.11:160.11:180.IIZOO.m20.112GOCl-11280.~JD20.00 

$PMPM 

Facilily Inpatient 
Facifily OJlpatie,1I 
Professional 
Pharmacy 

Note: Professional Consists of Primary Care, OBIGYN, Spe<:ialty and ARied Health 

Claim Cost by Healthcare Cost Category 

Healthcare 
Cost Category 
Rollu 

1 Facility Inpatient 

2 Facility Outpatient 

3 
Physician Primary 
Care 

4 Physician - OB/GYN 

Prior Total Current Prior · Current 010 

Net Paid Total Net Net Paid Net Paid Change 

$1,187,027 

$747,608 

$201,937 

$48,464 

Paid PMPM PMPM Net Paid 

$908,820 $87.89 $63.06 

$749,809 $55.35 $52.03 

$219,713 $14.95 $15.25 
---- ------ ----- - --- .. -- , ---- - ----- -

$85,142 $3.59 $5.9 1 

PMPM 
(28.2%) 

(6 .0%) 

5 , Physician - Specialty $531,352 $566,519 $39.34 $39.31 
--- ,-- --·-------- --- - -+ --- - ------ ·· ·•··· ------- --~-- ·· ··-·--· . -- --- -----· 

2.0% 

64 .6% 

(0.1%) 

(20 .0%) 

21.5% 

(7.3%) 

6 All ied Health 

7 i Managed Pharmacy 
l . - -

Total 

$116,745 $99,699 $8.64 · $6.92 
··--·--- ..! --- - - - -----f-

$544,779 $718,824 $41.87 $50.88 

$233.36 
- --- - -- --... 

$3,377,912 $3,348,526 $251.64 

Claim Cost by Healthcare Cost Category Detail 
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Current - Prior - Total 
Prior - Total Total Capitation 
Capitation Capitation Net Paid 

!~etm:s Net Paid Net Paid PMPM 

Current -
Total 

Capitation 
Net Paid 

PMPM 

$8,478 $19,563 $0.63 $1.36 

Other Claim Cost 

Prior - 1 D/o 

Prior 
Total Net 

Current Net Current I Change 
Total Net Paid Net Paid Net Paid 

l'letrics Paid Paid PMPM PMPM • PMPM 

$3,386,390 $3,368,089 $252.27 $234.72 (7.0%) 

Total Costs 

2 Facility Outpatient 5,201 4,947 2,310.5 

3 
Physician - Primary 

2,542 2,641 1,129.3 
Care 

4 Phys1c1a n - OB/GYN 255 319 113.3 

5 Physician - Specialty 1,476 1,702 655.7 

6 Allied Health 249 272 110.6 

2,059.7 

1,099.6 

132.8 

708.6 

113.2 

OutQati~nt and Professional UtilizatiQn bv H~althcare Cost Catego[Y 

0/o Change 
Total 

Capitation 
Net Paid 

PMPM 

116.3% 

$143 

$79 

$190 

$360 

$469 

0/o Change 
Current Net Units per 0/o Change Net 

Paid er Unit 1000 Paid r Unit 

$152 (10.'9%} 6.1% 

$83 (2.6%} 4.7% 

$267 17.2% 40.4% 

$333 8.1% (7.5%) 

$367 2.4% (21.8%) 
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1 CIRCULATORY SYSTEM 

2 NEOPLASM S 

3 I NJURY AND POISONING 

4 MUSKULO CNCTV TISSUE 

5 GENITOURINARY SYSTEM 

6 DIGESTIVE SYSTEM 

7 RESPIRATORY SYSTEM 

8 
NERVOUS SYS SENSE 
ORGANS 

Total 

Cost by Diagnosis Chapter 

Metrics 

Prior - Number of Days 

Current - Number of Days 

Prior - Days per 1000 

Current - Days per 1000 

Prior - Net Paid per Day 

Current - Net Paid per Day 

% Change - Days per 1000 

% Change - Net Paid per Day 

Prior - Number of Admissions 

Current - Number of Admissions 

Prior - Admissions per 1000 

Current - Admissions per 1000 

Prior - Net Paid per Admission 

Current - Net Paid per Admission 

% Change - Admissions per 
1000 
% Change - Net Paid per 
Admission 

Inpatient Utilization 

$280,603 

$440,496 

$380,730 

$272,875 

$213,695 

$265,921 

$256,180 

$150,011 

$2,833,133 

580 

360 

257.7 

149.9 

$2,069 

$2,690 

(41.8%) 

30 .0% 

81 

80 

36.0 

33.3 

$14,819 

$12,107 

(7.4%) 

(18 .3%) 

Prior - Current 
Net Paid Net Paid 

PMPM PMPM Ill . . 
$479,747 $20.78 $33.29 60.2% 

$352,263 $32 .61 $24.44 (25.1%) 

$268,024 $28.19 $18.60 (34.0%) 

$202,001 $20.20 $ 14.02 (30.6%) 

$177,593 $15.82 $12.32 (22.1%) 

$142,089 $ 19.69 $9.86 (49.9%) 

$140,856 $ 18.97 $9.77 (48.5%) 

$128, 186 $ 11.11 $8.89 (19.9%) 

$2,629,702 $209.77 $182.48 (13.0%) 
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Cost and Utilization by Procedure 

OPERATIONS 
13 47 $85,485 $6.33 $81,658 $6.05 16 17 $23,935 $1.66 $18,053 $1.25 NERVOUS SYS 

OPERATIONS 
0 0 0 $0.00 0 $0.00 2 0 $3,772 $0 .26 $2,464 $0 .17 ENDOCRINE SYS 

OPERATIONS EYE 15 26 $11,558 s0.86 $9,693 $0.72 19 22 $32,793 $2.28 $25,661 $1.78 
OPERATIONS EAR 17 26 $12,197 $0.90 $9 ,041 $0.67 18 23 $9,019 $0.63 $7,625 $0 .53 
OPER NOSE MOUTH 

21 77 $54,708 $4.05 $45,103 $3.34 23 20 $22,060 $1.53 $14,626 $1.01 PHARYNX 
OPER RESPIRATORY 

10 14 $14,197 $1.05 $12,362 $0.92 8 8 $279,881 $19.42 $279,108 $19 .37 
SYS 
OPER HEMIC 4 5 $313,333 $23.20 $312,327 $23.13 l 2 $436 $0.03 $349 $0.02 LYMPHATIC SYS 
OPER DIGESTIVE SYS 51 80 $221,002 $16.36 $199,580 $14.78 57 76 $140,791 $9.77 $110,162 $7.64 
OPER URINARY SYS 13 22 $123,649 $9.16 $117,509 $8.70 9 10 $5,582 $0.39 $4,257 $0.30 
OPER MALE GENITAL 

6 8 $4,604 $0.34 $3,693 $0.27 14 13 $38,630 $2 .68 $33,783 $2.34 
ORGANS 
OPER FEMALE 

29 43 $44,309 $3.28 $39,421 $2.92 39 54 $87,293 $6.06 $72,020 $5.00 
GENITAL ORGANS 
OBSTETRICAL 

10 29 $28,222 $2.09 $22,942 $1.70 20 33 $92,671 $6.43 $70,448 $4.89 
PROCEDURES 
OPER 

129 254 $85,601 $6.34 $73,985 $5.48 132 230 $102,088 $7.08 $93,417 $6.48 
INTEGUMENTARY SYS 
MISC DIAG 

1,593 17,110 $1,509,039 $111.73 $1,196,558 $88.59 1,769 19,287 $1,621,009 $112.48 $1,319,040 $91.53 
THERAPEUTIC 

Detail 

Prior 
Prior Prior 

Prior 
Prior 

Current 
Current I Current 

Current 
Current Period Period Prior Period Period Current 

Number Period Period 
Covered Period Net Number Period Period Covered Period 

Net 

of 
Number of Covered 

Amount Net Paid 
Paid 

of Number of I Covered Amount Net Paid 
Paid 

Claimants 
Procedures Amount 

PMPM 
PMPM 

Claimants 
Procedures Amount 

PMPM I 
PMPM 

1,595 18,378 $3,111,713 $230.39 $2,692,065 $199.32 1,779 20,436 $2,814,422 $195.30 $2,384,592 $165.47 

Total 
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Cost and Utilization Summary 

Prior 
Metrics Period 1111111 ,~ ~ . 

I 

Demogra_phics 
Average Enroll~ Subscribers 
Average Enrolled Membership 
Average Contract Size 
Avera~e Family Size 

-= ~· 
Hi,ghlights 

- -. 
... -I 

~ --

0 978 
0 2,318. 
0 2.4 
0 3.3 

Age/GenderFa_ct_o_r ______ ~--------~--------~---~--~ 0 0.9 
Claimants per 1,000 0 301.21 --
Covered Expenses PMPM _ 

$0.00 $122.14 Total Covered Expe.n ses PMPM - -
Standard Medical Covered Expenses PMPM · - -- · · --$0.UU $108.37 

$0.00 $0.24 

0 
0 -
0 
0 
0 
0 

01 
0 
ol Mental Health/Substance Abuse Covered Expense~PMPM 

Managed Pharmacy Covered Expenses PMPM $0 .00 $13.53 --0 

Total Net Paid PMPM ~---
Total Net Paid PMPM 
Standard Medical Total Net Paid PMPM --------Men ta I Health/Substance Abuse Total Net Pa id PMPM -----
Managed Pharmacy Total Net Paid PMPM 

Ben_~fit Ad-eg_uag 
~ ent ~ ov~ Expenses(before COB) Paid by the Plan 
High Cost Claimants (.$50,000+) 
Number of Claimants 
Total Net Paid PMPM 
Percent of Total Net Paid 

Inpatient Utilizatior1 

$0.0Q $65.31 0 
$0.00 $61.141 0 
$0.00 $0.2~ 0 - --· $0. 00 $~.89 i 0 , 

0.00% 47 .70% ' 47 .7 - -- -
~ o· 0 O' 

$0.00 $0.00 0 
0.00% 0.00% 0 -- - -

Admissions..:.p_e_r _l ..:..,o_o_o ____________________________ ..:.,_ __ _ 0 5.6 o, 
Days per 1,000 
Averag~~ngth of Stay_ 
Average Paid~ Day 

Network Indicators 
El ig ible Medical Expenses Paid at Network Benefit Level 
Ellg lble Medical Expenses from Participating Providers 

0 10.8 0 
0 1.92 0 

~ $3, ~29 _ 0 

0.00% 92 .80% 92.8 
0 .00% 91.80% 91.8 
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Average UHC Participating Provider Discount 0.00% 35.40%1 35.4 
Total UHC Network Provider Discount PMPM I $0.ool $59.821 0 

Details 
High Cost Claimants ($50,000+) 
High Cost Claimants per 1,000 I 0 01 0 
Average Paid per Hig h Cost Claimant $0 $01 o1 -
Percent of Total Net Paid 0.00% 0 .00% O, 

S~~ndar_d_ Me_dical -Total Net_Paid_PM~~_(exclu9~H/SA) 
Standard Medical - Total Net Paid PMPM $O.ool $61.141 Qi 
Physician $0.ool $24.401 o: 
Primary Care $0.00 $8.371 o ' 
Specia lists (Including OB/GYN ) $0.00 $16.031 ol 
Facility $0.00 $34.721 QI 

Inpatient $_0.00 $19.181 o; 
Outpatient $0.00 $15.531 0 -
Allied Health $0.00. $2.021 0 
Medical Pharmacy $O.oo· $0 .00 I o: 
Standard Medical - Total Net Paid Unit Costs (ex~lud~ MH/SA) 
Inpatient Faci lity Total Net Paid yer Admission $0 !_8,052! 0, 
Medical $0 $2,8471 0 
Su rgica l $0. $11,8251 0 
Maternity ( includes Well Newborn) ' $0 $4,0511 01 
Other Newborn I $0 $01 0 
Non-Acute I 

$0 $01 0 
Inpatient Facility Total Net Paid per Day : $0 $4,1871 O! 
Medical I $0 $1,8981 0 
Su rgical I $0 $5,9131 01 
Materni ty( includes Well Newborn~ $01 $2,0251 

--, 
Q, 

Other Newborn $0 $01 0 
Non-Acute I $0 $01 QI 

Outpatient Su rgery Total Net Paid per Encounter i $0 ' $2,0571 0 
Emergency Room Total Net Paid per Visit $0 $5391 0 
rnpatient - Total Net Paid per Physician Visit $0.00 $65.711 0 
Primary Care $0.00 . $72.571 01 
Specialist $0.00 $61.131 0 
OB/GYN $0.00 $0.00I o: 
Out2_a_t:ient - Total Net Paid per Phy_sician Visit j0._00 j59.30I 0 

----
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Primary Care $0.00 $56.90] 0 
Specialist $0.00 $60.03 o: -
08/GYN 10.00 $74 .86 '. 0 

Standard Medical - lJtilization (~xcludes MH/SA) 
Inpatient Admissions eer 1,000 0 5.E,r 0 
Medical 0 0.9 0 
Surgical 0 3 0 
Maternity 0 1.7 0 --- - - --· 

01 Other Newborn 0 0 --
Non-Acute 0 o: 0 --- - 25%: C-Section Rate 0% 25 
lnpatient Days per 1,000 0 10.81 0 
Medical 0 1.3, QI 

Su rg1~l 0 61 QI 

Maternity 0 3.5 0 
Other Newborn 0 0 0 - -
Non-Acute 0 01 0 
Inpatient Average Length of Stay 0 1.92 0 
Medical 0 1.51 0 
Surgical 0 2 0 
Maternity 0 2 oj - -
Other Newborn 0 0 0 -
Non-Acute 0 0 0 --- ---- ~ Surg ical Outpatient Facility Visits per 1,000 0 9.5 
Emergency Room Visits per 1,000 0 17.3 o: 

- -
Inpatient - Physician Visits per 1,000 0 6 0 
Primary Care 0 3 0 --
Specia list 0 4 0 
OB/GYN 0 0 0 -
Outpatient - Physician Visits per 1,000 0 288 0 
Prima ry Care 0 188 O' 
Specialist 0 75 O' -
OB/ GYN 0 25 01 

Managed Pharmacy 
Total Net Paid PMPM $0.00 $3.89 0, 

Tierl $0.00 $0.90 0 ---
Tier2 $0.00 $2.24 0 
Tier3 $0.00 $0.76 o, 
Tier4 $0 .00 $0.00 QI 
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Total Net Paid PMPM by Submission Method 
Retail Delivery $0.00i $3.11 1 o: 
Home Delivery $0.00 $0.78 Di 
Total Net Paid per Serie!_ $0.00 $14.95i 0 
Tierl $0.00 $6.04i _ __QJ 
Tier2 $0.00 $29. 72: QI 

Tier3 $0.00 $20.68! O; 
Tier4 $0.00 $0.00! O·. 
Total Net Paid per Script by Submission Method 
Retail Delivery $0.00 $13.271 o, 
Home Delivery $0.00 $30.33[ 0 
Scripts per Member per Year 0 3.1 01 --- - ---0-
Tierl 1.8! O! 
Tier2 0: 0.9 QI 

Tier3 0 0.4 0 
Tier4 0 oJ 0 
Scripts per Member per Year by Submission Method 
Retail Delivery Qi 2.81 o· 
Home Delivery 0 0.3: 0 
Average Total Net Paid per Day $0.00 $0.50! 0 - -
Retail Delivery $0.00 $0.551 OJ 
Home Delivery $0.00 __ $0.37 Oi 
Other Indicators 
Percent Generic Scripts 0.00% 52.70%i 52 .71 
Percent Home Deli,very Scri pts 0.00% 9.90%1 9.9: 
Benefit Adequacy 0.00% 19.30% , 19.3 
Mental Health / Substance Abuse 
Total Net Paid PMPM $0.00 $0.28' 0 
Inpatient $0.00 $0.00 Q; 
Outpatient $0.00 $0.28 , 0 ---. 
Unit Costs 1 
Inpatient per Admission $0 $01 0 
Inpatient per Day $_0 _ $0] O' I 
Outpatient per Encoun_ter I $0 $01 O' 
Utilization 
Inpatient Admissions per 1,000 0 0 01 
Inpatient Days per 1,000 : 0 0 Oi 
Average ·Length of Stay ' 0 0 0 
Outpatient Encounters p_er 1,000 I 0 0 0 I 
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Other Indicators 
Elig_!ple M..!:_dical Expenses from Participating Providers _ 
Eligible Medical Expenses Paid at Network Benefit Level 

0.00% 82.10%1 82.1 
___________ 0_._0_0°_Yo 65.10~ 65.1

1 
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Distribution of Discounts 

Healthcare Special Shared Prompt Custo~er 
Cost Met r.<:S Negotiated Savings P~yment S_pec1f1c Other Total 
Category Contracted Discount Discount Discount Discount Discount Discounts 
Detail Discount 
Physician - Primary 

$129,634 ($85) $1,626 $0 $0 $23 $131,198 
Care 

Physician - OB/GYN $73,766 $0 $81 $0 $0 $349 $74 ,196 

Physician - Specialty $451,563 ($129) $5,233 $0 $0 $371 $457,038 

Allied Health $45,572 $25 $2,414 $0 $0 $0 $48,010 

Facility Inpatient $700,953 $3,886 $894 $0 $0 $0 $705,733 

Facility Outpatient $593,213 $1,653 $1,550 $0 $0 $5,423 $601,839 

Medical Pharmacy $0 $0 $0 $0 $0 $0 $0 

Total $1,994,701 $5,349 $11,797 $0 $0 $6,166 $2,018,013 
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Distribution of Ineligible Charges 

Healthcare 
Cost 
Category Metncs Duplicate R&C Benefit 
Detail Bill Reduction Limits 
Physician - Primary 

$21,875 .47 $1,891.62 $3,904.51 
Care 

Physician - OB/GYN $52,385.14 $2,331.40 $5,566 .00 

Physician - Specialty $57,079.55 $11,481.18 $1,639.34 

Allied Health $7,243.65 $6,145 .02 $8,143.50 

Facility Inpatient $77,414.22 $0.00 $0 .00 

Faci lity Outpatient $74,785.67 $5,233 .05 $1,621.60 

Medical Pharmacy $0.00 $0.00 $0 .00 

Total $290,783.70 $27,082.27 $20,874.95 

Medical Other 
Abuse and Claim Ineligible 
Fraud Review Char es 

$0 .00 $2,969 .50 $235 .00 $18,380.06 

$0.00 $0.:JO $0.00 $9,657.32 

$0 .00 $1,239 .00 $1,147.96 $69,955 .96 

$0.00 $0.00 $2,719.48 $14,771.02 

$0.00 $0 .00 $0 .00 $122,977.87 

$0 .00 $450.00 $1,230.16 $91,277 .54 

$0.00 $0.00 SO.OD $1,063.47 

$0.00 $4,658.50 $5,332.60 $328,083.24 

© 20 10 UnitedHealthcare ' Insurance Company All Rights Reserved. 

Total 
Ineligible 
Char es 

$49,256.16 

$69,939.86 

$142,542 .99 

$39,022.67 

$200,392.09 

$174,598.02 

$1,063.47 

$676,815.26 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 

92 



Employer eServices@ 

Distribution of Other Savings 

Heil Ith care 
(()Si 

Categor"/ 

Metrics Detail 
Commercial COB 
Reductions 

Commercial COB Savings 

Commercial COB Total 

Medicare COB 
Reductions 

Medicare COB Savings 

Medicare COB Total 

Provider Sanction 

All Other Savings 

Total Savings 

Physician 
Primary 

Care 

$663 

$1,254 

$1,917 

$421 

$0 

$421 

$0 

$0 

$2,338 

$3,527 

$3,263 

$6,790 

$0 

$0 

$0 

$0 

($31) 

$6,759 

Facility Facility Medical 
In atient Out atient Pharmac 

$12,448 $1,372 $3,877 $8,827 $112 

$2,056 $265 $2,290 $8,412 $0 

$14,505 $1,637 $6,167 $17,239 $112 

$0 $155 $1,050 $1,166 $0 

$0 $0 $0 $0 $0 

$0 $155 $1,050 $1,166 $0 

$2,013 $0 $0 $0 $0 

($26) ($0) ($553) ($8,140) $0 

$16,492 $1,792 $6,665 $10,265 $112 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 

$30,827 

$17,541 

$48,367 

$2,792 

$0 

$2,792 

$2,013 

($8, 750) 

$44,422 
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Ernolover eServrces ~ 
I ' 

Healthcare Cost Management Summary 

I 
Physician 
Primary 

Metrics Care 
Submitted Charges $460,902 
Savings Due to Ineligible 

$49,256 
Charges 
Eligible Charges $411,646 

Savings Due to Discounts $131,198 

Covered Amount $280,447 
Savings due to 

$14,591 
Deductibles 
Savings due to 

$6,109 Coinsurance 
Savings due to Copays $37,697 

Gross Payable $222,051 

Other Savings $2,338 

Net Paid $219,713 

Net Paid PMPM $15.25 
Net Paid as a % of Grand 

8.4% Total 

HCCMS excluding Managed Pharmac¥ 

$1,194,088 $279,064 

HCCMS Managed Pharmac¥ Costs 

Metrics 

Total Deductible as a % of Total Covered 
Amount 

Total Coinsurance as a % of Total Covered 
Amount 

$0 

$253,332 $1,280,446 5248,791 

$69,940 $142,543 $39,023 

$183,392 $1,137,903 $209,768 

$74,196 $457,038 $48,010 

$109,196 $680,866 $161,758 

$4,819 $33,332 $25,152 

$7,528 $41,612 $20,774 

$4,949 $22,910 $14,340 

$91,900 $583,011 $101,492 

$6,759 $16,492 $1,792 

$85,142 $566,519 $99,699 

$5.91 $39.31 $6.92 

3.2% 21.5% 3.8% 

$0 $196,200 $718,824 $50.88 

3.5% 

5.0% 

Facility Medical 
Out atient Pharmac Total 

$1,870,877 $1,686,926 $1,290 $5,802,563 

$200,392 $174,598 $1,063 $676,8 1 5 

$1,670,485 $1,512,328 $226 $5,125,748 

$705,733 $601,839 $0 $2,018,0 1 3 

$964,752 $910,490 $226 $3,107,735 

$4,823 $57,338 $0 $140,054 

$44,444 $80,000 $0 $200,468 

$0 $13,193 $0 $93,088 

5915,485 $759,960 $226 $2,674,124 

$6,665 $10,265 $112 $44,422 

5908,820 $749,694 $115 $2,629,702 

$63.06 $52.02 $0.01 $182.4 8 

34.6% 28. 5% 0.0% 100.0% 

100.0% 
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Employer eServices® 

Total Copay as a % of Total Covered 
Amount 

Total Gross Payable as a % of Total Covered 
Amount 

Total Other Savings as a % of Total Covered 
Amount 

Total Net Paid as a % of Total Covered 
Amount 

Submitted Charges 

Savings Due to Ineligible Charges 

Eligible Charges 

Savings Due to Discounts 

Covered Amount 

Savings Due to Deductibles 

Savings Due to Coinsurance 

Savings Due to Copays 

Gross Payable 

Other Savings 

Net Paid 

Net Paid PMPM 

Cost Sharing and Summary Statistics 

7.2% 

84.3% 

1.1% 

83.2% 

$6,996,652 

$676,815 

$6,319,837 

$2,297,078 

$4,022,759 

$140,054 

$200,468 

$289,288 

$3,392,948 

$44,422 

$3,348,526 

$233.36 
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Employer eServices'~) 

Inpatient Event Ad Hoc 

II Covered 
Amount 

. $2,420J6~:35 

Plan Net Paid 

go61,~:3.~.:4s 

HRA Net Paid !Total Net Paid / Plan Net Paid t HRA Net Paid : Total Net Paid 
· : per Day , per Day ! per Day 

~?8,238.60 $2,089,674.08 $1,848.82 $25.33 $1,874 .15 
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Employer eServices·B 

Inpatient Utilization and Costs by Admission Type 

Admission 
T e Grou Admission T e • Number of Admissions 

Admissions Per 1000 -· 
Average Covered 

Length of Amount Per 
Stay Admission 

Medical / 
Surgical 

Maternity 

Newborn 

MH/SA 

Other 

Detail 

Medical 

Surgical 

Subtotal 

Maternity - Cesarean 
Section 
Maternity - Vaginal 
Delivery 

Maternity - Other 

Subtotal 

Newborn - Well 

Newborn - Other 

Subtotal 

MH/SA - Mental Health 

MH/SA - Substance Abuse 

Subtotal 

Skilled Nursing 

Subtotal 

IIWllliliT"IC Admissions Number 
Per 1000 of Da s 

30 

21 

51 

7 

10 

2 

19 

13 

3 

16 

4 

2 

6 

1 

1 

Days Average 
Per Length 

1000 of Stay 

80 33.3 360 149.9 4.5 

Total 

12.5 98 

8.7 153 

21.2 251 

2.9 22 

4.2 23 

0.8 4 

7.9 49 

5.4 32 

1.2 9 

6.7 41 

1.7 19 

0.8 24 

2.5 43 

0.4 8 

0.4 8 

Covered 
Amount Per 
Admission 

$12,782 

40.8 3.3 $10,112 

63.7 7.3 $27,384 

104.5 4.9 $17,224 

9.2 3.1 $3,569 

9.6 2.3 $3,460 

1.7 2.0 $6,360 

20.4 2.6 $3,805 

13.3 2.5 $1,278 

3.7 3.0 $2,361 

17.1 2.6 $1,481 

7.9 4.8 $6,735 

10.0 12.0 $10,215 

17.9 7.2 $7,895 

3.3 8.0 $768 

3.3 8.0 $768 

Covered Net Paid 
Amount Per 
Per Day Admission II -

-
$2,840 $12,107 $2,690 

© 20 IO UnitedHealthcare' Insurance Company All Rights Reserved. 

••• • - •" I 

• I I • -

' . 
$3,096 $9,689 $2,966 

$3,759 $26,610 $3,652 

$3,500 $16,657 $3,384 

$1,136 $2,985 $950 

$1,504 $2,916 $1,268 

$3,180 $5,772 $2,886 

$1,476 $3,242 $1,257 

$519 $914 $371 

$787 $2,018 $673 

$578 $1,121 $437 

$1,418 $5,584 $1,176 

$851 $8,223 $685 

$1,102 $6,464 $902 

$96 $768 $96 

$96 $768 $96 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 

697 



Employer eServices@ 

Inpatient Utilization by Diagnosis 

Diagnosis 
Cha ter M t:Lr l (.5 

INFECTIOUS & 
PARASITIC DIS 
NEOPLASMS 

ENDCR NUTRI 
METABOLIC IMMUN 
BLOOD & BLOOD 
FORM ORGANS 
MENTAL DISORDERS 

NERVOUS SYS 
SENSE ORGANS 
CIRCULATORY 
SYSTEM 
RESPIRATORY 
SYSTEM 

DIGESTIVE SYSTEM 
GENITOURINARY 
SYSTEM 
PREGNANCY 
CHILDBIRTH PUERP 
MUSKULO CNCTV 
TISSUE 
CONGENITAL 
ANOMALIES 

PERINATAL PERIOD 

INJURY AND 
POISONING 

OTHER CONDITIONS 

Total 

Prior 
Period 

Number of 
Admissions 

1 

8 

3 

0 

4 

3 

8 

6 

14 

5 

9 

4 

1 

3 

8 

4 

81 

Current 
Period 

Number of 
Admissions 

0 

9 

4 

1 

6 

2 

7 

3 

9 

3 

19 

1 

1 

3 

9 

3 
80 

Prior 
Period 

Number 
of Da s 

6 

68 

6 

0 

155 

11 

57 

48 

79 

37 

28 

8 

1 

12 

49 

15 

580 

Current I 
Period , 

Number ! 
of Da s 

0 

35 

9 

2 

43 

2 

86 

17 

26 

11 

49 

3 

4 

9 

49 

15 

360 

I 

Prior 
Period 

Average 
Length 
of Sta 

6. 0 

8 .5 

2.0 

0 

38.8 

3.7 

7.1 

8 .0 

5 .6 

7.4 

3.1 

2.0 

1.0 

4.0 

6.1 

3.8 
7.2 

Current 
Period Prior 

Average Period 
Length Covered 
of Sta Amount 

0 $12,150 

3.9 $347,886 

2.3 $6,970 

2.0 0 

7.2 $27,893 

1.0 $15,382 

12.3 $165,415 

5.7 $76,403 

2.9 $142,894 

3.7 $131,706 

2.6 $32,936 

3.0 $67,773 

4.0 $1,965 

3.0 $10,964 

5.4 $159,147 

5.0 $29,884 
4.5 $1,229,369 

Current 
Period 

Covered 
Amount 

0 

$169,091 

$10,019 

$12,850 

$47,370 

$7, 198 

$403,919 

$27,528 

$45,130 

$16,468 

$88,917 

$10,376 

$27,380 

$7,083 

$106,151 

$43,085 
$1,022, 564 
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I 
I 

I 

Prior 
Period 

Covered 
Amount 

per 
Admission 

$12, 150 

$43,486 

$2,323 

0 

$6,973 

$5,127 

$20,677 

$12,734 

$10,207 

$26,341 

$3,660 

$16,943 

$1,965 

$3,655 

$19,893 

$7,471 
$15,177 

Current 
Period 

Covered 
Amount 

per 
Ad mission 

0 

$18,788 

$2,505 

$12,850 

$7,895 

$3,599 

$57,703 

$9,176 

$5,014 

$5,489 

$4,680 

$10,376 

$27,380 

$2,361 

$11,795 

$14,362 
$12,782 

1.-·· 
• T I • • . 

~ · :. ·._ 

Prior 
Period 

Covered 
Amount 
--- "'-·· 

$2,025 

$5,116 

$1,162 

0 

$180 

$ 1,398 

$2,902 

$ 1,592 

$ 1,809 

$3,560 

$1,176 

$8,472 

$1,965 

$914 

$3,248 

$1,992 
$2,120 

0 

$4,831 

$1,113 

$6,425 

$1,102 

$3,599 

$4,697 

$1,619 

$1,736 

$1,497 

$1,815 

$3,459 

$6,845 

$787 

$2,166 

$2,872 
$2,840 
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Employer eServices@ 

Medical Dollar Ad Hoc 

- Gross Pa able Plan Net Paid HRA Net Paid Total Net Paid R&C Reduction Total Savin s 
t2S8,047,.,__28 $237,190.26 $47,463.77 $284,~?4 .03 $4,902.55 $20,857.01 
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Employer eServices® 

Medical Utilization Ad Hoc 

Number of Visits Plan Net Paid 

698 3,765 1,159! $237,190.26 $47,463 .77 $284,654.03' 
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Employer eServices@ 

Member Cost Sharing Detail Report - Non-Confidential 

. Network Network Benefits - UHG Network Non-Network Benefits Total 
Policy Scrambled 

Numbe Number 

_ . . Cla1manl' B t·t Co- . 
Relat1onsh1p Last First Date of ene 

I C Co- Deductibl Total Copay . Deduct1bl Total 
Summary Nam~ Name Birth Level A opay insurance Amount OOP Amoun insurance Amount OOP 

Co
Copay insuranc 
moun Amount Metrics moun Amount Amount 

1234567 
Subscriber LAST FIRST 01/23/2008 $70.00 $0.00 $0.00 $70.00 $70.oo! $0.00 

Spouse LAST FIRST 01/23/2008 , $0.00 $0.00 $0.00 $0.00 $0.00 . $0.00 
,Subscriber LAST FIRST 01/23/2008 $0.00 $0.00 $70.001$70.00 $0.00 $0.00 
Spouse LAST FIRST 01/23/2008 $20.00. $0.00 j $0.00[$20.00 i $20.00 $0.00 
Child LAST F IRST[Ol/23/2008 $20.00 $0 .00 $0.00i$20.00 I - . - $20.00 $0.00 

00000 
2345678 

3456789 Spouse LAST FIRSTO l/23/2008 $0.00 $0.00 $0.00$ 0.00 I , $0.00 $ 0.00 
,4567890 Spouse LAST FIRST 01/23/2008 I $0.00 $0.00 $0.00 $0.00! : ~ O $0.00 
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Employer eServices·'.t'.) 

Member Cost Sharing Detail Report-ASO Confidential 

Policy Scrambled 
Numbe Number 

1234567 

---
00000 

2345678 

3456789 
4567890 

. . Claiman Netwo~k Network Benefits - UHG Network 
Relat1onsh1p Last First O t f Benefit Co- I I 

Summary Name Nam a e o Level . Copay . Deductible L Birth insurance 
Metrics Amoun - _ Amount O , 

Subscriber LAST FIRST 01/23/2008 $70.00 $0.00: $0.00 '$70.00, 

1Spouse LAST FIRST 01/23/2008 I - -
rSubscriber ~LAST FIRST ,01/ 23/ 2008 
Spouse LAST FIRST 01/ 23/ 2008 } 20.00 $0~.QQ__ $0.00,$20.00 
:c hild LAST FIRST 01/23/2008 $20.00 $0 .00 $0.00,$20.00 
Spouse LAST FIRST '01/ 23/2008 To.~ $0.00. $0.00! $0.00 
Spouse_ LAST FIRST 01/23/2008 $0.00 _ $0.00: $0.()0 $0.00 

Non-Network Benefits 

$0.00 j $0.00 $0.00 $0.00 
$0.00 $0.00 $70.00$70.00 

-
( 

' ----
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Total 

$70 .00l $0.00 

$0.00 $0.0.Q 
$0.00 ~0.00 

$20.00 $0.00 
$20.00 $0.00 

$0.00 $0.00 
$0.00 $0.00 
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En1 ployer eServices·~ 

Network Utilization 

Network Benefit Level Network Benefits - UHG Network Non-Network Benefits Neutral Benefits 
. . UHC Non-UHC 

Prov ,,1e,- Part1c1pat1on Network Network 
Metrics Stat u, Catego,·y Provider Provider Total 

UHC I Non-UHC I UHC I Non-UHC I 
Network Network Network Network 
Provider Provider Total Provider Provider Total 

Prior - Eligible Charges $5,187,050 $ 268,904 $5,455,954 $28,309 $342,786 $371,096 $671 $37,908 $38,579 $5,865,629 

Prior - Eligible Charges as % of Total 88.4% 4.6% 93.0% 0 .5% 5 .8% 6,3D/o 0 .0% 0 .6% 0.7D/o 100.0% 

Current - Eligible Charges $4,755,082 $ 27,423 $4,782,505 $33,389 $236,101 $269,490 $7,608 $66,146 $73,754 $5,125,748 
Current - Eligible Charges as % of 

92 .8% 0 .5% 93.3% 0.7% 4.6% S.3°/o 0 .1% 1.3% 1.4D/o 100.0% Total -
% Change - Eligible Charges (8 .3%) (89.8%) (12.3%) 17.9% (31.1%) (27.4%) 1033.8% 74.5% 91.2% (12.6%) 

Prior - Discounts $1,950,434 $0 $1,950,434 $0 $0 $0 $0 $0 $0 $1,950,434 

Prior - Discounts as % of Total 100 .0% 0.0% 100.0% 0.0% 0.0% 0.0°/o 0.0% 0 .0% 0.0°/o 100.0D/o 

Current - Discounts $1,994,577 $0 $1,994,577 $0 $0 $0 $124 $0 $124 $1,994,701 

Current - Discounts as % of Total 100.0% 0.0% 100.0% 0.0% 0 .0% 0.0°/o 0.0% 0 .0% 0.0°/o 100.0% 

% Change - Discounts 2.3% 0 2.3°/o 0 0 0 0 0 0 2.3D/o 

Prior - Discounts as % of Eligible 
37.6% 0 .0% 35.7% 0.0% 0 .0% 0.0°/o 0.0% 0 .0% 0.0°/o 33.3% 

Charges 
Current - Discounts as % of Eligible 

41.9% 0 .0% 41.70/o 0 .0% 0 .0% 0.0°/o 1.6% 0 .0% 0.2°/o 38.90/o 
Charges 

Prior - Total Net Paid $2,444,643 $ 138,098 $2,582,741 $15,275 $206,286 $221,561 $184 $28,647 $28,831 $2,833,133 

Prior - Net Paid as % of Total 86.3% 4.9% 91.2% 0.5% 7 .3% 7.8°/o 0.0% 1.0% 1.0°/o 100.0% 

Current - Total Net Paid $2,399,561 $22,851 $2,422,412 $12,654 $141,240 $153,894 $4,307 $49,090 $53,397 $2,629,702 

Current - Net Paid as % of Total 91.2% 0.9% 92.1% 0.5% 5.4% 5.9°/o 0.2% 1.9% 2.0% 100.0% 

% Change - Total Net Paid (1.8%) (83.5%) (6.2%) (17.2%) (31.5%) (30.5%) 2240.9% 71.4% 85.2% (7.2%) 

Prior - Employer Cost Sharing 87 .5% 95.5% 87.9% 63.7% 73.6% 72.8°/o 30.4% 76.0% 75.3% 86.30/o 

Current - Employer Cost Sharing 87 .3% 83.3% 87.30/o 49.5% 60.4% 59.4°/o 70.7% 74.2% 73.9% 84.60/o 
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Employer eServices@ 

Outpatient Utilization by Diagnosis 

Diagnosis 
Cha ter Metrics 
INFECTIOUS & PARASITIC 
DIS 

NEOPLASMS 

ENDR NUTRI METABOLIC 
IMMUN 
BLOOD & BLOOD FORM 
ORGANS 

MENTAL DISORDERS 

NERVOUS SYS SENSE 
ORGANS 
CIRCULATORY SYSTEM 

RESPIRATORY SYSTEM 

DIGESTIVE SYSTEM 

GENITOURINARY SYSTEM 

PREGNANCY CHILDBIRTH 
PUERP 

Detail 

Prior 
Period 

rv1crncs Number 

Total 

of 
Claimants 

171 

Prior 
Period Current 

Number Period 
of Number of 

Claimants Claimants 

171 166 

111 116 

222 260 

18 22 

111 145 

417 454 

169 200 

672 621 

165 160 

311 351 

48 73 

Prior 
Current Period 
Period Number 

Number of of 
Claimants Services 

166 478 

Prior 
Period 

Number 
of 

Services 

478 

529 

1,1?_9 

79 

531 

__ 1,733 __ 

1,018 

3,310 

540 

t, 289 

292 

Current 
Period 

Number 
of 

Services 

158 

Current Current 
Period Prior Period Prior 

Number Period Number Period 
of Number of of Covered 

Services Visits Visits Amount 

158 143 $~_8,56_4 $28,482 
132 206 . -- _$?6,14?__ H9?,~?o ·---

1,397 234 244 $_5},_9_4? 

146 8 8 16 _$_6,7!38 
699 374 44 3 $?7,6(;i8 

_1,415 709 712 $16~,_9~2 
970 276 324 ___ $127J 293 

3,202 978 859 $214,095 

6 52 185 205 $131, _()26 

1 ,613 370 465 $_189,()7_6 

517 52 65 $18_,93_0 

Current 
Prior Period Prior Current 

Period Number Period Period 
Number of of Covered Covered 

Visits Visits Amount Amount 

143 $98,564 $28,482 $138 
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Prior 
Period 

Current Covered 
Period Amount 

Covered per 
Amount Service 

$138 $60 

_t!l32_ - $172 

_ $58,8_?~ $4 5 

$_31i,631 $86 

_ $_l33,<lf>9 _ $109 

$147,481 $96 

$138,213 $1 25 

_i~42,_335 $65 

H?l,765 $24 3 

_$18?,_38_0 $147 

$58,36?_ $65 

Prior Current 
Period Period 

Covered Covered 
Amount Amount 

per per 
Service Service 

- $/;iQ -- - . $~2_4: __ 
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Current 
Period 

Covered 
Amount 

per 
Service 

$624 

$728 

$42 

$265 

$119 

$ 104 

$142 

$44 

$18 7 

$115 

$113 
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Employer eServices® 

Top Hospitals Ranked by Total Net Paid 

Provider 
Participat Number of 

Hospital ion Status Inpatient 
Name Ci State Cate o Admissions 
WOMENS FALLS 
HOSPITAL CHURCH 
CITY 

MARIETTA HOSPITAL 
COUNTY 

DALLAS HOSPITAL 
Subtotal 

TOQ HQ:;iQitals 

Me trics 
Number of 
Inpatient 

Admissions 

64 

All Other Hosi;iitals 

Virginia 

Georgia 

Texas 

• . 

. 

Participatin 
g Provider 

Participatin 
g Provider 

Pa rti ci pati n 
g Provider 

Inpatient 
Covered 
Amount 

1 

10 

1 

12 

Inpatient 
Net Paid 

211 $391,021 $338,322 

Number 
of Inpatient Outpatient Outpatient 

Inpatient Covered Inpatient Number of Covered 
Da s Amount Net Paid Services Amount 

71 $258,268 $258,268 7 $4,301 

36 $194,677 $193,665 76 $37,205 

18 $58,818 $58,157 1 $169 

125 $511,460 $510,090 84 $41,675 

Outpatient 
Number of 
Services 

Outpatient 
Covered 
Amount 

Outpatient Net Paid 
Net Paid Total 

__ 1,227 _ -- $570,281 ---- $454,279 _ $792,601 _ 

N b f Number I t· t ! 0 . t um ~r o of npa 1en ; utpat1en Outpatient 
Covered 
Amount 

Metri cs Inpatient 1 t· t Covered I t· t I Number of 
Ad . . npa 1en A t npa 1en 

5 
. 

m1ss1ons Da 5 moun Net Paid I erv1ces 

80 360 _$~64,6_27 $~Q_~,269 1,373 

All Hosi;iitals 

$654,790 

Outpatient 
Net Paid 

Net Paid 
Total 

_$?.:3.§,09~ $1_,4j~,.??Q 

© 2010 UnitedHealthcare ' Insurance Company All Rights Reserved. 

Outpatient Net Paid 
Net Paid Total 

$3,841 $262,109 

$35,767 $229,432 

$69 $58,226 

$39,777 $549,767 
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Employer eServices'~ 

Top Physicians Ranked by Total Net Paid 

Physician 
Name 
FIRST A 
LASTNAME 
FIRST B 
LASTNAME 
FIRST C 
LASTNAME 
Subtotal 

Top Physicians 

-

State 

Ohio 

North 
Carolina 

Georgia 

All Other Physician~ 

• • 

' 
Participating 
Provider 
Pa rtici pati ng 
Provider 
Participating 
Provider 

1,649 

Number of 
Claimants 

5, 193 

- Number of Claimants Number of Visits 
1,649 5,265 

All Physicians 

1 

1 

1 

3 

Number of Number of Covered 
Visits Services Amount 

8 

4 

41 

53 

11,752 

169 

69 

125 

363 

$42,876 

$18,357 

$17,275 

$78,508 

$895,226 

Number of Covered 
Services Amount 

12,259 $998,453 

© 2010 UnitedHealthcare ' Insurance Company All Rights Reserved. 

Net Paid 

$42,631 

$18,237 

$ 17,050 

$77,918 

Net Paid 
$718,094 

Net Paid 
$818,768 
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Employer eSer-vices~' 

Utilization and Costs by Provider Type 

Place of Provider Type 
Service Utilization 
Category 

Metrics Number of Covered 
Claimants Amount 

Facility 79 $964,627 $12,210 $66.94 $909,269 $11,510 $63.10 

Physician Primary Care 43 $15,552 $362 $1.08 $10,463 $243 $0.73 

Inpatient Physician OB/GYN 21 $38,464 $1,832 $2.67 $28,292 $1,347 $1.96 

Physician Specialist 54 $122,240 $2,264 $8.48 $103,505 $1,917 $7.18 

Allied Health 9 $8,930 $992 $0.62 $6,087 $676 $0.42 

Facility 937 $933,632 $996 $64.79 $762,127 $813 $52.89 

Physician Primary Care 1,300 $266,048 $205 $18.46 $210,215 $162 $14.59 

Physician OB/GYN 260 $70,962 $273 $4.92 $56,967 $219 $3.95 

Outpatient Physician Specialist 760 $485,208 $638 $33.67 $409,345 $539 $28.41 

Allied Health 371 $152,827 $412 $10.60 $93,613 $252 $6.50 

Miscellaneous 34 $41,254 $1,213 $2.86 $32,088 $944 $2.23 

Pharmacy 5 $7,990 $1,598 $0.55 $7,731 $1,546 $0.54 - -

Cost bl' Provider TJ'pe - Details 

Covered Covered 
Metrics Number of Amount per Amount Net Paid per Net Paid 

Claimants Covered Amount Claimant PMPM Net Paid Claimant PMPM 

1,783 $3,107,735 $1,743 $215.65 $2,629,702 $1,475 $182.48 

Cost bl' Provider TJ'pe - Total 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 
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Employer eServices'1>: 

Utilization by Age Group 

Medical Average Covered 
Age Metrics Member Claimant Covered Amount 
Group Count Count Amount PMPM 

< 1 

1-9 

10 - 19 

20 - 24 

25 - 34 

35 - 44 

45 - 54 

55 - 64 

65 + 

Detail 

25 

370 

446 

104 

311 

607 

389 

142 

9 

44 

294 

292 

59 

235 

453 

314 

122 

8 

79,606 $5. 52 

279 ,141 $19. 37 

265,647 $ 18.43 

44,032 $3.06 

495,870 $34.41 

581 ,546 $40.35 

689,134 $47.82 

599 ,971 $41.63 

72,787 $5.05 

Covered 
Amount per 

Claimant 

$1,809 

$949 

$910 

$746 

$2,110 

$1,284 

$2,195 

$4,918 

$9,098 

$58,295 

$230,849 

$216,680 

$36,518 

$416,677 

$459,749 

$600,475 

$541,170 

$69,289 

Net Net Paid 
Paid per 

PMPM Claimant 

$4.05 $1,325 

$16.02 $785 

$15.04 $742 

$2.53 $619 

$28.91 $1,773 

$31.90 $1,015 

$41.67 $1,912 

$37.55 $4,436 

$4 .81 $8,661 

• Average 
Member 
Count 

Claimant 
Count 

Covered 
Amount 

Covered Covered 
Amount Amount per 
PMPM Claimant 

I 

I 

Net Paid • . Net Paid 
per 

Claimant 
2,402 1,783 3,107,735 $215.65 $1,743 $2,629,702 $ 182.48 $1,475 

Total 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 
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Employer eServices:s: 

Utilization by Diagnosis 

Current Current II Prior Period 
Number of 
Claimants 

Prior Period I Prior - Prior Net Period 
Current 
Period 

Claimants per 
1000 .•. _ .. ·_ Period Net Current 

Diagnosis Cha ter 

INFECTIOUS & PARASITIC 
DIS 

NEOPLASMS 

ENDCR NUTRI METABOLIC 
IMMUN 
BLOOD & BLOOD FORM 
ORGANS 

MENTAL DISORDERS 

NERVOUS SYS SENSE 
ORGANS 

CIRCULATORY SYSTEM 

RESPIRATORY SYSTEM 

DIGESTIVE SYSTEM 

GENITOURINARY SYSTEM 

PREGNANCY CHILDBIRTH 
PUERP 
SKIN & SUBCUTANEOUS 
TISSUE 

MUSKULO CNCTV TISSUE 

CONGENITAL ANOMALIES 

PERINATAL PERIOD 

INJURY AND POISONING 

OTHER CONDITIONS 

Detail 

• 
Total 

Prior Period 
Number of 
Claimants 

1,596 

Claimants Period Net -- Paid Number of Paid 0/o of Net Paid 
er 1000 Paid PMPM Claimants . . Total PMPM 

174 

111 

225 

19 

112 

417 

171 

677 

171 

312 

48 

179 

333 

19 

15 

206 

662 

Prior Period 
Claimants per 

1000 

77.3 $96,220 3.4% $7.12 169 70.4 $26,501 1.0% 

49.3 $440,496 15.5% $32.61 118 49.1 $352,263 13.4% 

100.0 $49,341 1.7% $3.65 264 109.9 $61,570 2.3% 

8.4 $6,873 0.2% $0.51 22 9.2 $50,735 1.9% 

49.8 $55,611 2.0% $4.12 148 61.6 $91,506 3.5% 

185.3 $150,011 5.3% $11.11 457 190.3 $128,186 4.9% 

76.0 $280,603 9.9% $20.78 204 84.9 $479,747 18.2% 

300.8 $256,180 9.0% $18.97 627 261.1 $140,856 5.4% 

76.0 $265,921 9.4% $19.69 168 69.9 $142,089 5.4% 

138.6 $213,695 7.5% $15.82 352 146.6 $177,593 6.8% 

21.3 $59,339 2.1% $4.39 74 30.8 $149,600 5.7% 

79.5 $28,338 1.0% $2.10 216 89.9 $46,393 1.8% 

147.9 $272,875 9.6% $20.20 383 159.5 $202,001 7.7% 

8.4 $21,996 0.8% $1.63 25 10.4 $74,823 2.8% 

6.7 $34,704 1.2% $2.57 24 10.0 $35,981 1.4% 

91.5 $380,730 13.4% $28.19 215 89.5 $268,024 10.2% 

294.1 $220,200 7.8% $16.30 729 303.5 $201,835 7.7% 

Prior Net Current Period Current Period Current Current 
Prior Period Paid Number of Claimants per Period Net Net Paid 

Net Paid PMPM Claimants 1000 Paid PMPM 
709.0 $2,833,133 $209.77 1,783 742.3 $2,629,702 $182.48 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 

$1.84 

$24.44 

$4.27 

$3.52 

$6.35 

$8.89 

$33.29 

$9.77 

$9.86 

$12.32 

$10.38 

$3.22 

$14.02 

$5.19 

$2.50 

$18.60 

$14.01 
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Employer eServices·'.!i: 

Membership by Market 

Subscribers Non-
Subscribers with Two Positively Positively i 

Market Single with one or More Total Enrolled Enrolled Total 
Number Market Name Subscribers De endent De endents Subscribers De endents De endents Members 
0002407 PHOENIX, AZ 39 31 46 115 0 176 290 

0004422 
LA., ORANGE & 4 2 3 9 0 11 21 

VENTURA,CA 
0010460 ATLANTA, GA 7 16 16 40 0 64 102 
0012471 CHICAGO, IL 7 3 7 17 0 25 41 

0013476 
INDIANAPOLIS, 

6 3 11 20 0 39 59 
IN 

0017622 MONROLE, LA 3 10 19 32 0 70 102 
0020494 BOSTON,MA 11 2 9 22 0 34 56 
Total 77 67 111 255 0 419 671 

© 20 IO UnitedHealthcare ' Insurance Company All Rights Reserved. 
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Employer eServices·r,; 

Membership by Month 

Subscribers 
Single plus 

Subscribers S ouse 
2008-01 351 142 
2008-02 351 141 
2008-03 344 139 
2008-04 343 139 
Total 2,065 834 

Subscribers 
plus 

Child/Children 
73 
75 
73 
68 

421 

Subscribers 
lus Famil 

390 
398 
399 
399 

2,384 

Total 
Subscribers 

956 
965 
955 
949 

5,704 

Non
Positively 
Enrolled 

De endents 
0 
0 
0 
0 
0 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 

Positively 
Enrolled 

De endents 
1,439 
1,459 
1,458 
1,450 

8,707 

2,395 
2,424 
2,413 
2,399 

14,411 
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711 



Employer eServices'~) 

Membership Managed Ad Hoc 

Market Single 
Number Market Name Subscribers 

0004422 SAN FRANCISCO, 782 
CA 

0005440 DENVER,CO 391 
0010457 ROME,GA 1 

0011468 SOUTHWEST 280 
IDA_HO, ID _ 

Tot al 2,275 

- -
-

380 

205 
1 

233 

1,371 

Subscribers 
with Two 
or More Total 

Dependents Subscribers 

314 1,475 

315 910 
1 3 

408 921 

1,831 5,477 

• -. 
-

0 

0 
0 

0 

0 

© 2010 UnitedHealthcare ' Insurance Company All Rights Reserved. 

- . 
-

1,276 

1,225 
3 

1,656 

7,116 

Total 
Members 

2,751 

2,135 
5 

2,577 

12,593 
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Employer eServices·~; 

Membership with Demographic and Geographic Factors 

Age Subscribers 
Group Single with One 
Band Subscribers , De endent 

< 20 0.0 0.0 
20 - 24 16.0 2.2 
25 - 29 28.2 7.7 
30 - 34 32.7 20.0 
35 - 39 30.3 22.0 
40 - 44 25.3 21.3 
45 - 49 26.5 22.3 
> so 15.7 25.3 
Total 192.3 159.2 
< 20 0.0 0.0 
20 - 24 5.7 0.8 
25 - 29 9 .2 1.2 
30 - 34 20.0 6.5 
35 - 39 25.8 10.0 
40 - 44 32.2 6.2 
45 - 49 22.3 9.8 
> 50 11.2 8.0 
Total 151.8 50.0 

Total 344.2 209.2 

Subscribers with 

Subscribers 
with Two or 

More 
De endents 

0.0 
0 .5 

18.5 
46.3 
84.2 
88.8 
65.2 
28.3 

345.0 
0.0 
0.0 
1.0 
7.0 

11.5 
13.8 
14.0 

3.2 
52.3 

397.3 
Subscribers with 

Two or More 

0.0 
18.7 
54.3 
99.0 

136.5 
135.5 
114.0 

69.3 
696.5 

0.0 
6.5 

11.3 
33.5 
47.3 
52.2 
46.2 
22.3 

254.2 
950.7 

218.3 218.3 
35.3 54.0 

4.0 58.3 
5.2 104.2 

16.0 152.5 
23.5 159.0 
11.8 125.8 
9.2 78.5 

541.2 1,237.7 
227.3 227.3 

43.7 50.2 
37.5 48.8 
66.5 100.0 
88.3 135.7 

107.5 159.7 
64.5 110.7 
51.7 74.0 

910.0 1,164.2 
1,451.2 2,401.8 

Met ri t S 

Gender 
Single Subscribers One Dependent Dependents Total Subscribers 

Positively Enrolled 
Dependents 
Avera e A e 

Male 

Female 

Total 

Avera e A e Avera e A e 

39 

43 

41 

46 

44 

45 

Avera e A e Avera e A e 

41 

42 

41 

41 

43 

42 

16 

26 

22 

I 

9.1% 
2.2% 
2.4% 
4.3% 
6.3% 
6.6% 
5.2% 
3.3% 

51.5°/o 
9.5% 
2.1% 
2.0% 
4.2% 
5.6% 
6.6% 
4.6% 
3.1% 

48.5°/o 
100.0% 

Total Members 
Avera e A e 

30 

30 

30 

Me[n cs Per Subscriber Geographic 
Factor 

Per Member Geographic j Per Subscriber Demographic Per Member Demographic 
Factor Factor Factor 

0 .956 0.948 0 .000 0.940 

© 2010 UnitedHealthcare ' Insurance Company All Rights Reserved. 
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Pharmacy Executive Summary 
Prepared for: ST ATE OF NEBRASKA 

TOTAL CUSTOMER 

Time Period: 201807 thru 201904 

. Norm Selected: GOVERNMENT 

Date Run: 5120/2019 10:56:03 AM 
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Key Indicators 
Cost & Ut1llzat1on Current PP Change NORM 

Plan Paid $39,243,167 $37,033,310 6.0% 

Plan Paid PMPM $142.03 $131 ,81 7.8% $120.84 

Plan Paid Non-Specialty PMPM $82.83 $82.15 0.8% $72.23 

Plan Paid Specialty PMPM $59.21 $49.65 19.2% $48.62 

Paid Paid per Rx $136.64 $122.28 11 .7% $115.98 

ECS $3 ,724,485 $3,872 ,004 -3 .8% 

ECS PMPM $13.48 $13.78 -2 .2% $15.32 

ECS Non-Specialty PMPM $12.76 $13.28 -3.9% $14 .38 

ECS Specialty PMPM $0.72 $0.51 42 .3% $0.94 

ECS Copay per Rx $11 .90 $12.00 -0.8% $11 .55 

ECS % Gross 8.7% 9.5% -0.8 11 .3% 

Days Supplied per Rx 39.9 38.2 4.5% 33.1 

Non-Specialty Days Supply per Rx 39.9 38 .2 4.6% 33.1 

Specialty Days Supply per Rx 36.5 35.8 1.9% 31 .5 

Rx Count 287,194 302,866 -5.2% 

Non-Specialty Rx 284,354 300,143 -5.3% 

Specialty Rx 2,840 2,723 4.3% 

Adjusted Rx's 317 ,216 336,882 -5.8% 

Adjusted Rx's PMPY 13.78 14.39 -4.2% 13.75 

Tier 1 77.7% 77.2% 0.5 81 .5% 

Tier 2 14.0% 13.6% 0.4 10.3% 

Tier 3 8.3% 9.2% -0.9 8.0% 

Tier4 0.0% 0.0% 0.0 0.2% 

Tier 1 + Generic 87.0% 86.8% 0.2 87.5% 

SSB 12.0% 12.3% -0 .4 11 .6% 

MSB 2.4% 2.3% 0.1 2.6% 

GDR 85.6% 85.4% 0.2 85.7% 

GSR 97.2% 97.4% -0.1 97 .0% 

Mail Penetration 14.2% 15.1% -0.9 13.6% 

% Specialty 41 .7% 37.7% 4.0 40.2% 

Enrolled Membership 27,630 28,097 -1 .7% 

Patients 22 ,141 22,675 -2 .4% 

Patient Utilization 80.1% 80.7% -0.6 

Average Age Enrolled 35 .9 35.9 -0.2% 

Average Age Patient 47.4 47.6 -0.6% 
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Mail Utilization 
Month 2018/07 2018/08 2018/09 2018/10 2018/11 2018/12 2019/01 2019/02 

Current 

pp 

Pt Chg 

15.2% 

14.8% 

0.4 

DAW Breakout 

14.7% 

15.2% 

-0.4 

15.0% 

16.1% 

-1.1 

14.5% 

14.9% 

-0.4 

14.4% 

15.0% 

-0.6 

13.9% 

15.1% 

-1.2 

13.7% 

15.3% 

-1.5 

13.7% 

14.7% 

-1.0 

DAW O 1 2 3 4 5 6 7 

Rx PP 

Rx 

Change 

Age Band 

294,864 

279,941 

-14,923 

3,702 

3,096 

-606 

2,786 

2,266 

-520 

26 

23 

-3 

10 

14 

4 

74 

72 

-2 

18 

10 

-8 

0 

3 

3 

Age Group Patients Patient Chg t-"'IVll"'IIII PMPM Trend ECS PMPM 

0-9 2,071 -137 2.99 $1 .84 $2.88 $1.04 56.3% $0.36 

10 - 19 2,587 -26 5.49 $6.85 $6.80 -$0.05 -0.8% $0.89 

20- 29 3,246 -143 7.09 $8.29 $10.62 $2.33 28.1% $1 .06 

30- 39 3,124 -30 10.23 $15.75 $18.06 $2.31 14.7% $1.38 

40-49 3,265 -29 16.13 $18.29 $19.38 $1.09 6.0% $2.00 

50- 59 4,662 -148 21.78 $39.69 $40.07 $0.39 1.0% $3.66 

60- 64 3,028 -21 28.10 $28.86 $29.29 $0.43 1.5% $2.80 

65+ 1,337 24 30.78 $12.23 $14.92 $2.69 22.0% $1 .33 

Total 23,320 -64 13.78 $131.81 $142.03 $10.23 7.8% $13.48 

Breakdown 
Tier Location Drug Type % Rx % Paid % SP Rx Cnt Rx Chg Patients Patient Chg 

Brand 0.1% 0.9% 0.0% 366 22 108 -14 
Mail Order 

Generic 3.9% 1.2% 0.0% 11,330 -1,246 1,422 -190 

Retail 
Brand 1.3% 3.8% 0.5% 3,594 -374 764 -178 

Generic 72.4% 10.8% 1.3% 207,829 -9,086 20,698 -353 

Total 77.7% 16.7% 1.8% 223,119 -10,684 22,992 -184 

Brand 0.3% 1.9% 0.0% 986 -54 319 -21 
Mail Order 

,Generic 0.4% 0.5% 0.0% 1,214 -178 396 -107 

2 Brand 
Retail 

6.7% 41.8% 59.4% 19,357 -356 4,245 -183 

Generic 6.4% 4.0% 0.9% 18,515 -482 6,091 -417 

Total 14.0% 48.2% 60.3% 40,072 -1,070 11,051 -182 

Brand 0.3% 2.0% 0.0% 773 -252 283 -102 
Mail Order 

Generic 0.1% 0.2% 0.0% 335 -288 129 -120 

3 Brand 
Retail 

5.6% 30.9% 37.6% 16,193 -1,923 4,377 -394 

Generic 2.3% 1.7% 0.1% 6,592 -1,442 2,546 -69 

Total 8.3% 34.8% 37.7% 23,893 -3,905 7,335 -171 

Mail Order •Brand 0.0% 0.0% 0.0% 7 -1 4 -3 

OTHER Retail !Brand 0.0% 0.3% 0.2% 103 -12 36 -13 

Total 0.0% 0.3% 0.2% 110 -13 40 -8 

Total 100.0% 100.0% 100.0% 287,194 -15,672 41,418 -155 
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2019/03 2019/04 Total 

13.3% 

14.9% 

-1.5 

13.4% 

15.5% 

-2.1 

14.2% 

15.1% 

-0.9 

8 9 Total 

27 

33 

6 

1,359 

1,736 

377 

302,866 

287,194 

-15,672 

s n ' a 
Gross Trend PMPM Trend ECS PMPM 

$1.29 10.0% $1.17 $1 .29 10.1% $0.00 

$1.97 2.1% $1 .63 $1.70 4.2% $0.26 

$5.41 11.8% $4.79 $5.37 12.2% $0.04 

$18.98 2.5% $14.87 $15.31 2.9% $3.67 

$27.64 4.5% $22.46 $23.67 5.4% $3.97 

$2.94 1.3% $2.72 $2.75 1.1% $0.20 

$0.87 -3.0% $0.67 $0.66 -1.4% $0.21 

$62.11 10.9% $53.59 $59.41 10.9% $2.70 

$7.82 13.7% $4.92 $5.71 15.9% $2.11 

$73.74 10.6% $61.90 $68.53 10.7% $5.22 

$3.03 -20.3% $3.50 $2.81 -19.7% $0.22 

$0.43 -54.3% $0.77 $0.33 -57.1% $0.10 

$46.79 10.5% $39.25 $43.89 11.8% $2.90 

$3.44 -31.2% $3.60 $2.40 -33.2% $1.04 

$53.70 3.1% $47.12 $49.44 4.9% $4.26 

$0.04 -33.2% $0.06 $0.04 -34.5% $0.00 

$0.39 32.6% $0.27 $0.37 34.7% $0.03 

$0.43 21.9% $0.33 $0.40 23.0% $0.03 

$155.51 6.8% $131.81 $142.03 7.8% $13.48 
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Top-25 Drugs 
By Plan Paid 

Drug Name Disease State SP Rank 

HUMIRAPEN INFLAMMATORY CONDITIONS y 

STELARA INFLAMMATORY CONDITIONS y 2 
VICTOZA DIABETES N 3 
TECFIDERA MULTIPLE SCLEROSIS y 4 
HUMALOG DIABETES N 5 
ORENITRAM PULMONARY HYPERTENSION ly 6 
HUMALOG KWIKPEN DIABETES IN 7 
BASAGLAR KWIKPEN DIABETES N 8 
TRULICITY DIABETES N 9 
VYVANSE ADHD N 10 
COPAXONE MULTIPLE SCLEROSIS y 11 
XARELTO BLOOD CLOT PREVENTION/STROKE PREVENTION N 12 
JARDIANCE DIABETES N 13 
XYREM NEUROLOGIC y 14 
INVOKANA DIABETES N 15 
ENBRELSURECLICK I INFLAMMATORY CONDITIONS y 16 
ADVAIR DISKUS ASTHMA/COPD N 17 

ENBREL ! INFLAMMATORY CONDITIONS y 18 
OTEZLA j lNFLAMMATORY CONDITIONS y 19 
SYMBICORT !ASTHMA/ COPD N 20 
REVLIMID !ONCOLOGY 

I 
y 21 

SYSTOLIC CARDIOVASCULAR N 22 
CONCERTA ADHD N 23 
LEVEMIR FLEXTOUCH DIABETES N 24 
H.P. ACTHAR ENDOCRINE AND METABOLIC y 25 
Total 325 
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Rank PP Utilizers PP Ut1l1zers I er Rx Cnt PP Rx Cnt Rx Change Plan Paid PP Plan Paid 

69 68 -1 361 352 -9 $2,335,667 $2,364,993 

2 23 18 -5 66 61 -5 $930,686 $1,095,694 

6 175 165 -10 843 851 8 $701,550 $798,038 

3 15 12 -3 80 68 -12 $754,236 $780,300 

7 158 159 714 724 10 $676,054 $731,234 

8 0 38 29 -9 $599,236 $722,120 

5 190 192 2 661 716 55 $702,713 $716,105 

13 194 250 56 792 1,168 376 $438,901 $612,238 

23 79 128 49 395 751 356 $282,572 $611 ,979 

11 315 342 27 1,803 1,903 100 $460,420 $520,679 

4 14 15 1 119 76 -43 $742,512 $518,858 

12 197 208 11 937 906 -31 $439,929 $512,108 

20 118 176 58 525 755 230 $302,713 $507,957 

16 3 4 29 36 7 $365,435 $499,973 

10 157 146 -11 742 692 -50 $477,880 $498,936 

9 17 13 -4 96 81 -15 $499,425 $486,054 

14 238 228 -10 846 828 -18 $403,281 $412,364 

15 11 11 0 80 74 -6 $371,679 $378,991 

34 10 18 8 57 71 14 $206,419 $368,512 

21 282 300 18 978 1,007 29 $301,237 $335,751 

39 3 4 15 21 6 $180,758 $312,073 

22 340 338 -2 1,559 1,351 -208 $299,239 $307,189 

24 132 138 6 732 774 42 $261,347 $300,856 

17 146 124 -22 531 478 -53 $353,478 $300,179 

1,760 0 1 0 3 3 $0 $277,956 

2,096 2,887 3,059 7 12,999 13,776 777 $13,087,368 $14,971,138 
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% Total t-'lan t-'a ia t-'ian l"'aio PMPM Trend Paid per Rx ECS per Rx 

6.03% $8.31 $8.56 3.0% $6,718.73 $148.32 

2.79% $3.31 $3.97 19.7% $17,962.20 $168.00 

2.03% $2.50 $2.89 15.7% $937.76 $40.26 

1.99% $2.68 $2.82 5.2% $11,475.01 $38.09 

1.86% $2.41 $2.65 10.0% $1,009.99 $3.57 

1.84% $2.13 $2.61 22.5% $24,900.69 $36.21 

1.82% $2.50 $2.59 3.6% $1 ,000.15 $37.28 

1.56% $1 .56 $2.22 41 .9% $524.18 $3.01 

1.56% $1.01 $2.21 120.2% $814.89 $43.74 

1.33% $1.64 $1.88 15.0% $273.61 $35.98 

1.32% $2.64 $1.88 -28.9% $6,827.07 $56.62 

1.30% $1.57 $1.85 18.4% $565.24 $41.24 

1.29% $1.08 $1.84 70.6% $672.79 $32.11 

1.27% $1.30 $1.81 39.1% $13,888.14 $50.00 

1.27% $1.70 $1 .81 6.2% $721 .01 $33.64 

1.24% $1.78 $1 .76 -1 .0% $6,000.67 $63.83 

1.05% $1.44 $1 .49 4.0% $498.02 $40.59 

0.97% $1.32 $1 .37 3.7% $5,121 .50 $54.73 

0.94% $0.73 $1 .33 81.5% $5,190.31 $42.54 

0.86% $1.07 $1.22 13.3% $333.42 $38.37 

0.80% $0.64 $1.13 75.6% $14,860.62 $33.33 

0.78% $1.07 $1 .11 4.4% $227.38 $37.67 

0.77% $0.93 $1 .09 17.1% $388.70 $35.74 

0.76% $1 .26 $1 .09 -13.6% $627.99 $40.44 

0.71% $0.00 $1 .01 $92,651 .86 $66.67 

38.15% $46.58 $54.19 21 .9% $214,191.92 $1,221.96 
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Top-25 Drugs 
By Rx Volume 

Drug Name Disease State SP Rank Rank PP 

LEVOTHYROXINE SODIUM THYROID REPLACEMENT N 
ATORVASTATIN CALCIUM CHOLESTEROL LOWERING AGENTS N 2 2 
LISINOPRIL CARDIOVASCULAR N 3 4 
OMEPRAZOLE ULCER/ACID REFLUX/GERO N 4 3 
MONTELUKAST SODIUM ASTHMA / COPD N 5 5 
ESCITALOPRAM OXALATE DEPRESSION N 6 6 
AMLODIPINE BESYLATE CARDIOVASCULAR N 7 7 
AMOXICILLIN ANTIBIOTICS N 8 9 
SERTRALINE HCL DEPRESSION N 9 11 
METFORMIN HYDROCHLORIDE DIABETES N 10 10 
PREDNISONE ANTI-INFLAMMATORY (STEROIDS) N 11 12 
LOSARTAN POTASSIUM CARDIOVASCULAR ,N 12 15 
HYDROCODONE/ACETAMINOPHEN NARCOTIC ANALGESICS N 13 8 
PANTOPRAZOLE SODIUM ULCER/ACID REFLUX/GERO N 14 14 
AZITHROMYCIN ANTIBIOTICS N 15 16 
GABAPENTIN SEIZURE DISORDERS N 16 20 
AMOXICILLIN/CLAVULANATE POTASS ANTIBIOTICS N 17 18 
MELOXICAM NON-NARCOTIC ANALGESICS N 18 17 
SIMVASTATIN CHOLESTEROL LOWERING AGENTS N 19 13 
ALPRAZOLAM ANXIETY IN 20 22 
BUPROPION HYDROCHLORIDE ER (XL DEPRESSION N 21 26 
TRAMADOL HCL NARCOTIC ANALGESICS N 22 21 
METOPROLOL SUCCINATE ER CARDIOVASCULAR N 23 19 
VENLAFAXINE HCL ER DEPRESSION N 24 24 
HYDROCHLOROTHIAZIDE CARDIOVASCULAR N 25 23 
Total 1 1 
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Utilizers PP Utilizers 
II 

er Rx Cnt PP Rx Cnt Rx Change Plan Paid PP Plan Paid % Total 

1,888 1,869 -19 8,758 8,420 -338 $121,567 $119,811 0.31% 

1,977 2,044 67 8,284 7,991 -293 $182,497 $175,100 0.45% 

1,662 1,674 12 7,068 6,577 -491 $51,541 $53,176 0.14% 

1,846 1,573 -273 7,115 5,192 -1,923 $105,960 $83,129 0.21% 

1,399 1,381 -18 5,248 4,973 -275 $98,497 $87,555 0.22% 

1,215 1,236 21 4,990 4,896 -94 $68,621 $58,622 0.15% 

1,090 1,128 38 4,744 4,762 18 $28,666 $58,206 0.15% 

3,402 3,379 -23 4,346 4,276 -70 $16,982 $16,258 0.04% 

983 1,004 21 4,067 4,038 -29 $46,351 $40,162 0.10% 

1,003 970 -33 4,291 3,754 -537 $26,198 $30,777 0.08% 

2,355 2,500 145 3,676 3,697 21 $7,400 $7,015 0.02% 

743 914 171 3,512 3,687 175 $62,361 $60,484 0.15% 

2,362 1,923 -439 4,586 3,671 -915 $46,956 $35,648 0.09% 

935 962 27 3,589 3,525 -64 $60,731 $63,453 0.16% 

2,886 2,790 -96 3,490 3,390 -100 $42,644 $36,381 0.09% 

791 850 59 3,056 3,274 218 $65,272 $81,561 0.21% 

2,611 2,687 76 3,174 3,254 80 $60,251 $61,248 0.16% 

1,226 1,154 -72 3,336 3,178 -158 $13,828 $10,067 0.03% 

850 765 -85 3,646 3,114 -532 $33,163 $28,458 0.07% 

850 827 -23 2,958 2,943 -15 $2,350 $2,048 0.01% 

648 699 51 2,798 2,884 86 $133,767 $164,347 0.42% 

1,134 1,058 -76 2,986 2,844 -142 $2,291 $2,414 0.01% 

679 657 -22 3,099 2,761 -338 $85,394 $85,145 0.22% 

583 542 -41 2,849 2,630 -219 $87,139 $90,115 0.23% 

719 733 14 2,875 2,599 -276 $9,666 $9,627 0.02% 

35,837 35,319 -21 108,541 102,330 -6,211 $1,460,092 $1,460,806 100.00% 
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t-'lan t-'aiu t-'lan °1 PMPM Trend Paid per Rx ECS per Rx 

$0.43 $0.43 0.2% $14.23 $7.55 

$0.65 $0.63 -2.4% $21.91 $2.75 

$0.18 $0.19 4.9% $8.09 $2.60 

$0.38 $0.30 -20.2% $16.01 $7.29 

$0.35 $0.32 -9.6% $17.61 $6.34 

$0.24 $0.21 -13.1% $11 .97 $6.86 

$0.10 $0.21 106.5% $12.22 $2.49 

$0.06 $0.06 -2.6% $3.80 $4.81 

$0.16 $0.15 -11 .9% $9.95 $6.80 

$0.09 $0.11 19.5% $8.20 $2.78 

$0.03 $0.03 -3.6% $1.90 $3.97 

$0.22 $0.22 -1 .4% $16.40 $2.98 

$0.17 $0.13 -22.8% $9.71 $5.04 

$0.22 $0.23 6.2% $18.00 $7.18 

$0.15 $0.13 -13 .2% $10.73 $5.46 

$0.23 $0.30 27.1% $24.91 $6.52 

$0.21 $0.22 3.4% $18.82 $5.85 

$0.05 $0.04 -26.0% $3.17 $5.39 

$0.12 $0.10 -12.7% $9.14 $2.94 

$0.01 $0.01 -11.4% $0.70 $3.54 

$0.48 $0.59 24.9% $56.99 $7.81 

$0.01 $0.01 7.2% $0.85 $3.31 

$0.30 $0.31 1.4% $30.84 $18.22 

$0.31 $0.33 5.2% $34.26 $7.11 

$0.03 $0.03 1.3% $3.70 $1 .57 

$5.20 $5.29 1.7% $14.28 $5.34 
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Top-25 TCs 
By Plan Paid 
Therapeutic Class SP Rank Rank PP Utilizers PP Ut1l1zers 

CHRONIC INFLAMMATORY DISEASE y 209 217 

INSULIN N 2 2 603 608 

ONCOLOGY y 3 4 310 336 

MULTIPLE SCLEROSIS y 4 3 50 49 

INJECTABLE DIABETIC MEDS N 5 7 316 378 

ADHD & NARCOLEPSY MEDICATIONS N 6 5 1,090 1,129 

SGL T-2 INHIBITORS & COMBOS N 7 8 353 399 

PULMONARY ARTERIAL HYPERTENSION y 8 10 9 21 

INHALED ASTHMA/COPD COMBO N 9 9 741 786 

ANTIDEPRESSANTS N 10 6 5,538 5,580 

ORAL ANTICOAGULANTS N 11 14 419 456 

ANTICONVULSANTS - 2ND GENERATION N 12 11 1,986 2,006 

DPP-4 INHIBITORS & COMBOS N 13 12 276 268 

ATYPICAL ANTIPSYCHOTICS N 14 13 565 582 

HIV-MUL TICLASS COMBO y 15 15 30 38 

BETA BLOCKERS & COMBOS N 16 18 2,003 1,971 

STATINS & COMBOS N 17 16 3,805 3,736 

ANTI-CATAPLETIC THERAPY y 18 21 3 4 

CYSTIC FIBROSIS y 19 22 3 3 

CONTRACEPTIVES N 20 19 2,131 2,070 

DIABETES MONITORING AND TESTING SUPPLIES IN 21 17 898 778 

INHALED BRONCHODILATOR IN 22 24 2,047 1,933 

PULMONARY FIBROSIS AGENTS IY 23 30 3 4 

PROTON PUMP INHIBITORS jN 24 25 2,810 2,747 

CORTICOTROPIN IY 25 214 0 1 

Total I 325 526 26,198 26,100 
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llller Rx Cnt PP Rx Cnt Rx Change Plan Paid 'lo Total r-i,m aiu l"'IEHI l"'alo PMPM Trend 

8 1,043 1,078 35 $6,706,234 17.09% $20.40 $24.27 19.0% 

5 3,641 3,864 223 $3,026,389 7.71% $10.14 $10.95 8.0% 

26 1,525 1,549 24 $2,744,549 6.99% $7.17 $9.93 38.5% 

-1 406 362 -44 $2,500,396 6.37% $9.93 $9.05 -8.9% 

62 1,657 2,080 423 $1,785,433 4.55% $4.57 $6.46 41.5% 

39 6,927 7,163 236 $1,431,070 3.65% $4.64 $5.18 11 .7% 

46 1,755 1,882 127 $1 ,281,529 3.27% $3.68 $4.64 26.1% 

12 95 103 8 $1,217,651 3.10% $3.36 $4.41 31 .3% 

45 2,815 2,945 130 $1 ,127,291 2.87% $3.59 $4.08 13.5% 

42 29,598 28,684 -914 $1,031,702 2.63% $4.59 $3.73 -18.7% 

37 2,234 2,148 -86 $831,904 2.12% $2.44 $3.01 23.7% 

20 10,075 9,914 -161 $761 ,178 1.94% $2.76 $2.75 -0.2% 

-8 1,477 1,290 -187 $759,319 1.93% $2.73 $2.75 0.6% 

17 3,106 2,922 -184 $680,700 1.73% $2.61 $2.46 -5.7% 

8 207 226 19 $616,601 1.57% $1 .94 $2.23 15.2% 

-32 9,266 8,370 -896 $500,298 1.27% $1 .75 $1 .81 3.5% 

-69 16,325 15,002 -1,323 $500,177 1.27% $1.89 $1.81 -4.3% 

1 29 36 7 $499,973 1.27% $1 .30 $1.81 39.1% 

0 31 42 11 $498,506 1.27% $1 .27 $1 .80 41 .6% 

-61 9,472 8,710 -762 $478,737 1.22% $1.58 $1.73 10.0% 

-120 3,272 2,827 -445 $390,031 0.99% $1 .83 $1 .41 -23.0% 

-114 4,031 3,975 -56 $328,869 0.84% $1 .17 $1.19 1.8% 

1 27 34 7 $322,646 0.82% $0.85 $1.17 37.2% 

-63 11 ,211 10,526 -685 $309,738 0.79% $1 .14 $1 .12 -1 .9% 

0 3 3 $277,956 0.71% $0.00 $1.01 

-4 120,225 115,735 -4,490 $30,608,877 78.00% $97.34 $55.39 12.0% 
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1;:.1.,;:, 
0 1 ECS % Total 1;:.1.,;:, ta Paid per Rx ECS per Rx GDR GSR MSB % SSB % 

1.1% 1.7% 0.6 $6,221.00 $110.16 6 ,6% 97.3% 0.2% 93.2% 

2.8% 2.7% -0.1 $783.23 $21.46 0.0% 0.0% 100.0% 

1.3% 0.9% -0.4 $1 ,771 .82 $16.92 85.1% 97.1% 2.5% 12.4% 

0.8% 0.7% -0.1 $6,907.17 $49.94 13.8% 34.0% 26.8% 59.4% 

4.4% 4.5% 0.1 $858.38 $40.67 0.0% 0.0% 100.0% 

13.9% 13.2% -0.7 $199.79 $30.34 47.3% 64.5% 26.0% 26.7% 

4.9% 4.6% -0.3 $680.94 $32.53 0.0% 0.0% 100.0% 

0.2% 0.2% 0.0 $11 ,821 .85 $27.43 34.0% 85.4% 5.8% 60.2% 

9.4% 9.3% -0.1 $382.78 $39.47 6.1% 46.6% 7.0% 86.9% 

22.8% 26.4% 3.6 $35.97 $12.92 96.7% 99.8% 0.1% 3.1% 

9.2% 8.7% -0.4 $387.29 $37.00 28.4% 97.8% 0.7% 70.9% 

11.9% 12.0% 0.2 $76.78 $10.49 94.3% 98.9% 1.1% 4.6% 

5.3% 5.3% 0.0 $588.62 $32.85 0.0% 0.0% 2.1% 97.9% 

10.7% 9.7% -1.0 $232.96 $25.11 88.0% 99.7% 0.2% 11.8% 

1.8% 1.9% 0.1 $2,728.32 $52.04 7.5% 100.0% 0.0% 92.5% 

20.4% 19.7% -0.7 $59.77 $14.64 83.5% 99.5% 0.4% 16.1% 

18.8% 18.0% -0.8 $33.34 $7.33 99.9% 100.0% 0.0% 0.1% 

0.4% 0.4% 0.0 $13,888.14 $50.00 0.0% 0.0% 100.0% 

2.3% 2.4% 0.1 $11,869.20 $293.05 0.0% 0.0% 100.0% 

13.3% 12.2% -1.0 $54.96 $7.67 88.5% 94.8% 4.8% 6.7% 

10.3% 7.5% -2 .7 $137.97 $11.23 0.0% 0.0% 100.0% 

29.8% 29.4% -0.4 $82.73 $34.45 14.7% 37.3% 24.8% 60.5% 

0.5% 0.4% -0.1 $9,489.57 $41 .18 0.0% 0.0% 100.0% 

25.1% 25.0% -0.1 $29.43 $9.80 96.5% 99.9% 0.1% 3.4% 

0.1% 0.1 $92,651.86 $66.67 0.0% 0.0% 100.0% 

221.3% 217.1% -4.2 $161,973.87 $1,075.35 35.6% 54.1% 4.1% 60.3% 
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Top-25 Disease States 
By Plan Paid 

~an u1111ze1 
Disease State SP Rank Ut1hzers PP Ut1l1zers 

DIABETES N 2,104 2,089 -15 

INFLAMMATORY CONDITIONS y 2 2 292 294 2 

ONCOLOGY y 3 4 343 380 37 

MULTIPLE SCLEROSIS y 4 3 50 49 -1 

ASTHMA/COPD N 5 5 3,338 3,220 -118 

ADHD N 6 8 1,090 1,129 39 

CARDIOVASCULAR N 7 6 6,525 6,526 

PULMONARY HYPERTENSION y 8 10 9 21 12 

DEPRESSION N 9 7 5,541 5,584 43 

BLOOD CLOT PREVENTION/STROKE PREVENTION N 10 12 646 694 48 

CHOLESTEROL LOWERING AGENTS N 11 9 4,076 4,009 -67 

SEIZURE DISORDERS N 12 11 2,075 2,088 13 

ANTIPSYCHOTICS N 13 13 639 643 4 

HIV y 14 15 32 39 7 

NEUROLOGIC y 15 19 32 14 -18 

MALE AND FEMALE HORMONE REPLACEMENT N 16 16 1,102 1,037 -65 

CYSTIC FIBROSIS y 17 24 3 3 0 

GASTROINTESTINAL, MISC N 18 21 1,343 1,340 -3 

CONTRACEPTION N 19 18 2,131 2,070 -61 

ANTIBIOTICS N 20 17 11,274 11,088 -186 

MISC SKIN CONDITION N 21 14 2,177 2,122 -55 

ENDOCRINE AND METABOLIC y 22 30 103 97 -6 

BLOOD GLUCOSE MONITORING N 23 20 878 744 -134 

ULCER/ACID REFLUX/GERO N 24 25 2,947 2,873 -74 

RESPIRATORY, MISC y 25 29 3 4 1 

Total 325 339 48,753 48,157 -24 
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Rx Cnt PP Rx Cnt Rx Change Rx% Total Net Paid Paid °Ir, Total I ai e r'aio PMPM Trend 

17,546 17,173 -373 6.0% $6,983,824 17.8% $21.58 $25.28 17.1% 

1,485 1,460 -25 0.5% $6,944,765 17.7% $21.50 $25.14 16.9% 

1,568 1,596 28 0.6% $2,762,850 7.0% $7.27 $10.00 37.5% 

406 362 -44 0.1% $2,500,396 6.4% $9.93 $9.05 -8.9% 

13,251 13,011 -240 4.5% $1,819,685 4.6% $6.12 $6.59 7.6% 

6,927 7,163 236 2.5% $1,431,070 3.6% $4.64 $5.18 11 .7% 

47,007 44,053 -2,954 15.3% $1 ,399,632 3.6% $4.82 $5.07 5.2% 

95 103 8 0.0% $1,217,651 3.1% $3.36 $4.41 31 .3% 

29,636 28,712 -924 10.0% $1 ,049,629 2.7% $4.66 $3.80 -18.5% 

3,411 3,227 -184 1.1% $978,513 2.5% $3.12 $3.54 13.3% 

18,907 17,153 -1,754 6.0% $973,277 2.5% $3.93 $3.52 -10.3% 

10,845 10,547 -298 3.7% $909,227 2.3% $3.34 $3.29 -1 ,5% 

3,325 3,135 -190 1.1% $681,241 1.7% $2.62 $2.47 -5.9% 

273 257 -16 0.1% $668,949 1.7% $2.27 $2.42 6.5% 

159 82 -77 0.0% $533,326 1.4% $1 .57 $1 .93 23.3% 

4,206 3,823 -383 1.3% $511,124 1.3% $1 .98 $1 .85 -6.7% 

31 42 11 0.0% $498,506 1.3% $1 .27 $1 .80 41 .6% 

2,311 2,243 -68 0.8% $492,381 1.3% $1.43 $1.78 24.8% 

9,472 8,719 -753 3.0% $481,938 1.2% $1 .58 $1 .74 10.7% 

21,215 20,669 -546 7.2% $458,753 1.2% $1 .76 $1 .66 -5.6% 

3,772 3,675 -97 1.3% $457,478 1.2% $2.40 $1 .66 -31 .0% 

343 279 -64 0.1% $428,467 1.1% $0.71 $1.55 117.7% 

2,444 2,049 -395 0.7% $337,635 0.9% $1 .56 $1 .22 -21 .6% 

11,748 10,955 -793 3.8% $330,027 0.8% $1.21 $1 .19 -1 .1% 

27 34 7 0.0% $322,646 0.8% $0.85 $1.17 37.2% 

210,410 200,522 -9,888 69.8% $35,172,989 89.6% $115.47 $127.30 291.3% 

730 



1 tH t-'aia per ECS % Total t:.v.:> "to I oiai a GOR GSR MSB SSB 

$406.67 4.1% 4.2% -0.1 46.8% 99.6% 0.2% 53.0% 

$4,756.69 1.8% 1.3% 0.5 16.2% 67.7% 7.7% 76.0% 

$1,731.11 1.0% 1.3% -0.3 85.1% 97.2% 2.4% 12.5% 

$6,907.17 0.7% 0.8% -0.1 13.8% 34.0% 26.8% 59.4% 

$139.86 14.9% 15.0% -0.1 46.3% 83.4% 9.2% 44.5% 

$199.79 13.2% 13.9% -0.7 47.3% 64.5% 26.0% 26.7% 

$31.77 17.1% 18.4% -1.3 95.8% 99.8% 0.2% 4.0% 

$11,821.85 0.2% 0.2% 0.0 34.0% 85.4% 5.8% 60.2% 

$36.56 26.2% 22.6% 3.6 96.7% 99.8% 0.1% 3.1% 

$303.23 9.6% 9.7% -0.1 47.6% 98.9% 0.5% 51.9% 

$56.74 15.5% 16.0% -0.5 97.2% 98.1% 1.9% 0.9% 

$86.21 11.7% 11 .6% 0.1 94.1% 98.4% 1.5% 4.4% 

$217.30 9.7% 10.7% -1.0 88.8% 99.7% 0.2% 11 .0% 

$2,602.91 2.0% 2.0% 0.0 10.1% 96.3% 0.4% 89.5% 

$6,503.97 0.9% 2.0% -1 .1 0.0% 0.0% 100.0% 

$133.70 17.9% 18.7% -0.8 69.6% 82.9% 14.3% 16.1% 

$11,869.20 2.4% 2.3% 0.1 0.0% I 0.0% 100.0% 

$219.52 11.8% 13.8% -1 .9 54.0% 98.1% 1.0% 45.0% 

$55.27 12.2% 13.3% -1 .1 88.4% 94.8% 4.8% 6.8% 

$22.20 24.9% 24.8% 0.1 99.6% 100.0% 0.0% 0.4% 

$124.48 14.8% 11 .5% 3.3 89.8% 94.7% 5.1% 5.1% 

$1 ,535.72 1.3% 2.7% -1.4 81.0% 98.7% 1.1% 17.9% 

$164.78 6.4% 10.1% -3.7 0.0% 0.0% 100.0% 

$30.13 24.4% 24.8% -0.3 96.4% 99.9% 0.1% 3.5% 

$9,489.57 0.4% 0.5% -0.1 0.0% 0.0% 100.0% 

$59,446.40 244.9% 252.1% -7.2 56.0% 75.7% 4.4% 39.7% 
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Top-25 Specialties 
By Plan Paid 

Ill Specialty Rank Utilizers PP Utilizers Rx Cnt PP Rx Cnt 

INFLAMMATORY CONDITIONS 175 185 10 922 979 
ONCOLOGY - ORAL 2 3 28 41 13 169 246 
MULTIPLE SCLEROSIS 3 2 50 49 -1 406 362 
PULMONARY HYPERTENSION 4 4 9 21 12 95 103 
HIV 5 5 32 39 7 273 257 
CYSTIC FIBROSIS 6 6 4 3 -1 38 48 
CNS AGENTS 7 7 4 5 31 38 
ENDOCRINE 8 8 6 5 -1 38 21 
PULMONARY DISEASE 9 9 3 4 27 34 
HEPATITIS C 10 12 2 4 2 4 9 
TRANSPLANT 11 11 62 61 -1 595 586 
ANTIHYPERLIPIDEMIC 12 10 12 21 9 64 112 
GROWTH HORMONE DEFICIENCY 13 13 4 4 0 11 12 
LIVER DISEASE 14 15 1 2 1 10 12 
MONOCLONAL ANTIBODY MISCELLANEOUS 15 18 0 4 
OSTEOPOROSIS 16 14 2 -1 22 7 
ANEMIA 17 21 0 5 
HEPATITIS B 18 19 1 0 7 3 
ONCOLOGY - INJECTABLE 19 23 0 2 2 0 2 
CERVICAL DYSTONIA 20 22 0 -1 0 
NEUTROPENIA 20 20 2 0 -2 2 0 
HEMATOLOGIC 20 16 0 -1 3 0 
ONCOLOGY - TOPICAL 20 17 0 -1 3 0 
Total 270 276 402 450 2 2,723 2,840 

732 



Rx Change Plan Paid PP Plan Paid % Total SP r-ian r-aio "an · PMPM Trend Paid per Rx GDR 

57 $5,689,297 $6,661,046 40.72% $20.25 $24.11 19.1% $6,803.93 0.0% 

77 $1,931,731 $2,640,846 16.14% $6.88 $9.56 39.0% $10,735.15 13.8% 

-44 $2,790,096 $2,500,396 15.28% $9.93 $9.05 -8.9% $6,907.17 13.8% 

8 $943,364 $1,217,651 7.44% $3.36 $4.41 31 .3% $11,821 .85 34.0% 

-16 $638,502 $668,949 4.09% $2.27 $2.42 6.5% $2,602.91 10.1% 

10 $422,483 $553,702 3.38% $1 .50 $2.00 33.3% $11,535.45 0.0% 

7 $366,908 $523,116 3.20% $1 .31 $1 .89 45.0% $13 ,766.22 5.3% 

-17 $262,406 $481,573 2.94% $0.93 $1 .74 86.6% $22,932.07 14.3% 

7 $239,206 $322,646 1.97% $0.85 $1 .17 37.2% $9,489.57 0.0% 

5 $106 ,484 $201,281 1.23% $0.38 $0.73 92.2% $22,364.56 0.0% 

-9 $144,743 $164,946 1.01% $0.52 $0.60 15.9% $281.48 88.4% 

48 $156,270 $159,920 0.98% $0.56 $0.58 4.1% $1,427.85 0.0% 

$74,676 $110,569 0.68% $0.27 $0.40 50.6% $9,214.10 0.0% 

2 $60,530 $79,948 0.49% $0.22 $0.29 34.3% $6,662.35 0.0% 

3 $10,748 $44,116 0.27% $0.04 $0.16 317.4% $11 ,029.01 0.0% 

-15 $68,759 $22,882 0.14% $0.24 $0.08 -66.2% $3,268.80 0.0% 

4 $582 $2,884 0.02% $0.00 $0.01 404.1% $576.72 0.0% 

-4 $7 ,864 $1,478 0.01% $0.03 $0 01 -809% $492.76 100.0% 

2 $0 $619 0.00% $0.00 $0.00 $309.50 50.0% 

-1 $479 $0 0.00% $0.00 $0.00 -100.0% 

-2 $2 ,145 $0 0.00% $0.01 $0.00 -100.0% 

-3 $22,545 $0 0.00% $0.08 $0.00 -100.0% 

-3 $11,347 $0 0.00% $0.04 $0.00 -100.0% 

117 $13,951,165 $16,358,568 100.00% $49.65 $59.21 28.7% $152,221.45 14.3% 
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GSR MSB SSB 

0.0% 100.0% 

54.0% 11.8% 74.4% 

34.0% 26.8% 59.4% 

85.4% 5.8% 60.2% 

96.3% 0.4% 89.5% 

0.0% 100.0% 

100.0% 0.0% 94.7% 

100.0% 0.0% 85.7% 

0.0% 100.0% 

0.0% 66.7% 33.3% 

91.5% 8.2% 3.4% 

0.0% 100.0% 

0.0% 100.0% 

0.0% 100.0% 

0.0% 100.0% 

0.0% 100.0% 

0.0% 100.0% 

100.0% 0.0% 0.0% 

100.0% 0.0% 50.0% 

33.1% 5.2% : 63.1% 
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The information contained in this report includes current and prior period experience as well as relevant normative data. 
Norms are based on a peer group average and have not been adjusted for the characteristics of your covered population, 
except where noted otherwise. The following parameters apply: 

• Claim experience is 90.2% complete and has not been adjusted to estimate full completion . 
• Available data for Medicare primary members is included. 
• Available data for pharmacy is not included. 
• Available data for mental health and substance abuse is included. 
• The catastrophic threshold is $100,000. 'Non-Catastrophic' excludes all payments for catastrophic cases. 
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I 2 

Highlights of Plan Performance STATE OF NEBRASKA 

Current Period: Incurred April 1, 2018 through March 31, 2019, paid April 1, 2018 through March 31, 2019 
Prior Period: Incurred April 1, 2017 through March 31, 2018, paid April 1, 2017 through March 31, 2018 

Trend Analysis 

This Executive Performance Report is intended to provide an analysis of experience so that we can help you to make informed decisions for the future. 
The data presented in the following pages will highlight cost drivers and compare your results to those of your peers. Together, we will utilize this 
information to make changes aimed at meeting your strategic objectives while improving the quality and affordability of healthcare for you and for your 
employees. For this study, claim experience is 90.2% complete and has not been adjusted to estimate full completion. 

Net Paid PEPM 31% 

Cost Drivers Prior Current Change 

Members Utilizing Medical Benefits 

Allowed Expenses per Claimant 

Plan Cost Share (Net) 

Net Paid per Catastrophic Case 

Demographic Factor 

Network Utilization 

Network Discount Percent 

Highlights of Plan Performance 

96.6% 

$5,563 

82.3% 

$196,933 

1 106 

97,1% 

38.6% 

97 2% 

$5,747 

82.2% 

$190,964 

1.100 

96 5% 

39,5% 

0.6% 

3.3% 

-0.2 

-3 0% 

-0.5% 

:; J 

Because the same underlying factors influence 
various performance measures, most often these 
measures cannot simply be aggregated to illustrate 
how they contribute to trend. At a high level, 
however, we can break down trend into three 
component 'Cost Drivers': 

1) Utilization of Benefits 
2) Cost of Services 
3) Plan Cost Share 

From this point, we can then examine the underlying 
factors: 

Did the impact of catastrophic cases change? 
Did the expected demographic factor change? 
What was the value of the network? 

The following sections display key performance to examine how various components of care have affected the overall trend , In this way, we can help 
to narrow the focus and highlight opportunities to mitigate future trend and improve the health and well being of enrolled members. 

Financial Summary 

Net Paid PEPM trend is at 3.1 %, driven in part by a 3.1 % 
increase in net paid per claimant. 

Measure Prior Current Change Norm Variance 

Allowed Expenses PEPM $950.77 $981 72 3.3% $973 65 08% 

Net Paid PEPM $782 63 $806 57 31% $844 29 -4 5% 

Non-Catastrophic $573 25 $588 52 2.7% -I $610 93 -3.7% 

Catastrophic $209.37 $218 04 4.1% $233 36 -6.6% 

Catastrophic Content 26.8% 27.0% 0.3 27 6% -0,6 

Average Net Paid per Claimant $4,579 $4,722 3.1% 

Net Paid PEPM Cost Comparison 

• Non-Catastrophic" Catastrophic 

s-2a,3 

J 
$611 

Prior Current Norm 
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Overview 

Medical Plan Enrollment 

The demographic factor for STATE OF NEBRASKA 
members is 2.5% lower than the Norm (1.100 compared to 
1.128). 

Measure Pnor Current Change Norm Variance 

Enrolled Employees 

Enrolled Members 

Average Family Size 

Average Member Age 

% Female Members 

Demographic Factor 

Cost Management 

~I 
13.325 I 13,210 ~ 
28,289 27-,8::......i 

2 12 2 11 

35.9 

53 0% 

1 106 

---r -L 35.8 

I 52 9% 

l 1.100 

-0.9% 

-1 .5% 

-0 7% 2 16 

-0.3% 

-0 1 499% 

-0.5% 1 128 

The network discount rate for the current period was at 
39.5%. 

Member Cost Share PEPM 

Coordination of Benefits PE~ J $17 52 

97.1% 

----· $151 .97 

$24 72 

96,5% 

15% 

411% 

-0 6 97 5% 

-2.5% 

30 

-2 5% 

-1 .0 Network Utilization 

Network Discounts PEPM 

Network Discount Percent 386% 

$~ 6_j _ 6,2% 

39 5% I o 8 -I_ -

Diagnosis Distribution 

Claims related to 'Neoplasms' diagnoses are a primary 
driver of health care costs. 

D1agnos1s Group Prior Current Change Norm Variance 

Neoplasms $93 27 $108 52 16 4% $103.35 50% 

Musculoskeletal System $109 59 $107 92 -1.5% $117.82 -84% 

Other Conditions $82 45 $91 34 10 8% $92 42 -1 2% 

Circulatory System $85.61 $85.80 02% $84 18 1.9% 

Digestive System $69.55 $70.45 13% $61 97 13.7% 

All Other Diagnosis Groups $342 16 $342.55 0.1% $384 55 -10.9% 

I I 

I 3 

STATE OF NEBRASKA 

Demographic Adjusted Net Paid PEPM 

$807 $844 $823 

.--
STATE OF Original Adjusted 
NEBRASKA Norm Norm 

Network Utilization and Discounts 

97% 96% 

Network Utilization 

Prior 

• Current 

39% 39% 

Network Discount 
Percent 

Diagnosis Groups by PEPM Cost 

Neoplasms 

Musculoskeletal 
System 

Other Condit ions 

Circulatory 
System 

Digestive System 

All Other 42% 
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Overview 

Inpatient Hospital Admissions 

Net Paid PEPM costs for inpatient hospital admissions 
decreased 2.3% to $203.68 PEPM. 

Measure Prior Current Change Norm Variance 

Admissions Per 1,000 49 9 ~ 50 3 I 0.8% 51 1 -1.4% 

Days Per 1,000 218 8 212.7 -2 8% 249.7 -14,8% 
~---

Average Length of Stay 4 38 4 22 -3 ,6% 4 89 -13.6% 

Average Net Paid Per Admission $23,588 $23,030 -2.4% $24,11~ 5% 

Average Net Paid Per Day 
~ ,384 

$5,451 13% $4,933 I 10 5% 

Net Paid PEPM 08 44 $203,68 -2 3% $214.57 -51% 

Outpatient Cost and Utilization 

Members are using the Emergency Room at a rate of 152.4 
visits per 1,000 members, 24. 7% lower than the Norm. 

Outpatient Surgeries per 1,000 168 4 165,2 -2 0% 169.1 -2 3% 

Net Paid per Surgery - facility only $4,472 $4,609 3,1% $4,088 12 8% 

Emergency Room Visits per 1,000 153 2 152.4 -0 5% 202.5 -24J 0/,J 
Net Paid per ER Visit - facility only $1,569 $1,552 -11% $1,667 

Primary Physician Visits PMPY 1 55 1 40 -94% 1 96 
- [~ 8% Specialist Visits PMPY 1.07 1-05 1.80 

Catastrophic Cases 

Excluding catastrophic cases, medical net payments 
PEPM are trending at 2.7%. 

-6 9% 

-28.3% 

-41 .7% 

Measure Prior Current Change Norm Variance 

Catastrophic Cases 

Catastrophic Cases per 1,000 

Average Net Paid per Claimant 

Net Paid PEPM 

Percent of Total Net Paid 

Adjusted Net Paid PEPM 

~ 
~:~ ~:: l :::: 

$196,933 '. $190,964 -3 0% 

$209 .37 $218 04 4 1 % 
1 

26 8% 27 .0% 0 3 

$573 25 $588 52 27% 

6.44 I 
$206,698 

$233 36 

27 6% 1 
$610 93 1 

09% 

-76% 

-66% 

-0 6 

-37% 

1 

14 

STATE OF NEBRASKA 

Net Paid PEPM for Inpatient Admissions 

• Non-Catastrophic " Catastrophic 

$9!l $89 

$215 

$110 

Prior Current Norm 

Net Paid PEPM for Outpatient Events 

Prior • Curren 
Norm 

$133 $134 
$120 

$59 
$43 $42 

•-Emergency Room Outpatient Surgeries 

Diagnosis Groups by Catastrophic PEPM Paid 

Neoplasms 

Circulatory System 

Digestive System 

Muscutosketetat 
System 

Infectious and 
Parasitic Diseases 

All Other 
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Key Performance Indicators 

Current Period: Incurred April 1, 2018 through March 31, 2019, paid April 1, 2018 through March 31, 2019 
Prior Period: Incurred April 1, 2017 through March 31, 2018, paid April 1, 2017 through March 31, 2018 

STATE OF NEBRASKA 

Financial Summary Prior Current Change Norm Variance 

Allowed Expenses $152,027,769 $155,622,341 24% 

Allowed Expenses PEPM $950 77 $981 72 3,3% $973,65 0.8% 

Non-Catastrophic $729 10 $757 45 39% $721 98 4 .9% ,__ 
Catastrophic $221 67 l $224 27 12% $251 67 -10,9% -- -r --Catastrophic Content 23.3% 22 8% - 5 25 8% -3 0 --- -

Net Paid $125,141,949 $127,856,830 22% 

Net Paid PEPM $782.63 $806.57 31% $844 29 -4 5% 

Non-Catastrophic $573 25 $588 52 27% $610 93 -3 7% 
----

Catastrophic $209 37 $218.04 4. 1% $233 36 -66% ----· 
Catastrophic Content 26 8% 27 0% 3 27 6% -,6 

Medical Allowed Expenses per Claimant _[ $5,563 L .747 3.3% 

Medical Net Paid per Claimant $4 ,579 $4,722 3.1% 

Non-Catastrophic +.$3,375 $3,469 2.8% - - - ---
Catastrophic 196,933 $190,964 -3.0% 

Enrolled Members 27 ,853 -1.5% 

Average Family Size 2 11 -07% 2 16 -25% 

% Female Members 53 0% 52 9% -0 1 49 9% 3.0 

Demographic Factor 1.106 J 1.100 -0 5% 1.128 -2.5% 

Members Utilizing Medical Benefits 96.6% . __ 97_ 2% 06 - - -
% of Unique Individuals Enrolled without Claims 14.6% 14.3% -0.3 

Catastrophic Cases per 1,000 6.01 6 50 81% 6.44 09% 

Cost Management Prior Current Change Norm Variance 

Plan Cost Share (Gross) 1 84.3% 84.5% 0.3 88,5% -4 ,0 

Network Utilization 97.1% ~ 96 5% -0 6 97.5% -1 .0 
----

Network Discounts $88,958,327 $93,679,720 53% 

Network Discounts PEPM $556 34 $590.96 6-2% 
---t-

Network Discount Percent 38,6% 39 5% 0,8 

lnpal1enl Hospital Adm1ss1ons Prior Current Change Norm Variance 

Admissions per 1,000 

Days per 1,000 

Average Length of Stay 

Average Net Paid per Admission 

49.9 

218 8 

4 38 

$23,588 

50 3 

212 7 

4 22 

$23,030 

08% 

-2.8% 

-36% 

-24% 

51 1 

249.7 

4 89 

$24,118 

-14% 

-14.8% 

-13 6% 

-4 .5% 

Outpatient Cost and Ul1l1zat1on Prior Current Change Norm Variance 

Outpatient Surgeries per 1,000 168 4 165.2 -2.0% 169 1 -2.3% 

Net Paid per Surgery $4,472 $4,609 31% $4,088 128% 
1--

Emergency Room Visits per 1,000 153 2 152.4 -0.5% 202 5 -24 7% 

Net Paid per Emergency Room per Visit $1,569 $1,552 -11% $1,667 -6.9% 

Primary Physician Visits PMPY 1 55 1 40 -94% 1 96 ·28 3% 

Specialist Visits PMPY (incl 08/Gyn) 1 07 1 05 -1 ,8% 1 80 -41 7% 

Net Paid per Primary Physician Visit $102 71 $107 80 5.0% $94 26 144% 

Net Paid per Specialist Visit (incl OBIGyn) $126 25 $134 43 65% $135.60 -0 9% 
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I 6 

Trend Drivers Points Contributed to Medical Trend 

Trend Pnor Current Change 

Net Paid PEPM l $782.63 l $806.57 3.1% 

Cost Drivers Prior Current Change 

Members Utilizing Benefits 

Allowed Expenses per Claimant 

Plan Cost Share (Net) 

96.6% 

$5,563 

82.3% 

97.2% 

$5,747 

82.2% 

0.6% 

3.3% 

-0.2% 

Contributing Factors Prior Current Change 

Catastrophic Cases per 1,000 Members 6.01 6.50 8.1% 
----

Net Paid per Catastrophic Case $196,933 $190,964 -3.0% 

Demographic Factor 

1 
1.106 1.100 -0.5% 

Network Utilization 97.1% 96.5% -0.6 --Network Discount Percent 38.6% 39.5% 0.8 

Contribution to Trend 

Provider Type Points Service Type Aggregates Points 

Inpatient 

Facility 

Physician 

All Other 

Outpatient 

Physician 

All Other 

Total 
-_j 

-0.4 

0.0 

-0 4 

00 ~, 
-D.2 1 

I 0 1 

3.1 

Inpatient Admissions 

Non-Catastrophic Claimants 

Catastrophic Cases 

Outpatient Surgeries 

Emergency Room Visits 

D1agnos1s Group Total Non-Catastrophic Catastrophic 

Infectious and Parasitic Diseases 

Neoplasms 

Endocrine, Nutritional and Metabolic 

Blood and Blood Forming Organs 

Mental Diseases and Disorders 

Nervous System and Sense Organs 

Circulatory System 

Respiratory System 

Digestive System 

Genitourinary System 

Pregnancy and Childbirth 

Skin and Subcutaneous Tissue 

Musculoskeletal System 

Congenital Anomalies 

Perinatal Period 

Injuries and Poisoning 

Other Conditions 

Total 

t 

1 

0 1 

1.9 

-0.2 

02 

06 

0.2 

0.0 

0.5 

0.1 

02 

-0.3 

0.2 

-0.2 

-0 .5 

-0 .1 

-0.8 

1 1 

3.1 

t • 

l 

0.0 

1,0 

-0 1 

0 .0 

0.2 

0.1 

-0.6 

o.o 
0.1 

0.4 

-0 3 

0.1 

0.0 

0.0 

-0.1 

0.4 

1.3 

2.7 

0.4 

4.6 

-0.4 

0.6 

1.8 

04 

1.7 

2.0 

0.1 

-0.2 

-0 1 

0.2 

-0 8 

-2 0 

-0.1 

-4 4 

0.6 

4.1 
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-0.6 

0.7 

-1 .3 

0 1 

-0.1 
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Trend Drivers Isolated Impact on Trend 

Isolating Changes that Impact Trend 

By examining various cost and utilization measures, we can observe how the change in each measure would have affected medical 
trend in the absence of other changes. Key changes and their isolated impact on the trend of 3.1 % are charted below In the 
accompanying table , the columns labeled 'Impact on Trend' indicate the degree to which the isolated change in each measure 
affected PEPM cost and trend While examined here in isolation, the true impacts are not mutually exclusive. Therefore the points 
do not add to the total trend amount 

Isolated Impact (in percentage points) on the Trend of 3.1% 
Point Isolated Measure Ac1ual Change 

3 1 Net Paid per Claimant A 3.1 % 
2.1 Catastrophic Cases per 1,000 A 8.1 % 

3.1 -1 .3 Contracted Discounts A O 8 points 
-1 .0 Average Length of Hospital Stay ... 36% 
-.9 Average Catastrophic Case ... 3.0 % 
.6 Severity A 0.6 % 

Claimants per 1,000 I 2.1 

I 0.6 

II • • -
-1.3 -1 0 -0.9 

Impact on Trend 

Contracted Discounts 

Population Measures Prior Current Change 

Demographic Factor 1.100 -0.5% 

Inpatient Admissions per 1,000 49.9 50.3 l 0.8% 51 .1 -1.4% $1.57 0.2 

Outpatient Surgeries per 1,000 168 4 165.2 -2.0% 169.1 -2.3% -$2.66 -0.3 

ER Visits per 1,000 153.2 152.4 -0.5% 202.5 -24,7% -$0.22 0.0 

Physician Office Visits per Member 2.62 2.45 

I 
-6.3% 3.76 -34.7% -$3.43 -0.4 

t 
Catastrophic Cases per 1,000 6.01 6.50 8.1% $16.41 2.1 

Average Cost and Seventy Prior Current Change Norm Variance PEPM Points 

Net Paid per Claimant $4,579 $4,722 3.1% $24.43 3.1 

Net Paid per Hospital Day $5 ,384 $5,451 1.3% $4,933 $2.53 03 

r verage Length of Hospital Stay 4.38 4.22 -3.6% 

Net Paid per ER Visit $1,569 $1,552 -1.1% 

4.89 

$1,667 

$114.07 

$206,698 

10.5% 

-13.6% 

-6.9% 

-$7.56 -1 .0 

-$0.44 -0.1 
I 

Net Paid per Physician Office Visit $112.32 

Average Catastrophic Case Severity $196 ,933 

$119 .19 

$190,964 

6.1% 

-3.0% 

4.5% 

-7.6% 
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Financial Summary 
Net Paid PEPM trend is at 3.1%, driven in part by a 3.1% increase in net paid per claimant. 

This report includes an integrated assessment of healthplan 
performance, highlights changes that impacted trend and 
presents variances from Custom Peer comparators The 
data included in this package is intended to provide insight 
to drive program enhancements, benefit plan changes and 
other strategic actions directed at improving both the quality 
and the affordability of the overall health care experience. 

Net Paid PEPM trend is at 3.1 %. Primary contributors to this 
trend are a 3. 1 % increase in net paid per claimant and an 
8. 1 % increase in catastrophic cases per 1,000. 

------
Allowed Expenses 
------
Allowed Expenses PEPM 

Net Paid 

Net Paid PEPM 

Non-Catastrophic 

Catastrophic 

Catastrophic Content 

Average Net Paid per Claimant 

Medical Cost Comparison 

- l 

$152,027,769 

$950.77 

$125,141,949 

$782.63 

$573.25 

$209.37 

26.753% 

$4,579 

$209 

S57a 

Prior 

$155,622,341 

$981 72 

$127,856,83t 

$806.57 

$588.52 

$218.04 

27.0% 

$4,722 

Comparator PEPM Variance 

Consumer Directed Average $667.76 
1 

20.8% 

National Average $730 61 10.4% 

STATE OF NEBRASKA $806 57 0.0% 

Industry Peers $811 .90 -0.7% 
• 

Custom Peer Group $844.29 -4.5% 

Net Paid PEPM Cost Comparison 

• Non-Calastrophic & Catastrophic 

2.4% 

3,3% 

2.2% 

31% 

2.7% 

41% 

0.3 

3.1% 

$218 

Current 

$973.65 

$844.29 

$610.93 

$233 .36 

27.6% 

$611 

Norm 

0.8% 

-4.5% 

-3,7% 

-6.6% 

-0.6 

Comparing results to a range of averages can 
provide valuable insights to benefit plan 
performance In general, groups with a higher 
level of management of health care services and 
a higher adoption of cost control initiatives will 
experience lower overall costs Norms are based 
on a peer group average and have not been 
adjusted for the characteristics of your covered 
population. except where noted otherwise The 
Consumer Directed norm is a group average and 
has not been adjusted. 
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I 9 

Financial Summary Distribution by Size of Payment 

Those with more than $100,000 in net payments represent 0.7% of all claimants and 27.0% of total costs. 

We can identify shifts in utilization, health care consumption and the prevalence of chronic and catastrophic cases by looking at the 
distribution of cost and utilization by fixed payment bands. This breakdown may also be useful for investigating the number of 
claimants that would be impacted by the introduction of or changes to a consumer-driven, high-deductible benefit. 

Claimants 
96.2% 

Payments 
41.8% 

< $25,000 

Claimants per 1,000 

Claimants and Payments by Range 

Claimants 
3.1% 

Payments 
31.2% 

$25,000 - $100,000 

% ofTotal Net Paid PEPM % of Total 

Claimants 
0.7% 

Payments 
27.0% 

> $100,000 

Net Paid per Claimant 

Contribution 

to Trend 

Payment ~ange f.lnor Current Change Pnor Current Pnor Current Change Pnor Current Pnor Current Change Points 

$0 33 1 I 32 6 -1 .5% J 3.4% 34% $0 00 $0 00 00% 00% 00% $0 $0 0,0% 0.0 

39~ 

I 
$0 $499 397 7 -0 ,5% ~ 14% 40.9% $15.58 $15.23 -2.2% 2.0% 19% $220 $218 -11% 0.0 

-1- ---
$500 $1,999 277 4 283 6 23% 28 7% J 29 2% $49.98 $50.90 '''.0 "" 63% $1,018 $1,021 0.3% o., 
$2,000 $9,999 

173 1-1 173 2 01% 17.9% 17 8% $136.61 $138.46 1.4% 17.5% 17.2% $4,461 $4,551 2.0% 0.2 

$10,000 $24,999 49.0 48.4 -11% 5.1% 5.0% $137 49 $132.41 -3 7% 1 17.6% 16.4% $15,874 $15,560 -20% -0.6 
----

$25,000 $29,999 59 62 5.8% 0,6% 0.6% $28,34 j ~3~ 0 62% 3.6% 37% $27,303 $27,578 1.0% 0.2 

$30,000 $34,999 
4!J 

49 54% 0,5% 0.5% $26.64 $28.01 5.1% 3.4% 35% $32,269 $32,409 04% 02 

$35,000 $39,999 34 34 16% 0.4% 04% $22.52f"i22 57 02% 29% 28% $37,517 $37,263 -07% 00 

$40,000 $44,999 2 5 3 1 19 9% 03% 0.3% $19.10 $22.74 19.1% 24% 28% $42,407 $42,410 0.0% 0.5 
-- -

$1611 I $45,000 $49,999 1.6 20 236% 02% 02% $13.67 226% 17% 21% $47,530 $47,464 -0.1% 0.4 

$50.000 $59,999 3 1 32 27% 03% 03% $30 05 $31 00 32% 3.8% 38% $53,991 $54,603 1.1% 0.1 

$60,000 $69,999 2 0 1 9 -56% I 02% 0.2% $23 .19 $21 .75 -6 2% I 3.0% 27% $65,048 $65,055 0.0% -0 2 

$70,000 $79,999 20 22 10,5% 02% 02% $26 62 $28 94 I 8.7% 34% 36% $74,667 $73,987 -0 9% 03 

$80,000 $89,999 1 7 1 4 -13.6% 0.2% 01% $25_06 $21.43 -14.5% 3 2% 27% $85,267 $84,940 -04% -0 5 
+-

$100,000 $199,999 40 47 16.7% I 04% 05% $96 27 $115 36 19 8% 12.3% 14 3% $135,037 $139,592 3.4% 24 
---- j 

$200,000 $299,999 1 2 1 2 
,~ % 

01% 01% 
$S1 '1 ""' r -SO% S,S% 

6.1% $234,873 $231,155 -16% -0 2 

$300,000 $399,999 04 0.4 -15.4% 0,0% 00% $26 19 $21 83 -16.7% 3 3% 2 7% $348,945 $346,002 -0 8% -0 .6 

$400,000 $499,999 02 0 0 -797% 0,0% 00% $13 93-;- $2 57 -81 5% 1 8% 1 0.3% $445,438 $408,126 -8.4% -1 ,5 
+-

$500,000 + 0 1 0.2 27 .0% 00% 00% $21 57 $28 71 33.1% 28% 36% $862,343 $910,089 5.5% 09 

r -,-- ---- 1
100 o'lo l 100 0% Total 966 1 972 1 06% 

1
100.0% 100.0'lo j $782 64 $806.57 I 3.1% $4,579 $4,722 3.1% 3.'1 

Subtotals Pnor Current Change Pnor Current Pnor Current Change Pnor Current Pnor Current Change Points 

$0 33.1 32 6 -1 5% 34% 34% $0 00 $0 00 00% 00% 00% $0 $0 00% 0 0 

$0 $25,000 899.0 902.9 0.4% 931% 92 9% $339 66 $337 01 -0.8% 43.4% 41 .8% $2,136 $2 ,124 -0 .5% -0.3 

$25,000 $100,000 28 0 30 1 75% 29% 3.1% $233 61 $251 52 77% 29 8% 31.2% $47,104 $47,522 09% 23 

$100,000 + 60 6 5 81% 06% 07% ' $209 37 $218.04 4.1% 26 8% 27.0% $196,933 $190,964 -3 .0% 1.1 

Total Excluding $0 933 0 939 5 07% 96 6% 96 6% $782 64 $806 57 3 1% 100 0% 100 0% $4,741 $4,886 30% 3 1 

Total Exclud ing $100,000 + 960 1 965 6 06% 994% 99 3% $573 26 $588 53 27% · 73 2% 73 0% $3,375 $3,469 28% 27 
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I 10 

Financial Summary Distribution by Size of Allowed Expense 

Those with more than $100,000 in allowed expenses represent 0.7% of all claimants and 25.3% of total expenses. 

We can identify shifts in utilization, health care consumption and the prevalence of chronic and catastrophic cases by looking at the 
distribution of cost and utilization by fixed expense bands. This breakdown may also be useful for investigating the number of 
claimants that would be impacted by the introduction of or changes to a consumer-driven, high-deductible benefit. 

Claimants 
95.7% 

Expenses 
45.5% 

< $25,000 

Claimants per 1,000 

Claimants and Expenses by Range 

Claimants 
3.6% 

Expenses 
29.2% 

$25,000 - $100,000 

% of Total Allowed PEPM % of Total 

Claimants 
0.7% 

Expenses 
25.3% 

> $100,000 

Allowed per Claimant 

Contribution 

to Trend 

Expense Range Pnor Current Change Pnor Current Pnor Current Change Pnor Current Pnor Current Change Points 

$0 

$500 

$2,000 

$10,000 

$25,000 

$30,000 

$35,000 

$40,000 

$45,000 

$50,000 

$60,000 

$70,000 

$80,000 

$100,000 

$200,000 

$300,000 

$400,000 

$500,000 + 

Total 

$0 

$499 

$1,999 

$9,999 

$24,999 

$29,999 

$34,999 

$39,999 

$44,999 

$49,999 

$59,999 

$69,999 

$79,999 

$89,999 

$199,999 

$299,999 

$399,999 

$499,999 

0 2 0 2 

301 .7 302 5 
~ 

321 6 324.3 

235.9 

65.8 

8.3 

5.5 

4 1 

3.5 

2 1 

4 1 

1 7 

22 

1 4 

45 

1.3 

04 

0.2 

02 

966 1 

234.4 

68 .6 

7 0 

6.1 

4.5 

3.1 

2 5 

38 

24 

24 

1 5 

5 2 

1.4 

04 

0 1 

0 2 

972 1 

21 9% 0.0% 

0.3% 31 2% 

0 8% 33 3% 

-0.6% i 24 4% 

4 3% 6.8% 

-15.7% 0,9% 

10.0% 0.6% 

10.4% 0.4% 

0.4% 

0.2% 

0.4% 

0.2% 

0 0% $0 00 $0.00 0 0% 0.0% 0 0% 
~ 

311%1 $1310 I $12.90 -1 .5% j 1.4% 1 1.3% 

33 4% $61 22 $60 94 -0 5% 6.4% 6,2% 

24 1% ~ $186 18 $186.45 ~.1% 19 6% 19 0% 

7 1% $182.18 $186.81 2,5% 19.2% 19 0% 

0 7% $40.13 $33 75 -15.9% 4.2% 3.4% 

0 6% $31 40 $34 66 10 4% j 3.3% 3.5% 

o.5% I $26 73 $29 52 10 4% 2.8% 3.0% 

0.3% $26.20 $23 32 

0 3% $1715 $20 94 

0 4% $39 40 $36 99 
--1-

0.3% $20.05 $27 83 

-11 0% 

221% J 
-61% 1 
389% 

28% 2.4% 

1.8% 21% 

41% 38% 

2.1% 2,8% 

$0 

$245 

$1,076 

$4,461 

$15,653 

$27,309 

$32,188 

$37,165 

$42,321 

$47,294 

$54,784 

$65,414 

$0 

$243 

$1,070 

$4,527 

$15,496 

$27,434 

$32,513 

$37,430 

$42,487 

$47,426 

$54,802 

$64,885 

-10.7% 

226% 

-5 .5% 

40.9% 

99% 

40% 

16 9% 

10.0% 

1 6% 

0.2% 0 2% $28 37 $31 33 10 4% j 3.0% 3 2% $74 ,375 $75,244 

0 2% 0.2% $21 .65 $22.62 4.5% 2.3% 2.3% $84,441 $85,371 

-661% 

21 .9% 

06% 

05% 05% $10638 $12538 179%1 112% 128% $134,997 $137,076 

0 1 % 0 1 % $53 65 $57 11 6.4% 5.6% 5.8% $238,287 $232,115 

0 0% 0 0% l $23 96 j $24.38 1,7% 2.5% 2 5% $348,284 $351,273 

00% 00% $1656 $51 6 l -688%j 1,7% 05% $441,383 $409,105 

0.0% 0.0% $30.46 1 $36 34 j 19 .3% 3,2% I 3 7% $974,212 $960,114 

1000%11000% $950.78 $981 .73 33% 1000°1, ] 1000% $5,563 $5 ,747 

00% 

-11% 

-0.6% 

15% 

-1 .0% 

0.5% 

1.0% 

07% 

04% 

0.3% 

00% 

-08% 

12% 

11% 

1 5% 

-2 6% 

0.9% 

-7.3% 

-1.4% 

33% 

00 

0.0 

00 

0 .0 

0.5 

-0.7 

03 

0.3 

-0,3 

0.4 

-0.3 

0.8 

0 ,3 

0.1 

2.0 

0,4 

0.0 

-1 .2 

0.6 

3,3 

Subtotals Pnor Current Change Pnor Current Pnor Current Change Pnor Current Pnor Current Change Points 

$0 0,2 02 21 9% I O 0% 

$0 $25,000 925 0 929 8 jo.5% 95.7% 

$25,000 $100,000 34 4 34 9 14% 3.6% 

0 0% $0 00 $0 00 t O 0% 

956% $442.68 $447.10 1 0% 

3 6% $277.09 $286.25 3 3% 

0.0% I 00% $0 $0 00% 0.0 

46 6% 45 5% $2,705 $2 ,737 1 2% 0.5 

291% j 29 2% $45,536 $46,732 26% 1,0 

$100,000 + 6.5 73 121% 07% o.7% I $231 .01 $248.37 l 7 5% 24 3% 25 3% $200,752 $193,948 -3 4% 1.8 

Total Excluding $0 965.9 971 9 06% 100 0% 100 0% $950 78 $981 73 3 3% 100.0% 100 0% $5,564 $5,749 33% 33 

• Total Excluding $100,000 ..- 959 6 964 9 05% 99 3% 99.3% $719 77 $733 36 1 9% 75 7% 74 7% $4,240 $4,326 20% 1 9 
' ...J 
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Financial Summary Catastrophic Cases>= $100,000 

Excluding catastrophic cases, medical net payments PEPM are trending at 2.7%. 

Net Paid PEPM Cost Com arison 

Catastrophic claims are an expected cost in any benefit 
plan, but exceptional amounts paid on a few claims may 
distort indicators of overall plan performance. In this 
report , a catastrophic case is defined as a member who 
has accumulated $100,000 or more in net payments 
during the period under review. For calculations of non
catastrophic cost, the entire claim cost for each 
catastrophic case is removed. 

• Non-Catastrophic ft Catastrophic 

The frequency of catastrophic cases has increased 
8.1 % and the average cost has decreased 3.0%. The 
combined impact of these variations has adversely 
affected overall trend . 

Non-Catastrophic Claimants 

sios 

$573 

Prior 

Catastrophic Cases 

S233 

$611 

Current Norm 

All Claimants 

Measure Prior Current Change Prior Current Change Prior Current Change 

Claimants 

Claimants per 1,000 Members 

Percent ot Members 

Average Net Paid per Claimant 

Net Paid PEPM 

I 
27,160 

960 1 

t 99.4% 

$3 ,375 

99.4% 

$3,469 

$573.25 $588 52 

-1.0% l 
06% 

0.0 

28% 

170 

6 01 

06% 

$196,933 

181 

6 50 

0.6% 

$190,964 

65% 

81 % 

00 

-3.0% 

4.1% 

Percent of Net Paid PEPM ---~~ 73.2% _ _!3 Oo/o 

2.7% j $209.37 $218.04 ·t 
-a 3 I 26.8% I 21 0% 03 

Top Diagnosis Groups for Catastrophic Cases (Net Paid PEPM) 

$66 56 

$56 87 

$27 .18 $30.64 

$19 36 $19.52 
$17.11 $15 35 

• Neoplasms Circulatory System Digestive System Musculoskeletal System 

27,330 27,077 

966 1 972 1 

1000% 100 0% 

$4,579 $4,722 

$782,63 $806.57 

100.0% 100.0% 

$12.71 $1 3.55 -Infectious and Parasitic 
Diseases 

-0.9% 

06% 

00 

3.1% 

31 % 

0.0 

Prior 

• Current 

111 

Catastrophic Cases Catastrophic Net Paid PEPM Catastrophic Cases as a % of Group 

Circulatory System 121 133 9 9% $27 18 $30.64 12.7% 31 8% 35 7% 4.0 

Digestive System 97 102 5 2% $19 36 $19 52 08% 27 8% 27 7% -0 1 

Muscu loskeletal System 112 118 5.4% $1 7 11 $15.35 -1 0 3% 15 6% 142% -1 4 
f 

Infectious and Parasitic Diseases 111 123 I 10 8% $12 71 $13 55 66% 404% 419% 1 5 

746 

Confidentlal property of UnltedHeallhcare Do not reproduce or re-dlslrlbute wllhout the express wrlUen consent or UnUedHealthcare 



I 12 

Medical Plan Enrollment Characteristics of the Covered Population 

The demographic factor for STATE OF NEBRASKA members is 2.5% lower than the Norm (1.100 compared to 1.128). 

Variations in the characteristics of a covered population can affect the indicators of overall benefit plan performance. While 
adjusting statistical measures for these differences is not always possible we can often provide data that will help to put plan , period 
and normative comparisons in perspective. 

Population Measure Prior Current Change Norm Variance 

r 

nrolled Employees 

Average Age 

% Female 

nrolled Members 

Average Age 

% Female 

% Female (22 - 44) 

% Ch ildren (<18) 
-----

Average Family Size 

Demographic Factor 

Geographic Factor 

Combined Demo/Geo Factor 

Members Utilizing Medical Benefits 

Number of Unique Individuals Enrolled 

% of Unique Individuals Enrolled without Claims 

Putting Comparisons in Perspective 

13,325 

47.0 

55.6% 

28,289 

35.9 

53.0% 

18.9% L 22.4% 
2.12 

I 1.106 

1 1.042 

1.152 I ----
96.6% 

33 ,251 

14.6% 

-

- -

·-

13,210 _L -0.9% 

46.8 -0.4% 

55. 8% I 0.2 

27 ,853 -1.5% 
---

35.8 -0.3% 

52.9% -0.1 

19.2% 0.3 

22 .6% 0.2 

2.11 -0.7% 

1.100 -0.5% 

1.042 0.0% 

1,146 -0 .5% 

97 2% 0.6 

32 ,855 -1.2% 
----

14.3% l -0.3 

-

42.2% 

49.9% 

2.16 

1 128 

13.6 

3.0 

-2 .5% 

-2 .5% 

When analyzing STATE OF NEBRASKA results against normative data , it is important to remember that the unique characteristics 
of each population may have a significant impact on the comparison . United Healthcare has developed medical cost factors by age 
and gender that can help to determine if a difference in these member characteristics is impacting relative PEPM cost. The graph 
below illustrates how comparisons change when norms are adjusted for differences in the demographic factor between STATE OF 
NEBRASKA membership and that of each identified normative population . For each norm , the first column represents the actual 
PEPM cost and the second reflects the demographic adjustment. 

Demographic Adjusted Net Paid PEPM Cost Comparison 

Original Norm 

$807 $844 $823 $812 $774 
$731 $738 

$668 $662 

STATE OF NEBRASKA Custom Peer Group Industry Peers National Average Consumer Directed 
Average 
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• Adjusled Norm 

$620 $643 

Market Weighted 
Average 
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Medical Plan Enrollment Distribution by Age 

Members age 40 and older represent 45.2% of the population and account for 69.3% of claim costs . 

Understanding the unique demographic characteristics of your employee population is critical to managing your population's health 
care needs Member age is one of several indicators of consumption of care patterns. The graph and chart below illustrate the 
relationship between age and health care expenditure for your population . 

Distribution b A e Ran e 

Pe,cenl of Enrolled Members 

• Percent of Claimants 

u Percent of Net Paym~s 
N 'cf. 
N N 

< 1 1-9 10-19 

Percent of Enrolled Members 

[ft I 18 - 29 18 8% 

30 - 39 i 
132% 134% 

40 · 49 12 8% 131% 03 

50 · 59 

I r 
18.2% f 1 76% -0 6 ,___ 

60 - 64 10.3% 104% 0,0 

65+ J 4-2% 42% -0.1 

Subtotal <39 '---;"4.4% ~ 8% 04 

Subtotal 39+ 45.6% -t ~ 5.2% I -0.4 

Total 95.8% 95 8% 1 01-
• slight changes may appear inaccurate as a result of rounding 

HIWM#i,i,,,_ 
1 - 17 I 
18 - 29 

30 - 39 

40 -49 

50 - 59 

60 - 64 

65+ 

Subtotal <39 

Subtotal 39+ 

Total 

Average Net Paid per Member 

Prior Current Change 

$1,677 $1,462 -12 8% 

$2,778 $2,635 -5.1% 

$3,497 $3,557 17% 

$4,095 $4,329 57% 

$6,014 $7,273 20.9% 

$8,272 $8,441 20% 

$11 ,095 $11 ,156 06% 

$2,722 1 $2,567 -57% 

$6,457 $7,046 91% 

$4,424 $4,590 38% 

20-34 

,R 
0 
C<:> 

35-44 

Percent of Claimants 

Prior Current Change 

2.0% 

~ 
1.7% 

20.6% 20.7% 

16.3% 16.3% 

126% 12 9% 

-0 3 

0.2 

0.1 

03 

12.7% 13.0% 

18.9% 1 18.4°~ 
114% 11.4% 

0.4 

-0 4 

00 

5.7% 5.4% -0 3 

51 4% 51 ,7% 0.3 

48.6% 48.3% -0.3 

~4 3% 94 .6% 1 0.3 

Net Paid PEPM 

Prior Current Change 

$63.43 $55 67 -12.2% 

$92 34 $87 00 -58% 

$81 .73 $83 73 25% 

$92.97 $99.53 7.1% 

$193.49 $224 46 16 0% 

$150 87 $153 57 1.8% 

$83 13 $81 70 -1 .7% 

$262 18 $247.31 -5.7% 

$520 46 $559.26 75% 

$782 64 $806.57 3.1% 

of. 
0 

45-64 65+ 

Percent of Net Payments 

Prior Current Change 

32% 26% -0,6 

81% 69% -1 .2 

11 .8% 10.8% -1 0 

10.4% 10.4% -0.1 

11 .9% 12 .3% 0.5 r- 24.7% 27 8% 3.1 

19 3% 19.0% -0.2 

10 6% 10 1% -0.5 

33 5% 30 7% -2 8 
-

l 66.5% 69 3% 28 

89.4% 89 9% 05 

Contribution 

to Trend 

•1.0 

-0.7 

0.3 

0.8 

4 0 

~ 3 
-0 .2 

1--
-1 9 

50 

3 1 
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Cost Management 
The cost management reductions shown here reduced potential costs by $133,531,681 . 

While discounts represent a significant portion of possible cost reductions, there are a variety of other services that can also help to 
manage overall expenses. The distribution of some of these cost control measures is outlined below. In the current period, various cost 
management efforts led to $133,531 ,681 in payment reductions, representing 51 .1 % of potential costs. 

Sources of Cost Reductions 

$93,679,720 

$4,972,520 $3,918,677 $3,189,396 $3,681,656 _.,_J ___ --,-_____ -,-_____ --,--___ ---, 

Network Discounts Adjusted Cost Sharing 
Reductions 

Duplicate Claim 
Screenings 

Coordination of 
Benefits 

Other Discounts All Other 

• Additional savings not shown here may be generated through quality control reductions including claim audit, subrogation, and fraud and abuse recoveries 

Measure Total PEPM 

Total Potential Costs $261,388,511 $1,648.93 

- Duplicate Claim Screenings 
_!_ 

$4,972,520 $31 .37 

- Ineligible Charge Reductions $1,460,853 $9.22 

Benefit Coverage Review $158,867 $1 00 

Medical Coverage Review $890,414 $5.62 

Reasonable and Customary $411,572 $2.60 

Other/ Undefined $0 $0.00 
- --

- Claim Rebundling $2,220,397 $14 .01 

- Network Value and Savings $96,869,116 $611 .08 

Network Discounts $93,679,720 $590 96 

Other Discounts $3,189,396 $20.12 

- Maximum Non-Network Reimbursement $406 $0.00 .. 
- Cost Sharing Reductions $24,089,713 $151 97 

- Coordination of Benefits $3,918 ,677 $24.72 

Total Cost Management Reductions $133,531,681 $842.36 

Total Net Paid $127,856,830 $806.57 
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Cost Management 
Changes in plan richness have contributed 0.3 points to overall cost trend. 

Plan Cost Share (Gross) is a measure of coverage 
provided by the plan, and is an indication of plan 
richness. It is the ratio of gross paid to allowed 
expenses. Allowed expenses are the charges 
covered by the plan before employee cost sharing. 
Year to year variations in the plan cost share may be 
the result of changes in catastrophic case content, 
changes in network utilization and the erosion of 
plan deductibles 

84.3% 

Plan Cost Share (Gross) 

84.5% 88.5% 

Total 
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Plan Cost Share 

Prior 

• Currenl 

Norm 
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Cost Management Plan Cost Share (Net) 

Changes in plan richness have contributed -0.2 points to overall cost trend . 

Plan Cost Share (Net) is a measure of coverage 
provided by the plan, and is an indication of plan 
richness. It is the ratio of net paid to allowed 
expenses. Allowed expenses are the charges 
covered by the plan before employee cost sharing 
Year to year variations in the plan cost share may be 
the result of changes in catastrophic case content, 
changes in network utilization and the erosion of 
plan deductibles. 

82.3% 

Plan Cost Share (Net) 

82.2% 86.7% 

Total 

Prior 

• Current 

Norm 

Plan Cost Share (Net) Prior Current Change Norm Variance 

Total 

Medical 

Non-Catastrophic Claimants 

Catastrophic Cases 

82 .3% 

82 .3% 

78.6% 

94.5% 

82.2% I 
~ 
77.7% 

97.2% 

-0.2 

-0.2 

-0 .9 

2.8 

Supplemental Measures Prior Current Change 

Member Cost Share PEPM 

Coordination of Benefits PEPM 

Plan Cost Share (Net) by Type of Service 

l 
$149.73 

$17.52 

$151 .97 

$24 .72 1 1.5% 

41.1% 

Type of Service Prior Current Change 

Inpatient Admissions 93.7% 94.5% 0.9 

Non-Catastrophic Claimants 90.8% 91.4% 0.6 

Catastrophic Cases 97.1% 99.0% 1.9 

Outpatient Surgery 89.1 % 88.6% -0 5 

Emergency Room 712% 68.4% -2.8 

Outpatient Physician Office Visits 74.6% 74.5% -0.1 

Primary Physician 76.3% 76.7% 04 

Specialist 89.3% 88.7% -0 6 

OB/GYN 70.9% 70.5% -0.4 

Unknown 00% 0.0% 00 
L----·. 
I Allied Health 62 8% 61 .9% -0 .9 i 

86.7% 

86 .7% 

84 .6% 

92.7% 
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-6.9 
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Cost Management Network Value 

Members used a network provider for 96.5% of eligible expenses, compared to 97.5% for the Norm. 

Our strong network infrastructure features provider negotiations focused on achieving the best total outcome by combining our 
highly competitive discounts with transparent provider information for better decisions. We're committed to bringing optimal value to 
you and improved health outcomes for employees. The graphs below illustrate the distribution of selected measures according to 
whether or not a participating network provider was used. 
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Cost Management Network Discounts 

The network discount rate for the current period was at 39.5%. 

Our network of providers offers financial predictability through our long-term contracts with physicians and hospitals, competitive 
discounts, and consistent contract and rate structures. Although actual savings vary due to changes in the complexity of services 
and network utilization our highly competitive discounts help to deliver optimal value considering these factors The chart and table 
below illustrate this value, which resulted in current period savings of $93,679,720. 

Network Discounts by Type of Service 

,g:. ,g:. 
~ ,g:. Li) 

C') "' Cl) 
"": co "' "' Li) 

"' 
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,g:. ,g:. ,g:. ,g:. r-
0 .,; N 

0 .,; ,g:. .,; Prior 
N st ,g:. r- st st 

,g:. ,g:. st Li) r--'. • Current 
co <q .,; M 

ci ~ "' 
"' 

C') 

Inpatient Facility Outpatient Facility Physician Primary Physician Specialist OB/Gyn All Other 

Network Eligible Charges PEPM Network Discounts PEPM Percent Discount 

Type of Service Prior Current Change Prior Current Change Prior Current Change 

Inpatient Facility 

Outpatient Facility 
- - -

Primary Physician 

Specialist ----
OB/GYN 

All Other 

Total 

$348.99 $344 .90 I 
---4--

$621 .05 

$85.45 

$232 .64 

$22 .28 

$129 .35 

$1,439.75 

$670.97 

$83.49 

$229.77 

$22.33 

$146.44 

$1 ,497.91 

12%~ 8.0% 

-2.3% 

-1 .2% 

0.2% l 13.2% 

4.0% 

$122.57 $125.07 2.0% 35.1% 36.3% 1.1 

$242.67 $265.23 9.3% 39.1% 39.5% 0.5 

$26.32 $26.41 ''j 30.8% 31 .6% 0.8 

$97 72 $101 .08 3.4% 42.0% 44.0% 2.0 

$7.91 $8.42 6.5% 35.5% 37.7% 2.2 

$59 14 $64.75 9.5% 45 7% 44.2% -1 .5 

$556.34 $590.96 6.2% 38.6% 39 .5% 0.8 

The $34.63 PEPM increase in savings is the combined result of three factors. Savings will change because of 1) a variation in 
charges as a result of a change in the complexity of services rendered , better medicine or basic medical inflation, 2) changes in 
network utilization or 3) changes in negotiated provider contracts. The latter two factors deliver new savings that would not be 
generated if UnitedHealth Group did not play an active role in managing and expanding its networks. The value of these changes 
are: 

$ 26 33 PEPM for changes in overall medical expenses. 
$ (3 .86) PEPM for changes in the portion of services rendered by network providers (96.5% versus 97.1 % network use). 
$ 12 15 PEPM for changes in negotiated provider contracts (39_5% versus 38.6% discounts). 

Analysis indicates that, without improved provider contracts, benefit payments would have increased an additional $10.27 
($12.15*84.5% Plan Cost Share (Gross)) This would have put current trend at 4 4%, as opposed to the 3.1 % trend that has actually 
occurred This incremental improvement reduced current expenses by $1 ,628,264. 

Additional Discounts 

Additional savings may be generated through shared savings programs or from customer specific discount arrangements. The value 
of any discounts not stated above was $20 12 PEPM, down 21 2% from the prior period This additional value puts total discounts at 
$611 08 PEPM, up 5.0% 
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Distribution by Diagnosis 
Claims related to 'Neoplasms' diagnoses are a primary driver of health care costs. 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results . The following exhibit indicates some of the primary drivers of health care costs. 
The graph highlights the five groups representing the highest portion of payments. 

Percent of Net Payments 
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Neoplasms Musculoskeletal System Other Conditions Circulatory System Digestive System 

Cost and Utilization by Diagnosis Group (in descending order by net paid amount; 

Claimants per 1,000 Net Paid PEPM 

Prior 

• Current 

Norm 

D1agnos1s Group Prior Current Change Norm Variance Prior Current Change Norm Variance CC /J./J. 

Neoplasms 99.1 100.1 10% ·1 119.6 -16.4% $93 27 $108 521 16 4% $103 35 5,0% 61 .3% 1.9 

Musculoskeletal System 319 3 310 8 

-"-°''-r'°"' . "" ,, . , ·" 
$117 82 -64% 142% -0 2 -27~ 311 .0 

Other Conditions 640 2 658 ,3 2.8% I 726.5 -9 4% $82_45 I $91 .34 10.8% $92.42 -1 2% 107% 1.1 
i._ 

Circulatory System 174 4 173.6 -05% 214.9 -19 2% $85.61 $85.80 02% $64 18 1.9% 35.7% 0.0 

Digestive System 132 1 132.1 00% 147 6 -10 .6% $69 55 $70,45 1.3% $61 97 13 7% 27.7% 0.1 

Injuries and Poisoning 141.6 139.4 •17% 171,0 -16 ,5% I $60 64 $54.06 ; -10.9% $64,59 -163% 24.4% -0.6 -,-
-17.4% I ..... ·-·"". .. = "'"'"' l 269,3 256 7 -4.7% I 310.7 $52 10 $53.57 2.8% $54.09 -1.0% 24.4% 0 .2 

Respiratory System 394.1 383.1 -2.8% '"·' t'-" $4 1.23 $45.21 96% $45.64 -10% 18 2% 05 

Genitourinary System 173 3 175 6 1.3% 199.8 -12 1% $41 .79 $43 40 3,8% $49.77 · 12.8% 136% 02 

' Infectious and Parasitic Diseases 378 6 486 2 28.4% I 391 5 f 24 2% I $31.47 $32.35 2.8% $27 ,11 19.3% 41.9% 0,1 

Pregnancy and Childbirth 52.7 51 8 -1 .8% -, 53.6 -3 4% $31 ,09 $2911 -6.4% $35.65 -184% 24% -0 3 
..l 

I 

Mental Diseases and Disorders 157 3 162 4 i 32% 153 7 56% $20 76 $25.53 23.0% $27 00 -5.4% 22.4% 06 
__ 1 _ -< 

Endocrine. Nulritional and Melabolic 231 1 227 6 ! -1 5% 264 5 -1 4.0% $25 91 $24 59 -51% $35.42 -30.6% 10.7% -0 2 

Skin and Subcutaneous Tissue 144 3 137 4 -4.8% 162 6 r-15.5% $7 58 $8.77 156% $11 39 -23 0% 15.0% 0.2 

Congenital Anomalies 13 1 12 6 -42% 14 6 -14.2% $12 80 $8 54 -33 3% $8 38 18% 50.7% -0 5 

Blood and Blood Forming Organs 26 2 24 9 -5.0% ! 32 9 G 44% ' $4 67 $5 94 27 2% $7 47 -20 5% 538% 0.2 
' 

Total 966 1 972 1 0,;%1- I 0,0% $782.63 $806.57 31% $844 29 -45% 27 0% 3 1 

t::.!J. Points Contributed to Trend of 3 1 % 
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Distribution by Diagnosis Excluding Catastrophic Cases - $100,000 

Excluding catastrophic cases , claims related to 'Musculoskeletal System' diagnoses are a primary driver of health care costs. 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to 
your population and may have influenced your results. The following exhibit indicates some of the primary drivers of health care 
costs . The graph highlights the five groups representing the highest portion of non-catastrophic payments. 

Percent of Non-Catastrophic Net Payments 

16.1% 15.7% Prior 

12.9% 
13.9% • Current 

10.2% 
9.4% 8.8% 8.7% 

6.3% 
7.1% 

Musculoskeletal System Other Conditions Circulatory System Digestive System Neoplasms 

Cost and Utilization by Diagnosis Group (in descending order by non-catastrophic net paid amount) 

Claimants per 1,000 Net Paid PEPM % of Net Paid 

D1agnos1s Group Prior Current Change Prior Current Change Prior Current Change titi 

Musculoskeletal System 315.3 306 6 

j -28% i'"'' $92 .57 0.1% 161 % 15.7% -0.4 0,0 

Other Conditions 634.6 652.1 2.8% $74.04 $81 61 10.2% 12.9% 13.9% 1.0 1.3 

Circulatory System 17~ . 168.9 -0,8% $58.42 $55.15 -5.6% 10.2% 9.4% -0.8 -0.6 

Digestive System 128.7 128 4 -0.2% I $50.20 $50.93 1.5% 8.8% 8.7% -0.1 0.1 

Neoplasms 96.4 1 .:6.8 0.4% $36.40 $41 .95 15.3% 6.3% 71 % 0.8 1.0 

Injuries and Poisoning 139.0 136.5 -1 .8% $38.31 $40.85 6.6% 6.7% 6.9% 0.3 0.4 
---

Nervous System and Sense Organs 265 7 252.7 -4.9% $39.78 $40.52 1.8% 6.9% 6.9% -0 1 0.1 

Genitourinary System 170.0 172 7 15% $35 .36 
----t-

$37 49 6 .0% 6.2% 6.4% 0.2 0.4 
;-

Respiratory System 389.9 378.7 -2.9% $37.13 $36.96 -0.5% 6,5% 63% -0.2 0.0 

Pregnancy and Childbirth 52.5 51 .6 -1.7% $30.16 $28.41 -5 .8% 5,3% 4.8% -0.4 -0.3 

Endocrine, Nutritional and Metabolic 227.6 223 9 1 -1.6% $22.38 j $21 97 -1.9% 3.9% 3.7% -0 2 -0.1 

Mental Diseases and Disorders 156 1 161 .0 31 % $1 8.71 $19 81 5.9% 3.3% 3.4% 0.1 0.2 

Infectious and Parasitic Diseases 374.7 481 7 28.6% $18.75 $18 .80 I 0.2% 3.3% 3.2% -0.1 0.0 

I 
Perinatal Period 15 4 12 9 -15.9% $7.57 $7 11 

I 
-6.1% 1.3% 1.2% -0.1 -0.1 

Congenital Anoma lies 12 5 12.0 -3 9% $4 20 $4.21 0.1% 0.7% 0.7% 0.0 0.0 

' Blood and Blood Forming Organs 23.9 23 .1 -3.5% S2.68 $2.75 1 2.5% 0.5% 05% 0.0 0.0 

Total 960.1 965.6 0.6% I $573.25 $588.52 2.7% 100.0% 100.0% 0.0 2.7 

6.6 Poin ts Con tributed to Non-Calaslroph1c Trend of 2 7% 
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Distribution by Diagnosis Side by Side Comparison 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results . The following exhibit provides a side by side comparison of experience for non
catastrophic claimants and catastrophic cases. 

Claimants per 1,000 by Diagnosis Group (in descending order by number ot ctaimantsJ 

Non-Catastrophic Claimants Catastrophic Cases All Claimants 

D1agnos1s Group Prior Current Cl1ange % Paid P11oi Current Change % Paid 

Other Conditions 

~ 
5.69 6.28 104% 12% 640.2 658.3 2.8% 11 .3% 

Infectious and Parasitic Diseases 374.7 28.6% 2,3% 3.92 4 42 125% 1 17% 378 6 486 2 28.4% 40% -- --- I--
Respiratory System 389 9 378 ,7 -2.9% 4,6% 417 4.38 ~.0% 10% 394.1 383.1 -2.8% 56% 

Musculoskelelal System 315 3 306 6 
.I 

-2 ,8% 115% 3 96 4.24 7.0% 19% 319 3 310.8 -2.7% 134% 

Nervous System and Sense Organs 265 7 252 7 

r= 
5.0% 3.61 4.02 f" 11 5% 16% 269.3 256.7 -4.7% 6,6% -Endocrine, Nutritional and Metabolic 227.6 223.9 2.7% 3 50 3 63 3.6% 03% 

~ ' 
227 6 -1 .5% 3.0% 

Genitourinary System 1 170 0 172 7 15% 4 .6% ~' "J"" 07% 3.3 175 6 13% 5.4% 

Circulatory System 170.2 168,9 -08% 6.8% 28 4.78 11 .6% 38% 4.4 173.6 -05% 10.6% 

Mental Diseases and Disorders ,~ ,, 31% 2 ~ ?n 1 3n 13 5% 07% 157 .3 162.4 3.2% 3.2% 

Injuries and Poisoning 139.0 136,5 I -1 .8~ 5.1% 

r :: I : ::f+,:;; 
16% 141 .8 1394 -17% 6 ,7% - -

Skin and Subcutaneous Tissue 1425 1352 -51% 09% 0.2% 144.3 137 4 -48% 1 ,1% 

Digestive System 128 7 17A 4 -02% i 63% 3 43 3 66 6.8% 24% 132.1 132 1 00% 87% 

Neoplasms 96 4 96 8 0.4% 5.2% 2.72 3.34 22 7% 83% 991 100.1 1.0% 13.5% 

Pregnancy and Childbirth 52 5 51 6 -1 .7% 3.5% I 0.21 0.18 -15.4% 01% 52 7 51 ,8 18% 3.6% 
-----I 

Blood and Blood Forming Organs 23 9 23.1 ~ -35% 03% 2 26 1 80 -20 7% 04% 26.2 24 .9 -5,0% 07% _ _, 
Perinatal Period 15 4 12.9 -15.9% 0,9% 018 018 16% 05% 15.6 13,1 -157% 14% 

Congenital Anomalies 12 5 12.0 1- -39% 05% 0 60 
D.~ 

-10.4% 05% 13 1 12 6 -4.2% 1.1% 
_J 

[ 6.01 1~ 6.1 Total L~D.2_1 _ ~65~6- 1 _ 0.6% 
1 

73.0% 6.50 81% 27 0% 972.1 06% 1000% 

% Paid is the Currenl payments for each group as a percentage of tolal Current paymen1s 

Net Paid PEPM by Diagnosis Group (in descending order by net paid amount) 
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Catastrophic Cases 
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$17 11 $15,35 
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12.7% 
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0.0 
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$12,31 
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$0 94 

$205 

$3 53 

$4 57 
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St 99 

$1321 -408% -1.2 

$13.05 1 6.0% 0 1 
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$0. 70 -25.8% 

$5,72 178 9% 

$2 ,62 -25 6% 

$4 39 -3 9% 
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00 
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$93 27 $108 52 16.4% 1.9 
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$85.61 $85 80 02% 0.0 

$69 55 $70.45 1.3% 01 

$60 64 $54.06 -10.9% -0 8 

$5210 $53.57 28% 02 
,-

$41 23 $45 21 96% 05 

$41 79 $43.40 3.8% 0.2 

$31 47 $32 35 28% 0 1 

$31 09 $2911 -64% -0.3 

$20 76 $25 53 230% 06 

$25 91 $24 59 -51% -0 2 

$12 14 $11 49 -53% -0 1 
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M Points Contributed to Total Trend or 3 1 % 

756 

Confidential property of UnitedHeallhcare Do not reproduce or re-distribute without the express written consent or UnitedHealthcare 



I 22 

Distribution by Diagnosis Top Diagnosis Categories 

Claims for 'Osteoarthritis' and 'Maintenance Chemo/Radiotherapy' accounted for 7.9% of current period health care payments. 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results. The following exhibit indicates some of the primary drivers of health care costs. 
The table displays the twenty five categories whose associated costs had the largest impact on total plan costs . 

Cost and Utilization by Diagnosis Category (in descending order by net paid amount) 
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Distribution by Diagnosis Common Diagnoses 

Osteoarthritis accounted for $33.58 PEPM (4.2% of total medical costs). 

Experience has been grouped into broad diagnostic categories to assist in the identification of illness patterns that are unique to your 
population and may have influenced your results. The following exhibit displays cost and utilization for several common diagnosis 
categories. 

Cost and Utilization by Common Diagnosis Category 

Claimants per 1,000 Net Paid PEPM 

Common D1agnos1s Category Prior Current Change Norm Variance Prior Current Change Norm Variance % Total titi 

Diabetes 

Diabetes without complications 

Diabetes with complications 

Hypertension 
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lntervertebral Disc Disorders 
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I Multiple Sclerosis 

Enteritis/Ulcerative Colitis 
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Utilization of Preventive Care Services 
In the current period, 35.2% of covered individuals received a wellness physical exam. 

This exhibit is intended to show utilization of services and is not a statement of member compliance with clinical guidelines Because 
utilization is being measured , rather than compliance, targeted individuals may receive services in accordance with guidelines though 
report parameters may exclude their activity from these results Target populations vary by type of service and are based on member 
age and/or gender. 

~ 0 
L!) 
C') 

Wellness Exam 

Utilization of Preventive Care by Targeted Individuals 

~ 
0 
N 

~ 0 
0) 

I 
~ 0 
C') 

I 
Cholesterol Screening/ Breast Cancer Screening Cervical Cancer Screening Colon Cancer Screening 

Lipid Panel 

• The norm shown is for a 12 month period for selected United Healthcare book of business 

Targeted Individuals 
Targeted Individuals Receiving 

Care Within Each Period 
Target Utilization Rate 

Within Each Period 

Prior 

• Currenl 

Norm 

Wellness Activity Prior Current Change Prior Current Change Prior Current Change Norm• Variance 

Wellness Exam 33 ,251 . 32,855 ~ -1 .2% 11 ,676 11,555 

I 
-1 .0% 

l 
35.1% 35.2% 0.1 41 .3% -6.1 

Cholesterol Screening 13.17:_j-12.892 -:,:, % 4,712 4,193 -11 0% 35 8% 32.5% -3.2 39.4% -6.8 

7,880 7,756 ~.6% 
--

Breast Cancer Screening 3,323 3,220 

f 

-3.1% 42.2% 41 .5% -0.7 414% 0.2 

Cervical Cancer Screening 12 ,621 "·"'.t ·1 .3% 
2,557 2,317 -9.4% 20.3% 18.6% -1 .7 27.1% -8.5 

Colon Cancer Screening 10,344 10,033 -3.0% I 1,325 1,365 30% 12 8% 13.6% 0.8 16.5% -2 .9 
- --
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Distribution by Provider Type 
Changes in costs for Outpatient Facility contributed 3.6 points to medical trend. 

In another effort to identify cost and utilization patterns that may have influenced your results , experience can also be distributed into 
categories based on the type of provider rendering care and the place in which that care was rendered. The graph highlights the 
percentage of net payments attributable to each group. 

Percent of N!;!J ~ay_ments 

42.9% 
40.6% 

27.7% 26.9% 

18.7% 17.9% 

9.2% 9.0% 

3.8% 3.3% --Inpatient Facility Inpatient Physician Outpatient Facility Outpatient Physician All Other 

Distribution of Costs by Provider Type 

Facility 

Physician 

Primary Physician 

Specialist 

OB/GYN 

Allied Health 

Miscellaneous 

, Outpatient 

! Facility -----~-~ 

Physician 

Primary Physician 

Specialist 

Allied Health 

Miscellaneous 

Medical Pharmacy 

Total 

Allowed Expenses PEPM Net Paid PEPM 

$232 .61 $229.04 -1 .5% $216.64 $216.58 0.0% 

-104% $33.69 $30.84 -8 5% I $29 76 

$4.22 $4.05 -3.8% I . -$3 50 -T 
$24.67 1 $22.21 I -10.0% 1 $21 .99 i 
$4.81 $4.58 I -4.8% $4.27 

$2 92 $2 .92 -0 1% $2.55 

$0.29 

$681 26 

I $394.16 

$187 ,32 

$55 33 

$122.41 

$66 97 

$26 88 

5.5% 

9.6% 

j $0 2~ --- -9 0% 

$718 .67 I 
$432.17 r 

$0.24 

$533.44 

$317 .70 

$146.57 $184 47 

$53.60 

$1 21.53 

$68 .56 

$28.14 

I 
-1 .5% 

-3 .1% 1 $42.91 

-0.7% $96.53 

2.4% $41.33 

4.7% $22.52 

$26 67 

$3 .36 

$19.22 

$4.08 

$2 50 

$0.23 

$560 .59 

-3.9% 

-12.6% 

[

- -4.5% 

-1 .9% 

-2.9% 

5.1% 

$345.76 I 8 8% 

$144 .67 ~.3% 

$42.48 I -1 .0% 

$95 34 -1 .2% 

$41.74 1.0% 

$23 56 4.6% 

$5 .93 i $5.33 
. ·-----+ 

-10.1 % 

3,3% 

$5 32 $4 87 -8.5% 

3.1% $950 .77 I $981 ,72 $782 63 $806 .57 

% of Net Paid 

27.7% 

3 8% 

0.4% 

0.5% 

0.3% 

0.0% 

68 .2% 

40 6% 

18.7% 

55% 

12 3% 

5.3% 

2.9% 

0.7% 

100.0% 

26,9% 

33% 

0.4% 

2.4% 

0.5% 

0.3% 

0.0% 

69.5% 

42.9% 

17.9% 

5.3% 

11 .8% 

52% 

2.9% 

06% 

1000% 
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Prior 

• Current 

Contribution 
to Trend 

0.0 

-0 .4 

0.0 

-0.4 

0.0 

0,0 

0.0 

3.5 

3.6 

-0.2 

-0.1 

-0.2 

0.1 

0.1 

-0 .1 

3 1 
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Inpatient Hospital Admissions 
Net Paid PEPM costs for inpatient hospital admissions decreased 2.3% to $203.68 PEPM. 

Inpatient hospital admissions contribute to a substantial portion of health care expenditure. As such, it is important to understand 
members' use of these services as well as its bearing on cost. The information on this page is intended to illustrate the utilization 
and cost associated with various components of admissions as well as the impact the catastrophic cases have had on results. 

• Catastrophic 

• Current Non-Catastrophic 

Prior Non-Catastrophic 

18.0% 

82.0% 

Admissions 

Non-Calastrophlc Claimants 

39.4% 47 .4% 43.WAi 

60.6%, 

Days Payments 

Calastrophic Cases All Claimants 

Measure Prior Current Change Prior Currenl Change Prior Current Change Norm Variance 

40 9 41 .2 07% 90 9.1 49 ,9 50.3 0.8% 51 .1 -1.4% Admissions per 1,000 f 1.2o/~ -----
Days per 1,000 

Average Length of Stay 

Net Paid Per Admis-si_o_n __ l,... 

Net Paid Per Day 

Net Paid PEPM 

Percenl of Admissions 

• Percent of Days 

"' Percent of Paid 

132,7 

3 24 

$15,130 

$4,667 

$109 57 

~ 0 
0 
(Y) 

~ 0 
0 
(Y) 

130.9 

3 18 

$15,900 

$5,006 

$115 15 

Medical 

Days Pllf 1,000 

-14% 861 

-20% 9 56 

5.1% $61,996 

7.3% $6.487 

51% $98 87 

Surgical 

81 .8 

8,96 

$55,256 

$6,164 

$88.54 

0 
0 
CX) 

Maternity/ 
Newborn 

-51% 

-6.2% 

-10,9% 

-5.0% 

-10.4% 

Av8fage Net Paid per Day 

218 8 212 7 -2.8% 249.7 -148% 

4 38 4 22 -3.6% 4.89 -13,6% 

$23,588 $23,030 -24% $24,118 -45% 

$5,384 $5,451 1.3% $4,933 10.5% 

$208.44 $203 68 -23% $21457 -51 % 

-Extended Stay Behavioral Health Non-Acute 
Newborn 

Net Paid PEPM Contribution to Trend 

Adm1ss1on Type Prior Current Change Prior Current Change Prior Current Change IP Total 

Medical 531 64 3 21 .1% ... f-"~ Surgical 72 3 57 9 

Maternity/ Newborn 30 5 29 3 -40% 

Extended Stay Newborn 16 9 16 8 -04% 

Behavioral Health 19 7 19 0 -3.5% 

Non-Acute 26 5 25.4 -4.0% 

Total 218 8 212 7 -2 8% 

Vaginal Delivery 16 6 16 3 -2.1% 

C-Section 12 5 12 0 -44% 

$4,667 

$10,254 

$3,197 

$2,886 

+ 
$1,522 

$510 

1- $5.384 

$2 ,396 
I-

$3,050 

$4,882 46% 
-+------

$11,337 

$3,275 

$2,530 

$1,831 

$635 

$5,451 

$2 ,382 L 
$3.039 r 

10.6% 

24% 

-12 .3% 

20.3% 

24 6% 

13% 
-+ 

-06% 

-04% 

$43 81 $5513 25.8% 54 1 4 --- ---
$131 08 $115 28 -12 .1% -7 6 -2 .0 

$17 ,26 $16 86 -23% -0 2 -0 1 

$8 61 $7.47 -13.2% -0.5 -0 1 

$5 30 $6.11 15.3% 04 0 1 

$2 39 $2 84 188% 0.2 0.1 

$208 44 $203,68 -2 3% -2,3 -0,6 

$7 06 $682 -33% -0 1 00 

$6 77 $6 40 -54% -0 2 00 

Catastrophic Case Impact Prior Current Change Prior Current Change Prior Current Change IP Total 

Non-Catastrophic Claimants 

Catastrophic Cases 

Catastrophic Content 

132 7 

86 1 

394% 

130,9 

81 8 

38 4% 

-1.4% 

-51% 

-23% 

$4 ,667 

$6,487 

$5,006 

$6,164 

73% 

-50% 

$109 57 

$98.87 

47 4% 

$115.15 

$88 54 

43.5% 

51% 

-104% 

-84% 
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Outpatient Cost and Utilization 
Members are using the Emergency Room at a rate of 152.4 visits per 1,000 members, 24.7% lower than the Norm. 

Outpatient Surgeries and Emergency Room Visits 
The data in this section includes aggregated facility costs for surgical procedures performed in an outpatient setting and for visits to an emergency 
room Diagnostic procedures associated with each event will be included if the charges are submitted with the facility tax ID The same applies to 
physician charges, although these are generally submitted separately under the physician tax ID and not included in aggregated costs. 

Average Paid per Surgery 

Net Paid PEPM 

$4,472 

$133.26 

$4,609 

$133.75 

31% 

04% $120 40 

12 8% 

11 .1% 

Emergency Room Visits Prior Current Change Norm Variance 
Visits per 1,000 

Visits per 1,000 

[ Average Paid per Visit 

L Net Paid PEPM 

Outpatient Physician Office Visits 

153 2 

$1,569 

$123.81 

$1 35 

152.4 

$1 ,552 

$129.45 

$1 80 

-0.5% 202 5 

-11% $1,667 

$58.80 

4 .6% 

l 328% 

The data in this section includes outpatient office visits to a physician Costs associated with the visit are identified based on CPT4 codes 

Average Paid per Visit 

Net Paid PEPM 

t $135 41 

$2 86 

$136 56 

$2 82 

0.8% 

-1 .2% $5.71 

-24 7% 

-6.9% 

-29 3% 

13.1% 

-50 6% 

Specialist Office V1s1ts Prior Current Change Norm Variance 
V1s1ts per Member per Year 

Average Paid per Visit 

Net Paid PEPM 

0 95 

$125 09 

$21 01 

j_ 
I 

0.93 

$134 16 

$21 .97 

-1 .8% 

73% 

46% 

1.56 

$139.30 

$32 79 

-40 2% 

-3.7% 

-33 0% 

Total Phys1c1an Office V1s1ts Prior Current Change Norm Variance 
Visits per Member per Year 

Average Paid per Visit 

Net Paid PEPM 

Outpatient Diagnostic Services 

2.62 

$112.32 

$52 00 

L 2 45 

$119 19 

$51 .37 

-6.3% 

61% 

-1 ,2% 

The data in this section provides a summary of cost and utilization results for diagnostic services Laboratory 
and radiology (MRI , CAT Scan, Ull1asouruJ am.I Mammography) are included 

Average Paid per Visit 

Net Paid PEPM 

$51 76 

$28 36 

$53.95 

$28 14 

42% 

-0 ,8% 

Radiology Prior Current Change 

Visits per 1,000 

Average Paid per Visit 

Net Paid PEPM 

1.081 

$223-69 

$42 76 

1,087 

$226 33 

$43 21 

06% 

12% 

10% 

3.76 

$114 07 

$74.66 
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Outpatient Cost and Utilization Diagnostic Services 

The cost for outpatient diagnostic services was $73.57 PEPM, 9.1% of total medical payments. 

Diagnostic visits are comprised primarily of laboratory and radiology services. This exhibit provides detail on the types of diagnostic 
services rendered in order to provide insight into possible trend drivers. 

Diagnostic Visits per 1.000 Members Prior Current Change 

Radiology 1,081 1,087 0.6% 

MRI (Magnetic Resonance Imaging) 67 64 -4,7% 
--- -

l CAT Scan (Computerized Axial Tomography) 107 109 1.5% 

Diagnostic Nuclear Medicine 37 37 -0.4% 
----

ECHO-Ultrasound 205 197 -4.1% 
- --

Preventive Mammography 5 4 -25.4% 
-- - - -----

Other Radiology 659 676 2.6% 

l Laboratory f 3,097 2,969 -4.1% 

All Other 233 269 15.5% 

[ Total 4,411 4,325 -2.0% 

• . 

MRI (Magnetic Resonance Imaging) $344.94 I $319.40 -7.4% 
-t" 

CAT Scan (Computerized Axial Tomography) "'''4 $198.41 12.7% 

Diagnostic Nuclear Medicine $841 .05 $905 63 7.7% 

ECHO-Ultrasound $64.51 $64.57 0.1% 

Preventive Mammography $230.59 $269.40 16.8% 

Other Radiology $233 65 
-1 

$231 ,50 -0.9% 

All Other $31 .64 $46.85 48.0% 

Total $92.81 $96.81 4.3% 
~ 

Net Paid PEPM Pnor Current Change 

Radiology $42 .76 $43.21 1.0% 

MRI (Magnetic Resonance Imaging) $4 .09 $3 ,59 -12.4% 

CAT Scan (Computerized Axial Tomography) $3.33 $3,79 13.6% 

Diagnostic Nuclear Medicine $5.54 $5.91 6.6% 

ECHO-Ultrasound $2.34 $2 23 -4.7% 

Preventive Mammography $0.21 $0 18 -13.5% 

Other Radiology $27 24 $27.52 1.0% 

Laboratory $28 36 $28.14 -0.8% 

All Other $1.31 $2 22 69.8% 

Total $72.43 $73.57 1.6% 
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Glossary 

Acronyms 

HRA (Health Reimbursement Account) 
A plan feature wherein an account is administered by UnitedHealthcare, into which an employer can contribute, and from which members can pay 
for qualified medical expenses. 

HSA (Health Savings Account) 
A tax-advantaged account that can be used by the consumer to pay for qualified health expenses for their family while covered by a high
deductible medical plan HSA dollars can also be used to pay for non-medical expenses on a taxable basis (subject to penalty) if the participant 
withdraws money before age 65. Unused money remains in the account and grows tax deferred . An HSA is portable, employee owned, and can 
be carried over from one employer to the next. 

IBNR (Incurred But Not Reported) 
A factor applied to estimate the cost of services within a time period for which payments have not been processed. 

PEPM (Per Employee Per Month) 
The average revenues, expense or utilization of services for one employee for one month. 

PMPM (Per Member Per Month) 
The average revenues , expense or utilization of services for one member for one month. 

PMPY (Per Member Per Year) 
The average revenues, expense or utilization of services for one member for one year 

Benchmarks 

Consumer Directed Average 

Industry Comparator 
Comparable measurements based upon accumulated data related to your industry peers, generated to correlate with your current enrollment 

Market Comparator 
Comparable measurements based upon accumulated data related to a subset of the overall book of commercial business, generated to correlate 
with your current enrollment based on geographic location 

National Comparator 
Comparable measurements based upon accumulated data related to a subset of the overall book of commercial business, generated to correlate 
with your current enrollment 

Variance 
The amount of difference between your current period experience and the comparable experience of an applicable benchmark. 

Diagnosis Groups 

AHRQ 
A categorization of diagnosis groups, based on primary ICD-9 diagnosis codes, based on the national Agency on Healthcare Research and 
Quality clinical classification system. 

Chapter 1 - Infectious and Parasitic Diseases 
Tuberculosis, Septicemia, Bacterial and Viral Infections, HIV, Hepatitis, Measles, Herpes 

Chapter 2 - Neoplasms 
Benign Neoplasms, Malignant Neoplasms (Cancers) and Carcinomas 
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Glossary 

Chapter 3 - Endocrine, Nutritional and Metabolic Diseases and Disorders 
Thyroid Disorders, Diabetes, Hypoglycemia, Gout, Obesity, Nutritional Deficiencies 

Chapter 4 - Blood and Blood Forming Organs 
Anemia, Hemophilia, Splenectomy 

Chapter 5 - Mental Diseases and Disorders 
Affective and Personality Disorders, Senility, Depression, Eating Disorders, Mental Retardation, Drug Dependence 

Migraine, Epilepsy, Parkinson's, Meningitis, Multiple Sclerosis, Cataract, Glaucoma, Retinal Disorders, Otitis Media 

Chapter 7 - Circulatory System 
Hypertension, Chest Pain, Heart Disease, Cerebrovascular Disease, Diseases of the Blood Vessels and Lymphatics 

Chapter 8 - Respiratory System 
Pneumonia, Influenza, Tonsillitis, Bronchitis, Asthma, Respiratory Infections, Pulmonary Disease 

Chapter 9 - Digestive System 
Disorders of the Teeth and Jaw, Esophageal Disorders, Gastritis, Enteritis, Colitis, Appendicitis, Liver Disease 

Chapter 10 - Genitourinary System 
Genital Organ and Urinary System Disorders, Kidney Disease, Menstrual Disorders, Infertility 

Chapter 11 - Pregnancy and Childbirth 
Pregnancy, Delivery, Complications of Pregnancy and Childbirth, Contraception 

Chapter 12 - Skin and Subcutaneous Tissue 
Non-malignant Breast Conditions, Inflammatory Conditions, Infections of the Skin and Subcutaneous Tissue 

Chapter 13 -Musculoskeletal System 
Back Disorders, Arthropathies, Dorsopathies, Rheumatism, Osteopathies, and Acquired Deformities 

Chapter 14 - Congenital Anomalies 
Non-hereditary Conditions Existing at Birth 

Chapter 15 - Perinatal Period 
Liveborn, Short Gestation, Birth Trauma, Respiratory Distress, Perinatal Jaundice 

Chapter 16 - Injuries and Poisoning 
Fractures, Dislocation, Sprains and Strains, Open Wounds, Contusions, Poisoning, Burns 

Chapter 17 - Other Conditions 

Shock, Nausea and Vomiting, Abdominal Pain, Fatigue, Allergic Reactions, Medical Examination, Screening 

Measures and Other Terminology 

Adjusted Trend 

I 30 

Indicates what trend would have been if the selected measure was the same for the current period as it was for the prior period. It is important to 
note that each measure must be viewed in isolation. Because the change in any one measure may have an impact on another measure, the 
isolated impacts of each cannot be added together to determine a cummulative impact. 

Allowed Expenses 
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Glossary 

Claimant 
A unique member for whom a claim was submitted for payment. Claimant counts exclude records where both the eligible amount and the net paid 
amount equal zero . 

Claim Rebundling 
A system edit to group multiple services completed as part of the same procedure. 

Combined Demo/Geo Factor 
A factor indicating the expected relative cost of a member based on the combination of the demographic factor and the geographic factor 

Coordination of Benefits 
A process that determines the order in which UnitedHealthcare will pay, as primary or secondary payer, when a member is enrolled in or covered 
under more than one insurance policy , or when primary coverage is under Medicare 

Cost Sharing Reductions 
Those costs , if any, under a benefit plan that are the responsibility of the member, including deductibles, coinsurance, and copayments. 

Oemographic Factor 
A factor indicating the expected relative cost of a population based solely on its age and gender composition . 

Duplicate Claim Screenings 
The portion of the submitted charge that has been identified as previously billed by the provider. 

Eligible Expenses 
The total amount of health care expenses not excluded under the provisions of the benefit plan , shown before the application of any discounts and 
prior to any member responsibility or coordination of benefits 

Employee 
The primary subscriber of health benefits. Employee counts are taken as an average per month across each time period. 

Geographic Factor 
A factor indicating the expected relative cost of a member based on their geographic location on record. 

Catastrophic Case 
A claimant whose total net payments for a given time period are equal to or in excess of $100,000 

Ineligible Charge Reductions 
Amount that is not covered for reasons other than duplicates. 

Isolated Impact 
The impact of a single plan performance measure on trend, assuming that all other measures remain constant. 

Member 
A person eligible for plan benefits A member may be an employee, or the covered spouse or dependent of the employee Member counts are 
taken as an average per month across each time period. 

Net Paid 
The tota l amount paid by the plan , after the application of discounts and after any member responsibility and coordination of benefits. 

Network Discount Percent 
The rat io of discounts on claims pa id under a provider contract to the el igib le expenses for those same claims. 

Network Utilization 
The ratio of eligible charges incurred in network to total eligible charges 

Non-Catastrophic Claims 
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Glossary 

The total claim cost excluding the experience of those members identified as catastrophic cases . 

Plan Cost Share (Gross) 
The ratio of gross payments to allowed expenses. Similar to plan cost share (net), this measure excludes the impact of any coordination of 
benefits and is an indication of plan richness. 

Plan Cost Share (Net) 
The ratio of net payments to allowed expenses; an indication of plan richness 

Trend 
Percentage increase or decrease in health care costs as compared to prior period costs , 

767 

· Confidential property of United Healthcare Do not reproduce or re-distribute without the express written consent of UnitedHealthcare 



UnitedHealthcare· 

Population Health: Putting It All Together 



Population Health Management- The Value 
Story IJJJ UnitedHealthcare' 

Robust Data Aggregation--

Medical information is combined with population demographics, 
geographic and economic data. 

Example: Merging claims data with BMI data our clients are 
able to see incremental cost from overweight, obese, and 
morbidly obese to better understand costs and target 
segments of the at-risk population for lifestyle management 
programs such as healthy weight. 

Population Health Measurements 

Uses the Health Continuum to segment the population. 

Uses risk migration, movement across the segments to demonstrate 
impact. 

Ability to compare engaged to un-engaged, those with conditions, 
lifestyle risks and other demographic drilldowns. 

The entire scope of clinical management programs' outreach and 
engagement results are captured. Modeling is available for a 
population's health risk progression. Biometrics measurements are 
standardized allowing for quality ana lytics. 

Segmentation 

Key measures may be broken out by dozens of attributes. Consumer 
behavior can be analyzed on 55 decision points. This allows for 
endless 'what-if' scenarios and allows the user a wealth of data 
discovery. 

WIIFM (What's in it for Me) 

An improved end to end reporting experience. 

Enhanced insight into the entire population 

... 
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Pop u la ti on Health Reporting- What is 
the Health Continuum? 

UnitedHealthcare" 

•Provides a total population view as opposed to product-focused reporting 

•Groups members into the most appropriate Health Continuum segment (see below graph). 

•Relies on multiple sources of truth to derive the appropriate continuum segment (see our differentiator below). 

Health Continuum Status Groups 

Key differentiator 
• While others have a segmentation, we go beyond medical and rx claims to include health assessment, biometrics, and 

program data. 
• Uses almost 1000 rules to stratify by healthcare segment 
• Integrates 6 data sources 

o Pre-adjudicated medical claims 
o Pharmacy claims 
o Health Risk Assessments (self-reported data) 
o Lab results 
o Program Participation (interactions with Optum Nurses and Wellness Coaches) 
o Gaps in Care Messaging 

• Unique platform allowing geo mapping, heat mapping, detailed filtering, interactivity 



Population health management UnitedHealthcare® 
Population heal!b_ defined __ _ _ ___ _ 

Organized around three areas of interest. 

Population profile: Understanding chronic burdens of a population. 

Illustrates the utilization and cost associated with various Primary Conditions. Population 

Demographics 
Health Status 
Spend 
Trend 

Engagement: Understanding the continuum of member engagement within the cl inical programs. 
This is critical to managing the population's health care needs and medical benefit plan performance. 
Information illustrates the utilization associated with various member engagement levels. 

Eligible 
Qualified 
Touched 
Opt-Out 
Unable to Reach 
Engaged 
At Risk Members 

Impact: Understanding the impact clinical programs have on members. This is critical to managing 
the population's health care needs and medical benefit plan performance. The information in this view 
illustrates the utilization associated with various member impact levels. 

Improved 
Worsened 
Unchanged 
Engaged 
Not engaged 
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Pop u I at ion health management 

' UnitedHealthcare· 
Pathway to value 

Meaningful programs lead to behavior changes and increased life satisfaction 

1. 
Member Engagement 

Activation 

- Communications 

- Culture 

- Incentives 

Easy to access and 
understand 

Meaningful Programs 

.. 

2-.J 
Interventions 

Primary, secondary and 
tertiary prevention 

- Condition and case 
management 

- Lifestyle management 

- Population-based 
screenings and 
campaigns 

- Health care 
consumerism 

-

0 
Value 

Best Practice Metrics 
and Methodology 

- Reduction on medical 
and prescription 
drug costs 

- Improved health 
and risks 

- Increased productivity 
and quality of life 

Life satisfaction 



Population Health Report Sample 
Reporting 

Parameters 
Current: 1/1/2015 -12/31/2015, paid through 3/31/2016 
Prior: 1/1/2014 -12/31/2014, paid through 3/31/2015 
Norm: National Account Book of Business 

1 UnitedHealthcarEf 
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Population Profile 
Understanding a population's burdens and risks. 

Illustrates the utilization and cost associated with various Primary Conditions 



Population Profile- Demographic 
Overview !JJ UnitedHealthcare 

110.3K 

40.0 

54.7°/o 

239.3K 

Employees 
-6. 6% Change Frnm Prior 118.1 K 

Average Age (Employee) 
1.0% Change From Prior 39 6 

-9.1% Variance From Norm 44.0 

% Female Employees 
-0.6pts Change From Prior 55.3% 
t5.9pts Variance From Norm 38.8% 

embers 
-5.7% Change From Prior 253.7K 

30.4 

23.3% 

27.3% 

Average Age (Member) 
0.7% Change From Prior 30.2 

-9.0% Variance From Norm 33.4 

0/o Female Members 
-0.3pts Change From Prior 52.8% 
2.8pts Variance From Norm 49.7% 

0/o Female Members 22-44 
-0.4pts Change From Prior 23.7% 
5.6pts Variance From Norm 17.7% 

Members< 18 
O.Opts Change From Prior 27.l°Jb 
2.3pts Variance From Norm 25.0% 
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Population Profile High Level Overview 

30,955 
Members 

29,884 in the prior period 
• 3.6% from prior 

$244.80 
Paid PMPM 

$222.35 in the prior period 
• 10.1 % from prior 
• -192% from nonn 

$34.40 
Pharmacy Paid PMPM 

$3.2.57 in the prior period 
• 5.6% from prior 
• -46.9% from norm 

0.920 
Age Gender Factor 

0.924 in the prior period 
• -0.4% from prior 
• -10.3% from norm 

$308.04 
Covered PMPM 

$28221 in the prior pertod 
• 9.2% from priQr 
• -13.8% from norm 

$86.30 
Paid PMPM (CC) 

$75.71 in the priG>r period 
• 14.0% from prior 
• -16.9% from nomi 

79.5% 
Net Benefit Adequacy 

78.8% in the prior period 
• 0. 7 pts from prior 
• -5.3 pts from norm 

199.5 
Days per 1 , 000 

17 4. 7 in the prior period 
• 142% from prior 
• -8.3% from norm 

37.5% 
Premium Provider Utilization 

37.9% in the prior period 
• -0.4 pts from prior 
• 1.0 pts from norm 

/ 

' UnitedHealthcare· 

1.011 
Claim Risk Score 

0.941 In the prior period 
• 7.4% from prior 
• -21.2% from norm 

198.9 
ER Visits per 1,000 

202.1 in the prior period 
• -1.6% from prior 
• 8.7% from norm 

2.0% 
Nurse Engagement 

2.1 % in the prfor period 
• -0.1 pt~ from prior 
• -0.3 pts from norm 



Population Profile- Summary of 
Changes _________ _ 

r I 
L __ 

M!!riK!fs f,(Je/ Gendl!r 
f-aclDr" 

Prior 159,991 1.032 

Cmmt 158,713 1.039 

ChmJQI! 0.7% 

Paid PMPM 

S314.75 
S258.05 S263.20 

Prior Curr12:nt Norm 

2.0~, 
Change 

r 
L~· 

Plan0o9t Paid 
Shem 

83.0% S495.43M 

81.9% S501 .29M 

1.2% 

Activation 

57.3% 

Prior 

.opts 
Cr:::>r~c. 

·- ":;J.--

I 

PaidPMPM 

S258.05 

S263.20 

2.0% 

57.9% 59.3% 

Current Norm 

-1.4 pt~; 
Variance 

Covemd 
PMPM 

S326.81 

S337.65 

3.3% 

I I 1 

I 

Network Days per ER V"isil:I per 
Di9aun% 1000 1000 

55.1% 215.J. 184-4 

55.7% 211.1 187.0 

~.;;~;;, ·2.~~·: 14% 

Clain Risk Score 

1.209 1235 

Prior Current Norm 

-6.9~o -8.8"1"0 
·.:;r:::r•g"' ~~·anc,_ 

UnitedHealthcare' 

r 
I 

I 

. 
Paid PMPM Touched Nine 

(CC} M!!riK!fs Engagl!ment 

S58.69 57,123 10.7% 

S61.42 57,705 10.4% 

4.7% . -~ ., ' --0.3 pts 

Premium Tier 1 Utilization 

40.7% 

Prior 

-0.6 pts 
Change 

40.1% 

Current 

38.3% 

Norm 

s 
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Hea~ Maps .... _____ _ 

Diabetes 

Obesity Asthma 

Cancer ~nancyJDelivery 

Coronary 
Artery 

Disease 

Behavioral 
I 

Chemical 
Dep 

ottier 

Neonatal I • I 
Benign Urology -- -Neoplasm 

I 
-,ml 

J 

tJ UnitedHealth care' 

R.. AZ IA 

NJ 
MO WI UT 

OR 
AL MA 

IL 

I MD 
IIWY LA NE 

co JI NV NM =·· It • 



Population Profile- Geo Map Reporting UnitedIIealthcar~ 
--

...... ~~ ---~ 
• .. 

-: -. 

• 

-75_0% 

-68.6% 

• -45_7% 

• -22.9% 

• -0_0% 

• 22_9% 

• 45-7% 

• 68_6% 

• 91-4%~ 

Capabilities to report on 
various levels of 
attributes using Geo 
Map technology and 
views. 

•• ...... 

-584% 

-468% 

.35 ~% 

-23J.% 

il -117% 

. 00% 

.117% 

• 234% 

• 351% 

.468%-
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Population Health and Productivity UnitedHealthcare· 

5,334 

6,315 

411 

Members (Diabetes as Primary) 
-2 5% Change From Prior 5,473 

Members (Asthma as Primary) 
-18 .·1 % Change From Prior 7,714 

"''""""' .,, 
Membe~(CHFasPMmary) 
3.5% Change From Prior 397 

\ ' 
Members (CAD as Primary) 

1 500 -1.3% Change From Prior 1,520 

' 

$648.18 

$473.90 

$3,098 

/...-,f _ \_ ~ I 

$1,555 

Paid PMPM (Diabetes as Primary) 
1.7% Change From Prior $637.08 
-15.6% Variance From f\Jorm $767 .80 

Paid PMPM (Asthma as Primary) 
14.0% Change From Prior $415.62 
-14.1 % Variance From Norm $551 77 

Paid PMPM (CHF as Primary) 
-10.2% Change From Prior $3,449 
-14.6% Variance From ~-.Jorm $3,628 

' Paid PMPM (CAD as Primary) 
-3.6% Change From Prior $1,612 
-7 .2% Variance From Norm $1,675 

.. 

.. 



Population Profile- Health 
Continuum Comparison 

-~ ~ . ---

Cornpari son by Health Conti nu urn 
Well At Risk 

% of Members .. 40% - 38% 

% of Paid D 11 % - 28% 

Members 63,778 60,445 

Average Age (Member) 18.2 38.6 

Days per 1 000 36 .1 155.7 

Claim Risk Score 0.337 1.083 

.A.verage Length of Stay 4.2 3.2 

2:5,000 
Members 

22,:50(1 
by _Plans 

20,(1(1(1 

17 ,:500 

Sl)rt bv: Value 1:5 ,00(1 

• HRA ·1 
12,:500 

• Hci::.. ,.. 10,000 

I I I I 
...... ~ 

I I I • HRA. 2 
7,:500 

HF:.A. 3 
:5,00(1 

HRA.4 
2,:500 

I I I (I 

~ UnitedHealthcare· 

Chronic Con'4)1ex No Data 

• '15% I 7% 0% 

I "13% - 48% 0% 

23,023 10,802 662 

39.3 47 .8 21 .2 

123.9 1722.8 21 .1 

1.616 5.870 0.11 4 

2.9 6.0 3.5 

I I I I I I I I • - - - -
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Population Profile- Demographic 
UnitedHealthcare'" Details 

The information in this view provides data that will help put medical plan, period, and normative comparisons in 
perspective. 
lleasure 

Employees 

Average Age {Employee) 

% Female Employees 

Members 

Average Age {Member) 

% Female Membes 

'l6 Female Members 22-44 

Members< 18 

Average Family Size 

Age Gender FactOf 

Clai man1s pe.- 1,000 

Prior 

118,113 

39.6 

55.3% 

253,653 

30.2 

52.8% 

23.7% 

273% 

2 .15 

1.008 

946.6 

Cunent 

110,309 

40 .0 

54.7% 

239,284 

30.4 

52.5% 

23.3% 

27.3% 

217 

1.012 

960 .6 

Change 

-6.o<ir. 

1.0% 

--0.6p1s 

-5.7% 

0.7% 

--0 .3p1s 

--0 .4p1s 

O.Opts 

0.9% 

0.4% 

1.5% 

Norm 

na 

44.0 

38 .8% 

ns 

33.4 

49.7% 

17.7% 

25.0% 

227 

1 .093 

926.2 

Understanding the demographic characteristics of a 
population is critical to managing the population's health 
care needs and medical benefit plan performance. 

Var.ar.re ioorn 

Norm 

na 

-9.1% 

15.9p1s 

ns 

-9.0% 

2 .8p1s 

5 .6p1s 

2.3p1s 

-4.4% 

-7.4% 

3 .7% 

Employees 
Q by Health Continuum 

Total 

"'--

0"~13 

Well - 6.97S 

5.555 
CCflflleX • 5..799 

-, 3.260 
'lio~ • 2221 

31 
~ 147 

16,892 

57.618 
62.174 

3-(._715 

w.m 

Note: 
This graph can report on a variety of 
attributes. The Health Continuum is 
one of many attribute options. 

Pro" • on-en: ~ 



Pop-u-lation Profile- Stratification 
Across the Health Continuum United.Healthcare 

The information in this view illustrates the distribution of prevalence and cost associated with the Health Continuum 
stages. 

by Health Continuum 

% of Members (Unique) 

36.Q't 
43.0% 
42.3'4 

40. I~ 
36.21 
34.n: 

15.4 
13.6"% 
15 .0't 

4.3% 
6.31. . 
6.4% 

3.3% 
o.n ( 
2.3'1 

Well 

At Risk 

Chronic 

Complex 

No Data 

% of Paid 

V<t. 
110.5°4 
8.1"' 

29.3~ 
:w.n. 

2e.n 
17 .5't 

12.7'4 
13 .S't 

42 .2% 

0.1% 
i0.1% 
0.1% 

47 .9"l 
50.4~ 

Prior • Curre,nt Norm 

Segmentation Details 

HeaHh Continuum: At F:i," i. 

Meuure 

Employees 

Members 

Average .A.ge (Member) 

% Female Members 

Geographic Factor 

Claim Risk Score 

Claimants per 1 000 

Claimants per ·1 000 (Non-CC) 

Claimants per 1 000 (CC) 

Catastrophic Cases 

Paid PMPM 

Paid PMPM (Non-CC) 

Paid PMPM (CC) 

This view is 
available for any of 

the Health 
Continuum Groups 

Prior Current Change 

41,515 37,274 -10 .2% 

66,772 60,445 -9.5% 

38.4 38.6 0 .5% 

58 .2% 55.2% -3 .0pts 

0 .902 0.900 -0 .2% 

1.112 1.083 -2.6% 

955:1 966.7 1 .2% 

954.9 966 .2 1 .2% 

0.3 0 .5 66 .7% 

18 28 55 .6% 

$·184.55 $194.59 5 .4% 

$180.54 $187.62 3 .!3% 

$4.02 $6.97 73 .4% 



\Population Profile ~-

Distribution of Primary Condition 

by Pritr13t'y' Condition 

c:i:, of Members (Unique) 

6 .7 'I:. 

3.2% 
3.2%- Diabetes 
2.91. 

3.4':f. 
3.3-tl. - Obesity 

2.6':f. 
0.9% 
0.9% . Cancer 
1.0% 

3.n 
3.3'f - 1JrthopedicslF:heumatology 

:H:·t 

4.5% 
:3.7'1:. 
3.4"'t 

2.0% 
1.!H 

o.n. 

.Asthma 

Pre g nan <::'f/D e I ive 1v 

0.91. . Coronary .A.rtery Disease 
0.9% 

Behavio:,ral 
5_3·1, 

4.4 '1'. l Chemi,::al Dep 

0k., of Paid 

3.4·:i; 
8 .3% 

{ .7"'l 

7.0% 
8.0% m 
8.1% 

7.61. 
8.1% 

7.0% 
7 .5f 

8.3"1.. 

7.s·r 
7 .2·1 ;::,,. 
·'-' 1-:• 

6.8% 
6.8'1,, 
.n 

5.9'f 
5.61. 

6 .1% 

4.2~ 
5.1"1. 

4.6% 

Prior • Current Norm 

Segmentation Detail~. 

Prim:3t'Y Condition: Diabete:= 

Meaimre 

Employee:::, 

Members 

,l',.verage ,l',,ge (Membet) 

o/.:. Female Members 

Geographic Factor 

Claim F:is~: Score 

Claimants per 1 000 

Claimants per 1 000 (I\Jon-CC) 

Claimants per ·1 000 (CC) 

Catastrophic Cases 

Paid PMPM 

Paid PMPM (I\Jon-CC) 

Paid PMPM (CC) 

_) 

W United.He,althcare· 

This view 1s 
available for any 

of the Primary 
Conditions listed 

Prior Current Change 

3,579 :3,480 -2 .8':'IS 

5,473 5,334 -2 .5% 

50.1 50.2 0.2% 

46.3%, 46 .2%, -0 .1 pts 

O.B95 O.E:92 -0.3% 

3.5B3 3.473 -3 :1% 

·J ,06B.9 1 ,05B .3 -1 .O~tt 

1,057.7 1,044.B -1 .2% 

11 :1 13.5 2·1.6% 

6·1 72 'lB.0% 

$637.0B $64B.1 B 1 .7·?.·S 

$443.24 $435.04 -·1.9% 

$'193.84 $213 :14 10.0%, 

A Primary Condition identifies the most severe condition for a member based on all conditions known for that member through 
processed claims within the most recent 12 months. A member can only have one Primary Condition within a reporting period. The 
information in this view illustrates the distribution of prevalence and cost associated with the top 10 primary conditions, sorted by 
prevalence(% of Members). 



Clinical Cost Drivers 

$~:I 

$:3:3 

$28 

$18 

$ 10 

$0 ----~ 

Other 

Conditions 

Neoplasms 

Paid PMPM by AHRO Chapter 

Mu'.,J.:ulo 

Cnchl Tissue 

Circulator!,' 

s·~.Gtem 

P re g n an c.:·•.1 

Childbirth 

Pue rp 

Injury And 

Poisoning 

Prior • Current No rm 

C• i !~ esti·,...-e 

S~l'St:em 

UnitedHealthcare· 

~7 en ito u ri n a rv t·~ ~ nlo us svs F: esp i r ato r~l 

:;y~e m Sense Organs s·~.,-ste m 



\.,_ 

Engagement 

100 ~~~~~~~~~~~~~~~~ 

90 ..I--~~~~~~~~ 

80 ..J...._~~~~~~~~ 

70 ..1--~~~~~~~~ 
60 -+--~~~~~~~~ 
50 ~~~~~~~~~1 

40 I o __ rn~~ 
20 
10 

0 
1st Qtr 2nd Qtr 3rd Qtr 4th Qtr 

• East 

West 

• North 

• South 

Understanding the continuum of member engagement within the clinical programs. This is critical to managing the 
population's health care needs and medical benefit plan performance. Information illustrates the utilization associated 
with various member engagement levels 



Engagement Overview 

57,705 

37.0°/o 

11.0°/o 

8.4% 

Touched Members 
1.0% Change From Prior 57,123 

Qualified Members Unable to Reach 
-9.8pts Ct1ange From Prior 46.8% 
6.0pts Varian ce From r\J orm 31 .0% 

, 
Eligible Members Actively Engaged With 
a Nurse/Coach 
-0.9pts Change From Prior 1 ·1 .9% 
5.9pts Variance From ~Jorm 9.1 % 

-Chronic Members Actively Engaged in 
Clinical Programs 
-3.2pts Change From Prior ·11 .6% 
4.4pts Varian ce From Norm 4.0% 

43.2% 

8.0°/o 

31.7°/o 

UnitedHealthcare" 

Qualified Members Touched by a 
Nurse/Coach 
IJ .5pts Change Fron, Prior 42.7% 
IJ .:3 pts Va riance Fror,1 Norm 42.9% 

Touched Members Opted-Out/Ineligible 
3.IJpts Change From Prior 5.0% 
3.7pts Variance From Norm 4.3% 

Qualified Members Actively Engaged 
With a Nurse/Coach 
-2.9pts Change From Prior 34.6% 
5.7pts Variance From Norm 26.0'=>:, 

At Risk Members Actively Engaged in 
Lifestyle Programs 
0 8pts Change From Prior 7.9% 

6.3pts Variance From Norm 2.4% 
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Population Funnel 
--·-

F'rograrn C3roup: .A.II 
F'rowarn: All 
Include Mailings 

- % of Membe~.s(Eli!,ible) 

52 8% 

42 .3'1., 

31 .7% 

2·1 .1% 

·10 .5% 

0.0% 

Qualified Toue:hed 

Prior • Current Norm 

-•- % of Paid 

Enrolled P..dively Engaged 

94.0% 

75.2% 

56.4% 

37J:i% 

1 ::: .8.::-.~. 

0 .0% 

-----

status 
Eligible 

G!1.1alified 

Toucr,ed 

Enrolled 

,!l,ctively Engaged 

Percents based on 
Eli~1itde Members 

status 

Eligible 

GLmlitied 

Touched 

Enrolled 

Acti'iely Engaged 

Members 

Prior Current 
1513,913"1 158,713 

76,842 75.633 

57,123 57,705 

29,649 28.932 

·19;116 1 "T ·':•0--1 
' •. _11J..::. 

% of Memt,ers 

Prior Current 

100.0% 100.0% 

48.0% 47 .7~~ 

35.7',::, 36.4~}S 

'18.5% 18.2°/.:. 

'11 .9% 11 .0% 

-
UnitedHealthcare 

Prior 
$495.43M 

$420.%M 

$389.71 M 

$2133.SOM 

$26'1.59M 

Prior 

100 .0%, 

85 .0% 

78 .7':'/.:, 

59.2~,~ 

s2.s~:,c. 

Paicl 

0,i) of Paid 

Current 
$51J1 .29M 

M28.28M 

:1398 .i::9M 

$28·1.65M 

$239 .30M 

Current 

·100 0% 

854% 

79 .6% 

56.2~~:~ 

47 .n:~. 



Engaging the Population by Health 
Continuum 

- ---------

Members by Healtr1 Continuum At Risk 
Mea:11ure 
Participation 

Het>J Reminders 

.. ""g·-· 
Comp le;< ' .;, 16.802 

~ . 2A 669 
ct-1ron1c 23.o23 He~J Gaps in Care 

ti0 ,445°6. 772 
H&VV Portal Registrations 
H&W c 1-1allenges P..t F!i::;k 
Biometric Assessments 
Health Risk Asse%ments 

Advocacy --
Lifestyle Management 

\/Veil 

No Data 166?4.547 54 8 07 
- 63.778 

Prior • Current Clini cal Management 

lJnited.IIealthcare 

Prior Current Ch,mge 

9,104 8,585 -5.7% 
277 250 -9.7'=>::, 

7,71 '1 5,927 -23.1 %, 

42 35 -16.7% 
21,260 21,531 '1 .3% 
32,182 30,484 -5.3% 

·1,553 1,177 -24 .2% 
19,246 13,959 -27.5% 
17,433 20,700 18.7% 

At Risk ::· Life st1,·le Management 

' for All f- / F'a id 
~ We are able to report the engagement details for each 

section of the Health Continuum 
MArnhArs 

Prior Current Change Prior Current Change 

Qualifie1j ·1 9,246 13,959 -27.5~) QualiTled $36.1 M $25.BM -28.6% 

Touct1ed 6,458 5,967 -7 6% Touched $·13.4M :J;"12 .3M -8 .2% 

Enrolled 6,'139 5,792 -5.7% Enrolled $12.6M $·12.0M -5 .0%, 

Actively Engaged 5,861 5,721 -2.4% P .. ctively Engaged $12.2M $11 .BM -3 .8% 

~ Top left graph allows for comparison of members segmented by Health Continuum. 
~ The table on the top right provides detail into all the Clinical Programs available to of the segmented population. 
~ The table on the bottom provides further detail into the selected program engagement activity by Member Count and Paid. 
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Unable to Reach and Opt Out 
Co!llparisons 

lJnitedllealthcare 

Comparison by Population Funnel Non lv1ailing 

Touched Unable to Reach Opt Out Enrolled Actively Engaged 

% of Members • 14% • 12% 1% I 11 % I 10% 

% of Paid - 60% • 13% 2% - 50% - 48% 

Unique Members 23,668 20,300 1,895 19,0-11 17,382 

Average .A.ge (Member) 43.1 43 _5 45.2 44.1 44.2 

Claim Risk Score 3.679 1.995 2.494 3.678 3-779 

Future Risk Score 2-385 1.8"17 2.098 2.489 2.523 

% Female Members 61 .1 % 57.0% 59.7% 58-7% 58.3% 

Total Paid $300.43M $66.45M $10 .55M $248.37M $239.30M 

Paid PMPM $1,121.20 $285.89 $490 .06 $1,150.72 $1,213 .26 

% of Paid (CC) 36.0% 8.5% 14.8% 40.7% 42-1 % 

ER Visits per 1000 333.2 282.2 252.0 322 .2 318.0 

Admissions per 1000 304.2 13.4 80 .8 255 .0 270 .9 

Paid per Claimant $13,148 $3,430 $5,739 $13,596 $14,356 

% ofUTR with Invalid Phone na 15.1 % na na na 



Enga_gement- Lifestyle ~!~ks ~ UnitedHealthcare· 

Measure Prior 

Wellness Visits 186,253 

Current 

182,531 

Change 

-2.0% 

Health Assessment Participants 
C- by Healt h Contin u um 

\./\fellness Visit Adults 135,454 

'if\/ellness Visit Adults F ernales 73,550 

Wellness Visit Adults Males 61,904 

Health Assessment Participants ~ 52,093 

HA- BMI 52,080 

HA- Blood Pressure 40,819 

HA- Cholesterol 34,593 

HA- Exercise 5'1,849 

Biometric Participants 34,386 

Bio - BMI 34,304 

Bio - Blood Pressure 34,349 

Bio - Blood Glucose 34,323 

Bio - Cholesterol 34,307 

"13:3, 1 85 -1.7% 

72,18·1 -1.9% 

61,004 -1.5% 

51,853 -0.5% 

51,850 -0.4% 

41,697 2.2% 

35,702 3.2% 

5'1,567 -0.5% 

36,15'1 5.1% 

36,047 5.1% 

36,143 5.2% 

36,027 5.0% 

36,003 4.9% 

ftt Ris:k 

Chronic 

Complex 
3 .470 

5,396 

1.49:5 
Well . 3.494 

84 
No Data 26 

Understanding the impact of members' lifestyle decisions is critical to addressing the 
population's health care needs and managing medical benefit plan performance. The 
information in this view provides lifestyle details, while putting medical plan and period 
comparisons in perspective. 

14,862 
12 ,453 

Prior • Current 

32, 182 
30.484 
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Risk Factors 

Top Risk Factors for Members with Diabetes 

26°/o 
Pelaxati on Dn_i9i:; 

42°/o 
··--·tr-t2! ,-. ,-. . ,_.I ,_.• .:1.:1 

8°/o 
SmokinQ 

3°/o 
.A.lcor1ol 

7°/o 
r··J utri ti on 

19°/o 
Exerci~;e 

+O .3pts Change from Prior 26% • 

+4.3pts Variance from Norm 22% • 

+0.1 pts Change from Prior 42% • 

+3.1 pts Variance from Norm 39% • 

+O .2pts Change from Prior 8% • 

+2.5pts Variance from Norm 6% • 

+O .2pts Change from Prior 3% • 

+O .3pts Variance from ~~orm 3% • 

-4pts Change from Prior 11 % • 

-11 .6pts Variance from Norm 18% • 

-0 .3pts Change from Prior 19% • 

-7.3pts Variance from Norm 26% • 

Elevated Risk 

627 

1,013 

211 

74 

3 

472 

~ UnitedHealthcare· 

Total Participants 

~ The information on this 
of 2,424 page illustrates 

prevalence and cost 
associated with 

of 2,432 participants who fall into 
an Elevated Risk 
Conditions met through 

of 2,494 
lifestyle analysis (Health 
Assessment, 
Biometric/Clinical 
screenings) that 

of 2,467 d~termine individuals 
who are at a higher 
health risk based on 

of 45 defined criteria. category 
based on their latest 
Health Assessment 

of 2,476 
Responses. 

Risks Factors sorted/colored by Variance in Elevated Risk% from Norm (results are tor Health Assessmer~ participants only) 



W UnitedHealthcare 

Impact 
Understanding the impact clinical programs have on members. This is critical to managing the population's health care 
needs and medical benefit plan performance. The information in this view illustrates the utilization associated with 
various member impact levels 
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Impact Overview 

Members (Improved) 

10.6°/o 0 3pts Change From Prior 10.3% 

Members (Worsened) 
12. 9% 1.4pts Change From Prior 11.5% 

Members (Unchanged) 
62.9% -0.2pts Change From Prior 63.1 % 

\ I I 

Net Migration (Health Continuum) 

-3, 149 

$136.94 

·./ 

UnitedHealthcare~ 

Paid PMPM for Members (Improved) 
-24.6% Cr1ange From Prior $181.58 

~ - ... 
Paid PMPM for Members (Worsened) 

$642.22 111.6% cr1ange From Prior $303.44 

Paid PMPM for Members (Unchanged) 
$206.32 -20.1 % Change From Prior $258.36 

l,d \ \l \ . - I I .. 

Net Migration % (Health Continuum) 

-2.0°/o 



Impact - Opportunities by Health 
Continuum Status 

Con.firmed Opportunities By Rn.Ith Continuum Status 

No Data 1 
0 

We ll . ~ 

At Ris< 105 
153 

Chronic ~2 
511 

Complex 474 

' 529 

Con.firmed Opportunities - Top 5 V alne Sn.b Pillars 
Complex > Right are 

Condition 52' 
Education ~ 

Tests 39 
& Procedures --29 

Discharge 
Planning 

76 
95 

Care 202 
Planning/Barri 124 

Program ~- 185 
Refenals 

Con.firmed Opportunities l,y Vaine Pillar 
Complex 

Right Provider I 20 
19 

Right 19 
Medication a 21 

Right Lifestyle .,;~ 

Right Care 

Con.firmed Opportunities - Top 5 
Complex > Right are > Program R.ei!lnls 

Nurseline 3 
Use: Program R I 3 

Program O 
Engagement: Co - 14 

Program 47 
Referral: 16 

Program 0 
Engagement: Di - 22 

Program 0 
Engagement: Ca 

lJnitedllealthcare 

423 
461 

119 

J>,;,c:, •= Sde:'"..e:l 
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Health Continuum Migration -
Distribution lJnitedIIealthcare 

% of Members (Prior) % of Members (Current) Claim Risk Score % of Paid (Current) Change in Avg Cost per Clmt Contribution to Trend % Engaged 

Complex 12 .3% 8 086 20 2% -$14,181 82 -11 .5pts • 44 9% 

complex Chronic 0.9% 3.165 1.1% -$2,143 ,00 -0 .7 pts • 27.6% 

14.1% At Risk IJ .7% 2 484 08% -$2,838 .55 -0 .7 pts • 18 5% 

Well IJ .1% 0 583 00% -$6-J0.14 o.o pts 11% 

No Data IJIJ% na na na na na 

Complex 1 9% 4 946 10 1% $8,009 31 5.2 pts • 39 8% 

Chronic Chronic , 9 0% 1 579 7 2°/o $37 .61 IJ .IJ pts 17 7% 

11 15.2% .A.t Risk 13.3% 1 473 25% -$389 48 -IJ .5 pts • 151% 

\II/ell 05% IJ 387 0 1% -$233 .74 -0 .1 pts 25% 

No Data IJIJ% 0.118 IJ 0% $1,775 .20 IJ .IJ pts na 

Complex 2 0% 4 .224 11.1% $10,796 .31 7 .3 pts • 35 7% 

At Risk Chronic 12.8% 1 482 2 .6% $858 .78 IJ .9 pts • 19.6% 

37.4% At Risk ;)1 26 0% IJ 989 16.6% -$142 .93 -1 .3 pts • 13 5% 

Well 15.5% IJ .319 1.1% -$294 .76 -IJ .6 pt:, • 3.1% 

No Data 00% IJ.134 0 I]% $1,365 .01] o.o pts 23% 

complex IJ 3% 4 382 25% $21J,091J ,IJ3 2 opts • 32 9% 

Well Cr1ronic 11% IJ .985 09% $1,61J0 .93 0.6 pts • 93% 

• 30.2% At Risk 14 9% 0 924 43% $1,482 .84 2 7 pts • 8 5~1o 
\II/ell 1•125.6% 0 249 5 :3% -$7 .71 -IJ .2 pts IJ 6% 

No Data IJ 2% IJ 116 00% $51 O.D7 IJ IJ pts IJ 5% 

Complex IJIJ% 5 337 02% $33,632.46 IJ .2 pts 291]% 

No Data Chronic IJ 0% IJ .584 0.0% $1,239 .05 IJ .IJ pts 77% 

2.3% .A.t Risk IJ 3% 0.631 0.2%, $1,838 .13 IJ ,2 pts 70% 

\II/ell 11.9% IJ .096 IJ .2% $422 .37 0.2 pts I] 5% 

No Data IJ .1% IJ 101 O.IJ% -$2,591J .95 IJ .IJ pts [16% 

Low/Stable/Moderate ..1 High/Unstable/Severe • Contribution of::: 0.5 pis • Contribution of~ -0.5 pis 



Impact- Health Continuum Migration 
IJJJ UnitedHealthcare" 

Summary O/o of Members -
Health Continuum Migration - Summary 

% of Members 
u 

Current Status Werl-MRisk 
I ---

No Data Well At Risk Chronic Complex Prior Cunent Change 

Employees 7,811 9,1 12 16.7% 
No Data 1% 1% 1% 0% 0% 

Membels 17,440 19,835 13.7% 
(II) [ ] ::I Activation Soore 47.6% 0 .5% -47.1 p1s - Well 1% 21% 8'l> 1% 0'16 s Paid PMPM S68.79 S155.03 125.4% (I) 
~ 

0 At Risk 0% 3'16 26% 5% 1'16 % Catastrophic 0.0% 0 .1% 0 .1 p1s 
.::: 
Q. Paid per Claimant S1 ,017 S2,082 104.7'Jb 

Chronic 0% 0% 4% 12% 1% E11t1aged % 1 .4% 3.5% 2 .1 p1s 

Confirmed Opportunit ies 1.8% 2 .2% 0 .3 p1s 

Complex 0% 0% 0% 1% 2% 
Claim Risi: Soore 0.53 0.74 38.4% 

Claiman1s per 1,000 811.8 893.5 10.1% 

Admissions per 1.000 8.4 34.7 313.1'!£, 

ER Visi1s per 1 ,000 61 .5 2-'Ul.1 303.4% 

No Data Well At Risk Chron ic Complex 

PriCf Total 2% 32% 35% 18% 3% 

Current Total 2% 25% 40% 19% 4% 

Change 0 pts -7 pts 5 pts 1 pts 1 pts 
Ch~ein 
PaidPMPM 

Improved NA 4% 5% 1% NA -S33.23 

Unchanged NA 2 ·1% 26% 12% 2% -S62.85 

Worsened NA NA 8% 6% 2'% S321 .72 
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Impact- Health Continuum Migration ~ UnitedHe,althcare Detail O/o of Members -
- - - - - - - --- -- . -

Health Continuum Migration - Detail 

% of Members 

Current Status L_~a_ wen (No !VISOI Rule)- wen (eVisor Rule) 
otn« At RJil At RJil Chfonk; Chrontc Compli:I: Compli:I: 

No Data Wei Wei Low High stable Un$table Moderate Mvwe Prior Current Change 

No Data 1% 0% 0% 1% 0% 0% 0% 0% 0% 
Employees 3,071 3,893 26.8% 

01:herWel 
Membels 8,999 9,771 8.6% 

(II.I 1% 11% 4% 3% 2% 0% 1% 0% 0% 
.:::J Activation Score 68.4% 0.7% -67.8 pts -.5 Wei 0% 3% 3% 2% 1% 0% 0%, 0% 0% Paid PMPM S1 ,481.81 55.274.93 256.0%, U) 

.... 
At Ria 0 %, Catastrophic 0.0% 0.0% 0.0 pts 

.:::: Low 0% 1% 1% 7% 2% 0% 1% 0% 0% 
a.. Paid per Claimant 519,822 560,680 206.1% At Rl5I: 

High 0% 1% 1% 2% ·14% 2% 2% 0% 0% 
Engaged% 9.0% 7 .5% -1.5 pts 

Chrontc 
stable 0% 0% 0% 1% 2% 4% 1% 0% 0% Confirmed Opportunities 12.9% 6.0% -6.9 pts 

Chrontc Claim Risk Score 0.56 0 .42 -23.6% 
Un$tabte, 0% 0% 0% 1% 1% 1% 5% 0% 0% 

Compli:I: Claimants per 1,000 997.1 1089.2 9.2% 

Moderate 
0% 0% 0% 0% 0% 0% 0% 1% 0% 

Admissions per 1,000 5.7 4.2 -26.3% 
CompleJ: 

0% 0% 0%, 0% 0% 0% 0% 0% 1% 
SfiWe ER Visits per 1 ,000 58.3 88.0 50.9% 

other At RJil Atma Chronk; Chronlle Compli:I: CompleJ: 
No Data Wei Wei Low High stalM8 Unmllle Moderate SfiWe 

PmrTCl:al 2"% 22% 10% 13% 21% 9% 9% 1% 2% 

Curreri: T ctal 2% 16% 9% 1e,% 23% 9% 10% 2% 2% 

Change 0 pts -£ pts -1 pts 3 pts 2 pts 0 pts 1 pts 0 pts 0 pts 
Challffi In Pali~ 

PMPM 

~ NA 5% 2% 3% 3% 1% 0% 0% NA -S2!:-.15 

~o..~ NA 11% 3% 7% 14% 4% 5% 1% 1% -S98.11 

"•fll01El":S"ee NA NA 4% 5% 6% 3% 5% 1% 1% S250 .58 



Impact- Health Continuum 
' UnitedHealthcare· Summary O/o of Payments - .. 

Health Continuum Migration - Summary 

% of Paid 

--- -----· 
Current Status Well - At Risk --

No Data Well At Risk Chronic Complex Prior Cu1Tent Change 

Employees 3,311 2,995 -9.5% 
No Data 0% 0% 0% 0% 0% 

Members 8,839 7,005 -14.0% 
(IJ r l Adivation Saxe 63.8% 0 .6% :l -63.2 p1s ... Well 0% 4% 5% 1% 3% 
,S Paid PMPM S376.77 S378.38 0 .4% en L-

.... 
0 At Risk 0% 1% 16% 5% 8% % Catastrophic 0 .0% 0.6% 0 .6 p1s ·c 

Cl.. Pa id per Claimant S3,650 S3.825 4 .8% 

Chronic 0% 0% 3% 12% 9% Engaged 'l6 4 .2% 9 .8% 5 .6 p1s 

Confirmed Opportunities 3.6% 4 .1 % 0 .5 p1s 

Complex 0% 0% 1% 1% 17% 
Claim Rist Saxe 1.96 1.99 1.2% 

Claiman1s per 1,000 960.4 1034.1 7 .7% 

Admissions per 1,000 42.5 65.2 53.4% 

ER Visi1s per 1 ,000 61 .5 248.1 303.4% 

No Data Well At Risk Chronic Complex 

Pri-:x Total 0% 12% 30% 25% 19% 

Curr~nt T-:::ita I 0% 5% 25% 19% 3,8% 

Change Opts -8 pts -5 pts -5 pts 19 pts 
Change in 
Paid PMPM 

Improved t~A 1% 4% 1% NA -S33.23 

Unchanged NA 4% 16% 12% 17% -5e2.85 

Wors.ened NA NA 5% 6% 20% S.321 .72 
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Impact- Health Assessments, BMI 
UnitedHealthcare" 

Results 

BMI Results 

No Data 

Morbidly Obese , 4,363 
3,712 

Obese - 19,287 
16, 245 

Overweight --25 ,629 
21 ,795 

Normal 26 ,936 
22, 014 

Low 
1
1,034 
770 

Health Continuum 
Morbidly Obese 

No Data ~ 

Well 140 
39 

At Risk 

Chronic 

Complex 359 
324 

1,507 
1 ,443 

l,905 

231 , 8 55 
229,642 

2 .457 

• Top 5 Common Condition(s) 
Morbidly Obese 

Osteoarthritis 

Depression 

I ntervertebra I 
Disc Disorders 

Diabetes 

Hypertension 

Top 5 Market(s) 
Morbidly Obese 

PHOENIX, AZ 

SAN ANTONIO, TX 

CHICAGO, IL 

DALLAS, TX 

COLUMBUS, OH 

269 
248 

3S.l 
296 

229 
199 

&60 
5·97 

-- _854 
709 

911 

252 
261 

363 
302 

400 
3-18 

1 , 181 

696 
61S 

Prix •c~ Nonn ~ed 



Impact- Compare and Contrast 
Detail ~ UnitedHealthcare 

Actively Engaged Not Engaged 

Measure Prior Current Change Prior Current 

% of Membets 7 .1% 6.4% -0.7pts 24.0% 33.6% 

%of Paid 50 .5% 46.2% -4.3pts 22.1% 32.9% 

Membets 19,001 16,441 -13% 65,'174 85,787 

AVet"age Age {Member) 39.7 40.9 3.0% 41.3 40.3 

% Female Membets 69.5% 67.0% -2.5pts 58.7% 541% 

Claim Risk Score 5.255 4 .964 -5.538% 1.564 1.500 

% Using Medical Benefits 105.0% 105.1% 0 .1 pts 94.8% 95.2% 

% of Paid {CC} 17.1% 18.0% 0.9pts 11 .1% 11.3% 

Admissions per 1,000 532.3 441.1 -17.1% 23.5 38.4 

ER Visits per 1,000 404.8 379.1 -8.3% 150.6 164.2 

Paid PMPM 51,817.13 S1 ,870.29 2.93% S232.23 S255.00 

Considering specific characteristics of a population in a side-by-side comparison assists in identifying areas of 
opportunity in order to manage the population's health care needs and medical benefit plan performance. The 
information in this view provides data that will help put medical plan and period comparisons in perspective. 

Change 

9.6pts 

10.8pts 

32% 

-2.4% 

-2.6pts 

-4.092% 

0.4pts 

0.2pts 

53.4% 

9.0% 

9.80% 
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Impact- B_~tto'!!_ ~i~e J_mp_ac~ 

160,000 

140,000 

120,000 

100,000 

80,000 

60,000 

40,000 

20,000 

0 .$&2.85 

% of Total Members 

Paid PMPM (%) 

Unchanged 

60.6% 

49.2% 

Membets a Change in Paid PMPM 

. $321.n 

Worsened 

16.2% 

31.o% 

---

r • =-$33:13" 

Improved 

9.0% 

5.5% 

Unitedllealthcare 

$350 

$300 

$250 

$200 

$150 

$100 

$50 

$0 

--$50 

-$100 

This view provides a simple comparison between groups of members that have moved up the Health Continuum, 
moved down the Health Continuum as well as those that have remained unchanged from the prior period. 



tedHealthcare· 

Population Health Report Glossary 



\ ·-
Health Continuum Groups ~ UnitedHealthcare· 

Complex Severe - High cost (50k), life/death situation, multi system failure, multiple support systems. Some High Risk Case 
Management (HRCM) rules included. Includes end stage renal disease (ESRD) . 
Complex Moderate - Acute or chronic non disease management conditions (MS, Rheumatoid Arthritis, AIDS) which require multiple 
services (e.g . high DME, new Wound care). Some HRCM, Integrated Senior Moderate, Evercare/Ovations level I, II, Ill, Kidney 
Resource Services (KRS), and Cancer Support Program (CSP) rules are included. Also TPO-type rules (i.e ., Psychotropic PLUS 
polypharmacy or 2 or more conditions that don't meet high risk (i.e., CKD and Diabetes). First Fill for rare conditions . Should be high 
risk referral for current programs. 

Chronic Unstable - Chronic conditions currently with treatment plan change driving costs. This includes: first fill medications for 
chronic condition, identification of high future risk inpatient, acute events for condition. Uses the 5 disease management conditions 
high acuity rule set. High Risk Case Management (HRCM) first fill rules for chronic conditions. 
Chronic Stable - Chronic disease type conditions. Logic merely looking for presence of condition or history of. No evidence of risk . 
This includes individuals who don't show signs of instability but may have gaps in care. Uses the 5 disease management conditions, 
Moderate and Low risk rule sets & HealtheNotes for other chronic conditions with non-adherence, missing test, missing visit, missing 
medication, (no evidence of instability). 

At Risk High - Rule not specifically identifying high costs now, but at risk for it. Gap suggests risk for future costs/complications. 
Includes Treatment Decision Support (TDS) type rules. Does not have chronic condition. History of $25K spends included. All 
future risk costs rules included. Non-High Risk Case Management rules. HealtheNotes Rules, non chronic condition. Diagnosis 
where behavior or lifestyle changes can result in resolution (Hypertension, Hyperlipidemia). 
At Risk Low - Does not have chronic condition . History of $25K spends included. All future risk costs rules included. Non-High Risk 
Case Management Case Management rules. HealtheNotes Rules non chronic condition . Includes infertility treatment, incentives for 
wellness program enrollment and some pharmacy rules. 

Well - Preventative services, health improvement opportunities, pregnancy, half tab and Alternative medications rules. 
Other Well - No eVisor identification but had > $0 spend. 

Eligibility known, however $0 spend in the Customer Reporting Mart (CRM). 



Health Continuum Deta·its ~ UnitedHe,althcare· 

The Health Continuum Status is updated monthly for each member. The methodology is based on the 
following: 

~ Assignment is based on our proprietary eVisor* rules 
), The maximum status is based on the most recent month of activity 
~ The maximum status is assigned based on the highest monthly status tagged to each 

member during the full Clinical Program Participation period 
~ Each Health Continuum group is mutually exclusive. 
~ Members will be grouped in the highest level of the Health Continuum based on the 

information found for that member in a given reporting time period. 

There are currently over 970 unique e Visor rules used in the Health Continuum assignment. Thee Visor rule list is 
updated on an annual basis. 

*eVisor is the intelligence within the eSync Platform. It synchronizes claims data with evidence based medicine guidelines to 
identify opportunities for proactive changes in care, provider, medication and lifestyle. The eVisor engine churns through and 
processes the data which is then exported to the various programs. eVisor generates optimal health opportunities, disease 
monitoring gaps, medical management considerations, medication adherence and interaction alerts, treatment choice options, 
lifestyle enhancement opportunities and money saving tips. 



\ ....... -· 
Population Health Report Glossary- Prim &t9JMiWg@ 

A primary condition identifies the most severe condition for a member based on all conditions known for that member 
through processed claims within the most recent 12 months. A member can only have one primary condition within a 
reporting period. 

If a member has at least one of these top 7 conditions (below) (identified by the Episode Treatment Groups (ETGs)An 
episode grouper for medical and pharmacy claims. It provides a condition classification methodology that combines 
related services into medically relevant and distinct units describing complete and severity adjusted episodes of care and 
associated costs. software), the condition with the greatest medical paid dollars within the most current 12 months is 
designated as the primary condition for that member. 

• Transplant 
• Congestive Heart Failure • Cardiovascular Disease • COPD 

• Diabetes • Asthma • Obesity 

If the member does not have one of the top 7 conditions, then the primary condition is the condition with the greatest 
medical paid dollars within the most current 12 months. Below are the other primary conditions: 

. Behavioral / . Benign . Congenital . Burns . Cancer . Dermatology 
Chemical Dep Neoplasm Anomalies 

. Ear/Nose/Throat . Endocrinology . Fracture/Dislocation . Gastroenterology . Gynecology . Hematology 

. Hepatology . Hypertension . I nfection/1 nflammation . Infectious Disease . Neonatal . Nephrology 

. Orthopedics/ . Poisoning/Toxic . Neurology . Unknown . Ophthalmology . Other . Rheumatology Effects 

. Preventative/ . Signs & . Pregnancy/Delivery . Pulmonology . Trauma . Urology 
Wellness Symptoms 



~o~ulati_!ln Funr_1el ~ UnitedHe,althcare· 

A method for showing the continuum of member engagement within the clinical programs. The Population Funnel includes both 
mail-based and non mail-based clinical programs. 
Eligible - (Count based on Average Members) 
A member that was eligible for medical benefit coverage during the reporting period. 
Qualified - (Count based on Unique Members) 
A member who had a notification or program referral for an offered Optum clinical program (includes mail-based programs) that was 
not rejected or was transferred from another program. The member must meet clinical program eligibility requirements for 
enrollment into an Optum program. 
A qualified member can subsequently progress through the population funnel continuum for an Optum program, unless the member 
is not qualified for the program. This includes cases where the member was contacted and their case is closed with a valid rejection 
reason. 
Note: 'Qualified' is a pre-requisite for all subsequent milestones. If a consumer is dis-qualified then they can't be touched, enrolled, 
etc. This includes cases where we contacted the member but then closed the case with one of the excluded rejection reasons. 
Member is eligible for enrollment in an Optum program. 
Unable to Reach - (Count based on Unique Members) 
A member who was unable to be contacted by a nurse. 
Touched - (Count based on Unique Members) 
A member or designee who is qualified and was contacted to offer enrollment in an Optum clinical program either by a nurse or who 
from the receipt of a Disease Management or condition specific mailing. 
Note: Member or designee was contacted to offer enrollment in an Optum program. 
Opt Out- (Count based on Unique Members) 
A member who does not enroll in the program. 
Enrolled - (Count based on Unique Members) 
A member who meets the criteria for qualified and has agreed to participate in an Optum clinical program. 
Member meets the criteria for 'Qualified' and agrees to participate in an Optum program. 
Engaged - (Count based on Unique Members) 
A member who has completed a clinical program or who is working directly with a nurse towards meeting health goals and 
objectives of their clinical program. Program duration varies by individual member. 
Engaged: Member is participating in an Optum program all member-program records that have either a confirmed value driver or a 
post-enrollment assessment completed or device reading 
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Sample Attributes 
Actively Engaged / Non
Engaged 

Age 

Bio - Blood Glucose 

Bio - Blood Pressure 

Bio - BMI 

Bio - Cholesterol 

Engagement Migration 

Financial Acquisition Source 

Financial Funding Type 

Financial Major Market 

Financial Market Region 

Financial Market Segment 

Financial Minor Market 

~ UnitedHealthcare· 

Health Continuum 

Health Continuum Migration 

Health Status 

Length of Enrollment 

Market 

Medicare Status 

Member State 
Catastrophic Case Gender Description Payment Band 

Catastrophic Case History 100HA - Alcohol Drinks per Week Payment Band Detail 

Catastrophic Case History 50 HA - Blood Pressure Primary Condition 

Catastrophic Case History HA - BMI Product 

Detail 100 HA - Elevated Stress Relationship 
Catastrophic Case History 
Detail 50 

Common Condition 

Continuous Enrollment 

Coverage Tier 

Employment Status 

HA - Exercise per Week 

HA - Medication/Drugs for 
Relaxation 

HA - Sleep per Night 

HA - Smoking Status 

HA - Total Cholesterol 

Relationship Group 

Risk Group 

Risk Group Level 

Risk Level Migration 

ZIP 



United.Healthcare® 

Sam pie Topic Book 
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Segmentation Profile 

Members with Diabetes 

Measure Prior Current Change 
,,..,1ernbers 5,47~: 5,334 -2 .5% 

Average .A.ge (rvlernber) 50 1 50 2 0 2·1;; 

'}o Female Mernber·s 46 .~1 1}(1 46.2% -0 .1 pts 

Claim Risk SC1Jre 3 583 :3 473 -31% 

Paid Pl,/IPM $637 08 $648 .18 1 7~·b 

% c,f Paid (CC) 304% 32 9% 2 5pts 

.Adrnissic,ns per· 1 ODD 11:3.8 108.7 -4.5% 

Readmit (31] Day A.II Cause) 121]% 11 6% -0 4pts 

ER Visits per 1 OIJIJ 284 .1 282 tl -[I 4'Ih 

Urgent Car·e '\/isits per 1 ODO 121] B 111 .9 -7 4~/(1 

Activatic,n 61 B%, 6:3 1% 1 :3pts 

--

Norm Variance 
na na 

51 .0 -1 6% 

45.m·o 1.2pts 

3 735 -7 0% 

$767 .80 -15 6% 

33 .6% -0 7pts 

1 [113.4 <-i •,n,r 
.L . .L :..-o 

12 .IJ%, -0 4pts 

261] 6 8 61~/Q 

12El.3 -13 .5% 

64 7% -1 .6pts 

' UnitedHealthcare· 

Prevalence and Cost Impact 

a Members ,,v~h Diabetes 

,.0..11 other Members 

.. 

~ 

3% 
of 1·,.,..1ernbers 

8% 
of Pa)lments 



Segmentation Compare and 
Contrast 

Members with Diabetes by Member State 
IA f!i.Z. FL 

% of Members • 18% • 16% • 
% of Paid • 14% • 16% • 
Members 29,074 25,836 

Employees 12,789 11,591 

.A.verage Age (Member) 28 .8 30.3 

% Female Members 51.4% 52 .3% 

Paid PMPM $205 41 $252 78 

130% 
% of Members 
by Health Continuum 

11 .7% 

104% 

9.1% 

Sort by: Logical 78% 

65% 
• Complex 

52% 
• Chronic 

39% 

I • A!Risk 
26% 

Well 

I ii I I I No Data 13% I 00% I I - - -

UnitedHealthcare· 

NJ IL 

14% I 7% I 6% 

16%, I 10% I 6% 

22,311 11,801 9,526 

10,952 5,076 3,922 

33 1 33.5 32 6 

54 .8% 52 .2% 52 2% 

$305 .04 $342 71 $280 52 

I • I I I • I I 
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Outcomes Performance 

Members with Diabetes 

Measure 

Diabetes - At least two HBA 1 C Tests in last 12 months 

Diabetes - Adult with Serum Creatinine in last 12 months 

Diabetes - Diabetic Retinopathy Screening Test in last 12 months 

Diabetes - HBA 1 C Result > 9 D 

Diabetes - Nephropathy Screening Test in last 12 months 

Diabetes - LDL Cholesterol Screening in last 12 months 

Diabetes - Physician Visit for Diabetes Care in last 6 months 

Diabetes - Prescribed ACE-Inhibitor Adherance 

Diabetes - Prescribed ARB Medication .A.dherence 

Prior 

Current 

Norm 

% With Desired Outcome 

60% (2,591 of 4 .333) 

82% (3,504 of 4,267) 

30% (1,294 of 4,277) 

82% (1,530 of 1,865) 

77% (3,292 of 4,277) 

78%(3,341 of4,275) 

79% (3,484 of 4,421) 

74% (1,102 of 1,488) 

81 % (627 Of 773) 

82tl% 

807% 

• 100% Desired Outcomes Some Desired Outcomes 

---

~ UnitedHealthcare· 

Change Variance Opportunity 

-0 .1 pts 1 2pts 1,742 

1 pts 1.9pts 763 

-IJ .1 pts -5 8pts • 2,983 

-0 .5pts -2 4pts 335 

-2 .5pts 1.9pts 985 

-IJ .2pts 2 5pts 9;::4 

-2.7pts -1 3pts 9:::17 

-0 9pts -7 6pts • 386 

IJ 3pts -1 Bpts 146 

3.1'fo 

37% 

3d<JE. 

0% Desired Outcomes 



Risk Factors 

Top Risk Factors for Members with Diabetes 

26°/o 
Pelec:ation Dn-19·=; 

42°/o 
c- tr- .-. ,-. c-
~· t:! ·=· ·-· 

8°/o 
::::.;moki ni;i 

3°/o 
Alcohol 

7°/o 
1·-J utri ti on 

19°/o 
E. ·,.-.,r-1r-~ Xr:::: C .:ot:! 

+O .3pts Change from Prior 26% • 

+4.3pts Variance from Norm 22% • 

+0.1 pts Change from Prior 42% • 

+3.1 pts Variance from Norm 39% • 

+O .2pts Change from Prior 8% 

+2.5pts Variance from Norm 6% • 

+O .2pts Change from Prior 3% • 

+0.3pts Variance from Norm 3% • 

-4pts Change from Prior 11 % • 

-11 .Spts Variance from Norm 18% • 

-0 .3pts Change from Prior 19% • 

-7.3pts Variance from Norm 26% • 

Elevated Risk Total Participants 

627 of 2,424 

1,013 of 2,432 

2·1 ·1 of 2,494 

74 of 2,467 

3 of 45 

472 of 2,476 

~ UnitedHealthcare· 

Y The information on this 
page illustrates 
prevalence and cost 
associated with 
participants who fall into 
an Elevated Risk 
Conditions met through 
lifestyle analysis (Health 
Assessment, 
Biometric/CI in ical 
screenings) that 
determine individuals 
who are at a higher 
health risk based on 
defined criteria. category 
based on their latest 
Health Assessment 
Responses. 

Risks Fadors sortedlcolored by Variance in Elevated Risk% from Norm (results are for Health Assessment participants only) 
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Program Introduction Unitedliealthcare" 

Diabetes 

The purpose of the Diabetes Disease Management Program is to 
improve the health outcomes of the consumer with diabetes and 
enable real-tirne information exchange and point of care decision 
making Designed to deliver optimal clinical and financial 
outcomes, the program focuses interventions on: Right Provider. 
Right Medication, Right Care, and Right Lifes1yle .A. participating 
member is likely to 

• Receive the most clinicallv appropriate, cost effective and 
timely diagnostics and procedures sucr1 as foot and eye 
exams and glucose monitoring 

• Manage co-morbidities and risk factors including heart, 
kidney, and skin conditions, diabetic neuropathy, 
gastroparesi s, and depression 

• Understanding of hovv to reduce risk factors such as high 
cholesterol, high blood pressure, excess weight, and lack of 
physical activity 



Engagement by Health 
Continuum 

Segmentation Details F'rogram Group Disease Management 
Program• Diabetes Health Continuum Chronic Unstable 

Unique Members with Diabetes 

2,670 

2,136 

1,602 

1,068 

534 

0---------------------------
No 

Data 

Other Well At Rig( At Risk Chronic: Chronic: Complex Complex 

Well LOIJ)J High Stable Unstable Moderate Severe 

Mailing Only • Engaged • Not Engaged 

Measures 

Unique Members 

Paid per Claimant 

Admissions per 1000 

Readmit (30 Day All Cause) 

ER Visits per 1 ODO 

Members (Improved) 

% of Unique Members 
Participating or Engaged 

HeN Reminders 

HeN Gaps in Ca re 

H&\A/ Portal Registrations 

H&\N Cl1allenges 

Biometric Assessments 

Health Risf: Assessments 

.A.dvocacv 

lif9StJle Management 

Clinical Man3gement 

Mailing Only 

612 

$2,518 

37 2 

95% 

191 5 

15 4% 

Mailing Only 

16.8% 

85.6% 

44% 

nsi 

27 8%, 

34 8% 

03% 

11-3% 

64% 

~ UnitedHealthcare· 

Engaged Not Engaged 

295 1,413 

$5,843 $2,839 

!31 2 25 8 

J 8C;() 29% 

242 1 2"13 4 

24 7% 194% 

Engaged Not Engaged 

241% 22 "1% 

92 2% 90 4% 

41% 57% 

I) 0% DO% 

55 6% 52 2~~ 

64 4% 67 (i% 

54% 04% 

39 3% 13.7% 

100.0% 4% 



Network Utilization 
Report Filter: 

({Payment Arrangement Category}<> Capitated Arrangement) And ({-Policy Number}= 000744240) And ({Service Year/Month}= 2019-05, 2019-04, 2019-03, 2019-02, 2019-
01, 2018-12, 2018-11, 2018-10, 2018-09, 2018-08, 2018-07, 2018-06, 2018-05, 2018-04, 2018-03, 2018-02, 2018-01, 2017-12, 2017-11, 2017-10, 2017-09, 2017-08, 2017-07) 

Anrl ( .(F11nrlinn ArrrtnnPmPnt rritPnnrv). = Arlminic;tr;:itivP <;,::i,rvirpc::; Onlv) 

Prior -
Eligible ######## ####### $488,840,771 ####### ####### $15,771,518 $1,213 $64,924 $66,137 $145 
Charqes 
Prior -
Eligible 
Charges 93 .0% 3.8% 96.9% 0.7% 2.4% 3.1°/o 0.0% 0 .0% 0.0°/o 0.0% 
as% of 
Total 
Current -
Eligible ######## ####### $480,896,390 ####### ####### $14,787,898 $12,713 $218,692 $231,405 $145 
Charges 
Current-
Eligible 
Charges 93.4% 3.6% 97.0% 0.7% 2.2% 3.0°/o 0.0% 0.0% 0.0°/o 0.0% 
as% of 
Total 
O/o 

Change -
(1.4%) (7.7%) (1.6%) 7.6% (10.1%) (6.2%) 947.7% 236 .8% 249.90/o 0.0% 

Eligible 
Cha roes 
Prior - ######## 
Discounts 

$6,577,968 $186,374,640 ####### $933,785 $2,984,176 ###### $0 ($22,683) $0 

Prior - ·-

Discounts 
95.0% 3.5% 98.4% 1.1% 0.5% 1.6°/o (0 .0%) 0.0% (0.0%) 0.0% 

as% of 
Total 
Current -

######## $6,407,771 $186,906,002 ####### $717,233 $2,814,338 ###### $7,730 ($14,858) $0 
Discounts 
Current -
Discounts 

95.1% 3.4% 98.5% 1.1% 0.4% 1.5°/o (0.0%) 0.0% (0.0%) 0.0% 
as% of 
To~I 
% 
Change - 0.4% (2.6%) 0.3°/o 2.3% (23 .2%) (5.7%) (0.4%) 0.0% (34.5%) 0.0% 
Disc.9u_nts 

$145 $504,678,571 

0.0% 100.00/o 

$145 $495,915,838 

0.0% 100.00/o 

0.0°/o (1.7%) 

$0 $189,336,132 

0.0°/o 100.00/o 

$0 $189,705,481 

0.0% 100.0°/o 

0.0°/o 0.2°/o 

816 



Prior -
Discounts 
as% of 38.3% 34.1% 38.1% 59.8% 7.6% 18.9% ###### 0.0% (34.3%) 
Eligible 
Charnes ________ 
Current -
Discounts 
as% of 39.0% 35.9% 38.9% 56.9% 6.5% 19.0% (177.7%) 3.5% (6.4%) 
Eligible 
_(Jlaraes __ 
Prior -
Total Net ######## $9,967,747 $251,603,735 ####### $6,539,231 $7,813,549 $24,964 $51,222 $76,186 
Paid 
Prior -
Net Paid 

93.1% 3.8% 97.0°/o 0.5% 2.5% 3.0% 0.0% 0.0% 0.0% 
as% of 
Total -- -·- - -- -- ----------·-- - --- -------- --------- -- -- - ---- -- -- -- -- --- -· --- -- -- -- - ·-- - - -- -- - -·------ - -- ----- ----- -
Current -
Total Net ######## $8,496,159 $243,119,774 ####### $6,493,403 $7,948,691 $31,814 $58,178 $89,992 
Paid 
Current -
Net Paid 

93.4% 3.4% 96.8°/o 0.6% 2.6% 3.2°/o 0.0% 0.0% 0.0°/o 
as% of 
Total 
O/o 

Change -
(2 .9%) (14.8%) (3.4%) 14.2% (0.7%) 1.7°/o 27.4% 13.6% 18.1% 

Total Net 
Paid 
Prior -
Employer 

83.4% 78.3% 83.2% 92.6% 57.3% 61.1% 104.5% 78.9% 85.8% 
Cost 
Shariilll __ __ 
Current -
Employer 

83.0% 74.4% 82.7% 91.5% 62.5% 66.4°/o 90.1% 27.6% 36.5% 
Cost 
Sharina _ 

This document contains UnitedHealthcare's confidential and/or proprietary business information (PBI). PBI may only be used by 
the recipient person/entity to which it is addressed. Recipient is liable for using and protecting UnitedHealthcare's PBI from 
further disclosure or misuse, consistent with recipient's contractual obligations under any applicable administrative services 
agreement, group policy contract, non-disclosure agreement or other applicable contract or law, including but not limited to the 
U.S. Freedom of Information Act and state freedom of information law exemptions for "trade secrets". The document may also 
contain protected health information (PHI) and must be handled according to applicable state and federal law, including, but not 
limited to HIPAA. Recipients who misuse information may be subject to both civil and criminal penalties. 

'· ., 

0.0% 0.0% 37.5% 

0.0% 0.0% 38.3% 

$0 $0 $259,493,470 

0.0% 0.0% 100.0% 

- - - -·· - . ---- --- - . - -

$0 $0 $251,158,457 

0.0% 0.0°/o 100.0°/o 

0.0% 0.0°/o (3.2%) 

0.0% 0.0°/o 82.3°/o 

0.0% 0.0% 82.0°/o 
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Sample 
July1,2017 to July1,2018 

RECONCILIATION SUMMARY 

Bank Account Adjustments: 

Administration Fees and Premiums 
Total Monthly Administration Fees 

Total Administration Fees 

Grand Total Fees and Premium 

Performance Guarantee Payout: 

Total to be Credited to Customer 

Rx Discounts, Dispensing Fee, Rebate, Specialty Payout: 

Total to be Credited to Customer 

Total Fees/Premium Due To UHC or (Customer) 

Total Adjustment To Customer's Bank Account 

818 

Difference 
$ 
$ 

$ 

$ 

$ 

$ 

$ 



lnitedHealthcare 

ffective Date: 7/1/2017 
erformance Standards and Credits 
ffective for the period: July 01, 2017 through June 30, 2018 

llegory Guaranlec Desorlplfon 

aim Operations 
Tiffie to Process: parcent or claims 
id in 15 business days 

Timo lo Process· percent or Claims 
id in 30 business days 

Dollar Accuraoy· percenl or 
1ims processed without dollar errors 

Claim PaymontAccurocy. tho percentage or 
1ims processed without oavmen1 i.e. financial errors 
Ovor Payment Recovery 

,stomer Phone Service 
Average Speed to Answer 

First Call Resolution 

Closllfe umo r0t Open 1nquloos 

C1osure lime for Open Inquiries 

11me11neu or rosOlution 1or gr/evanc:,,s, complaints 
d appeals 

,uortlnn 
Monthly Reporting 

Quarterly Repor~r,g 

Soml-Annual Reporting 

Annual Reporling 

,tal At Risk 

Sample Pe1fonn,mce Gurna11te1 

-Credit 
Amount Results ;.. -

-

819 



Avg 

UHC Pharmacy Guarantee Reconciliation 
Discount% off AWP and Dispensing Fee per RX Summary 

Client: Sample 
Policy Period: Jul '17 through Jun '18 

Discount Guarantee Is Specific to Each Component 

Guaranteed 
Kev Performance Data Performance Actual Rates Guaranteed Rates Actual vs Guaranteed Variance($) 

Wholesale lngred1en1 Discount off Discount off 

Pnce IAWP) Cost AWP D1sp Fee RX Coun1 AWP D1sp Fee Disc % OF/RX Oise % OF/RX 01sc0unts 01sp Fee Total 

Jul '17 throygh Jun '18 
Brand - Mail 
Brand - Retail 
Brand - Retail 90 Day 
Generic - Mail 
Generic - Retail 
Generic - Retail 90 Day 

(Po,tormance R1tlallt.oio 10 Gunranleo:i 

Amount Due Client 

Sample 
Reporting Period: 07/01/2016 to 06/30/2017 
Report Dale: 10/24/2018 
Rebate Report 

All TltrR• RolMleli/Alf 
M{nlmum 

·Ch<lri11tl RtlMlf (S) Flqor otuir1nt" Mtt? 

°"""' lltrRH 0"0_A ... 

R01BII 
Moll 
Tolnl 

'R4ob.lrf1,'11(!l/trdiilt .,..,.,wit~ .,IIMIIIM ~ ...... uoll,/Mlltporl,U~ 
'1',a.•tH__.b.ttNon~~INl~,.w,-~MIIO~Wlffll\Wfl......-,,ltll'lor«"-'/IM-1111~p,n,:sdHl/c,N' 

UHC Pharmacy Guarantee Reconciliation , 
Specialty Drug-by-Drug Discount% Summary 

Client: Sample 
Polley Period: Jul '17 through Jun '18 

Gut'lmOIC"Od Guarantee Actual vs Guaranteed 

Key Performance Data Performance Actual Rates d Rales Vamrnce ($J 
Avg 

Wholesale lngred1en1 01scoun1 off Discount oft 

Pnce (AWP) Cost AWP RX Count AWP Oise % Disc% 01scounls Total 

IPvrt'omumca Rehulv• 10 Guaraniees 

IAmount Due Client 

Orua-s on Drua-bv-o,uo Guarantee List 
TotaJ 
A BACA VIR SULF ATEILJ.MIVUOINE/l I 
ACTEMRA 
AOCIRCA 
AOEMPI\S 
AflNiT~ 
AM~YRII 
ARANESP ALBUMIN FREE 
ASTAGRAF XL 
ATRIPLA 
AUBAGIO 
AVONEX 
AVONEXPEN 
BARACLUDE 
CAYSTON 
CIMZIA 
CIMZIA STARTER KIT 
COMPLERA 
COPAXONE 
COSENT'IX 

11111 

820 



COSENTYX SENSOREADY PEN 
CYClOSPORJNE 
CYCLOSf>ORINE MODIFIED 
ENBREL 
ENBREl SURECLICK 
ENTECA\/IR 
ESBRIET 
FO~TEO 
GENGRAF 
GENVOYA 
GILENYA 
HAA\IONI 
HUMIRA 
HUMIRA PEN 
HUMIRA PEN-CD/UC/HS STARTER 
HUMIRA PEN-PS/UV STARTER 
IBRANCE 
IMBRUVICA 
JAIW'I 
JU)(TAPID 
KAI.ETRA 
!\UVAN 
l,\MIVUOIN~IOOVUOINE 
LETAIRIS 
LYNPARZA 
MYCOPHENOU\Tll MOFETIL 
MYCOPHENOLIC ACID DR 
MYFORTIC 
NATPA!v\ 
NEORAL 
NINl,ARO 
NORVIR 
NUTOOPIN AO NUSPIN 10 
NUTROPIN AO NUSPIN 20 
NUTROPIN AO NUSPIN 5 
OCTREOTIDE ACETATE 
OFEV 
OPSUMIT 
ORENCIA 
ORENCIA CLICKJECT 
ORENITRAM 
ORKAMBI 
OTEZLA 
PRALUENT 
PROGRAF 
PROMACTA 
POLMOZVME 
RAPAMUNc 
REBIF 
REBIF REBIDOSE 
R£81F REBIDOSE TITRATION PACK 
REPATt<,\ SURECLICK 
REVI.IMID 
REYATAZ 
SIMPONl 
61ROLIMUS 
STELARA 
SUTENT 
TACROLIMUS 
TARCEVA 
TARGRETIN 
TASIGNA 
TECFIDERA 
TECFIOE!,A STARTER PACK 
TEMOZOLOMIDE 
TlilOLA 
TMCAY 
TOBI PODHALER 
TRIUMEO 
TRIZJVIR 
TRUVADA 
VALCHLOR 
VIRACEPT 
VIREAO 
VOTRlENT 
X~WANZ 
XEL.JI\NI'. XR 
XELOOA 
XTANOI 
XYREM 
ZARXIO 
ZORTRESS 
ZYTIGA 

External Relec1ses 
LANOUACEJQ ACCObJl'AN\' DATA 1m 1-~ 

l'L · I · JU, I.) 11 11$ 6 ,\INS IMI' 1n ,1NT INl·OR~l,ITI( 111,C 1\Rl)I iO 11011' TIIE 0 1\ T1\ , ·rr,, r 11ED ~IA\' Il l' I ' Sl'D A'I D 
H JR II IER 01$( '1. S~D. The 1111hrnt,U11;M1 . ,wl darn utc1udcd 111 1h1.• nun i.:h('() l.locumcnt 1s rnncdl-le.nhhcnre·~ coofittcnun1 ;111dlo1 1u·o~me1:1ry bus111 1nfi rcn"11on, 
includin!t- but 1,01 ltn111«t lo, nJI mforn1ation re.15urd11 • the ldcnH11~ nr Un11t<Jl lcnhh.: rc- ·s w o,. 1de1to nnd th~ rn1e,1 11.ud to .;.uch llf\\\11~h ·nos 111fo11nuth1u .ind lht' 
nunch~d n:1xm mu)' he u'k.'d onl ~ Iha ~rS(tn 01 on1t1; 10 ,,.h,d1 II 1s ntldrc.ssl."d nnd.11u~n. 001 , (or lftc puq~c for ,.,Inch u \\\IS: di~d 0).4..-d by mte Uli:11hl1C'mc ~ 1hu 
111,,"( 11lh:·m ortJu~ h!"p(u t, \ '(Ill n1c rci,uon•ubk mld tmblt- rQf Ui l"flt; IJhii m(oH11ntn;au only l\lr us ,annal 1x•ll'K~t nod 11m1~11111::: u ff'Um wmu1l1 111cJ tli~ l~ mo 01 us:e Yout 
fJbli1;n11nnJ Jn 1h1~ 1 • trd me l\ 111hct t)l.11l.1i111.~J m lbr u1111lu:..1bh.• adn11n1i-mnwc . r\'1~~ J £.fi..'l!O!C:UI , y,mup poHc; • C'OO)t iH.' I~ non,d1SC"l(\)iufe nptccmcn1 nr 01hur np11h"ubte
~ n1r'C\C1 or law Plcru.c note 1h01 llu.• 1c1KITT yoo ha,'(! rc~1 \"Cd mn I couttu 11 1>ro1c:c:1cd lumhh mformnuon tf>J ll ) nnd mu"il ~ h:uu.llcd RC'\'Orthng m 11U .wr,r-,111:.nhlt.1 connm:uml 
~~1.f;~~1ni\S lli ,,c11 M n1>11hcnbtc suuc nnd (edcrnl l:w.•. 1nclvdi n1t. bu1 n(ll hnutt."<I 10. I 11PAA ltulJ\'1Juub, who nu. use 11111 t1h1y be ubjc,:t to bo1h ,"ti niKI c1 i11ll111I 
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DATA FOR PLANS FOR WHICH BENEFITS ARE PROVIDED 
ON OTHER THAN AN INSURED BASIS 

The informalion set forth below is rurnished to the Contractholder to assist in the completion of U S Department or Labor Annual Return/Report Form 5500 

Name of Contractholder: 

Contract Number: 

Data for Period Beginning 
Ending 

Sample 

July 1, 2017 and 
June 30, 2018 

Form 5500 Schedule C Part 1, Line 2 Information on Service Providers Receiving Direct or Indirect Compensation 

2(a) United Healthcare Serviccn, Inc, EIN: 41-1209245 

(b) (c) (d) (e) (n (g) (h) 

Direct Enter total indirect 
Service Relalionship to compensation paid Was any indirect Compensation Did indirect compensation include compensation Is a formula being provided in lieu 
codes employer by the plan received eligible indirect compensation excluding 2 <n of/in addition to 2 (g) 

Claims Processor Yes No Yes No so Yes No -- -- -- - - -- --

2(a) 

(b) (c) (d) (e) <n (g) (h) 

Direct Enter total indirect 
Service Relationship to compensation paid Was any indirect Compensalion Did indirecl compensation include compensation Is a formula being provided in lieu 
codes employer by the plan received eligible indirect compensation excluding 2 (n of/in addition to 2 (g) 

Yes No Yes No Yes No -- -- -- -- -- --

2(a) 

(b) (c) (d) (e) (n (g) (h) 

Direct Enler total indirect 
Service Relationship to compensation paid Was any indirect Compensation Did indirect compensation include compensation Is a formula being provided in lieu 
codes employer by the plan received eligible indirect compensation excluding 2 (f) of/in addition to 2 (g) 

Yes No Yes No Yes No -- -- -- -- -- --

2(a) 

(b) (c) (d) (e) (~ (Q) (h) 

Direct Enter total indirect 

Service Relationship to compensation paid Was any indirect Compensation Did indirect compensation include compensation Is a formula being provided in lieu 
codes employer by the plan received eligible indirect compensation excluding 2 (n pf/in addition lo 2 (g) 

Yes No Yes No Yes No -- -- -- - - -- --

823 



Employer eServices@ 

eServices Customer Reporting 

Sample Managed Pharmacy Report Package 
Automated & Custom Reports 

© 2010 UnitedHealthcare«> Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices·~ 

Reports by Service Level 
REPORT NAME 

Managed Pharmacy 
Key Generic Substitution Indicators By Month 
Managed Pharmacy Ad Hoc 
Managed Pharmacy Cost and Utilization by Month 
Managed Pharmacy Critical Indicators 
Managed Pharmacy Plan Performance 
Managed Pharmacy Utilization by Age Group 
Top Drug Utilization Ranked by Net Paid 
Top Drug Utilization Ranked by Volume 
Top Therapeutic Class Utilization Ranked by Net Paid 
Top Therapeutic Class Utilization Ranked by Volume 

STANDARD SELECT EXPANDED 

• 
• 

• • 
• 

0 • • 
• 
• 
• 
• 
• 

o Automated Reports are system generated on a prearranged schedule using fixed date and data parameters 
• Custom Reports which are customer driven on an as-needed basis using flexible date and data parameters 

© 2010 UnitedHealthcare• Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices·~; 

Managed Pharmacy 

•• 2008-07 39.6% $17. 70 79 .2% 50.0% $89. 57 10 .4% $31.19 17.5% 18 .5% 3.7% 60.2% ...... _ - _ .. 
2008-08 41.3% $18.84 81.1% 49.0% $88.64 9 .6% $41.81 18 .8% 17.7% 3.7% 59 .8% . 
2008-09 - 40.9% $1 7.83 80.~/o, 49.4% $90 .6~ 9 .7% $47.39 18.4% 19.1% 3.0% 59.4% 
2008-10 --- ........ - --- 41.2% $17.45 80. 2% 48.6% ~~0:..2?.. 10.2% -~37 J.§ 15.7% 18.7% 2.7% 6 3.0% 
2008- 11 41.1% i l7_A9 81. 2% , 49.4% $~8.63 9 .5% . 1_3_4.:§_7 15.6% 19.2% 2.5% 62.6% --2008-12 42 .1% $18 .~ 81.2% 48.1% $84. 38 9 .8% $45.70 15.5% 18.8% 2.7% 63 .0% -~ 
Total 41.10/o $17.87 80.6% 49.10/o $88.67 9.9% $39.56 16.9% 18.7°/o 3.0% 61.4°/o 

© 2010 UnitedHealthcare' Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices® 

Managed Pharmacy Ad Hoc 

• 12m:t111 
585 

Number of 
Prescri tions 

Plan Net •HRA Net Paid 
aid 

1,207 $12,116.56 _$5,926.19 

Total Net Paid 

$18,042.75 

Total Net Paid per 
Prescri tion 

$14.95 

Total Net Paid per Claimant 

$30.84 

© 2010 UnitedHealthcare"' Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices® 

Managed Pharmacy Cost and Utilization by Month 

Service Number of Number 
Year/ Subscriber of 
Month s Members 

I Retail I 
Retail Brand I Home Home Home I Total , , 

Generic ' Number ; Retail Total Delivery Delivery Delivery Generic : ! Total 
Number of of i Number of Generic - Brand - Total - ',Number ofi Total Brand Number of 

Prescription ,PrescriptlPrescription: Number of Number of Number of '1 Prescripti ; Number of I Prescriptio 
s ions_ I s [Prescript_icms F>_..-escriptions Prescripljc>_11_s _ c>ns !Prescriptions ns •11111• 

2008-01 916 2,346 756 1,154 1,910 31 94 125 787 1,248 2,035 $101,862 $50.06 $43.42 

2008-02 926 2,377 769 1,120 1,889 37 82 119 806 1,202 2,008 $111,531 $55.54 $46.92 

2008-03 916 2,365 817 1,299 2,116 28 101 129 845 1,400 2,245 $135,222 $60.23 $57.18 

2008-04 910 2,351 723 1,165 1,888 42 108 150 765 1,273 2,038 $120,943 $59.34 $51.44 

2008-05 902 2,340 724 1,187 1,911 37 95 132 761 1,282 2,043 $109,386 $53.54 $46.75 

2008-06 903 2,349 681 1,199 1,880 29 71 100 71 0 1,270 1,980 $139,880 $70.65 $59.55 

Total 5,473 14,12 
4,470 7,124 11,594 204 551 755 4,674 7,675 12,349 $718,824 $58.21 $50.88 8 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 
Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices® 

Managed Pharmacy Critical Indicators 

- Subm,:::s1cr, 
HcL-;:j 

Number of Claimants 

Number of Prescriptions 

Prescriptions PMPY 

Prescriptions per Claimant 

% of Total Prescriptions - Single 
Source 

% of Total Prescriptions - Multi 
Source 

% of Total Prescriptions - Generic 

Generic Substitution Rate 

% Multi -Source Physician DAW 

% Multi-Source Patient DAW 

% Multi-Source State Law DAW 

% Multi-Source Other DAW 

Average Net Paid PMPM 

Average Net Paid per Claimant 
per Period 

Average Net Paid per 
_Prescr!_ptions 

Average Copay per Prescription 

Average Days Supply 

Average Ingredient Cost Paid per 
Day of Therapy 

EMMEIIIIIIII 
1,566 172 

11,594 755 

9.85 0.64 

7.40 4.39 

51.4% 62 .8% 

10.0% 10.2% 

38.6% 27 .0% 

79.4% 72 .6% 

15.3% 20.8% 

24.2% 1.3% 

5.2% 3.9% 

55.3% 74.0% 

$44.20 $6.68 

$398.79 $548.41 

$53 .86 $124.94 

$14.48 $37.48 

23 .68 83 .28 

$2.80 $1.95 

Current Period - Detail Current Period - Total 

Metrics 

Number of Claimants 1,619 

Number of Prescriptions 12,349 

Prescriptions PMPY 10.49 

Prescriptions per Claimant 7.63 

% of Total Prescriptions - Single 
52.1% Source 

% of Total Prescriptions - Multi 
10.0% 

Source 

% of Total Prescriptions -
37.8% 

Generic 

Generic Substitution Rate 79.1% 

% Multi-Source Physician DAW 15.6% 

% Multi-Source Patient DAW 22.8% 

% Multi-Source State Law DAW 5.1% 

% Multi-Source Ot her DAW 56.5% 

Average Net Paid PMPM $50.88 

Average Net Pa id per Claimant 
$443.99 

per Period 

Average Net Paid per 
$58.21 

___ Prescr_ipJ:ions 

Average Copay per Prescription $15.89 

Average Days Supply 27.32 

Average Ingredient Cost Paid per 
$2.64 

Day of Therapy 

© 2010 UnitedHealthcare"' Insurance Company All Rights Reserved. 
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Employer eServices~ 

M t . Su:)o,i<;~.,:::r, R t ·1 Home 
e rics Metnod e a, Delive 

Number of Claimants 1,453 135 

Number of Prescriptions 10,693 648 

Prescriptions PMPY 9 .86 0.60 

Prescriptions per Claimant 7.36 4 .80 

% of Total Prescriptions - Single 
52.0% 63.3% 

Source 

% of Total Prescriptions - Multi 
9.8% 9 .1% 

Source 

% of Total Prescriptions - Generic 38 .2% 27 .6% 

Generic Substitution Rate 79.5% 75.2% 

% Multi-Source Physician DAW 23 .8% 22 .0% 

% Multi-Source Patient DAW 27.2% 5.1% 

% Multi-Source State Law DAW 3.1% 6.8% 

% Multi-Source Other DAW 45 .9% 66 .1% 

Average Net Paid PMPM $34.92 $6.95 

Average Net Paid per Claimant 
$312 .74 $669.44 

per Period 

Average Net Paid per 
$42 .50 $139.47 

Prescriptions 

Average Copay per Prescription $11.70 $19.23 

Average Days Supply 22.99 82.72 

Average Ingredient Cost Paid per 
$2.27 $1.92 Day of Therapy 

Prior Period - Detail Prior Period - Total 

Metrics 

Number of Claimants 

Number of Prescriptions 

Prescriptions PMPY 

Prescriptions per Claimant 

% of Total Prescriptions - Single 
Source 

% of Total Prescriptions - Multi 
Source 

% of Total Prescriptions -
Generic 

Generic Substitution Rate 

% Multi-Source Physician DAW 

% Multi-Source Patient DAW 

% Multi-Source State Law DAW 

% Multi-Source Other DAW 

Average Net Paid PMPM 

Average Net Paid per Claimant 
per Period 

Average Net Paid per 
Prescriptions 

Average Copay per Prescription 

Average Days Supply 

Average Ingredient Cost Paid per 
Day of Therapy 

1,487 

11,341 

10.46 

7 .63 

52.6% 

9.8% 

37.6% 

79 .3% 

23.7% 

26.0% 

3.3% 

46.9% 

$41.87 

$366.36 

$48.04 

$12.13 

26.40 

$2.21 
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Employer eServlces .. ~: 

Managed Pharmacy Plan Performance 

Submission Net Paid 
Tier Method Number of - Ingredient ~ 

Cost Paid Dispensing les Ta 
Employee 

Coinsurance/ Ancillary Cost Sharing Per Net Pai 
Level Cate o Claimants 

Tier Retail 1,109 

1 Home 
71 Delivery 

Tier Retail 1,080 

2 Home 
136 Delivery 

Tier Retail 642 

3 Home 
52 Delivery 

Detail 

..... 
Tier 1 1,135 4,674 

Tier 2 1,146 5,750 

Tier 3 676 1,925 

Subtotals b~ Tier 

Number of Number of 
Claimants Prescri tions Discounts 

1,619 12,349 $2 79,064 

Total 

. Discounts Amount Fee Amount o a Amount PMPM Net Paid Prescri tiDn PMPM 
4,470 $89,543 $75, 368 $9,451 $222 $0 $32,223 $0 $2 .28 $52,817 $11.82 

204 $12,819 $10,829 $0 $6 $0 $3,237 $0 $0 .23 $7,598 $37.24 

5,300 $107,443 $527,314 $9,414 $865 $0 $81,966 $J $5 .80 $455,627 $85.97 

450 $29,856 $92,985 $0 $34 $0 $18,341 $J $1.30 $74,678 $165.95 

1,824 $33,497 $166,146 $3,183 $438 $0 $53,713 $·] $3 .80 $116,053 $63 .63 

101 $5,908 $18,757 $0 $13 $0 $6,720 $,) $0.48 $12,050 $119.31 

Cost Paid Dispensing Coinsurance/ Ancillary I 
Ingredient 

Discounts Amount Fee • Deductible Co a Amount 1m1• . . . . . . 
$102,362 $86,196 $9,451 $228 

$137,298 $620,300 $9,414 $899 

$39,404 $184,903 $3,183 $450 

Ingredient 
Cost Paid Dispensing ales Ta 
Amount Fee Amount Deductible 

$891,399 $ 22,047 $1,578 $0 

$0 $35,460 $0 $2.51 $60,415 $12.93 $4.28 

$0 $100,307 $0 $7.10 $530 ,306 $92 .23 $37 54 

$0 $60,433 $0 $4.28 $128,103 $66 .55 $9 .07 

Ancillary Employee Cost 
Coinsurance/Co a Amount Sharin PMPM Net Paid -$196,200 $0 $13 .89 $718,824 S58.21 $50.88 

© 2010 UnitedHeaithcare" Insurance Company All Rights Reserved. 

$3 .7< 

$0 .5, 

$32.2! 

$5.2! 

$8 .2 : 

$0.8! 
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Employer eServices@ 

Managed Pharmacy Utilization by Age Group 

Net Paid 
Age Number of Number of per Net Paid per 

Band :"letrics Claimants Prescri tions Claimant Prescri tion 

<1 21 68 0.06 3.24 $750 $0.05 $35.70 $11.02 -
1-9 227 979 0.83 4.31 $48,691 $3.45 $214.50 $49.74 

10-19 234 1,071 0.91 4.58 $49,922 $3.53 $213.34 $46.61 

20-24 71 350 0.30 4 .93 $16,073 $1.14 $226.38 $45.92 

25-29 74 369 0.31 4.99 $18,545 $1.31 $250.60 $50.26 
~ -

30-34 150 1,159 0.98 7.73 $86,139 $6.10 $574.26 $74.32 

35-39 213 1,242 1.05 5.83 $58,406 $4.13 $274.21 $47.03 -
40-44 251 2,065 1.75 8.23 $98,088 $6.94 $390.79 $47.50 

45-49 175 1,616 1.37 9.23 $87,463 $6.19 $499.79 $54.12 

50-54 129 1,705 1.45 13.22 $105,754 $7.49 $819.80 $62.03 

55-59 88 1,029 0.87 11.69 $113,272 $8.02 $1,287.18 $110.08 

60-64 45 573 0.49 12.73 $28,980 $2.05 $644.00 $50.58 

65-69 9 92 0.08 10.22 $5,539 $0.39 $615.44 $60.21 

70-74 2 23 0.02 11.50 $834 $0.06 $416.83 $36.25 

75 + 1 8 0.01 8.00 $368 $0.03 $368.30 $46.04 

Detail 

Number of Number of Net Paid 
Number ofl' Number of Prescriptions Prescriptions per 
Claimants Prescri lions PMPY Claimant Net Paid 

Net Paid per I Net Paid per 
PMPM Claimant Prescri lion 

1,619 12,349 10.49 7.63 $718,824 $50.88 $443 .99 $58.21 

Total 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 
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Emoloyer eServrces~; 
' . 

Top Drug Utilization Ranked by Net Paid 

ANTINEOPLASTICS 
TEMODAR 

Subtotal 

ANTI-ULCER 

NEXIUM 
PREPS/GASTROINTESTINAL 
PREPS 

Subtotal 

ANTINEOPLASTICS 
GLEEVEC 

Subtotal 

LIPOTROPICS 
LIPITOR 

Subtotal 

Subtotal 

Tog Drugs 

Number of Number of 
Metrics Claimants Prescri tions 

1,604 11,866 $587,873.14 

All Other Drugs 

1 14 

0 14 

65 204 

0 204 

1 5 

0 5 

77 255 

0 255 

0 483 

96 .1% 81.8% 

Number of Number of 0/o of Total % of Net 
Metrics Claimants Prescri tions Net Paid Prescri tions Paid 

1,619 12,349 $718,824.22 100.0% 100.0% 

All Drugs 

$40,037.90 0.1% 5.6% 

$40,037.90 0.1°/o 5.6% 

$28,838.81 1.7% 4.0% 

$28,838.81 1.7°/o 4,0D/o 

$22,834.98 0.0% 3.2% 

$22,834.98 0.0% 3.2% 

$22,0 14.25 2.1% 3.1% 

$22,014.25 2.1°/o 3.1°/o 

$130,951.08 3.9°/o 18.2% 

$49.54 26.86 $2.36 

Average Ingredient Cost 
Net Paid per Days Paid per Day Of 
Prescri tion Su I Thera 

$ 58.21 27.32 $2.64 

© 20 IO UnitedHealthcare ' Insurance Company All Rights Reserved. 

$2,859.85 19.64 

$2,859.85 19.64 

$141.37 38.79 

$141.37 38.79 

$4,567.00 30.00 

$4,567.00 30.00 

$86.33 40.23 

$86.33 40.23 

$271.12 38.79 
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Ingredient 
Cost Paid per 

Day Of ' 
Thera I 

$146.Sl 

$146.51 

$4.02 

$4.02 

$152.99 

$152.99 

$2.64 

$2.64 

$7,45 
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Employer eServrcesB 

Top Drug Utilization Ranked by Volume 

Number o Number of % of Total 010 of Ne Net Paid per 
Dru Name FDB Standard Thera eutic Class Metric.s Claimants Prescri tions Net Paid Prescri tions Paid Prescri tion 

ANTIHISTAMINES 113 
ZYRTEC 

Subtotal 0 

LIPOTROPICS 77 
LIPITOR 

Subtotal 0 

THYROID PREPS 53 
SYNTHROID 

Subtotal 0 

ANTI-ULCER PREPS/GASTROINTESTINAL 
65 

NEXIUM PREPS 

Subtotal 

BRONCHIAL DILATORS 
SINGULAIR 

Subtotal 

Subtotal 

Top Drugs 

Number of Number of 
Claimants Prescri tions 

1,578 11,202 $641,566.40 

All Other Drugs 

0 

67 

0 

0 

-11 .. 
-
- . 

90 .7% 89.3% 

278 $11,717.49 

278 $11,717.49 

255 $22,014.25 

255 $22,014.25 

217 $1,065.02 

217 $1,065.02 

204 $28,838 .81 

204 $28,838.81 

193 $13,622.25 

193 $13,622.25 

1,-147 $77,257.82 

Average 
Net Paid per Days 
Prescri tion Su I 

$57.27 26.41 

2.3% 1.6% 

2.3% 1.6°/o 

2.1% 3.1% 

2,10/o 3.1% 

1.8% 0.1% 

1.8% 0.1°/o -
1.7% 4.0% 

1.7°/o 4.0°/o 

1.6% 1 .9% 

1.60/o 1.9°/o 

9.3°/o 10.7% 

Ingredient Cost 
Paid per Day Of 

Thera 

$2.69 

Numbero 
Metrics Claimants 

Number of 
Prescri tions Net Paid 

010 of Total 1°/o of Net 
Prescri tions Paid 

Average Ingredient Cost 
Net Paid per Days Paid per Day Of 
Prescri tion Su I Thera 

1,619 12,349 $718,824.22 100.0% 100.0% $58.21 27.32 $2.64 

Total Drugs 

© 2010 United.Healthcare Insurance Company All Rights Reserved. 

$42.15 

$42.15 

$86.33 

$86.33 

$4.91 

$4.91 

$141.37 

$141.37 

$70.58 

$70.58 

$67.36 

1 .. 11--·-i I • 

32.19 

32.19 

40.23 

40.23 

37.18 

37.18 

38.79 

38.79 

32.88 

32.88 

36.21 
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Ingredient Cost 
Paid per Day Of 

Thera 

$1.73 

$1.73 

$2.64 

$2.64 

$0.52 

$0.52 

$4.02 

$4.02 

$2.64 

$2.64 

$2.30 
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Employer eServices'~; 

Top Therapeutic Class Utilization Ranked by Net Paid 

m i I 
Average 

Number of Prescriptions Days Net Paid Net Paid per Generic Single-Source 
FOB Standard Thera eutic Class Prescri tions er Claimant Su I Net Paid PMPM Prescri tion o/o O/o 

MISCELLANEOUS 199 482 2.42 26.61 $71,098 $5.03 $147.51 13.9C/o 

ANT!NEOPL.ASTICS 17 55 3.24 28.51 $66,536 $4 .71 $1,209 .75 54 .5% __ ,,. -

PSYCHOSTIMULANTS-ANTIDEPRESSANTS 258 1,041 4.03 33 ."-4 $62,423 $4.42 S59.96 33.0% 

ANTI-ULCER PREPS/GASTROINTESTINAL 141 4 63 3.28 35.20 $54,591 S3.86 $117.91 7.8% 
PREPS 

LIPOTROPICS 

Subtotal 

Top Therapeutic Classes 

Number o Number of 
Claimants Pres(;ri tions 

1,527 9,743 

All Other Therapeutic Classes 

1,619 12,349 

All Therapeutic Classes 

141 565 4 .01 37.88 $48,464 $3 .43 $85.78 2.5% 

0 2,606 0 33.35 $303,112 $21.45 $116.31 18.8% 

- •... 

. 

. .. 
I pt 

Generic 
Net Paid Net Paid per Generic Single- Multi- Substitution 

Net Paid PMPM Prescri tion O/o Source 010 Source 0/o 0/o 

6.38 25.71 $415,712 $29.42 $42 .67 42 .9% 45.4% 11.7% 78 .6% 

Net Paid Net Paid per Generic 
PMPM Prescri tion °/o - . 

Generic 
Multi- Substitution 

Source 0/o 0/o 

7. 6 3 27.32 $718,824 $50 .88 $ 58.21 37.8 % 52 .1% 10 .0% 79 .1% 

© 2010 UnitedHealthcare"' Insurance Company All Rights Reserved. 

72.6% 

40 .0% 

64.4% 

92.2% 

97. 0% 

77.40/o 

I 

Generic 
Multi-Source Substitution 

O/o O/o 

13.5% 50.8% 

5.5% 90.9% 

2.6% 92.7% 

0 .0% 100.0% 

0 .5% 82.4% 

3.8°/o 83.4-% 
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Employer eServices·f 

Top Therapeutic Class Utilization Ranked by Volume 

FDB Standard 
Thera eutic Class Metri cs - . 

Number of 
Prescri ions 

Prescriptions 
er Claimant ···-··••1111 33.44 $62,423 $4.42 $59.96 33 .0% 64.4% 

PSYCHOSTIMULANTS-
258 1,041 4.03 

ANTIDEPRESSANTS 

SYSTEMIC CONTRACEPTIVES 183 629 3.44 37 .53 $14,736 $1.04 $23.43 49.4% 31.8% 

ANTIHISTAMINES 270 626 2.32 29.96 $25,643 $1.82 $40.96 10.1% 89.6% 

NARCOTIC ANALGESICS 271 595 2.20 11.87 $13,681 $0.97 $22.99 79 .0% 10.4% 

OTHER HYPOTENSIVES 140 572 4.09 39.18 $14,908 $1.06 $26 .06 42.8% 54.0% 

Subtotal 0 3,463 0 30.79 $131,390 $9.30 $37.94 41.4% 52.0°/o 

To12 Thera12eutic Classes 

Average 
Number o Number of 

Mo: tri cs Claimants Prescri tions 
Prescriptions Days 

.-·-· ··I Generic Single- r•• er Claimant Su I . -
fflllUT"Clffl ' ' 0/o Source 010 

1,464 8,886 6.07 

All Other Thera12eutic Classes 

Number o Number of Prescriptions 
Claimants Prescri tions er Claimant 

1,619 12,349 7 .63 

All Thera12eutic Classes 

25.97 $587,434 $41.58 $66.11 36.5% 52.2% 11.4% 76.3% 

Generic Average 
Days Net Paid Net Paid per Generic Single- Multi- Substitution 

Su I Net Paid PMPM Prescri tion % Source 010 Source O/o O/o 

27 .32 $718,824 $50 .88 $58.21 37.8% 52.1% 10.0% 79.1% 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 

2.6% 

18.8% 

0.3% 

10.6% 

3 .1% 

6.6°/o 
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92.7% 

72.5% 

96.9% 

88.2% 

93.2% 

86.3°/o 
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UnitedHealthcare Pharmacy Customer Analytics & ReportingD 

Adherence (PDC) Reporting 
Prepared for: SAMPLE 

Current: Apr 2015 - Mar 2016 

Prior: Apr 2014 - Mar 2015 

Book (BoB) used: NATIONAL 

UnitedHealthcare® 
837 
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Adherence Reporting Non,-Specialty 
Pro(!ortion of Davs Covered (PDC 

100% 

90% 

80% 

70% 

60% 

50% 

40% 

30% 

20% 

10% 

0% +----

Antidepressants Cardiovascular - Beta 
Blockers 

Prior 

Cardiovascular - Calcium 
Channel Blockers 

Cardiovascular - RAS 
Antagonists 

Prior • Current NATIONAL 

Current BoB Pt Change Prior 

•n1 
'11) UnitedHealthcare· 

Diabetic Medications; Non
Insulin 

Current 

Stalins 

Therapeutic Class Non-Specialty 
PDC PDC PDC vs. Prior vs. BoB Utilizers Utilizers 

Antidepressants 68.6% 69.4% 65.3% 0.8 4.1 1,140 1,157 -
Cardiovascular - Beta Blockers 74.0% 76.4% 72.5% 2.3 3.8 631 589 

Cardiovascular - Calcium Channel Blockers 78.7% 77.9% 73.4% -0.7 4.5 139 133 

Cardiovascular - RAS Antagonists 75.5% 78.9% 74.3% 3.4 4.5 1,184 1,191 
-

Diabetic Medications; Non-Insulin 76.6% 76.0% 71.6% -0.6 4.4 607 618 
- - - - - -

Statins 73.3% 75.3% 73.5% 2.0 1.8 1,344 1,306 
--- ----- ---

TOTAL 73.4% 75.2% 71.2% 1.7 4.0 5,045 4,994 

Measurement Period: Apr 2015 - Mar 2016 
Definition of Adherent: Members are considered as adherent if PDC is>= 80% 

Note: The adherence methodology (R"oportion of Days Covered [PDC]) and predefined thres holds have been defined by the Alarmacy Quality Alliance (PQA) and 

have been adopted by the National Committee for Quality Assurance (NCQA), the Center for Medicare and Medicaid Services (CMS) and URAC. 
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Adherence Reporting Mail vs. Retail 
Prooortion of Davs Covered (PDC 

100% 

90% 

80% 

70% 

60% 

50% 

40% 

30% 

20% 

10% 

0% 
Antidepressants Cardiovascular - Beta Cardiovascular - Calcium Cardiovascular - RAS Diabetic Medications; 

Blockers Channel Blockers Antagonists Non-Insulin 

• Retail Mail 

Therapeutic Class Non-Specialty 
Retail Mail Mail vs . Retail Mail 
PDC PDC Retail Utilize rs Utilizers 

Antidepressants 66.2% 87.6% 21 .3 997 160 

Cardiovascular - Beta Blockers 72.2% 87.2% 15.0 437 152 

Cardiovascular - Calcium Channel Blockers 71.8% 90.9% 19.1 92 41 

Cardiovascular - RAS Antagonists 76.1% 86.6% 10.5 889 302 

Diabetic Medications ; Non-Insulin 73.4% 85.3% 12.0 483 135 

Statins 71.1% 85.0% 13.9 914 392 

TOTAL 71.5% 86.3% 14.8 3,812 1,182 

Measurement Period: Apr 2015 - Mar 2016 
Definition of Adherent: Members are considered as adherent if FDC is >= 80% 

UnitedHealthcare' 

Stalins TOTAL 

Note: The adherence methodology (A"oportion of Days Covered [PDC]) and predefined thresholds have been defined by the Fharrracy Quality Alliance (POA) and have 
been adopted by the National Cormittee for Quality Assurance (NCQA) , the Center for Medicare and Medicaid Services (CMS) and URAC. 



Adherence Reporting Spec:ialty 
Prooortion of Davs Covered (PDC 

100% l 
90% 

80% 

70% 

60% 

50% 

40% 

30% 

20% 

10% 
0% ___ ___, 

Growth Hormones HIV Inflammatory Con dit ions Maintenance Chemotherapy 

Prior • Current 0 

Prior Current Bo8 Pt Change Prior 

,·1 

l]J UnitedHealthcare'· 

Multiple Sclerosis T ransplan t 

Current 
Therapeutic Class Specialty 

PDC PDC PDC vs. Prior vs. Bo8 Utilizers Utilizers -
Grow th Horrrones 58.3% 69.1% 64.1% 10.9 5.0 4 4 -- - ---
HIV 33.6% 36.3% 38.4% 2.7 -2.0 4 7 

- - - -- --
lnflamrratory Conditions 71.7% 67.3% 64.7% -4.4 2.6 47 42 ---
rv1aintenance Cherrotherapy 58.1% 88.8% 56.9% 30.7 31.9 7 5 

Multiple Sclerosis 83.5% 83.5% 73.4% 0.0 10.0 10 10 

Transplant 70.6% 77.2% 67.0% 6.7 10.3 14 14 

TOTAL 69.7% 70.4% 60.2% 0.6 10.2 86 82 

Measurement Period: Apr 2015 - Mar 2016 
Definition of Adherent: rv'lembers are considered as adherent if PDC is>= 80%. For HIV. members are considered as adherent if PDC is>= 90%. 



Adherence Reporting Specialty ~ UnitedHealthcare' 
Optum vs. Non-Optum vs. Retail 
Adherence Rate TOTAL ORx Non-ORx Retail 

Grow th Horrmnes 69.1% 75.6% 52.0% 

HIV 36.3% 53.1% 8.7% 7.5% 

lnflarrrratory Conditions 67.3% 66.9% 97.7% 

Maintenance Chermtherapy 88.8% 86.3% 

M.lltiple Sclerosis 83.5% 81 .5% 99.4% Definition of Adherent: l\tlerroers are considered as adherent 
Transplant 77.2% 77.2% if PDC >= 80%. 

TOTAL 70.4% 71.3% 70.7% 7.5% For HIV, rrerroers are considered as adherent if PDC is>= 90%. 

Utilizers Measured TOTAL ORx Non-ORx Retail %TOTAL 

Grow th Horrmnes 4 3 1 100.0% 

HIV 7 4 1 2 100.0% 

nflarrrratory Conditions 42 40 2 100.0% 

Maintenance Chermtherapy 5 4 80.0% 

Multiple Sclerosis 10 9 1 100.0% Note: For a utilizer to be in one of the three channels,>= 80% of 
Transplant 14 14 100.0% their scripts must be filled within a single channel. If not, that 

TOTAL 82 74 5 2 98.8% utilizer is not used. 

Measurement Period: Apr 2015 - Mar 2016 









.I 
,l,l 





ABC 
Cl8jms Pf!rjod: J;m W18 - fNc 2018 

F"'mulary Disruption - Select 

Omo I lhomP9V1-1ci Clno i Type of Ch:inott I MS8 A11u I Maln;:niu~o I OTC FIAg ! ACA Oruu j uu1tto1• I Rx.11 I 'h of total~' 
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ABC 
Claims Pctrod. Jiin 2019. Dec 2018 

Formulary Disruption - Premium 

847 



Select Top Therapy Classes - Negative 

' 0% 

Select Top Therapy Classes - Positive 

, 0% 

Top 10 
Classes 

add up to 
0% 

Top 10 
Classes 

add up to 
0% 

848 



Premium Top Therapy Classes - Negative 

0% 

Premium Top Therapy Classes - Positive 

. 0% 

Top 10 
Classes 

add up to 
0% 

Top 10 
Classes 

add up to 
0% 

Premium Top Therapy Classes - Excluded 

. 0% 

Top 10 
Classes 

add up to 
0% 
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UnitedHealth care· 
~ AUnited-leallhGroup~-.y 

Vendor ID 
Vendor Addr Seq 001 
Handling Code RX 

- Rx Rebates - April 21, 2017 

This statement accompanies the check or remittance advice for pharmacy rebates paid to you in accordance with your administrative 
services agreement with UnitedHealthcare. 

Page 1 of 3 

If you have questions about your: Pharmacy or Medical Benefit Rebates - Please email questions to Rx UHPS Rebates@uhc.com 

Policy Invoice 
Invoice Number Number Suffix Date 

99 2017-04-20 

99 2017-04-20 

- 99 2017-04-20 

99 2017-04-20 

99 2017-04-20 

• 99 2017-04-20 

99 2017-04-20 

99 Total 

Grand Total 

1011~1 '(1!:0IIC'? OOCJ 

Invoice 
Amount Description 

92.10 COLLECTED PHARMACY REBATES. 80.00% REBATES COLLECTED FOR SCRIPTS 
FILLED DURING THE PERIOD ENDED 10/2016 

0.11 INTEREST ON REBATES FOR SCRIPTS FILLED DURING THE PERIOD ENDED 
10/2016 

92.20 COLLECTED PHARMACY REBATES. 80.00% REBATES COLLECTED FOR SCRIPTS 
FILLED DURING THE PERIOD ENDED 09/2016 

0.18 INTEREST ON REBATES FOR SCRIPTS FILLED DURING THE PERIOD ENDED 
09/2016 

92.22 COLLECTED PHARMACY REBATES. 80.00% REBATES COLLECTED FOR SCRIPTS 
FILLED DURING THE PERIOD ENDED 08/2016 

0.20 INTEREST ON REBATES FOR SCRIPTS FILLED DURING THE PERIOD ENDED 
08/2016 

2.37 COLLECTED PHARMACY REBATES. 80.00% REBATES COLLECTED FOR SCRIPTS 
FILLED DURING THE PERIOD ENDED 06/2016 

279.38 

279.38 

850 





SAMPLE 
Reporting Period: 2016/01 thru 2016/12 
Exclusions Summary Savings 

Estimated Annual Plan Savings 

EsUmated Annual Member Savings 

Top 20 Excluded Drugs 

NUVIGIL 
METHYLPHENIDATE HCL ER 
ABILIFY 
NEUPOOEN 
WELLBUTRIN XL 
GLUMETZA 
METFORMIN HCL ER 
SAIZEN 
SAIZEN CLICK EASY 
NORDITROPIN FlEXPRO 
ORTHOTRI.CYCLEN LO 
ASACOLI-ID 
ANDROGEL 
PENNSAID 
ABSORICA 
OXYCONTIN 
SUBSYS 
!GLEEVEC 
CAPECITABINE" 
VESICARE 

NOTES: 

$3,198,174 

$204,900 

Disease State 

ADHD 
ADHD 
ANTI PSYCHOTICS 
BLOOD CELL ST!MULATORS 
DEPRESSION 
DIABETES 
DIABETES 
GROWTH HORMONE DEFICIENCY 
GROWTH HORMONE DEFICIENCY 
GROWTH HORMONE" DEFICIENCY 
CONTRACEF'TlON 
LNFLAMMATORY CONDITIONS 
MALE & FEMALE HORMONE REPLACEMENT 
MISC SKIN CONDITION 
MISC SK!IIJ CONDITION 
NARCOTIC ANALGESICS 
NARCOTLC ANALGESICS 
ONCOLOGY 
ONCOLOGY 
OVEfV\CTIVE BLADDER I INCONTINENCE 

• Estimated savings do not constitute a guarantee of future performance. 

• Member Impact is not additive or unique 

• Includes Exclu$IOOS as of 1.1.2017 POL update. 

• There may be ln$taoces where there is member impact but no savings due lo rebat es. 

• The top 20 e>ecluded drug are ba$ed plan paid spend January 201S to August 2016 

-Produced by Customer Analytics and Reporting Team 

Exclusion Members 
Plan Savings 

Member 
Date Impacted·· 

(Net of Member 
Savings 

Savings) 

7/1/2016 79 $126,100 so 
7/1/2014 639 so so 
8/1/2015 57 S76,700 so 
111/2017 11 $23,200 so 
m12on 61 $392,900 so 
1/1/2016 28 $612,000 $197,600 
11112016 41 
7/1/2015 f 

$4,800 $0 
7/1/2015 1 
1/1/2012 10 $130,948 so 
1/112017 0 so so 
1/1/2012 54 S285,997 so 
7 1112014 10 so so 
7/1/2015 114 S3:l8.849 so 
11112014 66 $254,980 so 
1/1/2017 82 $123 600 so 
1/1/2016 4 $500,300 S200 
1/ 1/2017 13 $161 ,700 so 
1/1/2016 12 s.123.500 so 
111/2014 92 S42,600 $7.100 
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LANGUAG E TO ACCOMPANY DATA RELEASES 

Internal Releases 

PLEASE READ THIS RNTIRE NOTICE AS IT CONTAINS IMPORTANT 
INFORMATION REGARDING HOW THE DATA ATTACHED MAY BE USED AND 
FURTHER DISCLOSED. The information and data included in the attached document is 
UnitedHealthcare's confidential and/or proprietary business information. This information 
and the attached report may be used only by the person or entity to which it is addressed 
and, then, only for the purpose for which it was disclosed by UnitedHealthcare. As the 
recipient of this report, you are responsible and liable for using this information only for its 
stated purpose and protecting it from unauthorized further disclosure or use. The report you 
have received may also contain protected health information (PHI) and must be handled 
according to applicable law, including, but not limited to, HIPAA. Individuals who misuse 
PHI may be subject to both civil and criminal penalties. For more information on HIPAA 
and the appropriate handling of PHI data, please consult the Ethics & Integrity Offic 
directly at Ethics-Integrity_ Office@uhc.com and/or the UnitedHealthcare Privacy Office. 

External Releases 

PLEASE READ THIS ENTIRE NOTICE AS IT CONTAINS IMPORTANT 
INFORMATION REGARDING HOW THE DATA ATTACHED MAY BE USED AND 
FURTHER DISCLOSED. The information and data included in the attached document i · 
UnitedHealthcare's confidential and/or proprietary business information, including, but not 
limited to, all information regarding the identities of UnitedHealthcare's providers and the 
rates paid to such providers. This information and the attached report may be used only by 
the person or entity to which it is addressed and, then, only for the purpose for which it was 
disclosed by UnitedHealthcare. As the recipient of this report, you are responsible and 
liable for using this information only for its stated purpose and protecting it from 
unauthorized disclosure or use. Your obligations in this regard are further explained in the 
applicable administrative services agreement, group policy contract, non-disclosure 
agreement or other applicable contract or law. Please note that the report you have received 
may contain protected health information (PHI) and must be handled according to all 
applicable contractual obligations as well as applicable state and federal law, including, but 
not limited to, HIPAA. Individuals who misuse PHI may be subject to both civil and 
criminal penalties. 

852 



Sample 
Report: Retrospective Savings Summary: Prior Authorization (PA) Edit 

Reporting Period: 01/01/2018 - 12/31/2018 

Cost Type: Ingredient Costs 

Number of paid claims for all edit medication processed 

Number of cases hitting the clinical edit hard stop 

Number of PAs requested 

Number of PAs approved 

Number of PAs denied 

Net Savings (Ingredient Costs) 

% of Drug Spend: All Medication (Ingredient Costs) 
W1¥flllIM 

¥11%-

:•J·· 
THERAPEUTIC CLASS 

l ANTIPSORIATICS 

2 MULTIPLE SCLEROSIS AGENTS 

3 BONE DENSITY REGULATORS 

4 ANTI FUNGALS - TOPICAL 

5 ANTICONVULSANTS - MISC. 

ij ANTHELMINTICS 

7 IRRITABLE BOWEL SYNDROME (IBS) AGENTS 

S ANTIPRURITICS - TOPICAL 

9 ANALGESIC COMBINATIONS 

10 OPHTHALMIC IMMUNOMODULATORS 

Drug Spend: All Medication (Ingredient Costs) Wi:liJi!@M • 11 OPHTHALMIC INTEGRIN ANTAGONISTS 

Drug Spend: Edit Medication (Ingredient Costs) Wf!uf:11rW 12 ANTIEMETICS - MISCELLANEOUS 

13 LOCAL ANESTHETICS - TOPICAL 

1' PROPROTEIN CONVERTASE SUBTILISIN/KEXIN TYPE 9 INHI 

- ------------ ------- ------- 15 ANDROGENS 

• Includes costs for all medication (i.e. both edit and nan-edit medication) 

MEDICATION 
1 STELARA 
2 BETASERON 

3 FORTEO 

• TALTZ 
5 TREMFYA 

6 COSENTYX SENSOREADY PEN 

7 LAMICTAL 

8 JUBLIA 

9 ALBENZA 

10 DOXEPIN HYDROCHLORIDE 

11 VANATOL LQ 

12 RESTASIS 

13 VIBERZI 

14 XIIDRA 

15 LINZESS 

~ UnitedHealthcare 

NUMBER OF CASES PA'S REQUESTED PA APPROVAL 
18 11 100.00% 
4 3 100.00% 
2 2 50.00% 

18 0 0.00% 
7 0 0.00% 
5 0 0.00% 

13 8 100.00% 

8 0 0.00% 
2 0 0.00% 

10 0 0.00% 
15 0 0.00% 

8 0 0.00% 
14 3 66.67% 
3 0 0.00% 
6 0 0.00% ---

TYPE NUMBER OF CASES PA'S REQUESTED PA APPROVAL 
Specialty-lnj 5 2 100.00% 
Specialty-lnj 2 2 100.00% 
Specialty-lnj 2 2 50.00% 
Specialty-lnj 1 0 0.00% 
Specialty-lnj 3 2 100.00% 
Specialty-lnj 3 3 100.00% 
Non-Specialty 2 0 0.00% 
Non-Specialty 14 0 0.00% 
Non-Specialty 3 0 0.00% 
Non-Specialty 8 0 0.00% 
Non-Specialty 2 0 0.00% 
Non-Specialty 10 0 0.00% 
Non-Specialty 3 0 0.00% 
Non-Specialty 15 0 0.00% 
Non-Speclalty 9 7 100.00% 
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Sample 
Report: Retrospect ive Savings Summary: Prior Authorization (PA) Edit 

Reporting Period : 01/01/2018 - 12/31/2018 
Cost Type: Plan Paid Costs 

Number of paid claims for all edit medication processed 

Number of cases hitting the clinical edit hard stop 

Number of PAs requested 

Number of PAs approved 

Number of PAs denied 

Net Savings (Plan Paid Costs) Mtt•@tmtM 
% of Drug Spend: All Medication (Plan Paid Costs) ji£.W 

Drug Spend: All M edicati on (Plan Paid Costs) W11Ql'f€W • 
Drug Spend: PA M edication (Plan Paid Costs) Wiit:PJ#IW 

- - - --- - ---------- ---------- - -
• Includes costs for all medication (i.e. both edit and non-edit medication) 

~1-

THERAPEUTIC CLASS 
l ANTIPSORIATICS 

2 MULTIPLE SCLEROS IS AGENTS 
3 BONE DENSITY REGULATORS 

4 ANTI FUNGALS - TOPICAL 
S ANTICONVULSANTS - MISC. 
6 ANTHELMINTICS 
7 ANTIPRURITICS - TOPICAL 

8 IRRITABLE BOWEL SYNDROME (IBS) AGENTS 
9 ANALGESIC COMBINATIONS 

10 OPHTHALM IC IMMUNOMODULATORS 

11 LOCAL ANESTHETICS - TOPICAL 
12 OPHTHALMIC INTEGRIN ANTAGONISTS 
13 ANTIEMETl(S - MISCELLANEOUS 

14 PROPROTEIN CONVERTASE SUBTIUSIN/ KEXIN TYPE 9 INHI 

15 ACNE PRODUCTS 

~1-. 

MEDICATION 
l STELARA 
2 BETASERON 

3 FORTEO 

4 TALU 
S TREMFVA 

:•: 

6 COSENTYX SENSOR EADY PEN 

7 LAMICTAL 
8 DOXEPIN HYDROCHLORIDE 

9 JUBLIA 

10 ALBENZA 
11 VANATOL LQ 

12 RESTASIS 

13 VJBE RZI 
1, UDOCAINE 
15 XIIDRA 

W UnitedHealthcare' 

NUMBER OF CASES PA'S REQUESTED PA APPROVAL 
18 11 100.00% 
4 3 100.00% 
2 2 50.00% 

18 0 0.00% 
7 0 0_00% 
5 0 0.00% 
8 0 0.00% 
13 8 100.00% 
2 0 0.00% 
10 0 0.00% 
14 3 66.67% 
15 0 0.00% 
8 0 0.00% 
3 0 0.00% 

32 10 100.00% 

TYPE NUMBER OF CASES PA'S REQUESTED PA APPROVAL 
Specialty-lnj 5 2 100.00% 
Specialty-lnj 2 2 100.00% 
Specialty-lnj 2 2 50.00% 
Specia lty-lnj 1 0 0.00% 
Specialty-lnj 3 2 100.00% 
Specialty- lnj 3 3 100.00% 
Non-Specialty 2 0 0.00% 
Non-Specialty 8 0 0.00% 
Non-Specialty 14 0 0.00% 
Non-Specialty 3 0 0.00% 
Non-Specialt y 2 0 0.00% 
Non-Specialty 10 0 0.00% 
Non-Specia lty 3 0 0.00% 
Non-Specialt y 14 3 66.67% 
Non-Specialty 15 0 0.00% 
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NET SAVINGS 
$148,641 
$43,726 
$32,920 
$28,443 
$23,809 
$19,818 
$17,103 
$16,501 
$13,189 
$12,097 
$9,132 
$7,607 
$7,454 
$7,055 

S5~523 

NET SAVINGS 
$62,852 
$43,726 
$32,920 
$31,622 
$29,979 
$23,498 
$22,803 
$21,613 
$17,330 
$16,501 
$13,189 
$12,097 
$9,387 
$9,132 
$7.717 
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NET SAVINGS 
$136,219 
$40,556 
$30,954 
$24,460 
$21,784 
$19,803 
$18,237 
$14,391 
$14,369 
$9,896 
$7,307 
$6,753 
$6,067 
$5,711 
$5,503 

NET SAVINGS 
$55,642 
$40,556 
$30,954 
$30,901 
$27,763 
$21,539 
$20,863 
$18,237 
$18,190 
$17,496 
$14,369 
$9,896 
$8,016 
$7,307 
$6,753 
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St t f N b k RFP 6102 21 I <?llt.':,lion 1 I !·i1J '.-:ti;,((J(II(, a e o e ras a l-xclll':,iui 1:; 

Due to the size of the requested attachment, we have included it electronically. 

I UnitedHealthcare' 
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I Question 1 .162- Pharmacy 
State of Nebraska RFP 6102 21 Disruption Report 

Due to the size of the requested attachment, we have included it electronically. 
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IJJJ UnitedHe.althcare· 

Ab'bon Owwrk. Mr ter Diabetic Meters Non-Formulary" 
Al>Mifvdl_M,.blot& Mental Heal1h X 

Ability tablets Mental Health X Brand Only 

AbilifvMyCite Mental Health X X 

Absorica Acne 
Abstral Pain - Cancer 
Acanya - 1.2 - 2.5% Skin Conditions - Acne • r 
Accu-chek diabetes test strips Diabetic Test Strips X Non-Formutarv" 
Aceon High Blood Pressure 
acetaminophen 325 mg/caffeine 30 Pain 
mq/dihydrocodeine 16 ITIQ tablet 
Aciphex Heartburn , Renux, Ulcers • Brand Only 
Aclphex Sprinkle Heartburn, Reflux, Ulcers Ii • 
Actemra (subcutaneous formulation) Inflammatory Condilions 

Actk:late Infections • 
Actimmune Infections X X . - Pail- Cancer • • X Brand Only 

A<tonel OsleoPO(os'5 
-•Met Diaber.s 
Actoplus Met XR Diabetes ·X 

Ac1os Diabetes . BrandOnty 
Acuvail Ophthal mic Agent$ 

Ac.one Skin Conditions - Acne • 
Adaqen Enzyme Deficiency 
Adcirca Pulmonary Hypertension • • 
Adderall ADHD •' Brand Only 

Adderall XR"· ADHD X .~· Generic Only 

Addyi Sexual Dys function 
Adefovir Dipivoxil HepatitisB 
Adempas !'wtnCMry Hyporu!rmlon 
Admelog I Admelog Solostar Diabetes • 
Adoxa Pak In fections 
Adnmac:llck Severe Allergic Reactions 
~ v1tr OfS litU:S I Adv:alr HFA Aslhma / COPD 
Advale Hemophilia . • 
Advicor High Cholesterol 
Adynovate Hemophlia • • 
Adzenvs XR AOHD X •' X 

Aomcolo Anti--lntective . 
Aerospan Asthma / COPD 
Armitor/AfinitorDisperz Cancer 
Afrezza Diabetes 

Afstyla Hemophilia • 
Aimovig Migraine • T 

Ainluo Respiclick Asthma /COPD X Brand Only 

Aktipak 3%/So/. Skin Conditions • Acne • • 
Albenza lnfecilons " ,: 
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Ste Auth:~:~~t1on/ Desig~ated Permanent Select Extended Brand Ov-;r L1m1ted Meds 
Med1cat1on Name Therapeutic Use Supply L1m1t Not1f1cat1on T p M d" 

1 
Specialty E . Cxford Only" Half-Tab Designated Multiple Copay . . Refill and Save . @ 

herapy NC:e~:ty Network xclus,on Pharmacy Packagmg List Genenc Mail 

Alcensa 

Aldara cream 

Aldyxin 
Alevieyn Antipruitic Gel 
Alevicvn Antipruitic Sq 
Alevicvn Dermal Spray 
AUeqra suspension 
Alleara-D 12 & 24-hour 
Allzital 
Alora 
Alpha~an P 
Alphanate 
Alphanine SD & Alphanine SO 
Heat/Treat Solv 
Alprolix 
Alrex 
Alsuma 
Attabax. 
Altreno 
Altoprev 
AlunbriQ 
Alvesco 
Ambien 
AmbienCR 
Amerqe 
Amethia/Amethia Lo 
Amitiza 
Amlodipine I Atorvastatin (generic 
Caduen 
Amphetamine / dextroamphetamine 

Cancer 
Skin Conditions - Actinic 
Keratosis 
Diabetes 
Skin Conditions 
Skin Condition~ 
Skin Conditions 
Allergies 
Alergies 
Pain - Headache 
Hormone Replacement 
Ophthalmic Agents 
Hemophilia 

Hemophilia 

Hemophilia 
Ophthalmic Agents 
Migraine 
Skin Conditions - Infections 
Skin Conditions - Acne 
High Cholesterol 
Cancer 
Asthma /COPD 
Sedative Hypnotics 
Sedative Hypnotics 
Migraine 
Con tracephves 
Constipation 

High Blood Pressure I Cholestei 

extendad-n!lease (generic Adderall ADHD 
XRJ" 
Ampyra 
Amrix 
Amturnide 
Anafranil 
Analac,ram E kit 
Androderm 
Andr~el packets and pump 
Anoro Ellipta 
Antara 
Anusol HC Suppositorv 
Anzemet 
ApexlCon E cream 
Apid~ I Ai»d~ ScJosiar 
Apktnzin 
Aookvn 
AptensioXR 
Aptiom 
Aptivus 
Aqua Gtycolic HC 
Aranesp 
Arcalyst 
Arcapta Neohaler 
Aricept - 23 mq only 
Arikayce 
Arimidex 
Arixtra 
ArmonAir Respiclick 
Aromasin 
Arunitv Ellipta 
Arvmo ER 
Asacol 

Multiple Sclerosis 
Overactive Bladder 
High Blood Pressure 
Mental Health 
Skm Conditions - Dermat1t1s 
Testosterone Replacement 
Testosterone Replacement 
Asthma/COPD 
High Cholesterol 
Hemmoroids 
Nausea 
Skin Conditions - Dermatitis 
Diabetes 
Mental Heald, 
Parkinson's Disease 
AOHD 
Seizures 
HIV 
Skin Conditions - Dermatitis 
Anemia 
lmmunomodulators 
Asthma/COPO 
Dementia 
Lung Disease 
Cancer 
Anticoagulant I Platelet Inhibitor 
Asthma / COPO 
Cancer 
Asthma / COPD 
Pain 
GI Agents 

X 

X 

X 

X 

• • 

~ 

• • 

• 

x-' 

x' 

X 

• 
y 

1 

1 

• 

11 . 
• • 
( 

' 

Brand Only 

X 

• Brand Only 

• 

' Brand Only 

Brand Only 
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Ste Auth:~:~~tronl Designated Permanent s:lect Extended Brand Over . L1m1ted Meds 
Med1cat1on Name Therapeutic Use Supply Um1t Not1f1catlon T p M d" 

1 
Specialty E 

I 
Oxford Only" Half. Tab Designated Multiple Copay p k . L G . Refill and Save M .

1 
@ 

herapy Ne;e~:~ty Network xc us,on Pharmacy ac aging 1st enenc a, 

= HD•"'°'""'"" fo.-mojorlly.. GI Agents 

Ascensia diabetes test strips Diabetic Test Strips • Non-Formulary'I 
Asmalp,ed / Asmalpred Plus Asthma 
Asmanex / Asmanex HFA Aslhma/COPD I 

AstaqrafXL Transplant 
Astela'1 Allergies Brand Only -- ABergies ' Atacand Hij;jh Blood Pressure 
Atelvia Osteoporosis X ' Ativan Anxiety Brand Only 
Atopiclair Skin Conditions X 

Atralin Skm Conditions - Acne ~ • • 
Atrapro Antiprullic lfvdn>Qel SkinCon<frtions ' Atrapro Cp Skin Conditions 

--Sllr.ov Skin Conditions 
Atripla HIV 
Atrovent HFA Asthma I COPD X 

AubaQio Multiple Sclerosis X 
Auqmentin Infections Brand Only 
Auqmentin ES-600 Infections Brand Only 
AuQmentin XR lnlections 

AumalAntl-llch " """''"' 
Skin Conditions 

Austedo Huntington's Disease ' • • 
Auvi..Q Severe Allergic Reactions X Brand Only 

Avandia Diabetes 
Avapro High Blood Pressure 
Avar Acne 
AvarLS Acne X 

Avelox Infections Brand Only 
Avinza Pain ' ·• X Brand Only 
Avita cream & qel Skin Condmons - Acne T . X 

Avodart BPH Brand Only Generic Only 

Avonex Multiple Sclerosis X X ~ 

Axert Migraine ' Brand Only 
A><iron Testosterone Replacement 
Azasite Ophthalmic Agents 
Azelex Slik,--- 1\<nO .. 
Azilect Parkinson's Disease Brand Only 
Azopt Ophthalmic Agent& X 

Azo, High Blood Pressure ' Baclroban Cream \ Baetroban 
Skin Conditions - Infections X Ointment 

Batversa Cancer 
Banzel Seizures • 
Baraclude Hepatitis 8 • Tablets Brand Only 

Basaqlar Diabetes X 

Baver Diabetic Meter Diabetic Meters 
Bebulin HemophUia 
BeconaseAQ Allergies • 
Belbuca Pain y 

Belsomra Sedative Hypnotics X • 
Benef,x Hemophilia 
Benicar High Blood Pressure Brand Only 
BenicarHCT High Blood Pressure Brand Only 

Benlysta 
Systemic Lupus 
Erythematosus 

BenzaClhl Skin Concfrtions • Acne • Brand Only 
BenzaClin kit Skin Conditions - Acne 
BenzaClin pump Skin Conditions • Acne 
Banzamvcin Skin Conditions - Acne 
8ef'.lia:0Qtll I BonzB'oai, Ultn Skin Conditions - Acne 
Benznidazole Antiparasitic • 
Sepreve Ophthalmic Agents • 
Berinert H""'®>r, AnJ1')C<lcmo . ' 
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Ste Auth:~::~t1on/ Designated Permanent S~lecl Extended Brand Over LJmtted Meds. 
Med1cat1on f\.ame Therapeutic Use Supply um1t f\Jot1f1cahon p M . Specialty E 

I 
Oxford Only' Half- Tab Designated Multiple Copay P k . L G . Refill ~no Savo /1.i .

1 
@ 

Therapy ed1cal Network )IC u s 1on Pharmacy ac aging 1s1 enenc la1 

e...Jvanco 
Bet.apace 
Betaseron 
Bethkis 
Betirnol 
Bevespi 
BevYX"' 
Bevaz 
Binosto 
Boniva 
Bonlesta 
Bosulif 
Brattovi 
Bravelle 
BrNt.e. Diabetes Test Sb'ips 
Breo Ellipta 
Brilinta 
Brimatoprost (LumiQanl 
Brisdele 
Brivsact 
Bromdav 
BromSrte 
Brovana 
Brvhali 
Bulk Powders 
Bunavail 
Buphenyl 
Buprenorphine (qeneric Subutex) 
BupNnOrphine/nak>xone 
(qeneric Suboxone) 
Butalbital/Acet/Caffeine 
Butalbrtal/Acet/Caffeine Fionc.t 
Butalbital/Acet/Caffeine/Codeine 
Fioric.et w/Codeine 
Butalbrtal/Acetaminophen/Caffeina/C 
odeine Phosphate 50 mg/300 mg/40 
mg/30 mg (generic Fioricet with 
Codeine) 
Butorphanol NS 
BulJans 
Bydureon 
Byetta 
Bvvalson 
Cablivl 
Cabometvx 

c.duot 

Calquence 
Cambia 
Camrese/Camrese lo 
Coprelsa 
Carafate 
Cart>aQlu 
Cardizem 
Cardizem CD 
Cardizem LA 
Carosplr 
Carrasvn Hvdroqel Wound DressinQ 
Caverieet 
Cavston 
CMbrax 
Cektxa 
C..llcept 
Cenestin 
CentanyAT 

()pl>ll,>JmicAcjcn" 
Arrhythmias 
Multiple Sclerosis 
Cystic Fibrosis 
Ophthalmic Agents 
COPD 
Anticoagulant I Plate~t Inhibitor 
Contraceptives 
Osteoporosis 
Osteoporosis 
Nausea 
Cancer 
Cancer 
Infertility 
Diabetic Test Strips 
Asthma/ COPD 
Anticoagulant I Platelet Inhibitor 
Ophthalmtc Agents 
Hormone Replacement 
Seizures 
Ophlhalmic Agents 
Ophthalmic Agents 
Asthma/COPD 
Skin Conditions 
Compounds 
Opioid Dependence 
Endoaine 
Opioid Dependence 

Opioid Dependence 

Pain - Headache 
Pain - Headache 

Pain - Headache 

Pain - Headache 

MiQra:ne 
Pai"l 
Diabetes 
Diabeles 
Hypertension 
Blood Disorder 
Cancer 
High Blood Pressure / 
Cholesterol lowering 
Cancer 
Migraine 
Contraceptives 
Cancer 
Heartburn, RefkJlf Ulcers 
Elevated Ammonia Levels 
High Blood Pressure 
High Blood Pressure 
High Blood Pressure 
High Blood Pressure 
Skin Conditions 
Erectile Dysfunction 
Cystic Fibrosis 
Pain - lnffammalion 
Mental Health 
Transplant 
Hormone Replacement 
Skin Conditions - lnfec1tons 

Nt!cess11y 

Brand Only 

X 

• • . 
X 

• 
X 

• 

X 

• • 
X • • 

X X • X 

X 

X 

• • • 
X 
y 

y 

X 

X 

• 
• 
X 

Brand Only 
Brand Onty 
Brand Only 

X 

X . 
X Brand Only 

Brand Only 
Brand Only 
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Ste Auth:~:~~tmnl Desig~ated Permanent S~iect Extended Brand Over L1mrted Meds 
Med1cat1on Name Therapeutic Use Supply L1mrt Notrf1cat1on T p M . Specialty . Oxford Only· Halt- Tab Designated Multiple Copay . . Refill and Save . @ 

herapy N~=~~~y Network Exclusion Pharmacy Packaging List Generic Mall 

Cequa Ophthalmic Agents 
Ceracade Skin Conditions 
Cerdelga Enzyme Deficiency 
Celrotide Infertility 
Chenodal Endocrine 
Chlorzoxazone • 250 fflR Muscle Relaxant 
Cholbam Enzyme Deficiency 
Choline fenofibrate (generic Trilipix) High Cholesterol 
Chorionic Gonadotropin Infertility 
Cialis Erectile Dysfunction • i ~ 

Ciclodan Kit Skin Conditions - Infections 
Cimzia lnllammatory Conditions ~ 
Cinryze Hereditary Angioedema 
Cipro HC Infections 
Cipro suspension Infections X 

ClarifoamEF Skin Conditions - Ame Brand Only 
Clarinex I Clarinex-D Allergies X 

Cleocin-T Skin Conditions - Acne •. 
Climara I ClimaraPro Hormone Replacement . Brand Only 
Clindacin Pac Skin Conditions - Acne 
Clindaqel Skin Conditions - Acne 

Clindamycin 1%lbenzoyl peroxide 5% Acne 

Clindamycin 1.2%/benzoyl peroxide Acne 
5% 
Clindamycin/benzoyl peroxide Skin Conditions ... Acne • topical Qel 50 R (Qeneric Benzac:lin) 
Clobolo,ol 0Jl5\l on,ollion1 loam Skin Conditions • Dermatitis 
(qeneric Olux-E) 
Clobetasol O.OB'k foam (generic Skin Conditions .. Dermatitis 
Olux) 
Clobetasol 0.05% lotion (generic 

Skin Conditions • Dermatitis 
Clobex) 
Clobatasol shampoo Skin Concfrtions 
(generic Clobex Shampoo) 
Clobex Skin Conditions • Dermatitis ~ 

Clobex lotion Skin Conditions • Dermatitis 
Clobex shampoo Skin Conditions • Dermatitis 
Clodan kit Skin Conditions .. Dermatiti& > 
Clodenn Skin Conditions • Dermatitis . • 
Clodenn cream Skin Condmons - Dermatitis Brand Only 
Clomipramine Mental Health 
Coaaadex Hemophttia . 
Codeine/Acet Tylenol and Codeine Pain 
L1.bkt1:s and -'COluUon 
Codeine / phenylephrine I 

Cough/Cold • .. 
prornethazine 
Codeine / promethazine Cough/Cold 
Colazal GI Agenls Brand Only 
Colcrys Gout Non-Formulary" 
Combiqan Ophthalmic Agents 
CombiPateh Hormone Replacement 
Combivent Respimat Asthma/COPD 
Combivir HIV 
ComelriQ Cancer .. 
Comfort Pac Tizanadine Muscle Relaxant 
Complera HIV 
Concerta ADHD . x' Generic Only 
Contour Diabetes Test Ships Diabetic Test Strips • 
Conzip Pain • • 
Copaxone Multiple Sclerosis . X ,. l:lrand & Non-Mylan 

20mg only r ......... n ... 
Copegus Hepatitis C . 
Copiktra Cancer 
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Conlran Skin Conditions - Dermatitis 

Cordran Tape Skin Conditions - Dermatitis 
Coreq CR High Blood Pressure 
Corifact HemoPhilia 
Corlanor Heart Failure 
Cosentvx Inflammatory Conditions 
Cosopt PF Ophthalmic Agents 
CoteUic Cancer 
Cotempla XR-ODT ADHD 
Coz.aar High Blood Pressure 
Crestor High Cholesterol 
Crinona Homtone Replacement 
Crixivan HIV 
Cuprimlne Wilson'; Disease 
Cutivate lotion Skin Conditions - Dermatitis 

CyclosporinelCyclosporine Modified Transplant 

Cymbalta Mental Health 
Cvabtdane Endocrine 
CvstaQon Endocrine 
Cvstaran Ophthalmic Agents 
D. H. E.45 Pain - Headache 
Daklinza Hepatitis C 
Daliresp COPD 
Daraprim Anti-infective 
Daurismo Cancer 
Daxbia lnrectiona 
Oaytrana ADHD 

Decadron Oral Steroid 
Delos Skin Conditions - Acne 
Delzicol GI Agents 
Oenavir Infections 
Dec,akaa Seizures 
[)epakote ER Seizures 
o.pen Tibatabs Endocrine 
Oepo-Provera Conh"aceptives 

Denna-Smoothe FS Skin Conditions • Dermatitis 
Oc:,rm.a.sorb AF l.0.5~ Skin Conditions • Infections 
Oennasorb XM 3go.1. Kit Skin Conditions · Infections 
Desloratadine (generic Clarinex) Allergies 
Desonate Skin Conditions - Dermatitis 
DesOwen Skin Conditions - Dermatitis 

Desoxyn ADHD 
Oesvenlafaxine Mental Health 
Desvenlafaxine ffumarate) Mental Health 
Oetrol Overactive Bladder 
Detrol LA overactive Bladder 
Dex.com G-4 Platinum Diabetes 
Oexcom G5 Platinum Diabetes 
Dctxc:.om G, Pl.mn~m Diabetes 
Dex.com Sensor Diabetes 
Dexcom Transmitter Diabetes 
Dexedrine ADHD 
Dexilant Heartburn. Reftux . Ulcers 

llutrDstat ADHD 
Diab Skin Conditions 
Diab F.O.G. Freeze-Dried Skin Conditions 
Diabebc Test Strips Diabetic Test Strips 
Diabetic Lancing Device Diabetic Lancing Device 
Diacomit Seizures 
Diastat Seizures 
Dibenzvline High Blood Pressure 
Diclegis Nausea 

• • 
• 
. • • • 

. • 
• 

• • 

' • .. 

x' . 
x' 

" 

Cream & Loton Br.ind 
Onlv 

.. 

Brand Only 

Brand Only 

X 

Brand Onty 

Brand Only 
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Didanosine HIV 
Olno-rin CfVam. ip,11 & lotion Sjo,, C011,l;!lorft - M,,e • • • • 
Dificid Infections 
Diflorasone diacetate Skin Conditions 
Dihydrocodeine/Acet/Caffeine Pain - Headache 
Diovan High Blood Pressure Brand Only 
Diovan HCT Hi~h Blood Pressure Brand Only 
Disalcid Pain Brand Only 
Dotophine HCI Pain 
Donepez:il • 23 mq (qenerii; A~ Dementia 
lloplelet Hematologic 
Doryx lnfectiong X 
Dovonex Skin Conditions • Dermatitis . 
Doxycydine 75 mg (generic Infections • Monodoxl 
Ouac I Duac CS Skin Conditions - Acne ' • 
Duavee Hormone Replacement • 
Duetact Diabetes 7 

Ouexis Pain • • 
Dulera Asthma !COPO ' • ) 

[luopa Parkinson's Disease • 
Dupixent Skin Conditions - Dermatitis • ' . • 
OuraQeSic Pain ' • • Brand Only 
Durezol Ophthalmic Agents 
Durlaz.a Anticoagulant/ Platelet Inhibitor 
Dutoprol High Blood Pressure 
Duz.alto Gout • ' Oyanavel XR ADHD I ,' ' [)ymistl Allergies • • 
Dvnacin Skin Conditions - Acne Generic Only 
E.E.S. 400 lntections Brand Only 
econazole nitrate cream Skin Conditions - Infections 
Ecoz.a Fungal Infections 
Edex Erectile Dysfunction 
Edlua< Sedative Hypnotics 
Edur.mt HIV 
EffexorXR Mental Health SrandOntv 
Efftent Anticoagulan t I Platelet Inhibitor X Brand Onfy 
Egrilta Endocrine 
Elestat Ophthalmic A!=lents 
6etone J Eletone Twinpack Skin Conditions 
Elidel Skin Conditions - Dermatitis 
EJigard Hormone Replacement 
Eliquis Anticoagulant I Platelet Inhibitor >t 
Ella Contraceptives X 

Etoctate Hemophilia 
Emactine Ophthalmic Agents 
Embeda Pain 
Emend Nausea X 

Emftaza Duchenne Muscular Dystrophy 
Emqalitv Migraine . . . 
Emlriva HIV 
Emutsk>nSb Skin Conditions X 
Ernverm Infections . . 
Enable• Ovetactive Bladdef" • e.ioreu Eob~ Mini ln6ammatorv Conditions X • 
Endari Sickle Cell Disease 
Endometrin Hormone Replacement 
Enstilarfoam Skin Con<frtiomi • Dermatitis 
Entecavir Hepatitis B ~ 

EntocortEC GI Agents Brand Only 
Entresto Heart Failure ' . 
Entty Skin Conditions 
Envarsus XR Transplant 
Epaned High Blood Pressure 
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Epclusa Hoo,mi,,C • 
EpiCeram Skin Conditions :r 
Epidiolex Seizures 
Epiduo Skin Conditions - Acne 
Epiduo Forte Acne X X 

EpiPen I EpiPen Jr Severe Anergic Reactions X Brand Only 

EJ>ivir HIV 
EpivirHBV Hepatlti& 9 
Epo~en Anemia 
EP2icom HIV • Brand Only 
Erqomar Migraine . X 

Erivedge Cancer X X 

Erleada Cancer X X 

Enauo Fungal Infections 
Esbriet Pulmonary Fibrosis 
Estrace Honnone Replacement 
Estrasorb Hormone Replacement 

Estrfn!:I Hormone Replacement ~ 

Estl"Q!:lel HRT Hormone Replacement ' Eucrisa Skin Condttions - Dermatitis . 
Evekeo ADHD ,' 
Eversen5e Sensor, Transmitter Diabetes ' Evista Osteoporosis Brand Only 

Evo1az HIV X 
Evzio Narcotic Overdose X • X 

Exal<lo Pain X • • Brand Only 
Exek>n Patch Alzheimer's Disease 

Eltf"""' High Elood Pres~e 

Exforge HCT High Blood Pressure 
Generic is Non-

Formulary 

&jade Iron Overload 
Extavia Multiple Sclerosis 
Fabk>r Skin Condrtions - Acne 
Falessa kit Contraceptives 

Famvir Infections 
Fanapt Mental Health 
Farxif;:ia Diabeles . 
Farvdak Cancer ' ' • 
Feiba, Feiba NF & Feiba VH lmmuno Hemophilia • 
Felbatol Seizures X y 

Fernan, Cancer Brand Onty 

Femrinq Hormone Replacement 

:...-::~rate - 43 mg, 130 mg (generic High Cholesterol 

~:~~tate - 48 mg, 145 mg (generic High Cholesterol . 
r~~e -50 mg, 150 mg (generic High Cholesterol 

~q::-:raz:~:r~)rng, 
134 

mg, 
200 

mg High ChOlesterol 

Fenofibric acid (Aef)enc Fibricor) High Cholesterol 
Fenoqlide High Cholesterol 
Fenortho Pain • 
fentanyl citrate bulk poWder Pain - Cancer 
Fentanvl Transderrnal Patches Pain • X 

Fentora Pain - Cancer 
Ferriprox Iron Over1oad 
Fetzima Mental Health 
Fiasp I Fiasp Flex Diabetes 
Fibricor High Cholesterol 
Fiorieet with Codeine - 50 mg/300 Pain - Headache 
m!ll40"""3GfflA 
Fioricet with Codeine - SO mg/325 Pain - Headache Brand Only 
mq/40 mq/30 mq 
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Firazvr - Hefodloty~ 
Firdapse Cancer 
finnaqon Endocrine 
First Proqesterone Hormone Replacement 
Flector Pain - lnf\ammation 
Fk>fiptd High Ch•sternl 
Flomax BPH 
Flonase Allergies • 
fk>,pred Inflammatory Conditions 
Flovent Diskus & Flovent HFA Asthma/ COPD y 

Flowtuss Cough/Cold . • ' Floxin Otic ln rections Brand Only 
Fluocinolone 5'cin Conditions - Dermatitis ~ 

Fluoroplex 1°1, Cancer 
fluorouracil 0.5% cream (Carac Skin Conditions - Keratosis 
authorized Qenerie) 

Fluoxetine - 60 mg Mental Health 

Fluoxetine (generic Prozac) - 10 mg Mental Health • .. -Focalin ADHD ' FocalinXR ADHD A 
,, 

Folli5timAQ Infertility 
Foradil Asthme/COPD 
Forfwo XL Mental Health 
Fortamol Diabetes • . 
Forteo Osteoporosts • ' Fortesta Gel Testosterone Replacement " . ' Fosranol Chewable Tablets Elevated Phosphate Levels Brand Only 
fraqmin Anticoagulant I Platelet Inhibitor .• 
Freestyle diabetes test strips Diabetic Test Strips . Non-Formulary" 
Freestyle lnsulinx diabetes test Diabetic Test Strips . Non-Formulary' 
strips 
Freestvle Libre Diabetes y 

Frova Migraine . Generic Only-
Advantage PDL 

Fuzeon HIV 
Fycompa Seizure$ 
Galafold Fabry Disease 
Gani~IK: Acetate Infertility • 
Gattex Endocrine 
Gelnique Overactive Bladder 
Genadur Kit Brittle Nails 
Gendur Skin Conditions 
Generess FE Contraceptives ' Gen!,raf Tran5J)lant • 
Genotropin Growth Hormones X X • ' Genvoya HIV • 
Geodon Mental Health ' Brand Only 
Giazo GI Agents 
Gilenva Multiple Sclerosis 
Gilotrif Cancer 
Glatopa Multiple Sclerosis ' ' . • GleeYec Cancer . ' • Brand Onty 
Glu~on/Gluca~en Diabetes • 
Glucophas,e XR Diabetes • 
Glumetza Diabetes X 

Glveata Excessive Secretions 
Glyxambi Diabetes . 
Gocovri Parkinson's Disease X • 
Golvtelv GI A9enls • 
Gonal-F/Oonal..f" RFF Infertility 
GoNitro Chest Pain 
Gra.lise Pain - Neuropathy X 
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Granisol Nausea 
Granix Neutropenia 
Grastek Allergies 
H.P.Acthar Endocrine 
~rda Hereditary Ang.oedema . • 
Haloq Skin Condioons - Dermatitis X 
Harvonl Hepatitis C 
Hecoria Transplant 
Helidac H Pylori AQent • ' Hellxate FS HemophUia • • • 
Hemanqeol Birthmark {Hemangtoma) 
Hemlibra HemophUia • X • 
Hemofil M Hemophilia • 
Hepsera Hepatili5 B ' Hetlioz Seep/V\lake Disorder in the Elin X • ~ • 
Horizant Seizures • X 

HPR I HPR Plus Skin Conditions . 
HPR Plus Hvdroqel Skin Conditions • 
HPR Plus/MB Hydroqel Skin Conditions X 

Huma~ Diabetes 
Humak,q Mix 50150 Diabetes 
Humalog M~ 75125 Diabetes . 
Human Chorionic Gonadotropin Infertility 
Humate-P Hemophilia 
Humatrope Growth Hormones • 
Humil3 lnlammatory Conditions • 
Humulin Diabetes • 
Humulin 70/30 Diabetes 
Humulin N Diabetes 
Humulin R Diabetes 
Hvcamtin Cancer 
Hycotenbl Cou!il/Cofd 
Hydrocodontil.)C;Ot:limir}Oph@n 51300 

Pain 
~. 10/300 ~ & 1.5'300 ~ 
Hvdrocodone/homatropine Cough/Cold • 
Hylatopic I Hvl.atopic Plus Skin Conditions 
HysinglaER Pain 
lbrance Cancer . 
lcJusiA Cancer • 
ldhifa Cancer 
llevro Ophthalmic Agents 
lklmva Inflammatory Conditions • • X . 
lmbruvA Cancer • ¥ • 
lmitrex nasal spray Migraine ' lmitrex tablets and injection Migraine ) Brand Only 
lmpavido Infections ' X 

lmoovz Skin Coo<frtions • • 
lmuran Transplant Brand Only 

hnvexxv Women's Health 
lnbriii Parkinson's Disease 
lncrelex Growth Hormones • ~ • 
lncruse Ellipta Asthma / COPO X 
lndenll LA HiRt, stood PresSUJe Brand Orly 
lnferqen Cancer • 
lngnozza Tardive OyskinKia X 
lnlvta Cancer . 
lnnohep Anticoagulant/ Platelet Inhibitor • 
lnsutin Pen5'Cartridges (lncll.Ses all 
brands and strengU,s: Apidra 
Solostar, L.intus Solostar, Humulin, Excluding Lantt.Js 
Humulin N, Humulin 70/30, Humalog, Diabetes ' Solostar and 
Humalog Mix 50/50, Humalog Mix Levemir 
75/25, Levemir, Novok>g, Novok>g 
Mix) 
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Insulin Vials (Includes all brands and 
strengths: Apidra, Lantus, Humulin, 
Humulin N, Humulin R, Hum.llin 

Excluding Lantus 
70130, Humalog, Humalog Mix 50/50, Diabetes r 
Hwnafog Mix 75125, Levemir, Novolin 

and Levemir 

R, Novotin N, Novolin 70/30, Novolog, 
Novolog Mix) 

lntelence HIV . 
Intermezzo Sedative Hypnotics X . 
lntron•A Cancer 
lntrovala Contraceptives 
lntuniv ADHD • Brand Only 
lnve,aa Mental Health • Brand Only 
lnvirase HIV V 

lnvokamet Diabetes • 
lnvokamet XR Diabetes • 
lnvolcana Diabetefi • 
lrenka Mental Health 
lressa Cancer • • 
IS4itntr'9H HIV 
lxinity Hemophilia ' • X ~ 

Jadenu / Jadenu Sprinkles Iron Overload 
Jakafl Cancer 
Jalvn BPH ~ 

J.....,,.. /Janumot Xfl Diabetes • 
Januvia Diabetes 
JardiaM:e DiBbeles 
Jentadueto Diabetes 
Jivi Hemophilia 
Jolessa Contraceptives 
JomavPM ADHD 
Jublia Fungal Infections 
Juluca HIV 
Juxtapid High Cholesterol 
Jynarque Endocrine X 

Kadian Pain . 
Kaletra HIV 
Kalvdeco Cystic FibrOSfS 
Kapvay ADHD 
Karbinal ER AllerSJies ' Kazano Diabetes X ..--111~~"'~-=·· .. 
KenaloQ Skin Conditions - Dermatitis X Brand Only 

=:i:!s. Amorphous Hydrogel Wound Skin Conditions 

Keppra Seizures 
KeppraXR Seizures 
Keralac Skin Conditions - Infections • 
Koralyt Scalp Kt 5G1 Condtioni - Infections • Kerydin FunRal Infections 
Kotocon Skin Conditions - lnfecliom 
Ketocon.u:ola 2% c:ro.:am Skin Conditions - Infections 
Ketodan Skin Conditions - Infections 
Kevevis Paralysis secondary to potassiu . 
Kevz.ara Inflammatory Conditions • Khedezla Mental Health . 
KmoNn Inflammatory Conditions X 
Kisqali Cancer • X 
Kitabi$ Pak Cystic Fibrosis X X 
Koate Hemophilia 
Koata-OVI Hemophilia 
KOQenate FS, Koqenate FS Bio-Set Hemophilia 
Koml>\glyze XR Diabetes 
Kor1vm Endocrine X 
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KOV"atuv lfomopl,ii.a 
Kuvan Endocrine • 
Kvnamm High Cholesterol ~ 

L..amictal Seizures 
l..amc<al ODT Seizures • • 
LamictalXR Seizures • 
L.amisil ~ranules and tablets Fungal Infections X 
L.amivudine Hepatitis B 
~in• ER, L.amotrigine ODT Seizures • 
lansoprazole Heartburn. Reflux . Ulcers 
Lantus Olabet .. • 
Lantus SoloST AR Diabetes 
Lastacaft Ophthalmic Agents 
Latuda Mental Health 

l..azanda Pain - Cancer 
Lenvima Cancer 
Lescol High Chofesterol 
Lescol XL High Cholesterol X • Brand Only 

Letalris Pulmonary Hypenension 
Leukine Neutroperna 
l.euprolide l1_. Rop11oe"""" 
~=~:~buterol nebs (generic Xopenex Asthma I COPD 

Levemlr Oiabet8$ 
Levemir Flexpen Diabetes 
L.evttn Erectile OyslJnction • , 
Levono~-eth Contraceptives 
levorphanol Pain • 
Lexapro tablets Mental Health Brand Only 

LOJ<ette Skin Conditions - Dermatitis 
Lexiva HIV 
Lil>nlx GI Agents Brand Only 
Lidocaine 5°;, ointment Pain - Neuropalhy X 
Udoderm Pain - Neuropathy ~ " Brend Only 
Lindane shampoo Lice X 

Linzess Constipation X X 

Lil)ltor Hi!'.lh Cholesterol . Brand Onty 

Lioofen High Cholesterol 
Liptruzet High Cholesterol 
Uvalo High Cholesterol 
Livixil Pak Pain 
Locokl lic,ocream Skin Condition$ - Dermatitis X .r 
Locoid lotion Skin Conditions - Dermatitis • ~ 

Locort Oral Steroid .. 
Lodosvn Parkinson's Disease Brand Only 

Lofibra High Cholesterol 
Lok~ma High Potassium 
Lonhala Maanair Asthma I COPO X • 
Lonsurf Cancer • • 
Loprox Shampoo Fungal Infections Brand Only 
Loprox Suspension & Cream Infections Brand Only 
l.orbrena Cancer 
Lonone Muscle Relaxant 
Losa.- High Blood Pressure 
Loseasonique Contraceptives 
Lotemaxgel Ophthalmic Agents " 
Lotemax sokltion Ophthalmic Agents 

Lotrisone Skin Conditions - Dermatitis 
Lotronex GI Agents • . Brand Only 
Lovaza High Cholesterol • Brand Only 

Lovenox Anticoagulant I Platelet lnhibito' 

Lucemyra Opioid Wrthdrawal Symptons X • 
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Lu ... tk 
Lunesta 
Luvox CR 
luxjq 
Luzu 
Lynparza 
Lvrica 
Lvrica CR 
Lvsteda 
Mavenclad 
Mavik 
Mavvrel 
Mavzent 
Mualt I Maxalt-MLT 
MB Hydroqel 
MedroxyproQesterone Injectable 
MC'dlronlc Enll\c $en501' 
MedlrOnk G....-dlot, REAl.-Timo 
Continuous Glucose Monitoring 
System 
Medtronic Mini-Link Transmitter 
Medtronic Sot-sensor 
Mekinist 
Mektovi 
Melphalan 
Menopur 
Menostar 
Mephyton 
Mepron suspension 
Mesalamine Enema 
Meladate CD 

-ER 
Metaxatone 
me1hadone 
Methadone tntensol 
Methadose 
Methylin 
Methylin ER 

Ophthalmic Agents 
Sedative Hypnotics 
Mental Health 
Skin Condition~ • Dermatitis 
Skin Conditions - Infections 
Cancer 
Seizures 
Seizures 
Blood Coagulant 
Multiple Sclerosis 
High Blood Pressure 
Hepatitis C 
Multiple Sclerosis 
M~aile 
Skin Conditions 
Contraceptives 
Diabetes 

Diabetes 

Diabetes 
Diabetes 
Cancer 
Cancer 
Cancer 
Infertility 
Hormone Replacemen t 
Vitamins 
Infections 
GI Agents 

ADHD 
ADHD 
Muscle Relaxant 
Pain 
Pain 
Pain 
ADHO 

ADHD 
Methylphenidate ADHO 
nxto.Dl'Olol lal""lmG • :n .s ma, 75 mq Hypertension 
Metozolv GI Agents 
Metroqel 0.75% Vaqinal Infections 
Metr°"el1% 
Metronidazole 1% gel (generic 
Metrogel) 
Micardis / Micardis HCT 
MicortHC 
Microcvn 
Micronor 
Miqranal 
Minastrln 2, Fe 
1,1;,,i..11o 
Mb,oc::ir, • 50 fflCI , 75 mq , 100 mR 
Minolira · 

MiracH?X ER 
Mirvaso 
Mitigare 
Moderiba 
Moexipril 
Mornexin combo pack 
Monoclate-P 
Monodox 
Mononine 
Mori:aidox Kit 

Skin Conditions - Infections 

Skin Conditions - Infections 

High Blood Pressure 
Skin Conditions - Dermatitis 
Skin Conditions 
Hormone Replacement 
Pain - Headache 
Conlraceptives 
Hormone Replacem ent 
Infections 
Infec tions 
Parkinson's Disease 
Skin Cond'rtions - Rosac;ea 
Gout 
Hepatitis C 
High Blood Pressure 
Skin Conditions - Dermatitis 
Hemophilia 
Infections 
Hemophilia 
lnfec~ons 

• •· .. 

X 

' • 

X 

•' 

x' 
x' 
x' 

C!C@Si.1ty 

• 

• 

X 

X 

Brand Only 

Brand Only 

' 

Brand Only 

Brand Only 

X 

X 

Brand Only 
X 

X 

Brand Only 
X 

X 

Brand Only 
X 

Brand Only 

• 
Generic Only 

X 

' 
Brand Only 
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Morphabond p.,, • • 
Morphine sulfate extended-release Pa1'n 
(qeneric Kadian) 
Moteqrity Constipation 
Motofen GI Agents • 
Movantik Constipation 
MoviPrep GIAgeots 
Moxeza Ophthalmic Agents 
Mozobil Neutropenia 
MS Contin Pain ' x (Brand Only) ~ 

Mulpleta Hematologic • 
Multaq Antlythmias y 

MUSE Erectile Dysfunction • 
Myalept Endocrine • X . 
Mydayis ADHD . ' ' Myfortic Trensplant ~ Brand Only 
Mvorisan Acne ' Myrbetriq Overactive Bladder ~ 

Mvsoline Seizures 
Mytesi HIV Anti-diarrheal . • Naftin Fungal Infections 

Nalofon Pain • 
Nalocet Pain 
Namend.i Mental Health 
Namenda XR Mental Health 
Namzario Alzheimer's Disease 
Naprelan / Naprelan CR Dose Card Pail • Inflammation 
Naprosvn Suspension Pain - lnftammation r 
Nan:an Nasal Spray Narcotic Overdose X 
NasacortAQ Allergiei • 
Nasonex Allergies • 
Natesto Testosterone Replacement • . • 
Natpara Endocrine • ' ' • -· Lice Brand Only 
Neobenz Micro Skin Conditions - Acne X 

Neoral Transplant • Brand Only 
Neosalus I Neosalus Cp Skin Conditions 
Neo-Synalar Skin Conditions - Infections X 

Neo-Svnalar cream Skin Conditions • 
Neo-Svn~lar kit Skin Condrlions • Dermatitis • 
Nertvnx Cancer y • . 
Nesina Diabetes • Authorized Genelie 

Only 
Neuac Acne 
Neulasta Neutropenia y 

Neumeqa Interleukins y 

Neupogen Neub"openia 
Neurontin Seizures • 
Nevanae Ophthalmic Agents 
Nexavar Cancer ' ' X 

Nexiclon XR High Blood Pressure 
Nexium capsules H11:arlburt1 , Rt~11:. ~1J X • 
Nexium packets Heartburn , Reflux, Ulcers 
Niaspan High Cholesterol 
NicAz.elDoxv Kits Acne 
Ninlaro Cancer 
Nitrolingual Pump/Spray Chest Pain • 
Nitromist Chest Pain 
Nitromist linqual aerosol Chest Pain 
Nitvr Endocrin e . 
Nivatopic Plus Skin Conditions • 
Nivestvm Neutropenia 
Nocduma -..Jv•llfGhm""' Urinolfon 
Noctiva Excessive Nighttime Urination 
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Norditropin G,owtt, - x • • X' 

Norditropin Flexpro Growth Hormones ' T . • 
Nohlltraoln- Growth Hormones X X X X ~ 

Noritate Skin Conditions. Infections 

Nor1hena Low Blood Pressure ~ . • 
Norvir HIV ' Brand Only 

Novarel Infertility • 
Novoeiqht Hemophilia 

Novolin 70/30 Diabetes 
Novolin N Diabetes 

NovolinR Diabetes • • 
Novol,n/Novolin Mix Diabetes ' • 
Novo .... Diabetes • X 
Novok,q Mix 70/30 Diabetes . . 
Novolog/Novofog Mix/Novolog Diabetes 
Flaxpen 

. • 
Novoseven RT Hemophilia • 
Nucvnta /Nucvnta ER Pain 

Nuedexta Pseudobulbar affect 
Nulvtelv GI Agents 
Nuplazid Mental Health 
Nutrastol'l!I Nutritional Supplements 
Nutropin / Nutropin AQ Growth Hormones X ' • X 

Nutropin AQ NuSpin G,owtt, ~ • • • X 

Nuvessa Infections ' Nuvigil Narcolepsy • ' X 
Nuwiq Hemophilia X 

NystatlnfTriamcinolone cream & Fungal Infections 
oinbnent (generic Mycok>Q Ill 
Obredon Cough/Cold X 
Ocaliva U11er Disease . , 
Octreotide Acetate Endocrine • 
Odactra AJ\efg;es 
Odefsev HIV 

Odomzo Cancer . • Ofev Pulmonary Fibros'5 
Oleptro Mental Health 

Olumiant 
Inflammatory Conditioos • 
Rheumatoid Arthritis 

Olux#OluxE Skin Conditions - Dermatitis • X 

Olux-CP Skin Conditions - Dermatitis ' Omeclamox~ak H. Pylori Agent . 
Omeprazole/Sodium Bicarbonate Heartburn, Reflux, Ulcers 
Capsule 
Omnaris Allergies • X 
Omnitrope Growth Hormones • 
Omnitropa Pen 5,10 Growth Hormones • 
Omtry9 High Cholesterol 
One Touch Diabetes Test Strips Diabetic Test Strips 
Onexton Skin Conditions. Acne X 
Onfi Seizures 
Onqlyza Diabetes 
Onmel FungaJ Infections 
Onzetra Xsail Migraiie 
Opana Pain 
Opana ER Pain ' x (Genene Only) 

Opioids, long acting Pain Cumulative dose 
(MED LIMIT) 

Cumulative dose 
Opioids, short acting Pain (MED LIMIT) 

New to therapy 
Opsumit Pulmonary Hypertension ' • " Optium / Optium EZ Diabetes Test Diabetic Test Strips 
Strips 
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Ootw.lr Opl,iholmk Age,, .. Brand Only 
Oracea Skin Conditions - Rosacea Generic Only 

Oralair Allergies 
Oraviq Fungal Infections 
Orencia/Orencia Clickjet 
(subcutaneous formulation) 

Inflammatory Conditions . • ' . 
Orenitram Pulmonary Hypertension ' . • • 
Orfadin Enzyme Deficiency X ~ • 
Orilissa Endome1rios1s 
Orka,mbl Cystic Fibrosis 
Ortho Cyclen Contraceptives 
Ortho ~vra Contraceptives Brand Only 
OrthoMtCronor Contraceptives 
OrthoNowm Contraceptives 
Ortho Tri.Cyclen Lo Contraceptives Brand Only 

Oseni Diabetes • Adhori:.:d GcnfmO 
Only 

Osphena Sexual Dysfunction 

Otezla 
Inflammatory Conditions • 

" • Psoriasis 
Otovel Infections 

Otrexup 
Inflammatory Conditions • • • Rheumatoid Arthritis 

Ovace Plus Skin Conditions - Acne 
Ovid~I Infertility 
Oxaliplatin Cancer 
Oxaydo Pain 
Oxavdo Pain • 
Oxervate Ophthalmic Agents X X ~ " Oxistat Cream Fungal Infections 
Oxistat Lotion Fungal Infections 
Oxtellar XR Seizures 
OxvContin Pain .. 
Oxvtrol Overacove Bladder 
Oxvt,ol Overactive Bladder 
Ozempic Diabetes 
Pachctx: H"PIPX!ho.X. LP Skin Conditions - Acne 
Palynziq Endocrine I ' X 

Pancreaze PancreaOc Enzyme Replacement • 
Panlor (acetaminophen 325 
mg/caffeine 30 mg/dihydrocodeine 16 Pain 
mQ 

Partodel Parkinson's Disease Brand Only 
Pataday Ophthalmic A9ents 
Patanase Allergiee 
Patanol Ophthalmic Agents 
PaxilCR Mental Health 
Pazeo Ophthalmic Ai:ients ' • 
PCP100Klt Constipation 
Pedipriox-4 Infections 
Pcanvs. ~u.'1$ Proclld 1 HepatitisC " Penlac Nail Lacquer Fungal Infections Brand Only 
Pennsaid 2% solution Pain - Inflammation 
Pennsaid Drops Pain - Inflammation 
Pentasa GI Agenta ' Percocet Pain Brand Only 
Perforomist Aslhma/COPO 
Perindopril Hi!=!h Blood Pressure 
Pertzye Pancreatic Enzyme Replacement 
Pexeva Mental Health ' • 
Pic=ato Skin Conditions - Actinic Kerato " PilaqfS Pain ' Plavix Anticoagulant I Platelet lnhbito, Brand Only 
Pleqridy Multiple Sclerosis . • ' Plexion Acne " 
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Pomalvst 
PR Cream 
Pradaxa 
Praluent 
Pramosone E 
Prandin 
Pravachol 
Pravastatin 
PtKl1ioq Ob~H fiMt SlnPt 
~nvl wl diluent benzvl 
Premarin 
Prempro 
Prepopik 
Prasera 
Prestalia 
Prevacid capsules & ODT 
Prevacid Solutab 
Prevpac Consumer Pak 
Prevvmis 
Prezcobix 
Prezista 
PrUosec suspension 
Pristiq 
ProAirHFA 
Proair Respiclick 
ProCentra 
Procort 
Procrtt 
Proctocort 
Procvsbi 
Prodrin 
Profasi 
Profilnine, Profilnine SD 
ProQraf 
Prolensa 
Promacta 
Protonix 
Protonix granules for suspension 
Protopic 
Proventil HFA 
Prov~il (modafinil) 
Prozac 
Prozac Weekly 
Pruclair 
Prudoxin 
Prumvx 
Psorcon 
Pufmicort Flexhaler 
Pulmicort Respules 
Pulmozyme 
Purixan 
Pylera 
Qbrelis 
Qnasl 
Qtem 
Quartette 
Quasense 
QudexyXR 
Quillichew ER 

QuillivantXR 
QVAR I QVAR Redihaler 
Radiaqel 
RadiaPlexRX 
Ragwitek 

C i!H1CN 

Skin Conditions 
Anticoa!=julant / Platelet Inhibitor 
High Cholesterol 
Skin Conditions - Dermatitis 
Diebetes 
Hi!'.lh Cholesterol 
High Chole9terol 
Diabetic Test Stnps 
Infertility 
Hormone Replacement 
Hormone Replacement 
GI Agents 
Skin Conditions 
High Blood Pressure 
Heartburn, Reflux, Ulcers 
Hei,,U,V,n~ Rotlu.l"~ UfCCl"I 
H Pylori Agent 
Infections 
HIV 
HIV 
Heartburn, Reflux, Ulcers 
Mental Health 
Asthma/COPD 
Asthma/ COPD 

ADHD 
Skin Conditions - Dermatitis 
Anemia 
Hemmoroids 
Endocrine 
Pain - Headache 
Infertility 
Hemophilia 
Transplant 
Ophthalmic Agents 
Hemostatic 
Heartburn. Reflux, Ulcers 
Heartburn, Reflux, Ulcers 
Skin Conditions - Dermatitis 
Asthma / COPD 
Narcolepsy 
Mental Health 
Mental Health 
Skin Conditions 
Skin Conditions 
Skin Conditions 
Skin Conditions 
Asthma/COPD 
Asthma / COPD 
Cystic Fibrosis 
Cancer 
H Pylori Agent 
Hrgh Blood Pressure 
Asthma/COPD 
Diabetes 
Contraceptives 
Contraceptives 
Seizures 
ADHD 

ADHD 
Asthma/COPD 
Skin Conditions 
Skin Conditions 
Allergies 

• 
) 

.. 

• • • 

' • . 
). 

" 

y 

~ 

• 

x• 

• 

x' 

•. 

.. 

• 

• 

Non-Formularv" 

. 
• ., 

• 
Brand Only 

Brand Only 

Brand Only 

Brand Only 

Brand Only 
X 

Brand Only 

X 

Brand Only 
Brand Only 
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Rapamune Transplant > e,..,~on~ 
Rasuvo 

Inflammatory Conditions - • RhoumotoldAntvkl• 
Ravicti Endocrine • ' ' ~ 

Rayaldee Elevated Parathyrold Hormone 
Rayos Inflammatory Conditions 
Rebetol Hepatttia C 
Robff I Rol>U Rebid,,_ Multiple Sclerosis 
Rebinvn Hemophilia X ~ 

Recombinate Hemoph~ia 
Rectiv Anal Fis;sures 
R~ranex Diabetic Ulcers 
Relenza infections 
ReltOn Ultima diabetes test strips Otabetic Test Strips • X 

Relistor Opioid Induced Constipation X X Tablets Only 
Relpax Mi!lfaine • Brand Only 
Renvela Elevated Phosphate Levels Brand Only 
Repalha / Repatha Pushtronix / High Cholesterol 
Surclick 
Repronex Infertility 
RequipXL Parkinson's Disease 
Rescriptor HIV 
Restasis Ophlhalmic Agents ~ . . Multidose Vial Only 
Retacnt Anemia X 

Retin-A Gel Skin CondiUons - Acne . • ' Retin-ACream Skin Conditions - Acne ' ' Brand Only 
Retin-A Micro Skin Conditions - Acne . 
Retrovir HIV 
Revatio Pulmonary Hypertension • • Brand Only 
Revllmkt Cancer • X 
Rexutti Mental Health . 
Reya<az HIV ~ 8r.!nd0nly 
Rhinocort Aqua Allergies 
Rhofade 1% Pump Skin Condttions - Rosacea 
Rhopressa Ophtnalmic Agents 

R- HepatltisC X X 
Ribasphere HepatibS C 
Ribatab Hepatitis C 
Ribavirin Hepatitis C 
Ridaura Inflammatory Conditions 
Risperdal Mental Health 
Ritalin ADHD ,• 
Ritalin LA ADHD • x' Brand Only 

RitalmSR ADHD x' 
Rixubis Hemophilia • 
Rocho Dlobctllc.Ma!ot Diabetic Meters Non-Fonnular'/'" 

::~~;~~,extended-release (generic Parkinson's Disease 

Rosadan Kit Skin Conditions - Infections 
Roxybond Pain 
Rozerem Seda11\te Hypnotics • X 
Rubraca Cancer X X 
Rucanest Hereditary Angioederna • • • 
Rydapt Cancer 
Rvtarv Parki"lson's Disease 
Rvvent Allergies 
Ryzolt Pain X . 
Sabril CNS Agents . . X Brand Only 
Safyral Contraceptives 
Saizen Growth Hormones • X . • 
Samsca Endocrine X ii 
Sanctura Overactive Bladder 
Sanctura XR overactive Bladder 
Sancuso Nausea 
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SandimrraJne r,11nsp1an• X Srond Only 
Sandostatin Endocrine • • Brand Onty 

Santvl Skin Conditions 
Saphris Mental Health 
Sarafem Mental Health .. 
Savavsa Anticoagulant I Platelet Inhibitor • 
Savella Pain - Neuropalhy • 
Seasonale Contraceptives ' Susonique Conb'aeeplives X 

Seebri Neohaler COPD ' ' SeQlurornet Diabetes • X . 
Setzentrv HIV 
Senslpar Endocrine 
Serevent diskus Asthma / COPD 
Semivo Skin Conditions - Oermatitfs X • 
Seroquel Mental Health X Brand Only 

Seroouel XR Mental Health X Brand Only 
Serostim Growth Hormones 
Serb'aline Mental He~lth 
Sii:1nifor Endocrine 
Sildenafil Pulmonary Hypertension 
Silenor Sedative Hypnotics 
Siliq Inflammatory Conditions X . • ' SilvaSorb Skm Conditions 
Simbrinza Ophthalmic Agents 
Simponi Inflammatory Conditions . • r 
Simvastatin High CholKterol 
Sinqulair qranules Asthma Brand Only 

Sitavio Infections X' 

Sivextro Infections • 
Skelaxln Muscle Relaxant Brand Only 
Sklice Lice 

Sl<yrizi 
Inflammatory Conditions -

X 
Psoriasis 

Sodium sutfacetamtde/sulfur 9"A.- Acne 
4.5% kit (~eneric Sumadan Kit) 
Solaraze Skin Conditions • ~ 

Soliqua Diabetes ' ' Minocycline ER 45 
Solodyn Skin Conditions - Acne . mg, 90 mg, 135 mg 

NonFormulary 

Solosec Infections 
So-.Ox Cancer 
Soma-2S0m~ Muscle Rel axant 
Somatuline Depot Endocrine 
Somavert Endocrine X • • . 
Sonata Sedative Hypnotics • 
Soolantra Acne ' Sorilu,c Foam Skin Conditions - Dermatitis lr 
Sotvlize Arrhythmias 
Sovaldl Hep-C 
Spect~el Skin Conditions 
Spiriva & Spiriva Respimat As1hma / COPD 
Sporanox capsules Fungal Infections 
s,,-.i Seizuru • X 

Sprvcel Cancer X 

Startix °'3betes X 

Staxvn Erecti le Dys function . 
Steglatro Diabetes X 

SteQluian Diabetes X . X 

Stelara Inflammatory Conditions 
Stendra Erectil e Dysfunction 
Stiolto Respimat Asthma/COPD 
Stivarqa Cancer ' X 

Strattera ADHD X Brand Only 
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Strensiq Enzyme Deficiency • • • 
Striant Tff,-R-,-i • " Stribild HIV 
Strivenli Respimat Asthma/COPD 
Suboxone Opioid Dependence ' • • 
Subsys Pain - Cancer l • . 
Sucraid Enzyme Deficiency • 
SUmadan Kit & Cleanser Acne 
Sumavel OosePro Migraine 
SumaxinCP 

- COndi1lons --Sumaxin TS Skin Conditions - Acne 

Sup""' Infections 
Suprep GI Agents 
Sustiva HIV 
Sutent Cancer . 
Svlatron Cancer X 

Svmbieort Asthma/COPD • X 

Svmbvax Mental Health X 

Symdeko Cystic Fibrosis • X 

Symlin Diabetes ' Sympazan Seizures • 
Sympn>ic Opioid Induced Constipation y • 
Synalar & Synalar topical solution Skin Conditions - Dermatitis ' Brand Only 
SvnalarKlt Skin Condilk>ns - Dermatitis " SynalarTS Skin Conditions - Dermatitis • 
Syndros Nausea ;s 

Synribo Cancer 
Svnera Pain 
Synjardv Diabetes 
SynjardyXR Diabetes 
Syprine Endocrine 
Tabloid Cancer 
Taclonex Skin Condillons - Dermatitis • Brand Only 
Taeione,; Sc.alp Skin Conditions - Dermatitis . 
Taf"mlar Cancer • 
Taqrisso Cancer X • • 
Takhzyro Hereditary Angioedema T • 
Taltz lnftammatory Conditions X • X • 
Talzenna Cancer ' ' Tamiflu capsules & Suspension Infections . Capsules Brand Clnly 
Tanzeum Diabetes • 
Tan:eva Cancer l • X 

Tarqadox Skin Conditions - Acne ' Targmin Capsules Cancer ' Generic Only 
Tasiqna Cancer T X . X 
Tasmar Parkinson's Disease Brand Only 
Tavtulla Contraceptives 
Tavalisse Hematologic 

Tazorac cream & gel Skin Conditions - Acne ' . Generic 1% cream 
only 

Tecfidera Multiple Sclerosis 
Technivie Hepatitis C 
Teqsedi CNS Disorders 
Teqretol Seizures 
Tekamlo HI~ Blood PresSU"e • 
Tektuma I Tektuma HCT High Blood Pressure 
Temodar Cancer 
Temovate Skin Conditions - Dermatitis 
Temovat..£ Skin Conditions - Dermetia 
Tenoretic High Blood Pressure Brand Only 
Tenormln High Blood Pressure Brand Only 
Terbinex Fun93I Infections • • Testim Testosterone Replacement 
Testosterone topical qel Testosterone Replacement 
Tev-Tropin Growth Hormones 
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Thalomid c..., .. 
Therahoney Skin Conditions 
Tibsovo Cancer 
Thiola Endocrine 

Tiglutik 
Amyotrophic lateral sclerosis 
(ALS) 

Tirosint Thyroid Hormone Replacement 
Tivicay Hrl/ 
Tivort>ex Pain • 
TOBI Cystic Fibrosis 
TOBIPodhaler Cystic Flbrosho 
Tobradex ST Ophthalmic Agenls 
Tolak Skin Condtions ~ 

Tolterodine (qeneric Detrol) Overactive Bladder 
To...,... Seizures ~ 
Topicort Skin Conditions - Dermatitis 
Topiramate extended-release Seizures 
sprink~ 

. X • 
Touieo Solostar Diabetes 
Toviaz Overactive Bladder 
Tracleer Pulmonary Hypertension 
Tradienta Diabetes 

!~:~~ol extended-release (generic Pain 

Trandolapril High Btood Pressure 
Travatan Z Ophthalmic Agents 
Tmvopro"lt: Coenoric. TnvalDD) Ophthalmic Agents 
Trel~y Ellipta COPO 
Tn,mfya Inflammatory Conditions 
Tresiba Diabetes 
Tretinoin (oral) Can= 
~':~~~ microsphere (generic Retin- Acne • . 
Tretin-X • 0.0375% & 0.075% crum Acne 
and kit 
Tretin-X cream & qel Skin Conditions - Acne . 
Treflen Hemophilia • 
Treximet Miwaine ' TntZix Pain • 
Trianex Skin Conditions - Dermatitis T 

Triaz foaming cloths Skin Conditions - Acne 
Tribenzor High Blood Pressure 
Tricor !U...,.. & 1<16 m,,J High Cholesterol 
Triqlide High Cholesterol ~ 

Trileptal Seizures 
Trilipi,c. High Cholesterol 
Trlntallix Mental Health • Triumeq HIV ~ 

Trizivlr HIV ~ 

Trokendi XR Seizures 
Tropazone SkinCondiUons 
Trospium (qeneric Sanctura) Overactive Bladder == ,::ended~lease (generic Overactive Bladder 

Troxvca Pain . 
Truetest Test Strios Diabetic Test Strips • 
Truetrack Test Strips Diabetic Test Strips ~ 
Trulance Constipation • • 
Trulicity Diabetes T 

Truvada HN .. 
Tudorza Pressair Asthma ICOPO ' Tussionex Cough/Cold • • 
TuzistTa XR CoughJCold ' • 
Twvnsla High Blood Pressure 
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Tvbost HN 
Tykerb Cancer 
Tvmlos Osteoporosis 
Tyvaso Pulmonary Hypertension 
Tvzeka Hepatitts B 
Uloric Gout • • 
Uttilna Test Strips Diabetic Test 5tr1)S , 
Ullracet Pain 
UltramER Pain 
Ultravate Skin Conditions - Dermatitis . , . • 
Ultr.w.ltoXCombinadooPoc:< Skin Conditions - Dermatitis 
Ultnsa Pancreatic Enzyme Replacement 
Umecta/Umecta PO I Umecta Nail Krt Skin Conditions - lnfecbons • 
Univasc High Baood Pressure 

Uptravi 
Pulmonary Arterial 
Hypertension Agents 

UramuklGT Skin Conditions - Infection• 
Utibron Neohaler Asthma/ COPD 
Utopic Skin Conditions - Infections 
Vacustim Skin Conditions . 
Vai:aifem Honnoo~ R~acernent Brand Only 
Valchlor Cancer . • • 
Valcvte Infections ~ Brando~ 
Valium Anxiety Brand Only 

Vattrex Inflictions , Brand Only 
Vattuma High Blood Pressure 
v...-LQ Pain 
Vancocin Infections 
Vanos Skin Concfrtiona - Dermautis ~ >' 
Vantrela Pain I • 
Varubi Nausea 
Vascepa High Cholesterol 
Vascuderm Skin Conditions 
Vaseu®rm Hydrogel Wound Skin Conditions 
D~WKI 
Vaseretic High Blood Pressure Brand Only 

Vasotec HiQh Blood Pressure Brand Only 

Vecamvl High Blood Pressure 
Vectical Skin Conditions - Dermatitis 

Veltassa Hyperkalemia • .X 
Vettin Skin Condi6oos - Acne • 
Vemlidy Hepatitis 8 
Venclexta Cancer 
Venlafaxin• ER tabs Mental Health 
Ventavis Pulmonary Hypertension 
VentollnHFA Asthma/COPD 
Veramvst AUerj:Jies 
Verdeso Skin Conditions - Defma11ti9 
Ve~en Skin Conditions - Infections 
Vannox Infection& 
Versacloz Mental Health 
Verzenlo Cancer < y 

VESlcara Overactive Bladder 
I/fend Infections • Voaqra Erectile Dysfunction • Brand Onty 

Vlbefzl GIAgeots 
Vieodin / Vicodin ES f Vicodin HP Pain 
Victoza Diabetes 
VtdexfVadeir. EC HIV 
Vaekira Pak HepatitisC 
VtQabatrin CNS~ents • 
V~"' Ophthalmic Agents Brand Only 
Viibryd Mental Health I 

Vd:rakvi Cancer • • 
Vimovo Pain - lnnammation 
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Von.., -.. • 
Vk>kace Pancreatic Enzyme Replacement 
Viracept HIV 
Viramune HIV • Brand Only 

Vir:an"IJ.l\e Xft • 100 ~ HIV • Brand Only 
Virasal Skin Comfrtions - Infections X 

Viraad HIV X Brand Only 
Vistoqard Chemotherapy Overdose 
Yrtekta HIV 
ViveUe-Oot HOfmone Replacement X Generic Ontv 
Yrvlodex Pain - lnnammation 
Vizimpro Cancer 
YO!lelxo Testosterone Replacement 
Voltaren Gel Pain - lnnammation Generic Only 
Vosevi Hepaliti6C 
Votrient Cancer 
Vravlar Mental Heatth 
Vusion Fungal Infections • Vyndaqel Amyloidosis • X • Vytone Skin CondibOns - Dermatitis ' VVtorin High Cholesterol X Brand Onty 

Vyvanse ADHD • •' 
Vyzulta Ophlhalmic Agents • X 

Wellbutrin Mental Health Brand Only 
Welbutrin SR Menta Health Brand Only 
Wellbutrin XL Mental Health Brand Only _,, 

Slon Comfrtions - Dermatitis y 

Wilate Hemophilia 
Xadago Parkinson's Disease 
Xalkori Cancer 
Xanax/ Xanu XR Anxiety Brand Only 
Xarelto Anticoagulant I Platelet Inh ibitor 
XartemisXR Pain 
Xatmep Cancer 
Xellanz Inflammatory Conditions X • ' Xe/janz XR Inflammatory Conditions X • • • 
Xeloda Cancer X • Generic Only 
Xelpros Ophthalmic A~ents X 

Xenazine Huntington's Disease X • Brand Only 
Xerese Skin Conditions - Infections 
Xermelo Endocrine 
Xmlino Skin Conditions - Acne • • 
Xhance AJlergies X X 
Xifaxan Infections • ,, 
XiQduoXR Diabetes • • • 
XiMlra Ophthalmic Agents • . ' Xoool Pain " Xofluza Infections 
Xoleqel Fungal Infections 
Xopenex HFA Asthma/COPO 
Xopenex Solution As'thma I COPO 
Xosp,ata Cancer 
Xtampza ER Pain X • 
Xtandi Cancer X • . 
Xultopl,v Diabetes ' . 
Xuriden Endocrine X . • 
Xyntha, Xvntha SoJofuse Hemoptwa • X • Xyosted TntoflerOM Retbce:mltt\J 
Xvrem Narcolepsy 
Yasmin Contraceptives 
Yaz Contraceptives 
Yonsa Cancer 
Y._tri Asthma/COPD ' • Zanabin Antipruritic Hyd~el Skin Conditions 
Zarxio Neutropenia 
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M edication Name Therape utic U~t- Supply Limit Not1f1cat1on P . Specialty . Oxtord Only· Halt · Tab Designated Multiple Copay . L G . Refill and Sove f . @ 

Therapy N~:::~~y Network Exclu s ion l='harmacy Packaging 1st eneric /la1I 

-----

%.aYMca Enzyme Deficiency X llrandO,," 
ZeAerid capsules Heartburn, Reflux, Ulcers • ¥ 

Zeqerid packets Heartburn. Reflux, Ulcers • . ' z.tula Cancer • • 
Zelboraf Cancer ' • X 

Zombrace S-ch Migraine X 

Zemplar Endocrine 

Zenzedi AOHD •' Brand Only 

Ze,patier HepatitisC • ' • X . 
Zerit HIV • 
Zestoretic High Blood Pressure Brand Only 

Zestril High Blood Pressure Brand Only 

Zetia Hii:Jh Ch~esterol • Brand Onty 

Zetonna Allergies 
ZiaQen HIV 
Ziana Skin Conditions - Acne X 
Zidovudine HIV • 
Zinbrvta Multiple Sclerosis • • 
Zioptan Ophthalmic Agents 
Zipsor Pain - Inflammation 
Zirqan Ophthalmic Agents 
Zocor High Cholesterol . 
Zoclex Oral Steroid 

ZohydroER Pain 

Zolade. Cancer 

Zolinza Cancer 

Zoloft Mental Health Brand Only 

Zolpimist Sedative Hypnotics 

Zolvit Pain 

Zomacton Growth Hormones X X • 
Zomig nasal spray Migraine 

Zomlg tablol$ & zon,;g ZMT M9"ane 
Zonacort Ora l Steroid 

Zonaloo Skin Conditions • • 
Zonatuss Cough/Cold 

ZoneQran Seizures " Zontivity Anticoagulant I Plalelet lnhibitc,r ' 
Zotblive Growth Hormones X • • 
Zortress Transplant • 
Zofvolex Pain - Inflammation 
Zovirax cream Infections ' X 

Zovirax ointment Infections . • • Brand Only 

ZTLido Pain ' . 
Zubsolv Opioid Dependence 
Zuplenz Nausea 
Zurampic Gout 
Zutripro CooRhfCold X ' Brand Only 

Zyclara 
Skin Conditions - Actinic 
Keratosis 

ZvdcliQ Cancer X • X 

Zyfto As1hma • 
ZytloCR Asthma X 

Zykadia Cancer • • 
Zvlet Ophthalmic Agents 
Zymar Ophthalmic Agents 
Zypltamaq High Cholesterol ~ 

Zvs,rexa I Zyp,eu Zydls Mental Health -
Brand Only 

Zvti~a Cancer X . ' Zyvox Infections I Brand Only 
• In addition to other applicable clinical programs . these programs are only for oxrord lines of business , 
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UnitedHealthcare - Pharmacy Benefit 

Supply Limits per duration 
Last updated 5128119 (For 61112019 Effective Date) 
The following is a comprehensive list of medications that have a duration supply limit. Supply Limits 
establish the maximum quantity of drug that is covered in a copay or a specified timeframe. 

Medication Name Supply Limit per month Overrides 
Ability - 10 mg tablets & discmelt tablets 
Ability - 15 mg tablets & discmelt tablets 
Ability - 2 mg 
Ability - 20 mg & 30 mg tablets & discmelt tablets 
Ability - 5 mg tablets & discmelt tablets 
Ability MyCite 
Abstral - 100, 200,300,400, 600, & 800 mg tablets 
Aciphex - 20 mg 
Aciphex Sprinkle 
Actemra (subcutaneous formulation) 
Actimmune 
Actiq - 200,400, 600, 800, 1200, & 1600 mcg 
Actonel - 150 mg 
Actonel - 35 mg 
Actoplus Met - 15/500 & 15/850 
Actoplus Met XR -1511000 mg 
Actoplus Met XR - 3011000 mg 
Actos -15, 30 & 45 mg 
Adcirca - 20 mg 
Adderall XR - 20, 25 & 30 mg 
Adderall XR - 5, 10 & 15 mg 
Addyi 
Adempas 
Adlyxln 
Adlyxin Starter Pack 

Adrenaclick - 0.15 & 0.3 mg 

Advair Diskus - 100150, 250150 & 500150 
Advair HFA - 45/21, 115121, & 230/21 
Adzenys XR 
Adzenys XR Suspension 
Aerospan 
Afinitor - 2.5 & 5 mg 
Afinitor - 7.5 & 10 mg 
Afinitor - Disperz 2 & 3 mg 
Afinitor - Disperz 5 mg 
Aimovig - 70 mg (1 dose pack) 
Aimovig - 70 mg (2 dose pack) 
Airduo Respiclick 
Albenza 
Alcensa 
Alora - 0.025 & 0.05 mg/day 
Alora - 0.075 & 0.1 mg/day 
Alunbrig - 30 mg 
Alunbrig - 90 & 180 mg 
Alunbrig Titration Pack 
Alvesco -160 mcg 
Alvesco - 80 mcg 
Ambien - 5 & 10 mg 
Ambien CR - 6.25 & 12.5 mg 
Amitiza - 8 & 24 mcg 
Amlodipine / Atorvastatin (generic Caduet) 
Ampyra -10 mg 
Androderm - 2 & 4 mg 
Androgel 
Androgel -1.62% 20.25 mg 
Androgel -1.62% 40.5 mg 
Androgel - 2 x 75 g pump 
Androgel - 2.5 grams 
Androgel - 5 grams 
Anoro Ellipta 

31 tablets Yes 
31 tablets Yes 
62 tablets Yes 
31 tablets No 
47 tablets Yes 
31 tablets No 
120 tablets Yes 
31 tablets Yes 
31 capsules No 
4 syringes No 
13 single dose vials Yes 
120 units Yes 
1 tablet No 
4 tablets No 
93 tablets No 
62 tablets No 
31 tablets No 
31 tablets No 
62 tablets No 
31 capsules Yes 
31 capsules Yes 
31 capsules No 
93 tablets No 
2 pens No 
1 pack/365 days No 

2 auto-injectors or 1 two pack (per 
No 

copay) 

60 blisters No 
1 inhaler No 
31 tablets No 
465 ml Yes 
2 Inhaler No 
31 tablets No 
31 tablets Yes 
31 tablets No 
31 tablets Yes 
1 autoinjector No 
2 autoinjectors No 
1 inhaler No 
124 tablets No 
248 capsules No 
8 patches Yes 
8 patches Yes 
124 tablets No 
31 tablets No 
1 pack/365 days Yes 
2 canisters No 
1 canister No 
31 tablets No 
31 tablets No 
62 capsules No 
31 tablets No 
62 tablets No 
31 patches Yes 
2 pumps Yes 
31 packets Yes 
62 packets Yes 
1 package (2 pumps) Yes 
30 packets Yes 
60 packets Yes 
62 blisters No 
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UnitedHealthcare - Pharmacy Benefit 

Supply Limits per duration 
Last updated 5/28/19 (For 6/1/2019 Effective Date) 
The following is a comprehensive list of medications that have a duration supply limit. Supply Limits 
establish the maximum quantity of drug that is covered in a copay or a specified timeframe. 

Aplenzin -174 mg 
Aplenzin - 348 mg & 522 mg 
Aptensio XR -10, 15, 20, 30 40, 50 mg 
Aptensio XR - 60 mg & 90 mg 
Aranesp -10, 25, 40, & 60 mcg 
Aranesp -100, 150, 300, & 500 mcg 
Aranesp - 200 mcg 
Arcalyst 
Arcapta Neohaler - 75 mcg 
Arikayce 
ArmonAir Respiclick 
Arunity Elllpta 
Arymo ER -15 mg & 30 mg 
Arymo ER - 60 mg 
Asmanex / Asmanex HFA 
Atelvia - 35 mg 
Atrovent HFA 
Aubagio - 7 mg & 14 mg 
Austedo - 6 mg 
Austedo - 9 mg & 12 mg 
Avandia - 2 mg & 4 mg 
Avandia - 8 mg 
Avinza - 120 mg 
Avinza - 30, 45, 60, 75 & 90 mg 
Avonex - 30 mcg 
Axiron - 30 mg actuation 
Azor - 5/20, 10/20, 5/40 & 10/40 mg 
Belbuca 150,300,450, 600,750,900 mcg 
,.._,buca 75 mcg 

omra 
_ _ ,1lysta 
Benzaclin -1-5% gel (clindamycin/benzoyl peroxide)* 
Benznidazole -12.5 mg 
Benznidazole - 100 mg 
Betaseron - 0.3 mg 
Bethkis 
Bevespi 
Bevyxxa 
Binosto 
Boniva - 150 mg 
Bosulif - 100 mg 
Bosulif - 500 mg 
Braftovi - 75 mg 
Braftovi - 50 mg 
Breo Ellipta 
Brilinta 
Brisdelle 
Brovana 
Bunavail - 2.1 mg/0.3 mg 
Bunavail - 6.03 mg/1 mg 
Bunavail - 4.2 mg/0.7 mg 
Buprenorphine (generic Subutex) - 2 mg 

31 tablets 
31 tablets 
31 capsules 
31 capsules 
4 vials/syringes 
2 vials/syringes 
4 vials/syringes 
4 vials/syringes 
30 capsules 
31 vials 
62 blisters 
31 blisters 
93 tablets 
31 tablets 
1 device 
4 tablets 
2 inhalers 
31 tablets 
62 tablets 
124 tablets 
62 tablets 
31 tablets 
Requires Supply Limit Review 
31 capsules 
4 vials/syringes/pens 
2 pumps 
31 tablets 
62films 
62films 
31 tablets 
4 syringes 
50 grams 
360 tablets per 720 days 
248 tablets per 720 days 
15 vials 
one box of 56 ampules per 56 days 
1 inhaler 
43 capsules per 365 days 
4 tablets 
1 tablet 
124 tablets 
31 tablets 
186 capsules 
124 capsules 
1 Inhaler 
62 tablets 
31 capsules 
60 nebules (1 package) 
31 buccal films 
62 buccal films 
62 buccal films 
93 tablets 

Buprenorphine (generic Subutex) - 8 mg 93 tablets 

Butalbital/Acet/Caffeine (Fioricet w/ Caffeine) - 50/500/40 mg & 186 tablets 

Butalbital/Acet/Caffeine (Fioricet w/ Caffeine) - 50/750/40 mg 

Butalbital/Acet/Caffeine (Fioricet) - 50/650 mg 

Butalbital/Acet/Caffeine/Codeine (Fioricet w/ Codeine) 

,ans - 5, 7.5, 10, 15 & 20 mcg/hr 
.,ureon 

155 tablets 

186 tablets 

186 capsules 

4 patches 
1 carton (4 single dose pens) 
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UnitedHealthcare - Pharmacy Benefit 

Supply Limits per duration 
Last updated 5/28/19 (For 6/1/2019 Effective Date) 
The following is a comprehensive list of medications that have a duration supply limit. Supply Limits 
establish the maximum quantity of drug that is covered in a copay or a specified timeframe. 

Byetta • 5 & 10 mcg 1 pen No 

Byvalson 31 tablets No 

Cabometyx 31 tablets No 
Caduet- 2.5/10, 2.5/20, 2.5/40, 5/10, 5/20, 5/40, 5/80, 10/10, 10/20, 31 tablets No 
Calquence 62 capsules No 
Caprelsa - 100 mg 62 tablets No 
Caprelsa - 300 mg 31 tablets No 
Caverject - 10, 20 & 40 mcg 6 vials / kits No 
Cayston 1 kit (84 vials) per 56 days No 
Celebrex • 400 mg 31 capsules No 
Celebrex • 50, 100 & 200 mg 62 capsules No 
Cholbam 124 capsules Yes 
Cialis -10 & 20 mg 3 tablets No 
Cialis - 2.5 & 5 mg 3 tablets Yes 
Cimzia • 400 mg 1 carton Yes 
Cimzia - Starter Kit 1 kit Yes 
Cinryze 20 vials Yes 
Climara 4 patches Yes 
ClimaraPro - 0.045 mg estradiol/ 0.015 mg levonorgestrel 8 patches (28 days) No 
Com bi Patch 8 patches No 
Combivent Respimat 2 inhalers No 
Cometriq -140 mg 124 capsules No 
Cometriq - 20 & 100 mg 62 capsules No 
Cometrlq - 60 mg 93 capsules No 
Concerta - 18 mg 31 tablets Yes 
Concerta - 27 mg 31 tablets Yes 
Concerta - 36 mg 62 tablets No 
Concerta - 54 mg 31 tablets Yes 
Conzlp -100 mg 31 tablets Yes 
Conzip - 200 & 300 mg 31 tablets No 
Copaxone 1 kit (30 vials) No 
Copiktra 56 capsules No 
Coreg CR - 10, 20, 40 & 80 mg 31 tablets No 
Corlanor 62 tablets No 
Cosentyx 2 pens/syringes Yes 
Cosentyx - 150 mg 1 pen/syringe Yes 
Cotempla XR-ODT 31 tablets Yes 
Crestor - 10 mg 93 tablets No 
Crestor - 5, 20, & 40 mg 31 tablets No 
Cymbalta - 20 & 60 mg 62 capsules No 
Cymbalta • 30 mg 31 capsules Yes 
Cystaran 4 bottles (60 ml) No 
Daliresp - 250 mcg 31 tablets I 365 days Yes 
Daliresp - 500 mcg 31 tablets No 
Daurismo -100 mg 31 tablets No 
Daurismo - 25 mg 62 tablets No 
Daytrana - 10, 15, 20 & 30 mg 30 patches / 30 days No 
Desvenlafaxine 31 tablets No 
Desvenlafaxine (fumarate) 31 tablets No 
Dexcom G4 Transmitter 1 transmitter/180 days No 
Dexcom G4/G5 Platinum 1 system/999 days Yes 
Dexcom GS Transmitter 2 transmitters/180 days No 
Dexcom Sensor 4 sensors Yes 
Dexilant - 30 mg 31 capsules No 
Dexilant - 60 mg 31 capsules Yes 

Diabetic Test strips• 
without insulin - 51 strips 

Yes 
with insulin - 204 strips 

Dificid - 200 mg 20 tablets No 
Dihydrocodeine/Acet/Caffeine -16 mg/356 mg/30 mg 348 tablets No 
Dihydrocodeine/Acet/Caffeine. 32 mg/713 mg/60 mg 173 tablets No 
Dolophine HCI -10 mg 62 tablets Yes 
Dolophine HCI - 5 mg 124 tablets Yes 
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UnitedHealthcare - Pharmacy Benefit 

Supply Limits per duration 
Last updated 5/28/19 (For 6/1t2019 Effective Date) 
The following is a comprehensive list of medications that have a duration supply limit. Supply Limits 
establish the maximum quantity of drug that is covered in a copay or a specified timeframe. 

Duac Gel 
Duavee 
Duetact - 30/2 & 30/4 mg 

Duexis - 800/26.6 mg 

Dulera - 100/5 & 200/5 mcg 
Dupixent 
Duragesic - 12.5, 25 mcg/hr 
Duragesic - 50, 75 & 100 mcg/hr 
Durlaza 
Dutoprol -100/12.5 mg 
Dutoprol - 25/12.5 & 50/12.5 mg 
Duzallo 
Dyanavel XR 
Edex -10, 20 & 40 mcg 
Ediuar - 5 & 10 mg 
Effient - 5 & 10 mg 
Eliquis - 2.5 mg 
Eliquis - 5 mg 
Ella - 30 mg 
Embeda -100/4 mg 
Embeda - 50/2, 60/2.4, 80/3.2 mg 
Emgality 
Emverm 

Enbrel 

Enbrel - 50 mg 

·rel Mini 
ari 

cntresto - 24/26 & 49/51 mg 
Entresto - 97/103 mg 
Epclusa 
Epogen - 10,000 unit/ml (1 ml) vial, 20,000 unit (1 ml) vial & 
10,000 u/mL (2 ml) vial 
Epogen - 2000, 3000, & 4000 units 
Epogen - 40,000 unit vial 
Erivedge 
Erleada 
Esbriet - 267 mg 
Esbriet - 801 mg 
Estrasorb 
Estring 
Estrogel 
Exalgo - 12 mg 
Exalgo - 32 mg 
Exalgo - 8, 16 mg 
Extavia - 0.3 mg 
Fabior 
Fanapt-1 mg 
Fanapt- 2 mg 
Fanapt- 4, 6, 8, 10 & 12 mg 
Fanapt - titration pack 
Farxiga 
Femring 
Fenortho 
Fentanyl Transdermal Patch - 37.5, 62.5 & 87.5 mcg/hr 
Fentora - 100, 200, 400, 600 & 800 mcg 
Fetzima 

- ",:ima titration pak 

.apse 
Flovent Diskus - 250 mcg 

45 grams 
31 tablets 
31 tablets 

93 tablets 

1 canisler 
LUau111y UU.:>C, .... .:,y1111yc.:, ll lC.:11 L. 

.... ·---· --- ---•'-
15 patches 
10 patches 
31 capsules 
62 tablets 
31 tablets 
31 tablets 
465 ml 
6 cartridges 
31 tablets 
31 tablets 
62 tablets 
77 tablets 
1 tablet/21 days 
Requires Supply Limit Review 
31 capsules 
1 pen/syringe 
6 tablets/ 3 days 
8 vials (2 cartons) OR 8 prefilled 
syringes (2 cartons) 
4 auto-injectors or prefilled syringes 
(1 carton) 
4 cartridges (1 carton) 
186 packets 
62 tablets 
62 tablets 
84 tablets per 720 days 

8 ml 

12 ml 
4ml 
31 capsules 
124 tablets 
279 capsules or tablets 
93 tablets 
1 carton (56 pouches) 
1 ring/3 months (90 days) 
1 metered pump (50 grams) 
62 tablets 
Requires Supply Limit Review 
31 tablets 
15 vials 
1 canister (50 grams) 
86 tablets/365 days 
56 tablets/365 days 
62 tablets 
1 pack (8 tablets) 
31 tablets 
1 ring per 3 months (90 days) 
186 capsules 
10 patches 
120 tablets 
31 capsules 
28 capsules (1 titration pack)/365 
days 
248 tablets 
4 packages 
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UnitedHealthcare - Pharmacy Benefit 

Supply Limits per duration 
Last updated 5/28/19 (For 6/1/2019 Effective Date) 
The following is a comprehensive list of medications that have a duration supply limit. Supply Limits 
establish the maximum quantity of drug that is covered in a copay or a specified timeframe. 

Flovent Disk us - 50 & 100 mcg 2 packages No 
Flovent HFA - 220 mcg 2 inhalers No 
Flovent HFA - 44 & 110 mcg 1 inhaler No 
Fluoxetlne(generic Prozac) -10 mg 31 tablets Yes 
Focalin XR - 30 & 35 mg 31 capsules No 
Focalln XR - 40 mg 31 capsules No 
Focalin XR - 5, 10, 15, 20 & 25 mg 31 capsules Yes 
Foradin Aerolizer 1 package (60 capsules) No 
Forfivo XL 31 tablets No 
Fortesta Gel 2-60 gram pumps Yes 
Fulyzaq 62 tablets No 
Galafold 14 capsules (1 pack) No 
Gattex 31 vials Yes 
Genotropin -12 mg 8 cartridges Yes 
Genotropin - 5 mg 18 cartridges Yes 
Genotropin Mlniquick 28 cartridges Yes 
Geodon - 20 & 40 mg 62 tablets Yes 
Geodon - 60 & 80 mg 62 tablets Yes 
Gilenya - 0.5 mg 28 capsules No 
Gilotrif 31 tablets No 
Gleevec - 100 mg 186 tablets No 
Gleevec - 400 mg 31 tablets Yes 
Glyxambi 31 tablets No 
Gocovri 68.5 mg 31 capsules No 
Gocovri 137 mg 62 capsules No 
Gralise - aoo mg 155 tablets/365 days Yes 
Gralise - 600 mg 93 tablets No 
Gralise - Starter Pack 1 kiU365 days No 
Grastek 31 tablets No 
H.P. Acthar 4 vials Yes 
Haegarda 11 vials Yes 
Harvoni 56 tablets/720 days Yes 

Helidac 
224 pills (1 4 blister cards) every 6 

No 
months 

Hetlioz 31 capsules No 
Horizant 62 tablets No 
Humatrope -12 mg 8 cartridges Yes 
Humatrope - 24 mg 4 cartridges Yes 
Humatrope - 5 mg 18 vials Yes 
Humatrope - 6 mg 15 cartridges Yes 
Humira -10 mg 2 syringes or pens (1 carton) No 
Humira - 20 & 40 mg 2 syringes or pens (1 carton) Yes 
Humira Starter Kits 1 starter pack per 365 days Yes 
Hydrocodone/Acet (Liquicet) - 10-500 mg/15 ml 3712 ml No 
Hydrocodone/Acet (Vicodin) -10/660 mg 187 tablets No 
Hydrocodone/Acet (Vicodin) - 2.5-167 mg/5 ml 3712 ml No 
Hydrocodone/Acet (Vicodin) - 5/500, 7.5/500 & 10/500 mg 248 tablets No 
Hydrocodone/Acet (Vicodin) - 7.5/650 & 10/650 mg 190 tablets No 

Hydrocodone/Acet (Vicodin) - 7.5/750 mg 165 tablets No 

Hydrocodone/Acetaminophen - 10 mg/750 mg 165 tablets No 

Hydrocodone/Acetaminophen - 5 mg/400 mg, 7.5 mg/400 mg 
310 tablets No 

&10 mg/400 mg 

Hysingla ER -100 & 120 mg Requires Supply Limit Review Yes 
Hysingla ER - 20, 30, 40, 60, 80 mg 31 tablets Yes 
lclusig - 15 mg 62 tablets No 
lclusig - 30 mg 31 tablets No 
lclusig - 45 mg 31 tablets No 
ldhifa 31 tablets No 
lmbruvica 93 capsules Yes 
lmpavldo 93 capsules No 
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UnitedHealthcare - Pharmacy Benefit 

Supply Limits per duration 
Last updated 5/28/19 (For 6/1/2019 Effective Date) 
The following is a comprehensive list of medications that have a duration supply limit. Supply Limits 
establish the maximum quantity of drug that is covered in a copay or a specified timeframe. 

lmvexxy 18 inserts No 
lncrelex -10 mg/ml (40 mg/vial) 13 vials Yes 
lncruse Ellipta 62 blisters No 
lnfergen - 9 & 15 mcg 30 vials or syringes No 
lngrezza - 40 mg 31 capsules Yes 
lngrezza - 80 mg 31 capsules No 
lnlyta -1 mg 124 tablets Yes 
lnlyta - 5 mg 124 tablets No 
lntrarosa 31 inserts No 
Intermezzo -1.75 & 3.5 mg 31 tablets No 
lntuniv - 1 mg 31 tablets Yes 
lntuniv - 2 & 4 mg 31 tablets Yes 
lntuniv - 3 mg 62 tablets No 
lnvega - 1.5, 3 & 9 mg 31 tablets No 
lnvega - 6 mg 62 tablets No 
lnvokamet 62 tablets No 
lnvokamet XR 62 tablets No 
lnvokana 31 tablets No 
lressa 31 tablets No 
Jakafi 62 tablets No 
Janumet - 50/500 & 50/1000 mg 62 tablets No 
Janumet XR - 50/1000 mg 62 tablets No 
Janumet XR - 50/500 mg & 100/1000 mg 31 tablets No 
Januvia - 25, 50 & 100 mg 31 tablets No 
Jardiance 31 tablets No 
Jentadueto 62 tablets No 
Jublia 4 ml per month No 
Juxtapid 31 tablets No 
'··-,arque 56 tablets No 

ian - 10, 20, 30 mg 62 capsules Yes 
. _Jian - 100, 120, 130 & 150 mg Requires Supply Limit Review Yes 
Kadian - 40, 50, 70, 80 mg 31 capsules Yes 
Kalydeco 62 tablets/packets No 
Kazano 62 tablets No 
Kerydin 4 ml per month No 
Keveyis 124 tablets No 
Kevzara 2 syringes or pens No 
Khedezla 31 tablets No 
Kineret 31 syringes Yes 
Kisqali Blister Pack - 200 mg 21 tablets No 
Kisqali Blister Pack - 400 mg 42 tablets No 
Kisqali Blister Pack - 600 mg 63 tablets No 
Kitabis Pak 1 box (56 ampules per 56 days) No 
Kombiglyze XR - 2.5/1000 mg 62 tablets No 
Kombiglyze XR - 5/500 & 5/1000 mg 31 tablets No 
Kuvan - 100 mg 496 tablets or packets Yes 
Kuvan - 500 mg 124 packets Yes 

Kynamro 
4 single dose vials or pre-filled 

No 
syringes 

Lamisil - 250 mg tablets & granules 90 tablets per year Yes 
Latuda - 20, 40, 60 & 120 mg 31 tablets No 
Latuda - 80 mg 62 tablets No 
Lazanda - 100, 300 & 400 mg 15 bottles ( 120 sprays) Yes 
Lenvima - 1 O mg 62 tablets No 
Lenvima -18 mg 93 tablets Yes 
Lenvima - 4 mg 31 tablets No 
Lenvima - 8 mg 62 tablets Yes 
Lesco! - 20 mg 93 capsules No 
Lescol - 40 mg 62 capsules No 
Lesco! XL - 80 mg 31 tablets No 

~lrls 31 tablets No 
Ira - 2.5, 5, 10 & 20 mg 3 tablets No 

lt:11orphanol 124 tablets Yes 
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Supply Limits per duration 
Last updated 5/28/19 (For 6/1/2019 Effective Date) 
The following is a comprehensive list of medications that have a duration supply limit. Supply Limits 
establish the maximum quantity of drug that is covered in a copay or a specified timeframe. 

Lidocaine 0.05% ointment 1 tube (35.44g) Yes 

Lidoderm 5% patch 93 patches No 
Linzess 31 capsules No 
Lipitor -10 mg 93 tablets No 
Lipitor - 20 mg 62 tablets No 
Lipitor - 40 & 80 mg 31 tablets No 
Livalo - 1, 2 & 4 mg 31 tablets No 
Lonhala Magnair 60 vials (1 kit) No 
Lonsurf 100 tablets No 
Lotronex - 0.5 & 1 mg 62 tablets No 
Lucemyra 192 tablets per year Yes 
Lunesta -1, 2 & 3 mg 31 tablets No 
Luvox CR - 100 & 150 mg 62 tablets No 
Lynparza 120 tablets No 
Lyrica - 100, 150 & 200 mg 93 capsules No 
Lyrica - 225 & 300 mg 62 capsules No 
Lyrica - 25, 50 & 75 mg 93 capsules Yes 
Lyrica CR - 82.5 mg 31 tablets Yes 
Lyrica CR -165 & 330 mg 31 tablets Yes 
Lyrica Solution 946 ml No 
Lysteda - 650 mg 30 tablets for 5 days No 
Mavyret 168 tablets per 720 days Yes 
Medtronic Sot-sensor 10 sensors Yes 
Mekinist - 0.5 mg 62 tablets Yes 
Mekinist - 2 mg 31 tablets No 
Mektovi 186 tablets No 
Menostar 4 patches Yes 
Mesalamine Enema 4 kits per 21 days No 
Metadate CD - 10 mg 31 capsules Yes 
Metadate CD - 20 mg & 30 mg 31 capsules Yes 
Metadate CD - 40 & 50 mg 31 capsules Yes 
Metadate CD - 60 mg 31 capsules No 
Metadate ER - 20 mg 93 tablets Yes 
methadone -10 mg/5 mL 350ml Yes 
methadone - 5 mg/5 mL 700ml Yes 
Methadone lntensol 186 ml Yes 
Methadose 46 tablets Yes 
methylphenidate ER -10 mg 186 tablets Yes 
methylphenidate ER - 72 mg 31 tablets No 
Minivelle 8 patches Yes 
Morphabond - 15, 30 mg 93 tablets Yes 
Morphabond - 60, 100 mg Requires Supply Limit Review Yes 
Movantik 31 tablets No 
MS Contin - 15, 30 mg 93 tablets Yes 
MS Contin - 60, 100 & 200 mg Requires Supply Limit Review Yes 
MUSE Urethral Suppositories 6 pellets No 
Myalept 31 vials No 
Mydayis -12.5, 25 mg 31 capsules Yes 
Mydayis - 37.5, 50 mg 31 capsules No 
Nalocet 413 tablets No 
Natesto 3 pumps Yes 
Natpara 2 Cartridges No 
Nerlynx 186 tablets No 
Nesina 31 tablets No 
Nexavar - 200 mg 124 tablets No 

Nexium - 40 mg 31 capsules/ packets Yes 
Nexium - 2.5 & 10 mg 31 packets No 
Nexium - 20 mg 31 capsules/ packets No 
Nocdurna 31 tablets No 
Noctiva 1 bottle No 
Norditropin Flex Pro - 10 mg 9 pens Yes 
Norditropin Flex Pro - 15 mg 6 pens Yes 
Norditropin Flex Pro - 5 mg 18 pens Yes 
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Nordltropin Flex Pro - 30 mg 
Northera - 100 mg 
Northera - 200 & 300 mg 
Nucynta - 50, 75 & 100 mg 
Nucynta ER - 150, 200 & 250 mg 
Nucynta ER - 50, 100 mg 
Nuplazid 
Nutrestore 
Nutropin - 10 mg 
Nutropin AQ - 1 O mg/2 ml 
Nutropin AQ - 20 mg/2 ml 
Nutropin AQ NuSpin -10 mg/2 ml 
Nutropin AQ NuSpin - 20 mg/2 ml 
Nutropin AQ NuSpin - 5 mg/2 ml 
Nuvigil -150, 200 & 250 mg 
Nuvigil - 50 mg 
Odactra 
Odomzo 
Ofev 
Olumiant 

Omeclamox-Pak 

Omnitrope -10 mg/1.5 ml cartridge 
Omnitrope - 5 mg/1.5 ml cartridge 
Omnitrope - 5.8 mg 
Onglyza - 2.5 & 5 mg 
Onmel 
Opiolds, long acting 

1ids, short acting 

Opana -10 mg 
Opana - 5 mg 
Opana ER - 20, 30 & 40 mg 
Opana ER - 5, 7.5, 10, 15 mg 
Opsumit 
Oralair 
Oralair Starter Pack 
Orbivan 
Orencla/Orencla Clickjet -125 mg 
Orenitram - 0.125 mg 
Orenitram - 0.25, 1, 2.5, 5 mg 
Orkambi 
Oseni 
Osphena 

Otezla - 28 count carton 

Otezla - 30 mg 

Otezla - Starter Pack 
Otrexup 
Oxaydo 
Oxervate 
Oxycodone/Acet (Percocet I Roxicet / Endocet) 5/500 mg, 
7.5/500 & 10/500 mg 
OxyContin -10, 15, 20, 30 mg 
OxyContin - 40, 60, 80 mg 
Ozempic (1 mg injection) 
Ozempic (0.5 mg injection) 
Paxil CR -12.5 mg 

•I CR - 25 & 37.5 mg 
asys, ProClick 135 & 180 mcg 

Pl:G-lntron - 50, 80, 120 & 150 mcg 

3 pens 
93 tablets 
186 tablets 
186 tablets 
Requires Supply Limit Review 
62 tablets 
62 tablets 
186 packets 
11 vials 
9 cartridges 
5 cartridges 
9 pens 
5 pens 
18 pens 
31 tablets 
31 tablets 
31 tablets 
31 capsules 
62 capsules 
31 tablets 
80 capsules (1 carton of 10 
administration cards) every 6 months 
9 cartridges 
18 cartridges 
16 vials 
31 tablets 
90 tablets per year 
Opioid Cumulative Dose: 180 MED 
Opioid Na'fve: 7 day supply, less than 
50MED 
Opioid Cumulative Dose: 180 MED 
186 tablets 
186 tablets 
Requires Supply Limit Review 
62 tablets 
31 tablets 
31 tablets 
3 tablets per 365 days 
186 capsules 
4 syringes or auto injectors 
186 tablets 
186 tablets 
112 tablets 
31 tablets 
31 tablets 

1 carton (28 tablets) per 365 days 

62 tablets 

1 starter pack per 365 days 
4 prefilled syringes or pens 
372 tablets 
56 vials per 365 days 

248 tablets 

62 tablets 
Requires Supply Limit Review 
2 pens 
4 pens 
31 tablets 
62 tablets 
4 auto-injectors (1 carton) 
4 redipens 
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Perforomist - 20 mcg/2 mL 
Pexeva -10 & 20 mg 
Pexeva - 30 mg 
Pexeva - 40 mg 
Plegridy 
Pradaxa 
Praluent 
Prandin - 0.5 & 1 mg 
Prandin - 2 mg 
Prestalia 
Prevacid - 15 mg 
Prevacid -15 mg ODT 
Prevacid - 30 mg 
Prevacid - 30 mg ODT 
Prevpac Consumer Pak 
Pristiq 
Procrit -10,000 uniUmL (1 ml) vial, 20,000 unit (1 ml) vial, & 
10,000 u/ml (2 ml) vial 
Procrit - 2000, 3000 & 4000 units 
Procrit - 40,000 unit vial 
Protonix granules - 20 mg 
Protonix granules - 40 mg 
Provigil - 100 mg 
Provigil - 200 mg 
Prozac Weekly 
Pulmicort Flexhaler - 90 & 180 mcg 
Pulmlcort Respules - 0.25 mg 
Pulmicort Respules - 0.5 mg 
Pulmicort Respules - 1 mg 
Pulmozyme 
Pylera 
Qtern 
Quillichew 
Quillivant XR - 5 mg/ml 
QVAR 
QVAR Redihaler - 40 mcg 
QVAR Redihaler - 80 mcg 
Ragwitek 
Rasuvo 
Ravicti 
Rebif - 22 & 44 mcg 
Rebif - titration pack 
Rectiv 
Relenza 
Relistor Injection 
Relistor Tablets 
Repatha 
Restasis - 0.05% 
Restasis MultiDose Vial 
Revatio -10 mg/ml 
Revatio - 20 mg 
Rexulti 
Ritalin LA -10, 20 & 40 mg 
Ritalin LA - 30 mg 
Roxybond 
Rozerem - 8 mg 
Rubraca - 200 mg 
Rubraca - 300 mg 
Rydapt 
Ryzolt - 100 mg 
Ryzolt - 200 & 300 mg 
Sabril 
Saizen - 5 mg 

1 carton (60 vials) 
31 tablets 
62 tablets 
31 tablets 
2 pens or pre-filled syringes (1 .0 ml) 
62 tablets 
2 pens/syringes 
124 tablets 
248 tablets 
31 tablets 
31 capsules 
31 orally disintegrating tablets (ODT) 
31 capsules 
31 ODT 
14 units 
31 tablets 

8 ml 

12 ml 
4 ml 
31 granules for suspension 
31 granules for suspension 
31 tablets 
31 tablets 
4 capsules 
2 inhalers 
60 respules (2 cartons) 
60 respules (2 cartons) 
30 respules 
60 nebules 
ILV VGlt,J;;)UIC;;) \ IV UU.)LCI \.,OIU.:>J cvc1y 

31 tablets 
31 tablets 
360 ml 
2 inhalers 
1 inhaler 
4 inhalers 
31 tablets 
4 syringes or prefilled syringes 
22 bottles of 25 ml each 
12 syringes 
1 pack 
30 grams 
20 blisters 
31 syringes 
93 tablets 
2 auto injectors/syringes/Pens 
2 trays (60 vials} 
1 bottle (5.5 ml) 
186 ml 
15 tablets 
31 tablets 
31 capsules 
62 capsules 
372 tablets 
31 tablets 
62 tablets 
124 tablets 
248 capsules 
31 tablets 
31 tablets 
6 tablets/packets 
18 vials 
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Saizen - 8.8 mg 11 vials/cartridges Yes 
Samsca -15 mg 31 tablets Yes 
Samsca - 30 mg 62 tablets No 
Saphris - 2.5, 5 & 10 mg 62 tablets No 
Savaysa 31 tablets No 
Savella - 12.5 mg 62 tablets No 
Savella - 25 mg 62 tablets Yes 
Savella - 50 & 100 mg 62 tablets No 
Savella - Titration Pack 1 pack No 
Seebri 62 capsules (1 inhaler) No 
Segluromet 62 tablets No 
Serevent diskus 1 diskus No 
Seroquel XR - 150 mg 31 tablets Yes 
Seroquel XR - 200 mg 31 tablets No 
Seroquel XR - 300 mg 62 tablets Yes 
Seroquel XR - 400 mg 62 tablets Yes 
Seroquel XR - 50 mg 13 tablets/365 days Yes 
Serostim - 4, 5 & 6 mg/vial 28 vials No 
Signifor 62 ampules No 
Silenor - 3 & 6 mg 31 tablets No 
Siliq 

LUdU111y uu;::,c "'t :::,y1111yc;::, IUIIUVVCU uy 
Yes "'-·· .. ·---- --- ---"-

Simponi -100 mg 1 syringe or autoinjector Yes 
Simponi - 50 mg 1 syringe or autoinjector No 
Soliqua 6 pens No 
Solosec 1 packet No 
Somavert 31 vials No 
Sonata - 10 mg 31 tablets Yes 
Sonata - 5 mg 31 tablets Yes 
"~valdi 84 tablets per 720 days Yes 

iva and Spiriva Respimat 1 carton (1 blister card) No 
_ ,.vranox -100 mg 180 capsules / year Yes 
Sprycel - 20 mg 62 tablets Yes 
Sprycel - 50, 70, 100 & 140 mg 31 tablets No 
Sprycel - 80 mg 62 tablets No 
Starlix - 60 & 120 mg 93 tablets No 
Staxyn - 10 mg 3 tablets No 
Steglatro 31 tablets No 
Steglujan 31 tablets No 
Stelara - 45 & 90 mg 

I .:,y111 IYC \ I VOi LUI I) t,JCI CVCI y I£.. 
Yes ··~--··-

Stendra 3 tablets No 
Stiolto Respimat 1 inhaler No 
Strattera - 10, 18 & 25 mg 62 capsules Yes 
Strattera - 40 mg 62 capsules No 
Strattera - 60 mg 31 capsules No 
Strattera - 80 & 100 mg 31 capsules No 
Strensiq 12 vials Yes 
Striant 1 carton (60 doses) Yes 
Striverdi Respimat 1 inhaler per 24 days No 
Suboxone -12 mg/3 mg 62 films No 
Suboxone - 2 mg/0.5 mg & 4 mg/1 mg 31 films No 
Suboxone - 8 mg/2 mg 93 tablets/films Yes 
Subsys -1200 & 1600 mcg 120 vials Yes 
Sutent 31 capsules No 
Sylatron - 296, 444, & 888 mcg 4 vials or one 4-pack No 
Symbicort- 80/4.5 & 160/4.5 mcg 1 canister No 
Symbyax - 3/25, 6/50, 12/25 & 12/50 mg 31 capsules No 
Symbyax - 6/25 mg 31 capsules Yes 
Symdeko 56 tablets No 
Symlin - 60 mcg & 120 mcg 4 pens No 
Symproic 31 tablets No 

•ibo 28 vials No 
Jros 124 ml Yes 

~ynjardy 62 tablets No 
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Synjardy XR - 10/1000 mg, 25/1000 mg 31 tablets No 
Synjardy XR - 5/1000 mg, 12.5/1000 mg 62 tablets No 
Tafinlar 124 capsules No 
Tagrisso 31 tablets Yes 
Taltz 1 syringe Yes 
Talzenna - 0.25 mg 30 capsules Yes 
Talzenna - 1 mg 90 capsules Yes 
Takhzyro 1 vial Yes 
Tamiflu - 30 mg 20 capsules Yes 
Tamiflu - 45 mg 10 capsules Yes 
Tamiflu - 6 mg/ ml suspension 180 ml Yes 
Tamiflu - 75 mg 12 capsules Yes 
Tanzeum 4 pens No 
Tarceva - 100 &150 mg 31 tablets No 
Tarceva - 25 mg 31 tablets Yes 
Tasigna - 150 & 200 mg 124 capsules No 
Tavalisse 62 tablets No 
Tecfidera - 120 mg 56 capsules in 365 days No 
Tecfidera - 240 mg 60 capsules No 

Tecfidera -120 mg & 240 mg 
60 capsules (1 starter pack) in 365 

No 
days 

Tegsedi 4 syringes No 
Tekturna - 150 & 300 mg 31 tablets No 
Tekturna HCT -150/12.5, 150/25, 300/12.5 & 300/25 mg 31 tablets No 
Terbinex - 250 mg 3 kits/year No 
Testim - 1% cream• 2 cartons (60 tubes) Yes 
Tev-Tropin - 5 mg 21 vials Yes 
TOBI 1 carton (56 ampules)/56 days No 
TOBI Podhaler 224 capsules (1 box)/56 days No 
Tracleer 62 tablets No 
Tradjenta - 5 mg 31 tablets No 
Tramadol extended-release (generic Ryzolt) - 100 mg 31 tablets Yes 
Tramadol extended-release (generic Ryzolt) -150, 200 & 300 31 tablets No 
Trelegy Ellipta 1 inhaler (62 blisters) No 
Tremfya 2 ml/ two months Yes 
Tribenzor - 20/5/12.5, 40/5/12.5, 40/5/25, 40/10/12.5 & 40/10/25 

31 tablets No 
mg 
Trintellix - 20 mg 31 tablets Yes 
Trintellix - 5 & 10 mg 31 tablets No 
Troxyca -10/1.2, 20/2.4, 30/3.6 mg 62 tablets Yes 
Troxyca - 40/4.8, 60/7.2, 80/9.6 mg Requires Supply Limit Review Yes 
Trulance 31 tablets No 
Trulicity (pens and pre-filled syringes) 4 pens or pre-filled syringes No 
Tudorza Pressair 1 device (60 metered doses) No 
Uloric - 40 mg 31 tablets Yes 
Uloric - 80 mg 31 tablets No 
Ultram ER -100 mg 31 tablets Yes 
Ultram ER - 200 & 300 mg 31 tablets No 
Uptravi 200 mcg & 800 mcg Starter Pack 1 pack/365 days Yes 
Uptravi 200 mcg Starter Pack 1 pack/365 days Yes 
Uptravi 200, 400, 600, 800, 1000, 1200, 1400, 1600 mcg 62 tablets No 
Utibron Neohaler 60 capsules (1 inhaler) No 
Valcyte - 450 mg 62 tablets Yes 
Vancocin -125 mg 56 capsules/14 days Yes 
Vancocin - 250 mg 112 capsules/14 days Yes 
Vantrela ER - 15, 30, 45 mg 62 tablets Yes 
Vantrela ER - 60, 90 mg Requires Supply Limit Review Yes 
Veltassa 31 packets No 
Venclexta 10 mg 62 tablets No 
Venclexta 100 mg 124 tablets No 
Venclexta 50 mg 31 tablets No 
Venclexta Starter Pack 1 pack/365 days No 
Venlafaxine ER -150 mg 62 tablets No 
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Venlafaxine ER - 225 mg 31 tablets No 
Venlafaxlne ER - 37.5 mg 31 tablets Yes 
Venlafaxine ER - 75 mg 31 tablets Yes 
Verzenio 62 tablets No 
Viagra - 25, 50 & 100 mg 3 tablets No 
Viberzi 62 tablets No 
Vicodin / Vicodin ES/ Vicodin HP See Hydrocodone/Acetaminophen 
Victoza 2 pens Yes 
Victrelis - 200 mg 336 capsules No 
Viekira Pak 336 tablets/720 days Yes 
Viekira XR 252 tablets/720 days Yes 
Viibryd-10 mg 31 tablets Yes 
Viibryd - 20 & 40 mg 31 tablets No 
Viibryd Starter Kit - 40 mg 1 kit No 
Vizimpro 31 tablets No 
Vimovo - 375/20 & 500/20 mg 62 tablets No 
Vitrakvi - 100 mg 62 capsules No 
Vltrakvi - 25 mg 186 capsules No 
Vitrakvi - 20 mg/ml 300 ml No 
Vivelle-Dot - 0.025, 0.0375, 0.05, 0.075 & 0.1 mg 8 patches Yes 
Vivlodex 31 tablets No 
Vogelxo Pump 4 pumps Yes 
Vogelxo Tubes & Packets 62 tubes/packets Yes 
Vosevi 84 tablets per 720 days No 
Votrient - 200 mg 124 tablets No 
Vraylar 1.5 mg 31 capsules Yes 
Vraylar 3, 4.5 mg 31 capsules No 
Vraylar Titration Pack 1 pack/365 days Yes 
· · ''lrin - 10/10, 10/20, 10/40 & 10/80 mg 31 tablets No 

inse -10 mg 31 capsules/chewable tablets Yes 
.,11anse - 20 mg 31 capsules/chewable tablets Yes 
Vyvanse - 30 mg 31 capsules/chewable tablets Yes 
Vyvanse - 40 mg 31 capsules/chewable tablets No 
Vyvanse - 50 mg 31 capsules/chewable tablets No 
Vyvanse - 60 mg 31 capsules/chewable tablets No 
Vyvanse - 70 mg 31 capsules No 
Xalkori 62 capsules No 
Xarelto - 10 mg 31 tablets No 

Xarelto - 15 mg 
52 tablets for induction or 31 tablets 

No 
for maintenance 

Xarelto - 20 mg 31 tablets Yes 
Xartemis XR 381 tablets No 
Xatmep 124 ml Yes 
Xeljanz 62 tablets No 
XeljanzXR 31 tablets No 
Xermelo 93 tablets No 
Xlfaxan - 550 mg 62 tablets Yes 
Xiguduo - 5/1000 mg 62 tablets No 
Xiguduo - 5/500, 10/500, 10/1000 mg 31 tablets No 
XiguduoXR 31 tablets Yes 
Xofluza 2 tablets Yes 
Xospata 93 tablets No 
Xtampza ER -13.5, 18, 27 mg 62 capsules Yes 
Xtampza ER - 36 mg Requires Supply Limit Review Yes 
Xtandi 124 tablets No 
Xultophy 15 ml No 
Xuriden 30 packets Yes 
Xyrem 540 ml No 
Yonsa 124 tablets No 
Yupelri 31 vials No 

,rid - 20 & 40 mg 31 capsules/ packets Yes 
.la 93 capsules No 

Zelboraf - 240 mg 248 tablets No 
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Zepatier 
Zella -10 mg 
Zinbryta 
Zohydro ER - 10, 15, 20, 30, 40 mg 
Zohydro ER - 50 mg 
Zolplmist 
Zomacton - 1 O mg 
Zomacton - 5 mg 
Zontivity 
ZTLido 

Zorbtive - 8.8 mg/vial 

Zubsolv - 0.7 mg/0.18 mg 
Zubsolv - 1.4 mg/0.36 mg 
Zubsolv - 2.9 mg/0.71 mg 
Zubsolv - 5.7 mg/1.4 mg 
Zubsolv - 8.6 mg/2.1 mg 
Zubsolv -11.4 mg/2.9 mg 
Zurampic 
Zydelig 
Zykadia 
Zyprexa - 2.5 mg 
Zyprexa & Zydis - 5 mg 
Zyprexa & Zydis - 7.5, 10, 15 & 20 mg 
Zytiga - 250 mg 
Zyvox - 100 mg/5 ml 
Zyvox - 600 mg 
*May be able to fill multple times per month for additional 
copay 

84 tablets per 720 days 

31 tablets 
1 syringe/ 1 pen 
62 capsules 
Requires Supply Limit Review 

1 canister 

9 vials 
18 vials 
31 tablets 
93 patches 

28 vials 

31 tablets 
93 tablets 
31 tablets 
93 tablets 
62 tablets 
62 tablets 
31 tablets 
62 tablets 
155 capsules 
62 tablets 
93 tablets 
31 tablets 
124 tablets 
900 ml (6 bottles)/14 days 
28 tablets/14 days 
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Medication Name Supply Limit per copay Overrides 

Acanya - 1.2 - 2.5% 50 grams Yes 
Aczone - 5% & 7.5% 60 grams Yes 
Adzenys XR 31 tablets No 
Aemcolo 12 tablets No 
Afrezza (12 unit) 2 packages Yes 
Afrezza (4 units) 10 packages Yes 
Afrezza (8 & 12 unit combo) 6 packages Yes 
Afrezza (8 units) 30 packages Yes 
Akynzeo 1 capsule Yes 
Aktipak 3%/5% 60 packets (1 carton) No 
Aldara cream 12 packets Yes 
Alphagan P - 0.1 & 0.15% 10 ml No 
Alrex ophthalmic 5 ml No 
Alsuma -6 mg 2 kits No 
Altabax 15 grams Yes 
Altreno 45 grams Yes 
Amerge - 1 & 2.5 mg 4 tablets No 

alapram E kit with 1 oz tube and 30 single use kit 1 kit Yes 
.zemet - 50 & 100 mg 4 tablets Yes 

ApexiCon E cream 30 grams Yes 
Apidra 7 vials or 25 pens/cartridges Yes 
Arixtra - 2.5, 5, 7.5 & 10 mg 30 syringes No 
Atralin 0.05% gel 45 grams Yes 
Auvi-Q 2 pens No 
Avita 0.025% cream & gel 20 grams Yes 
Axert - 6.25 & 12.5 mg 4 tablets No 
Azelex -20% 30 grams Yes 
Azopt ophthalmic 10 ml No 
Bactroban - cream 15 grams Yes 
Bactroban - ointment 22 grams Yes 
Basaglar 25 pens Yes 
BeconaseAQ 2 bottles (50 g) No 
Benzamycin gel 23.3 grams Uar only) Yes 
Bepreve 5ml No 
Berinert 8 vials (4,000 units) Yes 
Betimol 5 ml No 
bimatoprost 2.5 ml (1 bottle) No 
BromSite 5ml No 
Bryhali 60 grams Yes 
Butorphanol NS 3 bottles (7.5ml) No 
Cambia - 50 mg packets 4 packets No 

1Ua 60 vials No 
"';eocin-T 30 grams Yes 
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Clindagel -1% 40 ml Yes 
Clindamycin/benzoyl peroxide topical gel (generic 

50 grams Yes 
Benzaclin)* 
Clobetasol shampoo (generic Clobex Shampoo) 118 ml Yes 
Clobex 59 ml Yes 
Clobex - lotion and spray 59 ml Yes 
Clobex - shampoo 118 ml Yes 
Cloderm - 30 & 75 gram pump 30 grams Yes 
Cloderm - 45 & 90 gram tube 45 grams Yes 
Codeine I phenylephrine / promethazine 120 ml, maximum 360 ml/month No 
Codeine / promethazine 120 ml, maximum 360 ml/month No 
Combigan - 0.2% / 0.5% ophthalmic 5 ml No 
Cordran 120 grams or ml Yes 
Cordran SP 30 grams Yes 
Cordran Tape 1 package Yes 
Cosopt PF 60 single-use vials No 
Cotelic 63 tablets No 
Cutivate lotion 60 ml Yes 
Derma-Smoothe FS 118.28 ml Yes 
Desonate 60 grams Yes 
DesOwen cream & ointment 15 grams Yes 
DesOwen lotion 60 ml Yes 
Diabetic Lancing Device 1 device No 
Diastat - 2.5 mg/ Diastat AcuDial 10 & 20 mg 1 box (2 doses/box) Yes 
Differin - 0.1 & 0.3% cream & gel 45 grams Yes 
Differin - 0.1 % lotion 59 ml (2 oz) Yes 
Diflorasone diacetate 30 grams Yes 
Dovonex 60 grams Yes 
Dovonex Scalp Solution 60 ml Yes 
Dymista 0.125 mg (23 g) No 
econazole nitrate 15 grams Yes 
Elestat ophthalmic 5ml No 
Elidel 30 grams Yes 
Emend -40 & 125 mg 1 capsule Yes 
Emend - 80 mg 2 capsules Yes 
Emend - Unit of Use Pack 1 pack Yes 
Emend powder for suspension 3 pouches Yes 
Enstilar Foam 60 grams Yes 
Epiduo 45 grams Yes 
Epiduo Forte 45 grams No 
EpiPen - 0.3 mg 2 autoinjectors No 
EpiPen Jr. 4 auto injectors No 
Ergomar 5 tablets No 
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Eucrisa 60 grams Yes 
Evzio 1 carton (2 auto-injectors) No 
Famvir - 125 & 250 mg 62 tablets No 
Famvir - 500 mg 21 tablets Yes 
Farydak 6 capsules Yes 
Fiasp 7 vials Yes 
Fiasp Flex 25 cartridges Yes 
Firazyr - 10 mg/ml 3 syringes No 
Flonase 1 bottle (16 g) No 
Flowtuss 120 ml, maximum 360 ml/month No 
Fluocinolone 15 grams Yes 
Fragmin 10 syringes or 1 MDV Yes 
Frova - 2.5 mg 4 tablets No 
Glucagon/Glucagen 1 vial/kit No 
Golytely 1 kit No 
Granisol - 2 mg/10 ml 2 bottles (60 ml) Yes 
Halog 30 grams Yes 
· · '!'Tlalog 7 vials or 25 pens/cartridges Yes 

.malog Mix 50/50 7 vials or 25 pens/cartridges Yes 
Humalog Mix 75/25 7 vials or 25 pens/cartridges Yes 
Humulin 7 vials or 25 pens/cartridges Yes 
Humulin 70/30 7 vials or 25 pens/cartridges Yes 
Humulin N 7 vials or 25 pens/cartridges Yes 
Humulin R 7 vials Yes 
Hycamtln - 0.25 mg 180 capsules Yes 
Hycamtin - 1 mg 40 capsules Yes 
Hycofenix 120 ml, maximum 360 ml/month No 
Hydrocodone / Homatropine 120 ml, maximum 360 ml/month No 
lbrance 21 capsules No 
lmitrex - 4 mg Syringe/injection 2 kits No 
lmitrex - 6 mg Syringe/Injection 2 kits No 
lmitrex - 6 mg vials 4 vials No 
lmitrex Nasal Spray - 20 mg 6 spray bottles No 
lmitrex Nasal Spray - 5 mg 6 spray bottles No 
lmitrex Tablets - 25, 50 & 100 mg 10 tablets No 
lmpoyz 60 grams Yes 
lnnohep 5 vials Yes 
Kenalog 63 grams Yes 
Ketoconazole 2% cream 30 grams Yes 
Lantus 7 vials or 25 pens/cartridges Yes 
Lastacaft 0.25% 3ml No 

'<ette 50 grams Yes 
I 

, .remir 7 vials or 25 pens/cartridges Yes 
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Lindane shampoo 60 ml No 
Livilix Pak 1 kit No 
Locoid lipocream 45 grams Yes 
Locoid lotion 59ml Yes 
Lotemax solution 1 bottle (5 ml) No 
Lotrisone 15 grams Yes 
Lovenox - 30, 40, 60, 80, 100, 120 & 150 mg 30 syringes Yes 
Lovenox - 300 mg 14MDV Yes 
Luxiq - 50 & 100 gram 50 grams Yes 
Maxalt/Maxalt ML T - 5 & 10 mg 4 tablets No 
Mephyton 5 tablets Yes 
Migranal 8 ml No 
Mirvaso 1 tube (30 g) No 
MoviPrep 1 kit No 
Mulpleta 7 tablets No 
Narcan Nasal Spray 2 autoinjectors No 
NasacortAQ 1 bottle (17 g) No 
Nasonex 1 bottle (17 g) Yes 
Neo Synalar 60 grams Yes 
Ninlaro 3 capsules No 
Nitrolingual Pump/spray 1 bottle (4.9 g) (60 sprays) No 
Nitromlst lingual aerosol 4.1 grams No 
Novolin 70/30 7 vials Yes 
Novolin N 7 vials Yes 
Novolin R 7 vials Yes 
Novolog 7 vials or 25 pens/cartridges Yes 
Novolog Mix 7 vials or 25 pens/cartridges Yes 
Nulytely 1 kit (4000 ml) No 
Obredon 120 ml, maximum 360 ml/month No 
Olux&Olux E 50 grams Yes 
Omnaris - 50 mcg nasal spray 1 canister (12.5 g) No 
Onexton 50 grams Yes 
Onzetra Xsail 8 pouches No 
Opioids, long acting Opioid Cumulative Dose: 180 MED Yes 
Opioids, short acting 

VtJIVIU l'lc:JI vc. ' Uc:JY .:>UtJtJIY' IC.:>.:> lllc:JI I Yes c:n AACI"\ 

Oravig - 50 mg 14 tablets No 
Oxistat Cream 30 grams Yes 

Panlor (acetaminophen 325 mg/caffeine 30 
40 tablets No 

mg/dihydrocodeine 16 mg) 

Pataday Ophthalmic 2.5 ml No 
Patanase - 0.60% grams 30.5 grams No 
Patanol Ophthalmic 5 ml No 
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UnitedHealthcare - Pharmacy Benefit 

Supply Limits per copay 
Last updated 5/28/19 (For 6/1/2019 Effective Date) 
The following is a comprehensive list of medications that have a copay supply limit. Supply Limits 
establish the maximum quantity of drug that is covered per copay or in a specified timeframe. 

Medication Name Supply Limit per copay Overrides 

Pazeo 2.5 ml No 
Picato - 0.015% 1 carton of 3 unit dose tubes Yes 
Picato - 0.05% 1 carton of 2 unit dose tubes Yes 
Pilagis 60 grams Yes 
Pomalyst 21 capsules No 
Prepopik 2 packets No 
Prevpac 14 units No 
Proair HFA 1 inhaler No 
Proair Respiclick 1 inhaler No 
Protopic 30 grams Yes 
Proventil HFA 1 inhaler No 
Prudoxin 45 grams Yes 
Psorcon 30 grams Yes 
Qnasl & Qnasl Childrens 1 inhaler No 
Regranex 30 grams Yes 
Relpax - 20 & 40 mg 4 tablets No 
Retin-A - 0.025 & 0.05% cream 20 grams Yes 

tin-A - 0.025 & 0.01 % gel 15 grams Yes 
'· ..tm-A- 0.1% Cream 20 grams Yes 

Retin-A micro - 0.04 & 0.1 % gel 20 grams Yes 
Retin-A micro - 0.06% & 0.08% gel 50 grams Yes 
Revlimid -15, 20 & 25 mg 21 tablets No 
Revlimid - 2.5, 5 & 10 mg 28 capsules No 
Rhinocort Aqua Nasal Spray (32 mcg/spray) 2 bottles (18 g) No 
Rhofade 30 grams No 
Rhopressa 2.5 ml No 
Ruconest 4 vials No 
Sancuso 1 patch Yes 
Sernivo 120 ml Yes 
Simbrinza 1 bottle (8 ml) No 
Sitavig 1 tablet No 
Sivextro 6 tablets No 
Sklice 1 bottle (117 g) No 
Solaraze 100 grams Yes 
Soolantra 45 grams No 
Sorilux Foam 0.005% (60 g) Yes 
Sprycel - 20 mg 62 tablets Yes 
Sprycel - 50, 70, 100 & 140 mg 31 tablets No 
Sprycel - 80 mg 62 tablets No 
Stivarga - 40 mg 84 tablets No 
Suprep 354 ml No 

1alar 15 grams Yes 
I 

-,nalar topical solution 60 ml Yes 
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UnitedHealthcare - Pharmacy Benefit 

Supply Limits per copay 
Last updated 5/28/19 (For 6/1/2019 Effective Date) 
The following is a comprehensive list of medications that have a copay supply limit. Supply Limits 
establish the maximum quantity of drug that is covered per copay or in a specified timeframe. 

Medication Name Supply Limit per copay Overrides 

Synera 10 patches No 
Taclonex 60 grams Yes 
Taclonex Scalp 60 grams Yes 
Targrefin 60 grams Yes 
Tazorac - 0.05 & 0.1% cream & gel 30 grams Yes 
Temovate - Cream, Gel, Ointment 15 grams Yes 
Temovate Scalp Solution 25 ml Yes 
Temovate-E 15 grams Yes 
Thalomid - 100 mg 28 capsules No 
Thalomid - 150 mg 56 capsules No 
Thalomid - 200 mg 56 capsules No 
Thalomid - 50 mg 28 capsules No 
Topicort 15 grams Yes 
Topicort Ointment - 0.05% 60 grams Yes 
Toujeo Solostar 25 pens Yes 
Travatan Z 2.5 ml No 
Tresiba 7 vials Yes 
Tresiba Flex Touch 25 pens Yes 
Tretinoin -10 mg 279 capsules Yes 
Tretin-X - 0.0375 & 0.05% cream & gel 35 grams (1 kit) Yes 
Tretin-X - 0.075% 35 grams Yes 
Treximet - 85/500 mg 9 tablets No 
Trezix 40 capsules No 
Tussionex 120 ml, maximum 360 ml/month No 
Tuzistra XR 120 ml, maximum 360 ml/month No 
Tykerb - 250 mg 186 tablets Yes 
Ultracet 40 tablets No 
Ultravate 15 grams Yes 
Ultravate Lotion 0.05% 60 grams Yes 
Valchlor 120 grams Yes 
Valtrex - 1 gram 31 caplets Yes 
Valtrex - 500 mg 62 caplets Yes 
Vanatol LQ 180 ml No 
Vanos 30 grams Yes 
Varubi 2 tablets Yes 
Vectical 100 grams Yes 
Veltin - 1.2%/0.025% gel 30 grams Yes 
Ventolin HFA 1 inhaler No 
Verdeso 100 grams Yes 
Veregen 30 grams Yes 
Vfend - 200 mg 62 capsules Yes 
Vfend -50 mg 124,tablets Yes 
Vistogard 20 packets No 
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UnitedHealthcare - Pharmacy Benefit 

Supply Limits per copay 
Last updated 5/28/19 (For 6/1/2019 Effective Date) 
The following is a comprehensive list of medications that have a copay supply limit. Supply Limits 
establish the maximum quantity of drug that is covered per copay or in a specified timeframe. 

Medication Name Supply Limit per copay Overrides 

Vyzulta 2.5 ml No 
Westcort 15 grams Yes 
Xeloda - 150 mg 84 tablets Yes 
Xeloda - 500 mg 140 tablets Yes 
Xelpros 2.5 ml No 

Xhance 1 bottle No 
Xifaxan - 200 mg 9 tablets Yes 
Xiidra 60 vials No 
Solution 1 carton (25 vials) No 
Xopenex - 1.25 mg/0.5 ml solution 1 carton (25 vials) No 
Xopenex HFA 1 inhaler No 
Zembrace Symtouch 4 auto injectors No 
Zetonna Nasal Spray 0.037 mg (6.1 g) No 
Ziana - 1.2-0.25% gel 30 grams Yes 
Zioptan 1 carton (30 unit of use droppers) No 
Zolinza - 100 mg 124 capsules No 
Zomig - 2.5 & 5 mg 4 tablets No 

'llig Nasal Spray - 2.5 & 5 mg 1 box (6 units) No 
-Jmig ZMT - 2.5 & 5 mg 4 tablets No 
Zonalon 45 grams Yes 
Zovirax cream 5 grams No 
Zovirax ointment 15 grams Yes 
Zuplenz - 4 & 8 mg 10 films Yes 

Zutripro - 5 mg/4 mg/60 mg per 5 ml 120 ml, maximum 360 ml/month No 

Zyclara - 2.5% 1 tube (7.5 g) Yes 

Zyclara - 3.75% 
28 packets 

Yes 
Zyclara - 3. 75% Pump 1 tube (7.5 g) Yes 

*Generic Benzaclin (clindamycinlbenzoyl peroxide) - only implemented on the Advantage PDL 
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UnitedHealthcare - Pharmacy Benefit 

Step Therapy 
For Flex/Access Clients only 

All Fully insured clients have bolt-on options 
The following is a comprehensive list of medications that are included in qur Step Therapy Program, which directs 
members to try a lower-cost medication (known as Step 1) before progressing to a higher-cost alternative (known as Step I ASO Clients have the option to elect bolt-on options. 
2)~ check your customer's benefits to see what applies 

Must try both: an oral antibiotic (i.e. 
Acne doxycycline, minocycline, tetracycline) AND Soolantra** 1/1/2016 Advantage 

metronidazole 0.75% gel (generic Metrogel) 

Must try both: 

Asthma 
Symbicort 

Dulera** 7/1/2016 Base/Standard/Access /Plus/Adv 
AND 
Advair (HFA or Diskus) or Breo Ellipta 

Must try two: 
Alvesco 

Asthma Asmanex (HFA or Twisthaler) Pulmicort Flexhaler 2/1/2017 Standard/Access/Plus/Adv. 
QVAR 

Must try both: 
Zyflo** 

Asthma montelukast (generic Singulair) 7/1/2016 Advantage 
zafirlukast (generic Accolate) 

Zyflo CR** 

Cardura (doxazosin) 

BPH / Erectile Dysfunction Flomax (tamsulosin) 
Please Note: Step therapy only applies to Hytrin (terazosin) Cialis** (tadalafil) 2.5 & 5 mg 1/1/2013 Base/Standard/Access /Plus/Adv 1 

BPH diagnosis Rapaflo (silodosin) 
Uroxatral (alfuzosin) 

Cancer (chronic myeloid Gleevec 
Bosulif'""' 1/1/2014 Base/Standard/Access /Plus/Adv. 

leukemia) Tasigna 

One of: 
Braftovi 

Cancer (Melarioma) Tafinlar plus Mekinist 
Mektovi 

4/1/2019 Specialty Bolt-on 
Zelboraf plus Cotellic 

Cancer (chronic myeloid Must try both: imatinib (generic Gleevec) 
Sprycel""" 1/1/2014 1/1/2017 Base/Standard/Access /Plus/Adv. leukemia) and Tasigna 

Cancer (chronic myeloid 
imatinib (generic Gleevec) Tasigna""" 1/1/2017 Specialty Bolt-on 

leukemia) 

Cancer (Prostate) Zytiga Xtandi""" 1/1/2014 Base/Standard/Access /Plus/Adv 

Cancer (Prostate) Zytiga Yonsa"'"' 5/1/2019 Specialty Bolt-on 

Constipation 
Linzess 

Amitiza** 7/1/2014 1/1/2019 Base/Standard/Access /Plus/Adv. 
Symproic 
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Constipation Linzess Trula nee** 9/1/2017 Base/Standard/Access /Plus/Adv 

Must try two of the following: 

COPD 
Spiriva Handihaler or Respimat 

Seebri Neohaler** 1/1/2019 Base/Standard/Access /Plus/Adv. 
lncruse Ellipta 
Tudorza Pressair 

Cough/Cold Cheratussin AC [codeine/guaifenesin 
Hydrocodone/guaifenesin .. 5/1/2016 4/1/2019 Plus/Adv. 

(generic Robitussin AC)] 

One of: 
metformin 

Diabetes 
Any sulfonylurea (e.g. glimepiride) 

Farxiga•• 1/1/2015 2/1/2015 Base/Standard/Access /Plus/Adv. 
Any thiazolidinedione (e.g. pioglitazone) 
And lnvokana 
And Jardiance 

One of: 

Diabetes 
metformin lnvokana 

6/1/2014 2/1/2015 Standard/Access /P lus/Adv 
Any sulfonylurea (e.g. glimepiride) Jardiance" "" 
Any thiazolidinedione (e.g. pioglitazone) 
Nesina 

Diabetes Tradjenta Januvia** 1/1/2015 Base/Standard/Access /Plus/Adv. 
Onglyza 
Kazano 

Janumet** 
Diabetes Jentadueto 

JanumetXR** 
1/1/2015 Base/Standard/Access /Plus/Adv. 

Kombiglyze XR 

One of: 
metformin 

Diabetes Any sulfonylurea (e.g. glimepiride) Glyxambi 12/1/2015 1/1/2019 Base/Standard/Access /Plus/Adv. 
Any thiazolidinedione (e.g. pioglitazone) 

Both of: 
Diabetes a. lnvokamet/lnvokamet XR Xigduo XR""" 2/1/2015 Base/Standard/Access /Plus/Adv. 

b. Synjardy/Synjardy XR 

Both of: 
Diabetes a. lnvokamet/lnvokamet XR Segluromet•• 8/1/2018 Base/Standard/Access/Plus/Adv. 

b. Synjardy/Synjardy XR 

One of: 
metformin 
Any sulfonylurea (e.g. glimepiride) 

Diabetes 
Any thiazolidinedione (e.g. pioglitazone) 

Steglujan** 8/1/2018 Base/Standard/Access/Plus/Adv. 
And lnvokana 
And Jardiance 
AND 
One of: Nesina, Onglyza, or Tradjenta 



Diabetes 

Diabetes 

One of: 
metformin 
Any sulfonylurea (e.g. glimepiride) 
Any thiazolidinedione (e.g. pioglitazone) 
Andlnvokana 
And Jardiance 

One of: 
metformin 
Any sulfonylurea (e.g. glimepiride) 
Any thiazolidinedione (e.g. pioglitazone) 
Andlnvokana 
And Jardiance 
AND 
One of: Nesina, Onglyza, or Tradjenta 

Steglatro** 

Qtern** 

Duchenne Muscular Dystrophy prednisone or prednisolone Emflaza** 

Endocrine 
Please note the Step Therapy requirement 
does not apply to all covered indications 

Endocrine 

Endocrine 

Fungal Infections 

Fungal Infections 

Gout 

Heartburn, Reflux, Ulcers 

Hemophilia 

Hemophilia 

Corticosteroids 

Cystagon 

sodium phenylbutyrate 

ketoconazole (generic Nizoral) 
ciclopriox (generic Loprox) 

Must try two: 
itraconazole (generic Sporanox), oral 
terbinafine (generic Lamisil), ciclopirox 
(generic Penlac) 

allopurinol (generic Zyfoprim) 

H.P. Acthar** 

Procysbi 

Ravicti 

Oxistat Cream** 

Jublia** 
Kerydin** 

Uloric** 

One prescription formulation of: omeprazole Nexium suspension•• 
pantoprazole Prevacid SoluTab** 
rabeprazole Zegerid Packets for 

Suspension•• 

Coverage of Adynovate requires separate 
trials of three of the following: . Ad novate 
(1) Kogenate FS, (2) Kovaltry, (3) NovoE1ght, Y 
(4)Nuwiq 
Coverage of lxinity requires separate trials of 
both of the following: (1) Benefix and (2) lxinity 
Rixubis 

8/1/2018 Base/Standard/Access/Plus/Adv. 

8/1/2018 Base/Standard/Access/Plus/Adv. 

8/1/2017 Specialty Bolt-on 

1/1/2013 Specialty Bolt-on 

1/1/2015 Specialty Bolt-on 

10/1/2017 Specialty Bolt-on 

1/1/2015 Plus/Adv 

1/1/2016 Advantage 

1/1/2016 Plus/Adv. 

1/1/2015 3/1/2016 Advantage 

1/1/2017 Specialty Bolt-on 

1/1/2017 Specialty Bolt-on 

909 



Hemophilia 

Hemophilia 

Hemophilia 

Hemophilia 

Hepatitis B 

Hepatitis C 

High Cholesterol 

High Cholesterol 

High Cholesterol 

High Cholesterol 

Infections 

Infections 

Infertility 
Please refer to your benefit plan design to 
detennine infertility coverage 

Infertility 
Please refer to your benefit plan design to 
determine infertility coverage. 

Coverage of Xyntha requires separate trials 
of three of the following : (1) Kogenate FS, (2) Xyntha 
Kovaltry, (3) NovoEight, (4) Nuwiq 

Coverage of Xyntha Solofuse requires 
separate trials of three of the following: (1) 
Kogenate FS, (2) Kovaltry, (3) NovoEight, (4) 
Nuwiq 

Coverage of Advate requires separate trials 

Xyntha Solofuse 

of three of the following: (1) Kogenate FS, (2) Advate 
Kovaltry, (3) NovoEight, (4) Nuwiq 

Coverage of Recombinate requires separate 
trials of three of the following: (1) Kogenate 
FS, (2) Kovaltry, (3) NovoEight, (4) Nuwiq 

entecavir 

Epclusa 
Harvoni 
Mavyret 

Must try both: 
Zetia and high intensity statin therapy 

Recombinate 

Vemlidy 

Sovaldi'""' 
Viekria Pak""" 
Daklinza""" 
Zepatier""" 

Praluent 

Praluent Repatha""" 

Must try t~ree: . . . . Lescol XL** 
atorva~tatm (generic L1p1~or), fluv~statm Livalo .. 
(genenc Lescol), lovastatm (generic z ·ta ** 
Mevacor), pravastatin (generic Pravachol), or YP• mag 
simvastatin (generic Zocor) 

Repatha 

One of: 
clindamycin capsules (generic Cleocin), 
clindamycin cream (generic Cleocin), 
metronidazole tablets (generic Flagyl) 
metronidazole vaginal gel (Metrogel
Vaginal), 
tinidazole tablets (generic Tindamax) 
oral famciclovir (generic Famvir) 
oral valacyclovir (generic Valtrex) 
oral acyclovir (generic Zovirax) 

Gonal-F 

;:,econoary Amenorrnea -
medroxyprogesterone (generic Provera), or 
progesterone capsules (generic 
o.,...,,..,..+.i, ,..,..\ All n+h ,.., • lnAi,..-s+i,..,ru:• • 

Juxtapid** 
Kvnamro•• 

Solosec** 

Zovirax ointment** 

Bravelle 
Follistim AQ 

Crinone""" 

1/1/2017 

1/1/2017 

1/1/2017 

1/1/2017 

8/1/2017 

2/1/2015 

4/1/2016 

12/15/2015 

1/1/2016 

7/1/2016 

8/1/2018 

1/1 /2015 

1/1/2013 

7/1/2018 

Specialty Bolt-on 

Specialty Bolt-on 

Specialty Bolt-on 

Specialty Bolt-on 

Specialty Bolt-on 

4/1/2016 
111

112017 
Base/Standard/Access /Plus/Adv 

Specialty Bolt-on 

Base/Standard/Access /P lus/Adv. 

2/1/2019 Advantage 

Specialty Bolt-on 

Plus/Adv. 

Plus/Adv 

Base/Standard/Access /Plus/Adv. 

\ 

Base/Standard/Access /Plus/Adv. 



Inflammatory Conditions-
oral methotrexate 

Rasuvo 
3/1/2015 Plus/Adv. 

Rheumatoid Arthritis Otrexup 

Inflammatory Conditions 
Cimzia Please Note: Step 1 medication varies by 

d,agn1>S1S and user> may be requ,red to try Humira Xeljanz / Xeljanz XR 1/1/2013 5/1/2018 Base/Standard/Access /Plus/Adv. 
more than one Step 1 medication. Simponi 

Inflammatory Conditions Cimzia 
Actemra Please Note: Step 1 medication varies by Hum ira 1/1/2015 Base/Standard/Access /Plus/Adv. 

diagnosis and users may be required to try s· . Orencia 
ITIQ(Mhan one Step 1 medlcalion 1m pom 

Cimzia 

Inflammatory Conditions Humira 

Please Note: Step 1 medlcalion varies by Simponi 
Enbrel / Enbrel Mini 1/1/2015 

2/1/2018 
Base/Standard/Access /Plus/Adv. 

diagnosis and users may be required to try Ste Iara 5/1/2018 
more than one Step 1 medication . Xeljanz/Xeljanz XR 

Actemra 

Inflammatory Conditions 
Humira Please Note: Step 1 medlcatio<i varies by Cosentyx 3/16/2015 5/1/2018 Base/Standard/Access /Plus/Adv. 

diagnosis and users may be required to try Stelara 
more than one Step 1 medication .. 

Two of the following: 

Inflammatory Conditions 
Humira 

llumya 9/1/2018 Base/Standard/Access /Plus/Adv 
Stelara 
Tremfya 

Cimzia 

Inflammatory Conditions Humira 

Please Note: Step 1 medicatfon varies by Simponi 
Kevzara 2/1/2018 

Base, Standard/Access, Plus, 
diagnosis and users may be required to try Stelara Advantage 
more than one Step 1 medication Xeljanz/Xeljanz XR 

Actemra 

Cimzia 

Inflammatory Conditions Humira 

Please Note: Step 1 medication varies by Simponi 
Oluminant 6/1/2019 

Base, Standard/Access, Plus, 
diagnosis and users may be required to try Ste Iara Advantage 
more than one Step 1 medication Xeljanz/Xeljanz XR 

Actemra 

Inflammatory Conditions 
Humira 
Stelara Siliq 6/21/2017 5/1/2018 Specialty Bolt-on 
Cosentyx 
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Inflammatory Conditions 
Hum1ra 
Stelara Taltz 11/1/2016 5/1 /2018 Specialty Bolt-on 
~nc.o.nh,v 

Liver Disease Mulpleta Doptelet 3/1/2019 Specialty Bolt-on 

Liver Disease ursodiol Ocaliva•• 6/2/2016 Specialty Bolt-on 
Must try three: 
bupropion/SR/XL 
citalopram 
duloxetine 
escitalopram 

Trintellix 
Mental Health fluoxetine 

Fetzima 
411/2015 Standard/Access /Plus/Adv. 

fluvoxamine 
paroxetine 
sertraline 
venlafaxine capsules 
venlafaxine ER capsules 
aripiprazole 

Mental Health 
And one of: 
risperidone 

Please Note: Step 1 medication olanzapine 
varies by diagnosis and users 

quetiapine IR 
Rexulti'""' 2/1/2016 Standard/Access /Plus/Adv 

may be required to try more 
than one Step 1 medication . Seroquel XR 

ziprasidone 

Must try two: 
Mental Health aripiprazole, olanzapine, quetiapine IR, Vraylar** 8/1/2016 Advantage 

risperidone, Seroquel XR, ziprasidone 

Must try two: 
amitriptyline (Elavil) 
One of the following beta-blockers: atenolol, 
metoprolol, nadolol, propranolol, or timolol 

Migraine divalproex sodium (Depakote/Depakote ER) Aimovig 5/23/2018 Advantage 
OnabotulinumtoxinA (Botox) 
topiramate (Topamax) 
venlafaxine (Effexor/Effexor XR) 

Must try two: 
amitriptyline (Elavil) 
One of the following beta-blockers: atenolol, 
metoprolol, nadolol, propranolol, or timolol 

Migraine divalproex sodium (Depakote/Depakote ER) Emgality 9/1/2018 Advantage 
OnabotulinumtoxinA (Botox) 
topiramate (Topamax) 
venlafaxine (Effexor/Effexor XR) 

Avonex 

Multiple Sclerosis 
Betaseron 

1/1/2013 Base/Standard/Access /Plus/Adv. 
Copaxone Rebif, Rebif Rebidose 
Tecfidera 

Multiple Sclerosis 
Betaseron Extavia 1/1/2013 Base/Standard/Access /Plus/Adv. 



Ophthalmic Agents 

Pain 

Pain 

Pancreatic Enzyme 
Replacement 

Seizures 
Seizures 
Seizures 
Seizures 
Seizures 
Seizures 
Seizures 
Seizures 

Seizures 

Seizures 

Seizures 

Seizures 
Seizures 
Seizures 

latanoprost (generic Xalatan) 

Must try both: 
tramadol extended-release (generic Ultram 
ER) 
Belbuca 

Must try all: 
Nucynta ER, morphine sulfate ER (generic 
MS Cantin), Xtampza ER 

Creon 
Zenpep 
UIVQlt,IIVt:A =,uu1u111 L.." 

felbamate (generic Felbatol) 
levetiracetam 
levetiracetam extended-release 
lamotrigine 
lamotrigine orally disintegrating tablets 
lamotrigine XR 
lamotrigine, Lamictal immediate release 

lamotrigine, Lamictal immediate release 

Neuropathic Pain: must try two: gabapentin, 
duloxetine, one tricyclic antidepressant such 
as amitriptyline 
Fibromyalgia: must try three: gabapentin, 
duloxetine, one tricyclic antidepressant such 
as amitriptyline, Savella, venlafaxine 
All other diagnoses: gabapentin 
Neuropathic Pain: Lyrica and must try two: 
gabapentin, duloxetine, one tricyclic 
antidepressant such as amitriptyline 
All other diagnoses: gabapentin and Lyrica 
primidone 
gabapentin 
oxcarbazepine, Trileptal 

travoprost (generic Travatan)** 
Zioptan** 
Vyzulta** 

Butrans** 

,,uymu en 
Embeda** 
Avinza** 
"'··-- ... - t-•• 
Pancreaze 
Pertzye 
Viokace 
LICJ.lan.vu:: ' Llt::t,IQI\Ult::: LI' 

Felbatol** 
Keppra 
Keppra XR 
Lamictal 
Lamictal ODT 
Lamictal XR 
Lamotrigine ER 

Lamotrigine ODT 

Lyrica** 

Lyrica CR 

Mysoline 
Neurontin 
OxtellarXR 
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7/1/2014 
1/1/2014 
1/1/2014 

7/1/2013 

7/1/2015 

10/1/2014 

7/1/2014 
7/1/2016 
1/1/2013 
1/1/2013 
1/1/2013 
1/1/2013 
1/1/2013 

7/1/2015 

6/1/2018 

7/1/2016 
7/1/2014 

6/1/2019 Plus/Adv. 

1/1/2018 Plus/Adv 

8/1/2018 Base/Standard/Access /Plus/Adv. 
7/15/2017 Hysingla, Oxycontin, Oxymorphone 
11/1/2017 HCL ER: Adv only 

Base/Standard/Access /Plus/Adv. 

LIC.!Jd"UI.C' L..I"\.. Uldl IUdl U/F"\I.A.,C,;:,;::, 

,,.,..~-'""..,l. 
Plus/Adv. 
Standard/Access /Plus/Adv 
Standard/Access /Plus/Adv 
Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv 

6/1/2015 Standard/Access /Plus/Adv 

Advantage 

Advantage 

Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv, 



Seizures 
Seizures 
Seizures 
Seizures 
Seizures 
Seizures 

Sedative Hypnotics 

Skin Conditions - Dermatitis 

Skin Conditions - Dermatit is 

Skin Conditions - Dermatitis 

Skin Conditions - Dermatitis 

topiramate, Topamax 
topiramate 
oxcarbazepine 
topiramate, Topamax 
levetiracetam tablets or solution 
zonisamide 

Must try two: 
eszopiclone (Generic Lunesta) 
zolpidem (Generic Ambien) 
zaleplon (Generic Sonata) 

mometasone furoate cream 0.1% (generic 
Elocon) 

Must try two: fluticasone propionate 0.05% 
(generic Cutivate) cream 
hydrocortisone butyrate 0.1 % ointment 
(generic Locoid), hydrocortisone valerate 
0.2% cream (generic Westcort), 
prednicarbate 0.1% cream (generic 
Dermatop), prednicarbate 0.1% ointment 
(generic Dermatop), triamcinolone acetonide 
0.1% lotion (generic Kenalog), t riamcinolone 
acetonide 0.025% ointment (generic 
Kenalog). 

fluocinolone acetonide 0.025% ointment 
(generic Synalar) 

Requirements vary based on disease 
severity 
Moderate Atopic Dermatitis: One medium to 
very-high potency topical corticosteroid 
[e.g., Elocon (mometasone furoate), Synalar 
(fluocinolone acetonide), Lidex 
(fluocinonide)], AND 
One topical calcineurin inhibitor [e.g., Elidel 
lnimP.crolimusl. Protonic ltacrolimusll. AND 

Qudexy XR 
Topamax 
Trileptal 
Trokendi XR 
Spritam 
Zonegran 

Belsomra•• 
Rozerem** 
Zolp imist** 

Cloderm cream** (clocortolone 
pivalate 0.1% cream) 

Cordran SP** cream 
(flurandrenolide 0.05% cream) 
Cordran** lotion 
(flurandrenolide 0.05% lotion) 
Desonate** (desonide 0.05% 
gel) 
Cutivate** (fluticasone 
propionate 0.05% lotion) 

Cordran ointment 
(flurandrenolide 0.05% 
ointment)** 

Dupixent 

6/1/2015 

7/1/2014 

91112016 
711/2014 

111/2013 

111/2015 

1/1/2015 

1/1/2017 

8/10/2017 

Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv 
Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv 
Standard/Access /Plus/Adv. 

3/1612015 Advantage 

Plus/Adv 

1/1/2016, Plus/Adv. 
1/112017 Cutivate: Adv only 

Plus/Adv 

Base/Standard/Access /Plus/Adv 



Skin Conditions - Dennatitis 

Skin Conditions - Dennatitis 

Skin Conditions - Dennatitis 

Skin Conditions - Dermatitis 

Tardive Dyskinesia 

"Additional clinical programs. 
including supply limits and prior 
authorization, may exist for some of 
the above therapeutic classes which 
may impact member experience 
depending on which clinical 
programs are implemented. Some 
Step 2 medications may be 
excluded. Refer to your benefit 
documents to determine which 

Must use one topical corticosteroid 

Must try both of the following: 
One topical corticosteroid, One topical 
calcineurin inhibitor 

betamethasone dipropionate propylene 
glycol 0.05% cream (generic Diprolene AF) 
fluocinonide 0.05% cream (generic Lidex 
cream) 
fluocinonide 0.05% ointment (generic Lidex 
ointment) 

Both of the following : augmented 
betamethasone dipropionate 0.05% gel or 
lotion (generic Diprolene) AND clobetasol 
propionate 0.05% gel or solution (generic 
Temovate) 

Austedo 

•• Members utilizing a step 2 medication in this category will not be grandfathered. 

" 1/1/2013 original implementation 
date refers to implementation at 
M Revision date refers to significant changes of clinical intent. 

Elidel 
Protopic 

Eucrisa 

Halog** cream(halcinonide 
0.1%) 
Halog** ointment (halcinonide 
0.1% ointment) 

Ultravate 

lngrezza 

915 

12/1/2017 Standard/Access /Plus/Adv. 

8/10/2017 Base/Standard/Access /Plus/Adv. 

1/1/2015 Plus/Adv. 

7/1/2017 Standard/Access /Plus/Adv 

3/1/2018 5/23/2019 Base/Standard/Access /Plus/Adv. 



.. , Members utilizing a step 2 meaication in this category may be grandfatherecl through coverage review criteria. 



UnitedHealthcare - Pharmacy Benefit 

Prior Authorization/Medical Necessity 
The following is a comprehensive list of medications that require Prior Authorization/Medical Necessity, meaning 

physicians must provide additional clinical information to verify member benefit coverage The Prior 
Authorization/Medical Necessity program is available for groups with language that allows coverage determinations 

based on medical necessity , Pr ior Authorlullo11/Medlcn l Noc~ssilv Js not a rnplacement for Pllor 
Authorlzallon/Noljficalion. byt an ad(l ltlpnru pronrom, Groups with the enabling language will have both 

Prior Authorization/Notification AND Prior Authorization/Medical Necessity. Where a medication is included in 
both programs, Prior Authorization/Notification and PriorAuthorization/Medical Necessity, the Prior 

Authorization/Medical Necessity program will be utilized. 

For Flex/Access Clients only 

All Fully insured clients have bolt-on options 

ASO Clients have the opl1on lo elect boll-on options, 
check your customer's benefits to see what applies 

. . Original . . . Flex / Access POL Packa e 
Med1cat1on Name Therapeutic Use Implementation Rev1s1on Date•• 

1 
9 

Date• or bot-on 

Abilifv MyCite Mental Health 4/112019 Plus/Adv. 
Absorica Acne 3/112019 Plus/Adv. 
Abstrat Pain - Cancer 12/112017 Advantage 
ActiQ Pain - Cancer 12/1/2017 Advantage 
Adcirca Pulmonary Hypertension 111/2015 Specialty Bolt-on 
Addyi Sexual Dysfunction 5/112016 7/1/2016 Plus/Adv. 
Adempas Pulmonary Hypertension 11112015 Specialty Boll-on 
Advate Hemophilia 11112017 Specialty Bolt-on 
Adynovate Hemophilia 11112017 Specialty Bolt-on 
Afrezza Diabetes 101112015 Plus/Adv. 
Afstyla Hemophilia 7/112017 Specialty Bolt-on 
Aimovl!l Mi!lraine 5/23/2018 Advantage 
Albenza Infections 111/2017 51112017 Advantage 
Amitiza Constipation 7/112014 111/2015 Advantage 
Androderm Testosterone Replacement 7/1/2014 Plus/Adv. 
Andro11el packets & pump Testosterone Replacement 7/112014 Plus/Adv, 
Aptiom Seizures 8/112014 Advantage 
Arikayce Lun!l Disease 6/112019 Specialty Bolt-on 
Arymo ER Pain 7115/2017 Opioid Bolt-On 
Austedo Hunlin!lton's Disease 2/112018 Specialty Bolt-on 
Avinza Pain 711/2014 711/2015, 111/2017 Opioid Bolt-On 
Axiron Testosterone Replacement 7/1/2014 Plus/Adv. 
Belbuca Pain 11/1/2016 Opioid Bolt-On 
Bonjesta Nausea 10/1/2018 Advantage 
Briviact Seizures 9/1/2016 Advantage 
Butrans Pain 11/1/2016 Opioid Bolt-On 
Carospir High Blood Pressure 5/1/2018 Plus/Adv, 
Cequa Ophthalmic A!lents 6/1/2019 Advantage 
Cinryze Hereditary An!llodema 1111/2014 Specialty Bolt-on 
Codeine/ phenylephrine / 

Cough/Cold 7/1/2018 Opioid Boll-On 
promethaztne 
Codeine / promethazine Cou!lh/Cold 7/1/2018 Opioid Bolt-On 
Daklinza HepatitisC 7/29/2015 Specialty Bolt-on 
Daraprim Infections 11/1/2015 Specialty Bolt-on 
Depakote Seizures 4/1/2014 9/1/2014 Advantage 
Depakote ER Seizures 4/1/2014 911/2014 Advantage 
Diclegis Nausea 10/1/2014 Advantage 
Dolophine Pain 3/1/2018 Specialty Bolt-on 
Duopa Parkinson's Disease 10/1/2015 Specialty Bolt-on 

Durageslc Pain 3/1/2018 Specialty Bolt-on 

Dupixent Skin Conditions/Asthma 3/2812017 2/1/2019 Specialty Bolt-on 
Eloctate Hemophilia 3/16/2015 Specialty Bolt-on 
Embeda Pain 7/1/2015 1/1/2017 Opioid Bolt-On 

Emnaza 
Duchenne Muscular 

8/1/2017 Specialty Bolt-on 
Dystrophy 

Em11alitv Mi!lraine 9/1/2018 Advanlage 
Emverm Infections 1/1/2017 5/1/2017 Advantage 
Endarl Sickle Cell Diease 2/112018 Plus/Adv. 
Entresto Heart failure 7/9/2015 3/1/2016 Advantage 
Epaned Hi!lh Blood Pressure 8/1/2014 Plus/Adv, 
Epclusa Hepatitis C 6/28/2016 Specially Bolt-on 
Epidiolex Seizures 2/1/2019 Advantage 
Ergomar Mi!lraine 9/112017 Advantage 
Esbriet Pulmonary Fibrosis 12/1/2014 5/1/2017 Specialty Bolt-on 
Evzio Narcotic Overdose 11/1/2014 Plus/Adv, 
Exalao Pain 7/1/2014 7/1/2015, 1/1/2017 Opioid Bolt-On 
Felbatol Seizures 7/1/2016 Advantage 
fentanyl citrate bulk powder Pain - Cancer 12/1/2017 Advantage 
fentanyl transdermal Pain 3/1/2018 Specialty Bolt-on 
Fentora Pain - Cancer 12/1/2017 Advantage 
Flolipid Hl!lh Cholsterol 2/1/2018 Plus/Adv. 
Flowtuss Cough/Cold 7/1/2018 Opioid Boll-On 
Fortamet Diabetes 1/1 /2015 Advantage 
Fortesta Gel Testosterone Replacement 7/1/2014 Plus/Adv. 
Freestyle Libre Diabetes 8/20/2018 Standard/Access/Plus/Adv. 
Fycompa Seizures 711/2014 Plus/Adv 
Genotropin Growth Hormones 1/1/2015 Specialty Bolt-on 
Glucopha!le XR Diabetes 1/1/2015 Advantage 
Glumetza Diabetes 1/1/2015 Advantage 
Grastek Allet!lies 8/112014 Advantage 
H.P. Acthar Endocrine 8/1/2014 Specialty Bolt-on 
Haegarda Hereditary Anatoedema 10/1/2018 Specialty Bolt-on 
Harvoni Hepatitis C 10/1512014 Specialty Bolt-on 
Helixate FS Hemophilia 1/1/2017 Specialty Bolt-on 
Hemillbra Hemophilia 1/1/2019 Specialty Bolt-on 
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Hetlloz Sleep/Wake Disorder In the 
8/1/2014 Specialty Boll-on 

Blind 
Humatrope Growth Hormones 1/1/2015 Specialty Bolt-on 
Hydrocodone / homatropine Cou11h/Cold 7/1/2018 Opioid Bolt-On 
Hycofenix Cou11h/Cold 7/1/2018 Opioid Bolt-On 
Hysln11la ER Pain 7/1/2015 1/1/2017 Opioid Bolt-On 
lncrelex Growth Hormones 1/112015 Specialty Bolt-on 
llumya Inflammatory Conditions 9/1/2018 Specialty Bolt-on 
lnqrezza Tardive Dvskinesia 2/112018 5/23/2019 Specialty Bolt-on 
lxlnlty Hemophilia 1/1/2017 Specialty Bolt-on 
Jivi Hemophilia 3/1/2019 Specialty Bolt-on 
Jublla Funqal Infections 2/1/2015 Advantage 
Juxtapid Hi11h Cholsterol 12/1/2015 Specialty Bolt-on 
Kadlan Pain 7/1/2014 7/1/2015, 1/1/2017 Opioid Bolt-On 
Kalvdeco Cystic Fibrosis 7/2/2015 Specialty Bolt-on 
Keppra Seizures 4/1/2014 9/1/2014 Advantage 
Keppra XR Seizures 4/1/2014 9/1/2014 Advantage 
Kerydln Fun11al Infections 2/1/2015 Advanlage 
Kvnamro HiQh Cholsterol 12/1/2015 Specialty Bolt-on 
Lamlctal Seizures 4/1/2014 9/1/2014 Advanta11e 
Lamictal ODT (Brand & Generic) Seizures 4/1/2014 9/1/2014 Advantage 
Lamlctal XR Seizures 4/1/2014 9/1/2014 Advantage 
Lazanda Pain - Cancer 4/1 /2016 12/112016 Advanla11e 
Letalrls Pulmonary Hypertension 1/1/2015 Specialty Bolt-on 
Lokelma HiQh Potassium 3/1/2019 Plus/Adv 
Lonhala Ma11natr Asthma/COPD 
Lucemyra Opioid Withdrawal 2/1/2019 Plus/Adv. 
Mavyret Hepatitis C 11/1/2017 Specialty Bolt-on 
Methadone Pain 3/1/2018 Specialty Bolt-on 
Mt11ranal Mi11raine 7/1/2017 Advantage 
Mlnolira Infections 5/1/2019 Advantage 
Morphabond Pain 10/1/2017 Opioid Bolt-On 
Movantik Constipation 1/1/2019 Advantage 
MSContin Pain 7/1/2016 3/112018 Opioid Bott-On 
Myalept Endocrine 8/1/2014 Specially Boll-on 
Mysollne Seizures 7/1/2016 Advantage 
Naprosyn Suspension Pain 6/1/2019 Plus/Adv, 
Natesto Testosterone Replacement 8/1/2014 Plus/Adv, 
Natpara Endocrine 12/1/2015 Specialty Bolt-on 
Neurontin Seizures 4/1/2014 9/1/2014 Advantage 
Nexium packets Heartburn, Reflux, Ulcers 111/2015 Plus/Adv. 

Noctiva 
Excessive Nighttime 

4/27/2018 Plus/Adv. 
Urination 

Nocduma 
Excessive Nighttime 

2/1/2019 Plus/Adv. 
Urination 

NordlFlex Growth Hormones 1/1/2015 Specialty Boll-on 
Nordltropin Growth Hormones 1/1/2015 Specialty Bolt-on 
Northera Low Blood Pressure 1/1/2015 Specialty Bolt-on 
Nucynta ER Pain 7/1/2015 1/1/2017 Opioid Bolt-On 
NuSpln Growth Hormones 1/1/2015 Specialty Bolt-on 
Nutropin Growth Hormones 1/1/2015 Specialty Bolt-on 
NutropinAQ Growth Hormones 1/1/2015 Specialty Bolt-on 
Obredon Cou11h/Cold 7/1/2018 Opioid Bolt-On 
Ocallva Liver Disease 6/1/2016 Specialty Bolt-on 
OFEV Pulmonary Fibrosis 12/1/2014 Specialty Boll-on 
Olumlnant Inflammatory Conditions 6/1/2019 Specialty Bolt-on 
Omnitrope Growth Hormones 1/1/2015 Specialty Bolt-on 
Opana ER Pain 7/1/2014 7/1/2015, 1/1/2017 Opioid Bolt-On 
Opsumit Pulmonary Hypertension 1/1/2015 Specially Bolt-on 
Oralalr Aller11les 8/1/2014 Advantage 
Orenitram Pulmonary Hypertension 1/1/2015 Specialty Bolt-on 
Orillssa Endometrlosis 1/1/2019 Plus/Adv. 
Orkambi Cystic Fibrosis 7/2/2015 Specialty Bolt-on 
Oxervate Ophthalmic A11ents 5/1/2019 Specialty Bolt-on 
Oxistat Cream Fun11al Infections 1/1/2015 Advantage 
Oxtellar XR Seizures 7/1/2014 9/1/2014 Advantage 
OxyContin Pain 7/112014 711/2015, 1/112017 Opioid Bolt-On 
oxymorphone HCI ER Pain 7/1/2015 1/1/2017 Opioid Bolt-On 
Praluent HiQh Cholsterol 7/27/2015 Specially Bolt-on 
Prevacld Solutab Heartburn, Reflux, Ulcers 1/1/2015 Plus/Adv. 
Purlxan Cancer 1/1/2015 Specialty Bolt-on 
Qbrells Hi!lh Blood Pressure 2/1/2017 Plus/Adv. 
QudexvXR Seizures 1/1/2016 AdvanlaQe 

Ragwltek Allergies 8/1/2014 Advantage 

Ravicti Endocrine 10/1/2017 Specialty Bolt-on 
Recombinate Hemophilia 1/1/2017 Specialty Bolt-on 
Relistor Opioid Induced Constipation 7/1/2016 Advanta11e 
Repatha Hl!lh Chotsterol 9/23/2105 Specialty Bolt-on 
Restasis Ophthalmic A11ents 1/1/2017 Advanla11e 
Rexulti Mental Health 7/1/2017 Advanlage 
Rhofade 1 % Pump Skin Conditions - Roscea 11/1/2017 Advantage 
Salzen Growth Hormones 1/1/2015 Specialty Bolt-on 
Sensipar Endocrine 11/1/2016 Specialty Bolt-on 
Serostim Growth Hormones 1/1/2015 Specialty Boll-on 
Sildenafil Pulmonary Hypertension 111/2015 Specialty Bolt-on 
SiliQ Inflammatory Conditions 6/21/2017 5/1/2018 Specialty Bolt-on 
Solodyn Skin Conditions - Acne 7/112017 Advantage 
Somavert Endocrine 10/1/2016 Specialty Bolt-on 
Sotvllze Arrhythmias 61112015 Plus/Adv. 

Sovaldi Hepatitis C 4/1/2014 
8/1/2014 

Specialty Bolt-on 
9/1/2014 
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Spritam Seizures 9/1/2016 AdvantaQe 
Sprycel Hemophilia 1/1/2017 Specialty Bolt-on 

Stendra Erectile Dysfunction 
5/1/2017 for Advantage 

7/1/2017 
Strensiq Enzyme Deficiency 3/1/2018 
Striant Testosterone Replacement 7/1/2014 Plus/Adv. 
Subsys Pain - Cancer 12/1/2017 Advantage 
Symdeko Cystic Fibrosis 2/21/2018 Specially Bolt-on 
Syndros Nausea 2/1/2018 Plus/Adv. 
Takhzyro Hereditary An11ioedema 211/2019 Specialty Bolt-on 
Taltz Inflammatory Conditions 11/1/2016 5/1/2018 Specialty Bolt-on 
Te11sedi CNS Disorders 2/1/2019 Speciatty Bolt-on 
Testlm Testosterone Replacement 7/1/2014 Plus/Adv. 
Tev-Tropin Growth Hormones 1/1/2015 Specialty Bolt-on 

Tlglutlk 
Amyotrophic lateral sclerosis 

10/3/2018 Specialty Bolt-on 
(ALSI 

Topamax Seizures 4/112014 9/1/2014 Advantage 
Tracleer Pulmonary Hypertension 1/1/2015 Specialty Bolt-on 
Trileptal Seizures 4/1/2014 9/1/2014 Advantage 
Trokendi XR Seizures 7/1/2014 9/1/2014 Advantage 
Troxvca Pain 10/1/2017 Opioid Bolt-On 
Trulance Constipation 9/112017 Advanlage 
Tyvaso Pulmonary Hypertension 1/1/2015 Specially Bolt-on 
Tussionex Counh/Cold 7/1/2018 Opioid Boll-On 
Tuzlnstra XR Cou11h/Cold 711/2018 Opioid Boll-On 
Ultravate Skin Conditions - Dermatitis 711/2017 Advantage 
Uptravi Pulmonary Hypertension 4/112016 Specially Boll-on 
Vanatol LQ Pain 7/1/2017 Plus/Adv_ 

Vantrela Pain 10/1/2017 Opioid Bolt-On 
Veltassa Hyperkalemia 9/1/2016 Plus/Adv 
Ventavis Pulmonary Hypertension 1/1/2015 Specialty Boll-on 
Vermox Infections 111/2017 5/1/2017 Advantage 
Viberzi GI A11ents 7/1/2016 Advantage 
Vtekira, Vieklra Pak Hepatitis C 12/19/2014 Specialty Bolt-on 
Vlmpat Seizures 7/1/2014 Advantage 
Vo11elxo Testosterone Replacement 8/1/2014 Plus/Adv. 
Vosevi Hepatitis C 11/1/2017 Specialty Bolt-on 
Yupelri Asthma/COPD 4/1/2019 Advantage 
Xada110 Parkinson's Disease 3/1/2018 Plus/Adv. 
Xlfaxan Infections 1/1/2015 Advantage 
Xiidra Ophthalmic A11ents 1/1/2017 Advantage 
Ximino Skin Conditions - Acne 8/1/2018 Advantage 
Xyosted Testosterone Replacement 5/1/2019 Plus/Adv. 
XtampzaER Pain 11/1/2016 1/1/2017 Opioid Bolt-On 
Xyntha/ Xyntha Solofuse Hemophilia 1/1/2017 Specialty Bolt-on 
Xyrem Narcolepsy 1/1/2015 Specialty Bolt-on 
Ze11erld Packets Heartburn, Reflux, Ulcers 3/1/2016 Plus/Adv 
Zohydro ER Pain 7/1/2014 7/1/2015, 1/1/2017 Opioid Bolt-On 
Zomacton Growth Hormones 11/1/2015 Specialty Bolt-on 
ZoneAran Seizures 4/1/2014 9/1/2014 Advantage 
Zorbtive Growth Hormones 1/1/2015 Specialty Bolt-on 
Zovlrax cream Infections 1/1/2015 Advantage 
Zovirax ointment Infections 1/1/2015 Advanta11e 
Zutrlpo Cou11h/Cold 7/1/2018 Opioid Bolt-On 

" Implementation dates may vary based on plan sel up These dates are provided for reference only and should not be used for auditing purposes 

"" Revision date refers to significanl changes of clinical intent 
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Employer eServices@ 

eServices Customer Reporting 

Sample Managed Pharmacy Report Package 
Automated & Custom Reports 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 
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Employer eServices@ 

Reports by Service Level 
REPORT NAME 

Managed Pharmacy 
Key Generic Substitution Indicators By Month 
Managed Pharmacy Ad Hoc 
Managed Pharmacy Cost and Utilization by Month 
Managed Pharmacy Critical Indicators 
Managed Pharmacy Plan Performance 
Managed Pharmacy Utilization by Age Group 
Top Drug Utilization Ranked by Net Paid 
Top Drug Utilization Ranked by Volume 
Top Therapeutic Class Utilization Ranked by Net Paid 
Top Therapeutic Class Utilization Ranked by Volume 

STANDARD SELECT EXPANDED 

• 
• 

• • 
• 

D • • 
• 
• 
• 
• 
• 

o Automated Reports are system generated on a prearranged schedule using fixed date and data parameters 
• Custom Reports which are customer driven on an as-needed basis using flexible date and data parameters 

© 2010 UnitedHealthcare"· Insurance Company All Rights Reserved. 
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Employer eServices@ 

Managed Pharmacy 

Key Generic Substitution Indicators b. y Month 

' 

r•r-..r· 

. 

I I I ingredient I 
O/o of Total i Cost Paid G . . . . . 1 eneric 

Service IM t . ,Prescriptions: per '5 b t·t t· 
Year/Month j e roes - . jPrescription' u ~~t~ ion 

, Generic -
Generic 

Ingredient ~ Ingredient 
Cost Paid 010 of Total Cost Paid 

per Prescription per 
Prescription _ Prescription 

- Single Multi Source 
Source 

Multi 
Source 

% Multi 
Source

Physician 
DAW 

2008-07 
2008-08 
2008-09 
2008-10 
2008-11 
2008-12 
Total 

39.6% 
41.3% 
40.9% 
41.2% 
41.1% 
42.1% 

41.1°/o 

$17.70 
$18.84 
$17.83 
$17.45 
$17.49 

___ $18.27 _ 
$17.87 

79.2% 
81.1% 
80.8% 
80.2% 
81.2% 
81.2% 

80.6°/o 

50.0% $89.57 _____ 10.4% ___ $31.19 __ 17.5% 

49.0% ··-· }.~8.-?~ _ .. .. 9-~~ .. $41.81 18.8% 
49.4% $90.68 9 .7% $47.30 18.4% 

48.6% t?QJ5 . .. .. 19.: ? 0(? ..... ... $37.:.2~ 15. 7% 
49.4% .tS.~.--~_3 ... J.:.~~(o . _ $}LI::.~? 15.6% 
-~{U°t?. ...... j ~_"l,_.}_8. .. _ 9_._8.~(o . . . .. 11~.-?9 .. ...... t~:~.01~ __ 
49.1°/o $88.67 9.9% $39.56 16.9% 

© 2010 UnitedHealthcare· Insurance Company All Rights Reserved. 

0/o Multi 
Source
Patient 

DAW 

18.5% 
17.7% 
19.1% 
18.7% 
19.2% 
18.8% 

18.7°/o 

O/o Multi 

3.7% 
3.7% 
3.0% 
2.7% 
2.5% 
2.7% 

3.0°/o 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 

60.2% 
59.8% 
59.4% 
63 .0% 
62 .6% 
63.0% 

61.4°/o 
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Employer eServices@ 

Managed Pharmacy Ad Hoc 

Number of 
Metncs 

, Claimants 
585 

Number of 
Prescri tions Bil 

1,207 $12, 116.56 

HRA Net Paid Total Net Paid Total Net Paid per Total Net Paid per Claimant 
Prescri tion ' 

$5,926. 19 $1 8,042 .75 $14.95 $30.84 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 
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Employer eServices@ 

Managed Pharmacy Cost and Utilization by Month 

Service 
Year/ 
Month 

2008-01 

2008-02 

2008-03 

2008-04 

2008-05 

2008-06 

Total 

I Retail J I 
Retail . Brand Home Home Home Total 

Generic · Number ; Retail Total Delivery Delivery Delivery Generic : I Total 
i Number of Number Number of ! of f Number of . Generic - Brand - Total - Number o~ Total Brand Number of 
I Subscriber I of I Prescription IPr~scriptlPrescriptionj Num~er_ of Num~er_ of Num~er_ of I Prescripti J Num~er_ of Prescriptio 

s Members s ions .. _ ~ Prescnpt1onsJPrescriptions Prescriptions, ons Prescriptions, ns 

916 2,346 756 1,154 1,910 31 94 125 787 1,248 2,035 

926 2,377 769 1,120 1,889 37 82 119 806 1,202 2,008 

916 2,365 817 1,299 2,116 28 101 129 845 1,400 2,245 

910 2,351 723 1,165 1,888 42 108 150 765 1,273 2,038 

902 2,340 724 1,187 1,911 37 95 132 761 1,282 2,043 

903 2,349 681 1,199 1,880 29 71 100 710 1,270 1,980 

5,473 
14,12 

4,470 7,124 11,594 204 551 755 4,674 7,675 12,349 8 

© 2010 UnitedHealthcare"' Insurance Company All Rights Reserved. 

Net Paid 

$101,862 

$111,531 

$135,222 

$120,943 

$109,386 

$139,880 

$718,824 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 

I 

• . 
$50.06 

$55.54 

$60.23 

$59.34 

$53.54 

$70.65 

$58.21 

924 

Net Paid 
per 

Member 

$43.42 

$46.92 

$57 .18 

$51.44 

$46.75 

$59.55 

$50.88 



Employer eServices® 

Managed Pharmacy Critical Indicators 

- Home S· b .n1ss10 n Retail Delive 
, ~lr -..~• 

Number of Claimants 1,566 172 

Number of Prescriptions 11,594 755 

Prescriptions PMPY 9.85 0 .64 

Prescriptions per Claimant 7.40 4.39 

% of Total Prescriptions - Single 
51.4% 62 .8% 

Source 

% of Total Prescriptions - Multi 
10.0% 10.2% 

Source 

% of Total Prescriptions - Generic 38.6% 27.0% 

Generic Substitution Rate 79.4% 72.6% 

% Multi-Source Physician DAW 15.3% 20.8% 

% Multi-Source Patient DAW 24.2% 1.3% 

% Multi-Source State Law DAW 5.2% 3.9% 

% Multi-Source Other DAW 55.3% 74.0% 

Average Net Paid PMPM $44.20 $6.68 

Average Net Paid per Claimant 
$398.79 $548.41 

per Period 

Average Net Paid per 
$53 .86 $124.94 Prescri{)t1ons 

Average Copay per Prescription $14.48 $37.48 

Average Days Supply 23.68 83.28 

Average Ingredient Cost Paid per 
$2.80 $1.95 

Day of Therapy 

Current Period - Detail Current Period - Total 

Metrics 

Number of Claimants 

Number of Prescriptions 

Prescriptions PMPY 

Prescriptions per Claimant 

% of Total Prescriptions - Single 
Source 

% of Total Prescriptions - Multi 
Source 

% of Total Prescriptions -
Generic 

Generic Substitution Rate 

% Multi-Source Physician DAW 

% Multi-Source Patient DAW 

% Multi-Sour:e State Law DAW 

% Multi-Source Other DAW 

Average Net Paid PMPM 

Average Net Paid per Claimant 
per Period 

Average Net Paid per 
Prescriptions 

Average Copay per Prescription 

Average Days Supply 

Average Ingredient Cost Paid per 
Day of Therapy 

1,619 

12,349 

10.49 

7.63 

52.1% 

10.0% 

37.8% 

79.1% 

5 

22.8' 'o 

5.1% 

56.5% 

$50.88 

$443.99 

$58.21 

$15.89 

27.32 

$2. 64 

© 2010 UnitedHealthcare® Insurance Company All Rights Reserved. 
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Employer eServices® 

Subrri,s.s,or. Retail 
Metrics Method 

Number of Claimants 1,453 

Number of Prescriptions 10,693 

Prescriptions PMPY 9.86 

Prescriptions per Claimant 7.36 

% of Total Prescriptions - Single 
Source 

52.0% 

% of Total Prescriptions - Multi 
Source 

9.8% 

% of Total Prescriptions - Generic 38.2% 

Generic Substitution Rate 79.5% 

% Multi-Source Physician DAW 23.8% 

% Multi-Source Patient DAW 27.2% 

% Multi-Source State Law DAW 3.1% 

% Multi-Source Other DAW 45.9% 

Average Net Paid PMPM $34.92 

Average Net Paid per Claimant $312.74 
per Period 

Average Net Paid per $42.50 Prescriptions 

Average Copay per Prescription $11.70 

Average Days Supply 22.99 

Average Ingredient Cost Paid per 
$2.27 

Day of Therapy 

~ 
~ 

135 

648 

0.60 

4.80 

63.3% 

9.1% 

27.6% 

75.2% 

22.0% 

5.1% 

6.8% 

66 .1% 

$6.95 

$669.44 

$139.47 

$19.23 

82.72 

$1.92 

Metrics 

Number of Claimants 1,487 

Number of Prescriptions 11,341 

Prescriptions PMPY 10.46 

Prescriptions per Claimant 7.63 

% of Total Prescriptions - Single 
52.6% 

Source 

% of Total Prescriptions - Multi 
9.8% 

Source 

% of Total Prescriptions -
37.6% 

Generi5 

Generic Substitution Rate 79.3% 

% Multi-Source Physician DAW 23.7% 

% Multi-Source Patient DAW 26.0% 

% Multi-Source State Law DAW 3.3% 

% Multi-Source Other DAW 46.9% 

Average Net Paid PMPM $41.87 

Average Net Paid per Claimant 
$366.36 

per Period 

Average Net Paid per $48.04 
Prescriptions 

Average Copay per Prescription $12.13 

Average Days Supply 26.40 

Average Ingredient Cost Paid per 
$2.21 Day of Therapy 

Prior Period - Detail Prior Period - Total 

© 2010 UnitedHealthcare® Insurance Company All Rights Reserved. 
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Employer eServices·E; 

Managed Pharmacy Plan Performance 

Submission Ingredient Employee Net Paid 
Tier Method Number of . . - .. 1--, Cost Paid Dispensing • 

'

Coinsurance/C Ancillary Cost Sharing Per Net Pai 
Level cate o Claimants 

Tier 
Retail 

1 Home 
Delivery 

Tier 
Retail -

2 Home 
Delivery 

Tier 
Retail 

3 Home 
Delivery 

Deta il 

Tier 1 1,135 

Tier 2 1,146 

Tier 3 676 

Subtotals b}'. Tier 

Number of Number of 
Claimants Prescri tions 

1,109 

71 

1,080 

136 

642 

52 

4,674 

5,750 

1,925 

1,619 12,349 $279,064 

Total 

Discounts Amount Fee 

4,470 $89,543 $75, 368 $9,451 

204 $12,819 $10,829 $0 

5,300 $107,443 $527,314 $9,414 

450 $29,856 $92,985 $0 

1,824 $33,497 $166,146 $3,183 

101 $5,908 $18, 757 $0 

$102,362 $86,196 $9,451 $228 

$137,298 $620,300 $9,414 $899 

$39,404 $184,903 $3,183 $450 

Ingredient I 
Cost Paid Dispensing lsal les Tax 
Amount Fee Amount Deductible 

$891,399 $22,047 $1,578 $0 

. 
$222 

$6 

$865 

$34 

$438 

$13 

$0 

$0 

$0 

Deductible o a Amount PMPM Net Paid Prescri tion PMPM 

$0 $32, 223 $0 

$0 !p,237 $0 

$0 $81,966 $0 

$0 $18,341 $0 

$0 $53,713 $0 

$0 $6,720 $0 

Employee 
Coinsurance/ Ancillary Cost Sharing 

Co a Amount PMPM 

$35,460 $0 $2.51 

$100,307 $0 $7.10 

$60,433 $0 $4.28 

Ancillary Employee Cost 

$2.28 $52,817 $11.82 

$0.23 $7,598 $37.24 

$5.80 5455,627 $85.97 

$1.30 $74,678 $165.95 

$3.80 5116,053 $63.63 

$0.48 $12,050 $119 .31 

Net Paid Per Net Paid 
Prescri tion PMPM 

$60,415 $12.93 $4 .28 

$530,306 $92.23 $37.54 

$128,1 03 $66.55 $9. 07 

$3.7' 

$0 .5' 

$32.2) 

$5.2! 

$8.2: 

$0.8~ 

Coinsurance/Co a Amount Sharin PMPM '-·-··-•·-· i. . . • • • • 

$196,200 $0 $13.89 $718,824 $58.21 $50.88 
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Employer eServices® 

Managed Pharmacy Utilization by Age Group 

Number of Number of Net Paid 
Number of Number of Prescriptions Prescriptions per 111.-. per Net Paid per 
Claimants Prescri tions PMPY Claimant I ' ' m112:n, ~11 - m Claimant Prescri tion •:r.1111_, ___ ,..._ .. , 

<1 

1-9 

10-19 

20-24 

25-29 

30-34 

35-39 

40-44 

45-49 

50-54 

55-59 

60-64 

65-69 

70-74 

75 + 

Detail 

Total 

21 68 0.06 3.24 $750 $0.05 $35.70 $11.02 -
227 979 0.83 4.31 $48,691 $3.45 $214.50 $49.74 

234 1,071 0.91 4.58 $49,922 $3.53 $213.34 $46.61 

71 350 0.30 4.93 $16,073 $1.14 $226.38 $45.92 

74 369 0.31 4.99 $18,545 $1.31 $250.60 $50.26 

150 1,159 0.98 7.73 $86,139 $6.10 $574.26 $74.32 

213 1,242 1.05 5.83 $58,406 $4.13 $274.21 $47.03 

251 2,065 1.75 8.23 $98,088 $6.94 $390.79 $47.50 

175 1,616 1.37 9.23 $87,463 $6.19 $499.79 $54.12 

129 1,705 1.45 13.22 $105,754 $7.49 $819.80 $62.03 

88 1,029 0.87 11.69 $113,272 $8.02 $1,287.18 $110.08 

45 573 0.49 12.73 $28,980 $2.05 $644.00 $50.58 

9 92 0.08 10.22 $5,539 $0.39 $615.44 $60.21 

2 23 0.02 11.50 $834 $0.06 $416.83 $36.25 

1 8 0.01 8.00 $368 $0.03 $368.30 $46.04 

Number of Number of Net Paid 
Number of Number of Prescriptions Prescriptions per Net Paid per Net Paid per 
Claimants Prescri tions PMPY Claimant Net Paid PM PM Claimant Prescri tion 

1,619 12,349 10.49 7.63 $718,824 $50.88 $443.99 $58.21 
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Employer eServices·~' 

Top Drug Utilization Ranked by Net Paid 

ANTINEOPLASTICS 
TEMODAR 

Subtotal 

ANTI-ULCER 

NEXIUM 
PREPS/GASTROINTESTINAL 
PREPS 

Subtotal 

ANTINEOPLASTICS 
GLEEVEC 

Subtotal 

LIPOTROPICS 
LIPITOR 

Subtotal 

Subtotal -

Toi;i Drugs 

Number of Number of 
Metncs Claimants Prescri tions 

"-

1,604 11,866 $587,873 .14 

All Other Druos 

1,619 12,349 $ 718,824.22 

All Drugs 

1 14 

0 14 

65 204 

0 204 

1 5 

0 5 

77 255 

0 2 55 

0 4 83 

96. 1% 81.8% 

100.0% 100.0% 

$40,037.90 0 .1% 5.6% 

$40,037.90 0.1°/o 5.6°/o 

$28,838.81 1.7% 4.0% 

$28,838.81 1.7% 4 .0% 

$22,834.98 0.0% 3.2% -
$22,834.98 0.0°/o 3.2°/o 

$22,014 .25 2.1% 3 .1% 

$22,014.25 2.1°/o 3.1°/o 

$130,951 .08 3.9% 18.2% 
-

$49.54 26. 86 $2.36 

$58.21 27 .32 $2.64 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 

$2,859 .85 19.64 

$2,859.85 19.64 

$141.37 38.79 

$141.37 38.79 

$4,567.00 30.00 

$4,567.00 30.00 

$86.33 40.23 

$86.33 40.23 

$271.12 38.79 
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$146 .51 

$146.51 

$4.02 

$4.02 

$152.99 

$152.99 

$2.64 

$2.64 

$7.45 
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Employer eServices@ 

Top Drug Utilization Ranked by Volume 

ANTIHISTAMfNES 113 278 
ZYRTEC 

Subtotal 0 278 

LIPOTROPICS 77 255 
LIPITOR 

Subtotal 0 255 

THYROID PREPS 53 217 
SYNTHROID 

Subtotal 0 217 

ANTI-ULCER PREPS/GASTROINTESTINAL 
65 204 

NEXIUM PREPS 

Subtotal 

BRONCHIAL DILATORS 
SINGULAIR 

Subtotal 

Subtotal 

To~ Drugs 

Number o J Number of 
Mt::tm.s Claimants! Prescri tions 

1,578 11,202 $641,566.40 

All Other Drugs 

1,619 12,349 $718,824.22 

Total Drugs 

-
0 204 

67 193 

0 193 

0 1,147 -

0/o of 
0/o of Total Net Net Paid per 

Prescri tions Paid Prescri tion 

90.7% 89.3% $57.27 

100.0% 100.0% $58.21 

$11,717.49 2.3% 1.6% 

$11,717.49 2.30/o 1.6°/o 

$22,014.25 2 .1% 3 .1% 

$22,014.25 2.1°/o 3.1°/o 

$1,065.02 1.8% 0.1% 

$1,065.02 1.8% 0.1°/o 

$28,838.81 1.7% 4.0% 

$28,838.81 1.7% 4.0°/o 

$13,622.25 1.6% 1.9% 

$13,622.25 1.6°/o 1.9% 

$77,257.82 9.3% 10.7°/o 

Average Ingredient Cost 
Days Paid per Day Of 

Su I Thera 

26.41 $2 .69 

27.32 $2.64 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 

Ill . . 
$42.15 32.19 

$42.15 32.19 

$86.33 40.23 

$86.33 40.23 

$4.91 37 .18 

$4.91 37.18 

$141.37 38.79 

$141.37 38.79 

$70 .58 32.88 

$70.58 32.88 

$67.36 36.21 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 

Ingredient Cost 
Paid per Day Of 

Thera 

$1.73 

$1.73 

$2.64 

$2.64 

$0.52 

$0.52 

$4.02 

$4.02 

$2.64 

$2.64 

$2.30 
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Employer eServices·J:: 

Top Therapeutic Class Utilization Ranked by Net Paid 

Average I I 
Days Net Paid Net Paid per 

Su I Net Paid PMPM Prescri lion 1•B11 
MISCELLANEOUS 199 482 2 .42 26.61 $71,098 -$5 .03 $147.51 13.9% 

ANTIN EOPLASTICS 17 55 3.24 28.51 $66,536 $4.71 $1, 209.75 54.5% . 
PSYCHOSTIM U LANTS-ANTIDEPRESSANTS 258 1,04 1 4.03 33.44 $62,423 $4.42 $59.96 33 .0% 

ANTI-ULCER PREPS/GASTROINTESTINAL 141 463 3.28 35 .20 $54,591 $3.86 $117.91 7.8% 
PREPS 

LIPOTROPICS 

Subtotal 

Tog Therageutic Classes 

Number o Number of 
Claimants Prescri tions 

1, 527 9 ,743 

All Other Therageutic Classes 

Number o 
Metrics! Claimants - . 

1,619 12,349 

All Therageutic Classes 

141 565 4 .01 37. 88 $48,464 $3.43 $85.78 2.5% 

0 2,606 0 33.35 $303,112 $21.45 $116.31 18.8% 

I 
Average 

Prescriptions Days 
er Claimant Su I 

Net Paid Net Paid per Generic 
PMPM Prescri tion % 

Single- I Multi-
Source 0/o Source D/o -6 .38 25 .71 $415,7 12 $29.42 $42 .67 42 .9% 45.4% 11.7% 78 .6% 

11--... - i 
• • J • 

Generic 
Generic Single- Multi- Substitution 

O/o Source O/o Source O/o O/o 

Average 
Prescriptions Days 

er Claimant Su I 

7.63 27.32 $7 18,824 $50.88 $58.21 37 .8% 52 .1% 10.0% 79.1% 

© 2010 UnitedHealthcare" lnsurance Company All Rights Reserved. 

72.6% 

40.0% 

64.4% 

92.2% 

97.0% 

77.4% 

Generic 
Multi-Source Substitution 

O/o O/o 

13 .5% 50.8% 

5 .5% 90.9% 

2 .6% 92.7% 

0 .0% 100.0% 

0 .5% 82.4% 

3.8°/o 83.4°/o 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 
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Employer eServices@ 

Top Therapeutic Class Utilization Ranked by Volume 

Number 
of Number of FDB Standard 

Thera eutic Class 1vJetncs Claimants Prescri tions 
PSYCHOSTI MU LAN TS-

258 1,041 
ANTIDEPRESSANTS 

SYSTEMIC CONTRACEPTIVES 183 629 

ANTIHISTAMINES 270 626 

NARCOTIC ANALGESICS 271 595 

OTHER HYPOTENSIVES 140 572 

Prescriptions 
r Claimant 

4.03 

3.44 

2.32 

2.20 

4 .09 

•• - .. . . 
33.44 $62,423 

37.53 $14,736 

29.96 $25,643 

11.87 $13,681 

39.18 $14,908 

= • .. .. 
$4.42 $59.96 33.0% 64.4% 

$1.04 $23.43 49.4% 31.8% 

$1.82 $40.96 10.1% 89 .6% 

$0.97 $22.99 79 .0% 10.4% 

$1.06 $26.06 42 .8% 54.0% 

Subtotal 0 3,463 0 30.79 $131,390 $9.30 $37.94 41.4% 52.0% 

To12 Thera12eutic Classes 

Number o Number of 
Claimants Prescri tions 

1,464 8,886 

All Other Thera12eutic Classes 

Average 
Prescriptions Days 

er Claimant Su I 

'

Net Paid Net Paid per 
Net Paid PMPM Prescri tion 

Generic 
Generic Single- Multi- Substitution 

0/o Source 010 Source 0/o 010 

6 .07 25.97 $587,434 $41.58 $66.11 36.5% 52.2% 11.4% 76.3% 

Generic 
Number o Number of Prescriptions Net Paid Net Paid per Generic Single- Multi- Substitution 
Claimants Prescri tions er Claimant Net Paid PMPM Prescri tion 0/o Source D/o Source O/o 010 

1,619 12,349 7 .63 27.32 $718,824 $50.88 $58 .21 37.8% 52 .1% 10.0% 79.1% 

All Thera12eutic Classes 

© 2010 UnitedHealthcare" Insurance Company All Rights Reserved. 

2.6% 

18.8% 

0.3% 

10.6% 

3 .1% 

6.6% 

Confidential property of UnitedHealth Group. Do not distribute or reproduce without the express written permission of UnitedHealth Group. 

92.7% 

72.5% 

96.9% 

88 .2% 

93.2% 

86.3% 
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Abbott Diabetic Meter Olabe.ticl.let~ Non-Formulary" 
Ability discmelt tablets Mental Health X 
Ability tablets Mental Health ' Brand Only 
AbllifyMvCtte Mental Health • • 
Absorica Acne • y 

Abstral Pain - Cancer < ' • • 
Acanva - 1.2 - 2.5% Skin Conditions - Acne T • 
Accu-chek diabetes test strips Diabetic Test Strips • Non-Formulary" 
Aceon High Blood Pressure 
acetaminophen 325 mg/caffeine 30 Pain 
mol,lihv<lrooodelno 16 mo 10blet 
Aciphex Heartburn . Renux, Ulcers • Brand Only 
Aciphex Sprinkle Heartbllm , Relux . Ulcers • " 
Actemra (subcutaneous fonnulation) lnflammalory Conditions • ' • • - lnlections 
ActilTWTll.lne Infections 
Actiq Pain - CanceJ X . • Brand Only 

Actonel Osteoporosis 
Actoplus Met Diabetes 
Actoplus Met XR Diabetes 
Actos Diabetes X BrandO/'V)' • 
Acuvail Ophthalmic Agents 

Aczone Skin Conditions - Acne 
Adaqen En zyme Deficiency • 
Adci~ Pulmonary Hypertension • X X ~ 

Adderall ADHD x' Brand Only 

Adderall XR .. ADHD ' .-• Generic Only 
Addyi Sexual Dysfunction . X 

Adefovir Dipivoxil HepatitisB 
Adempas Pulmonary Hypertension 
Admelog / Admelog Solostar Diabetes 
AdoKa Pak Infections 
Adrenadick Severe Allergic Reactions 
Advair Diskus I Advair HFA Asthma / COPD 
Advate Hemophilia . . 
AdvK:or High Cholesterol 
Adynoyate Hemophiia 
Adzenvs XR ADHD . ' Aemcolo Anti--infecirve 
Aerospan Asthma / COPD 
Af"mi1or/AftnttorDisperz Cancer 
Afrezza Diabetes • X 

Afstyla Hemophilia X • 
Aimovig Migraine • ' r ' Airduo Respielick Asthma/COPD • Brand Only 
Aktipak 3%/5% Skin Conditions • Acne 
Albenza Infections 
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Alcensa Cancer 

Aldarac~m 
Skin Conditions - Actinic 
Keratosls 

Aklvxm Diabetes 
Alevicyn Antipruitic Gel Skin Conditions • 
Ak!vicvn Antipruittc S<I Skin Conditions • 
Alevicvn Denna! Spray Skin Conditions • All~ra suspension Allergies 
AlleQra-0 12 & 24-hour Allergies 
Allzital Pain - Headache 
Alora Hormone Replacement 
Alphaqan P Opt,thalm1c Agents 
Alphanale Hemophilia 
AJphanine SD & Alphanine SO 

Hemophilia 
Heat/Treat Solv 
Alprolix Hemophiia 
Aln!X Ophthalmic Agents ' ~ 

Alsuma Migraine 
Altabax Skin Conditions - Infections 
Altn!no Skin Conditions • Acne 
Altoprev High Cholesterol 
Alunb~ Cancer ' Alvesco Asthma /COPD • 
Ambien Sedative Hypnotics , Brand Only 
AmbienCR Sedative Hypnotics ' Amerqo Migraine • 
AmethWAmethia Lo Contraceptives . '< - Constipation . • X 
Amlodipine / Atorvastatin (generic 

High Blood Pressure/ Choleste1 • Caduet) 
Amphetamine/ dextn>amphdamine 
ax.tended-release (generic Adderall ADHD x-' • 
XRI"" 
Ampyra Multiple Sclerosis 
Amrix Overactive Bladder 
AmWmide High Blood Pressure X 

Anafranil Mental Health Brand Only 
Analapram E kit Skin Conditions - Dermatitis • 
Androdenn Testosterone Replacement • • 
.Androoet p.>cktfls And pums> Testosterooe Replacement 
Anoro EIUpta Asthma I COPD 
Antara High Cholesterol 
Anusol HC Suppository Hemmoroids Brand Only 
Anzemet Nausea 
ApexiCon E cream Skin Conditions - Dermatitis 
Apidra f A.pidra Solostar Diabetes 
Aplenzin Mental Health 
Ai>okvn Parkinson's Disease 

Aplensio XR ADHD x' 
Aptiom Seizures ' Aptivus HIV 
Aqua Glvcolic HC Skin Cond1bons - Oermabbs X 

Anlnesp Anemia • • 
Arcalyst lmmunomodt.Jlators 
Arc.apt.a Neoha&er Asthma/COPO 
Aricept • 23 rnq onlv Dementia 
Arikayce Lung Di&ease • • • 
Arimidex Cancer Brand Only 
Arixtra Anticoagulant / Platelet Inhibitor • 
ArmonAir Respiclick Asthma/COPD 
Aromasin Cancer 
AnmitvEllipta Asthma / COPD • AmnoER Pain • ~ • .. 
Asacol GI Agents 
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:Src:;! HO -excluded for majority of GI Agents 

As.c:cm.sia dlo.botK t6t. $trl~ Diabetic Test Strips • Non-Formulary" 
Asmalpntd I Asmalpred Plus Asthma Ir 
AJ/Nlnp / A~tfFA Aslhma t COPD • 
AstaQraf XL Transpfant . X 

Astelin AUergies Brand Only 
Astepro Allergies 
Atacand Hi~h Blood Pressure 
Atelvia Osteoporosis • X 

Ativan Anxiety Brand Only 
Atopiclair Skin Concitions X 

Atralin Skin Conditions - Acne X • X • 
Atrapm Antipruitic HvdrOQal Skin Conditions 
Atrapro Cp Skin Conditions 
Atrapro Dermal Spray Skin Conditions 
Atripla HIV 
Atrovent HFA Asthma/COPO 
Auba9io Multiple Sclerosis -- lnfeetions Brand Only 
Auqmentin ES-600 Infections Brand Only 
Augmentin XR Infections 
Aurstat Anti-Itch Hvdroqel Skin Conditions 
Austedo Huntington's Disease . , • 
Auvi-Q Severe Allergic Reactions • Brand Only 
Avand1a Diabetes 
Avapm High Blood Pressure 
Avar Acne 
AvarLS Acne X 

Avelox Infections Brand Only 
Avinza Pain • . X Brand Only 
Avitac~&qel Skin Condittons - Acne ' .. X 

Avodart BPH Brand Only Generic Only 
Avonex Multiple Sclerosis X X X 

A>ert Migraine • Brand Only 
Axiron T .. IOIW..,..Repi.-1 
Azasite Ophthalmic Agents 
Azelu Skin Conditions - Acne 
Azilect Parkinson's Disease Brand Only 
Azopt Ophthalmic Agents 
Azo, Higl Blood Pressure -c ...... ,-- Skin Conditions - Infections 
Ointment 
Balversa Cancer 
Banzel Seizures . 
Baraclude Hepatitis B ' Tablets Br.1ndOnly 

Basaolar Diabetes 
Baver Diabetic Meter Diabetic Meters 
Bebulin Hemophilia 
BeconaseAQ Allergies 
Belbuc:a Pain • :, 
Belsomra Sedative Hypnotics X X 

Benefbl Hemophiliil • 
Benicar Hi91'1 Blood Pressure Brand Only 
BenlcarHCT High Blood Pressure Brand Only 

Benlysta 
Systemic Lupus 
Erythematosus 

BenzaClin Skin Conditions - Acne . Brand Only 
BenzaClin kit Skin Conditions - Acne 
BenzaClin pump Skin Conditions - Acne 
Benzamvcin Skin Conditions - Acne 
U....Eloom 18-Eloom U!n Skin Condtions - Acne 
Benznidazole Antiparasitic 
Bep"""' Ophthalmic Agents • ~ 

Berinert Hereditary Angioedema 
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Besivance ·0,,,,0,i,1....,_,. 
Betapace Arrhythmias Brand Only 

Betaseron Multiple Sclerosis • • 
Bethkis Cystic Fibrosis • y 

Betimol Ophthalmic Agents 
Bevespi COPD 

Bevvxxa Anilo .. gu11n11 P1•1'1tt lnhi> .... 
Bevaz Contraceptives 
Sinosto Osteoporosis • • 
Boniva Osteoporosis 

Boniasta Nausea 
Bosulif Cancer • 
Brafto\li Cancer • 
Bravelle Infertility 
Breeze Diabetes Test $trips Diabetic Test stips • ' Breo Ellipta Asthma /COPD 
Brilinta Anticoagulant I Pla\4!!: let lnhN:or 
Brimatoprost (Lumiqan) Ophthalmic Agents 
Brisdelle Hormone Replacement 
Briviact Seizures 
Bromdav Ophthalmic Agents 
BromSite Ophthalmic Agents 
Brvvana A6thma/COPD 
Brvhali Skin Conditions 
BulkPowden Compounds • 
Bunavail Opioid Dependence t . 
Buphenyl Endocrine • 
Buprenorphine (qeneric Subutex) Opioid Dependence 
Buprenorphinelnaloxone ep;o;d Dependence • (Qeneric Suboxone) • . . 
Butalbital/Acet/Caffeine Pain. Headache 
BuU,IIH!JIIIAc~Floril:.ol Pain - Headache 
Sutalbit.11UAc:ot1CatrcintlCocfei ni: Pain • Headache 
Fiortcet w/Codeine 
Butalbital/Aeetaminophen/Caffeine/C 
ocklne Pho,pha ... 50 mgl300 ffllll40 Pain - Headache 
mg/30 mg (generic Floricot wilh 
Codefflel 
Butorphanol NS Migraine 
Butrans Pain X • • • 
Bvdureon Diabetes ; 

Byetta Diabetes y 

Bvvalson Hypertension 
Cablivl Blood Disorder 
Cabometvx Cancer 

~ 
High Blood Pressure I 
Cholester~ Lowering 

Calquence Cancer • • 
Cambia Migraine 
camrese/Camrese Lo Contraceptives 
Capnilsa Cancer • • 
Car.date Heartburn ReHux Ulcers 
camaq1u Elevated Ammonia Levels 
C.ardizem High Blood Pressure Brand Only 
can:fizem co Hi{tl 8'ood Pressure Brand Onty 
Cardizem LA High Blood Pressure Brand Only 
Carospir High Blood Pressure X 
Carrasyn Hydrogel Wound DressinQ Skin Conditions X 

Ca- Erectile Dysfunction . 
Cavston Cystic Fibrosis X . . 
C.lebrex Pain - Inflammation • Brand Only 
Celexa Mental Health Brand Only 
Cellc:ept Transplant Brand Only 
Cenestin Hormone Replacement 
eentanv AT Skin Conditions. Infections 
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C.,,uo 
Ceracade 
Cerdelga 

Celnrtlde 
Chenodal 
Chlorzoxazone - 250 mg 
Cholbam 
Choline fanofibrate Cgenerie Trilipix) 
Chorionic Gonadotropin 
Cialis 
Ciclodan Kit 
Cimzia 
Cinryze 
Cipro HC 
Cipro suspension 
ClarifoamE!F 
Clarinex I Clarinex-0 
Cleocin-T 
crimara / ClimaraPro 
CWndacinPac 
Clindaqel 

Oph\hlllmic:Ag,nm 
Skin Conditions 
Enzyme Deficiency 
Infertility 
Endocrine 
MU&C6e Reiaxant 
Enzyme Deficiency 
High Cholesterol 
Infertility 
Erectile Dysfunction 
Skin Conditions - Infections 
lnllammatory Conditlons 
Hereditary Angioedema 
Infections 
Infections Sldn~-
Allergies 
Skin Conditions - Acne 
Hormone Replacement 
Skin Condilioos -1',;;ne 

Skin Conditions - Acne 

Clindamycin 1%/benzoyl perol:ide 5% Aaie 

Clindamyein 1.2%/benzoyl peroxide 
5% 
ClindamyeWbenzoyl peroxide 
l>l>P(caJoel50ol_,e.;cBen:rxlln) 
Clobetasol 0.05% emollient foam 
(qeneric Olux-E) 
Clobetasol 0.05% foam (generic 
Olux) 
Clobetasol 0.05% lotion (generic 
Clobex) 
Clobetasol shampoo 
(generic: Clobex Shampoo) 
Clobex 
Clobex lotion 
Clobex shampoo 
Clodan ktt 
Clodenn 
Clodenn cream 
Clomipramine 
Coagadex 
Codeine/Acet Tylenol and Codeine 
Cllblots ..,., solullon 
Codeine I phenylephrine / 
oromell,azine 
Codeine I promethazine 
Colazal 
Colcrvs 
CombiRan 
CombiPatch 
Combivant Respimat 
Combivir 
ComelriQ 
Comfort Pac Tizanadine 
Compkor.o 

Concerta 
Con&our Diabetes Test Sbips 
Conzip 
Copaxono 

Copegus 

Copiktr:a 

Acne 

Slon Conlitions - Aaie 

Skin Conditions - Dermatitis 

Skin Conditions . Dermatitis 

Skin Conditions - Dermatitis 

Skin Conditions 

Skin Conditions • Dermatitis 
Skin Conditions .. Dermatitis 
Skin Conditions • Dermatitis 
Skin Conditions Dermatili$ 
Skin Conditions - Dermatitis 
Skin Conditions • Dermatitis 
Mental Health 
Hemophma 

Pain 

Cough/Cold 

Cough/Cold 
GI Agents 
Gout 
Ophthalmic Agents 
Hormone Replacement 
Asthma/COPO 
HIV 
Cancer 
Muscle Relaxant 
HIV 
ADHO 

Diabetic Test Strips 
Pain 

Muttiple Scierosis 

Hepatitrs C 

Cance, 

,' 
• 

~ 

X 

Brand Only 

Brand Only 

Brand Only 

Br11ndOnfy 
Non-Formulary11 

Generic Only 

X 
l:lr.lnd & Non-M~n 

20mg only 
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Cordran Skin Conditions - Dermatitis • • CrnmA.~B~ 
Ontv 

Cordran Tape Skin Conditions - Dermatitis I 
Coreq CR High Blood Pressure . X 

Corilact Hemophilia X 
Corianor Heart Failure . . 
Cosentvx lnHammatory Conditions ;. . • X 
Cosopt PF Ophthalmic Agents • 
~IC Cancer • • I 

Cotempla XR-ODT ADHD 
Cozaar High Blood Pressure 
Cntstor High Cholesterol 
Crtnone Hormone Replacement . ~ 

Crixivan HIV 
Cuprimine Wilson'& Disease ~ 

Cutivate lotion Skin Conditions - Dermatitis 

CydosporinelCyclosporine Modified Transplant .. 
Cvmbalta Mental Health X Brand Only 
Cystadane Endocrine 
Cystaqon Endocrine 
CVstaran Ophthalmic Agents ' < . 
D. H. E. 45 Pain · Headache Brand Only 
Daklinza Hepatit:i,C X • 
Daliresp COPD 
Darapnm Anti-infecWe 
Daurismo Cancer 
Daxbia Infections 
Oaytrana ADHD • x' X 

Decadmn Oral Steroid Brand Onty 
Delos Skin Conditions - Acne 
Delzieol GI Agents 
Denavir Infections 
Do<lakote Seizures • X 
Depakote ER Seizures X y 

OepenTitratabs Endocrine • 
Oepo-Provera Contraceptives 

Derma-Smoothe FS Skin Conditions - Dermatitis 
Dormno<b AF 3-05% Skin Conditions - Infections 
Dermasorb XM 39"/o Kit Skin Conditions - Infections T 

Oesloratadine (generic Clarinex) Allergies ' Desonate Skin Conditions - Dermatitis 
DesOwen Skin Conditions - Dermabtis 
Desoxyn ADHD x' 
Desvenlafa:Jtine Mental Health X • 
Desvenlamdne 1-1 Mental Health • X 

Detrol Overactive Bladder • 
Deb'OI LA Overactive Bladder X 
Doxcom G4 Platinum Diabetes 
O.xcom G5 Platinum Diabetes 
Oexcom G6 Platinum Diabetes 
DexcomSensor Diabetes r 
Dexcom Transmitter Diabetes • X 

Dexedrine ADHD x' 
Oexilant Heartburn Reflux Ulcers • 
Dextrostat ADHD x' 
Diab Skin Conditions 
Diab F.D.G. Freeze-Dried Skin Conditions 
Diabetic Test Strips Dia be be Test Stnps 
Diabetic Lancing Devi« Diabl!ttic Lancing De11ice 
Oiacomit Seizures 
Diastat Setzures 
Dibonzyhne High Blood Pressure Brand Only 
Diclegis Nausea • • 
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Didanosine 
Oifferin erum, i:1el & lotion 
Dificid 
Diflorasone diacetate 
Dihydrocodeine/Acet/Caffeine 
Diovan 
Diovan HCT 
Disalcid 
Oolophine HCI 
Oonepezn - 23 fflR fi:1eneric Aricept) 
Doptelet 
Doryx 
Dovonex 
Oo,tyqcllno T5 ffl!I (gono<ic 
Monodox) 
Duac f Ouac CS 
Duavee 
Duetact 
Duexis 
Oulera 
Ouopa 
Dupixent 
Duraaesic 
Dure-zol 
Durtaza 
Duto~ 
Ouzallo 
Oyanavel XR 
Oymista 
Dvnacin 
E.E.S.400 
ec:ott.llole fl iUato i:m,im 

Ecoza 
Edex 
Edluar 
Edurant 
Effexor XR 
Effient 
Egrifta 
Elestat 
Eletone I Eletone Twinpack 
Elidel 
Eligard 
Eliquis 
Ella 
Eloctate 
Emadine 
Embeda 
Emend 
Emflaza 
Emaalitv 
Emtriva 
Emulsion Sb 
Emvenn 
Enablu 
EnbreU Enbrel Mini 
Endart 
Endometrin 
EnstilarFoam 
Entecavir 
Entocort EC 
Entresto 
Entty 
Envarsus XR 
Epaned 

HIV 
Skin Conditions - Acne 
Infections 
Skin Conditions 
Pain - Headache 
High Btood Pressure 
HiAh Blood Pressure 
Pain 
Pain 
Dementia 
Hematologic 
Infections 
Skin Conditions - Dermatitis 

Infections 

Skin Conditions - Acne 
Hormone Replacement 
Diabetes 
Pain 
Asthma/COPO 
Parkinson's Disease 
Skin Conditions - Dermatitis 
Pain 
Ophthalmic Agents 
Anticoagulant/ Platelet Inhibitor 
High Blood Pressure 
Gout 
ADHO 
Allergies 
Skin Conditions - Acne 
Infections 
Skin Conditions - Infections 
Fungal Infections 
Erectile Dysfunction 
Sedative Hypnotics 
HIV 
Mental Health 
Anticoagulant/ Platelet Inhibitor 
Endocrine 
Ophthalmic Agents 
Skin Coodilions 
Skin Conditions - Dermatitis 
Hormone Replacement 
Anticoa1:iulant / Platelet Inhibitor 
Conlracepti\/es 
HemophMia 
Ophthalmic Agents 
Pain 
Nausea 
Duchenne Muscular Dystrophy 
Migraine 
HIV 
Skin ConditiOO$ 
Infections 
Overactive Bladder 
lnHammatory Conditions 
Sickle Cell Disease 
Hormone Replacement 
Skin Conditions - Dermatitis 
Hepatitis B 
GI Agents 
Heart Faiure 
Skin Conditions 
Transplanl 
High Blood Pressure 

• • 
' • 
' Brand Only 

Brand Only 
Brand Only 

~ 
X 

X 

r 

X 

• 
X 

" • . ' ' ~ Brand Only 

X 

, ' 
X 

Generic Only 
Brand Only 

X 

' 
Brand Only ' Brand Only 

' X 

• 
X 

• • • 
' 

• X X 

X 

X • X . 

Brand Only 
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EpckJsa 
EpiCeram 
Epidiolex 
Epiduo 
Epiduo Forte 
EpiPen I EplPen Jr 
Epivir 
EpivirHBV 
EJ>o<,en 
EPZicom 
Erqomar 
Erivedga 
Erieada 
E-.o 
Esbriet 
Estrace 
Estrasorb 
EslrinA 
Estrogel HRT 
Eucrisa 
Evekeo 
Eversense Sensor, Transmitter 
Evista 
Evotaz 
Evzio 
Exa!Qo 
Exelon Patch 
Exlon,e 

E.llforge HCT 

Exlade 
Extavia 
Fabior 
Falessa kit 
Famvir 
Fanapt 
Farxi"8 
Farvdak 
Feiba, Feiba NF & Feiba VH lmrn,no 
Felbatol 
Fernan, 
Fomrinq 
Fenofibrate - 43 mg, 130 mg (generic 
Antara) 
Fenofibrate. 48 mg, 145 mg (generic 
Tricor) 
Fonofibrate • 50 mg, 150 mg (generic 
Lipofen) 
Fenofibrate - 67 mg, 134 mg, 200 mg 
(qeneric Lofibra) 
fenofibric acid (generic Fibricon 
Fenoqlide 
Fenortho 
rentanvl citrate bulk powder 
Fentanvl Transdennal Patches 
Fcntora 
Feniprox 
Fetzima 
F~sp I Fiasp Flex 
Fibricor 
Fioricet with Codeine - 50 mg/300 
mq/40 mq/30 mq 
Fioricet with Codeine - 50 mg/325 
ma/40 mqf30 mq 

HoP4JilbC 
·Sien Conditions 
Seizures 
Skin Conditions - Ame 
Ae<1e 
Severe Allergic Reactions 
HIV 
Hepatitis 8 
Anemia 
HIV 
Migraine 
Cancer 
Cancer 
Fungal Infections 
Pulmonary Fibrosis 
Hormone Replacement 
Hormone Replacement 
Hormone Replacement 
Hormone Replacement 
Skin Conditions - Dermatitis 
ADHO 
Diabetes 
Osteoporosis 
HIV 
Narcotic Overdose 
Pain 
Alzheimer's Disease 
High Blood Pressure 

High Blood Pressure 

Iron Overtoad 
Multiple Sclerosis 
Skin Conditions - Acne 
Contraceptives 
Infection& 
Mental Health 
Diabete 
Cancer 
Hemophilia 
Seizures 
Cancer 
Hormone Replacement 

High Cholesterol 

High Cholesterol 

High Cholesterol 

High Cholesterol 

High Cho4esterol 
High Cholesterol 
Pain 
Pain - Cancer 
Pain 
Pain - Cancer 
Iron Overtoad 
Mental Health 
Diabetes 
High Cholesterol 

Pain - Headache 

Pain - Headache 

X 

. 
• . 
• 
' 

• 

X 

• 

x' 
X 

• i 

X 

• 

• 
• 

• 

• 

' X 

X 

. 
X 

Brand Only 

Brand Only . 
X 

Brand Only . 
Brand Only 

X 

X 

Generic is Non-
Formularv 

' . 
A 

X 

X 

Brand Only 

• 

Brand Only 
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Fl,uvr lie,odiwy /lngloedom• 
Firdapse Cancer 
FirmaQon Endocrine 
First Proqesterone Hormone Replacement 
Flector Pain - lnftammation X 
Flolipid High Cholesterol 
Flornax BPH 
Flonase Allergies 
Flo-i>nd Inflammatory ConditiOl'l$ 
Flovent Diskus & Flovent HFA Asthma / COPD 
Flowtuss Cough/Cold • • ,. 
Floxin Otic Infections Brand Only 

Fluocinolone Skin Conditions - Dermatitis 
Fluoroplex 1 % Cancer 
ftuorouracll 0.5% cream (Carac 

Skin Conditions - Keratosis 
authorized Qeneric) 

Fluoxetine - 60 mg Mental Health 

Ftuoxetiml (generic Prozac) -10 mg 
Mental Health 

tablets 
Focalin ADHD ,, 
Focalin XR ADHD ' x• 
FollistimAQ Infertility 
Foradil Asthma/COPD , 
Forf,vo XL Mental Health 
Fortamet Diabetes 
Forteo Osteoporosis 

F-taGel Testosterone Replacement X X X 

Fosrenol Chewable Tablets Elevated Phosphate Levels Brand Onty 

fraQmin Anticoagulant I Platelel Inhibitor • 
Freestyle diabetes test strips Diabetic Test Strips • Non-FOl'mulary11 

Free$tyle lnsulinx diabetes test 
Diabetic Test Strips • Non-Formulary' 

strips 
Freestvle Libre Diabetes • 
Frova, Migraine . Generic Only-

Advantage POL 

Fuzeon HIV 
Fy..,._ Seizures 
Galafok:I Fabry Disease 
Ganftlill: Acetate Infertility 
Gattex Endocrine 
GelniQue Overactive Bladder 
GenitdurKit Brittle Nails 
Gendur Skin Concfrtions 
Generess FE Contraceptlves 
Genom Transplant 
Genotropin Grown, Ho,mones • . 
Genvova HIV 
Geodon Mental Health X Brand Only 
Giazo GI Agents ' Gilenva Multiple Sclerosis ' . • 
Gilotrif Cancer . • • Glatopa Multiple Sclerosis , • .. ' Gloevoc Cancer . • • Brand Only 
Gluca9on/Gluca~en Diabetes 
Glucophage XR Diabetes 
Glumetza Diabetes 

Glveata Execso!veS.Ue"""5 
Glyxambi Diabetes . 
Gocovri Parkinson's Disease • 
Gotvtelv GI Agents • 
Gonal..f/Gonal-F RFF Infertility X 

GoNitro Chest Pain 
Grallse Pain - Neuropathy 
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Granisol Ntiusea 
Granix Neutropenia 
Grastek Allergies • 
H.P. Acthar Endocrine X • X JI .. 
H~arda Hereditary Angioedema . • • X 
HaloQ Skin Conditions - Dermatitis X • Harvoni Hepatitis C • • X • 
Hecoria Transplant X 
tteltdac H Pylon Ai:1ent . 
Helix.ate FS Hemophilia • .. . 
Hemanqeol Birthmark (Hemangioma) X 

HemUbra Hemophilia 
l-lemofilM Hemophilia 
He,,sera Hepatitis B 
Hlittlioz SleepiWake Disorder in the Blin • . • 
Horizant Seizures • 
HPR I HPR Pk.ls Skin Condibons • 
HPR Plus Hyd~el Skin Condmons ( 

HPR PlusfMB HydroQ"el Skin Conditions • 
Humaloq Diabete& • 
Humaloq Mix 50/50 Diabetes 
H-Mix75/25 OiabetK 
Human Chorionic Gonadotropin Infertility . 
Hurnat&-P Hemophma • 
Humatrope Growth Hormones X • . . 
Hurnira lnffammatory Conditions X • • 
Humulin Diabetes 
Humulin 70/30 Diabetes 
Humulin N Diabetes • 
HumufinR Diabetes • Hvcamtin Cancer . • 
Hycofenix Cough!Cotd 
Hydrocodone/acetaminophen S/300 Pain 
rtl!i, 10/300 fflA & 7 _51300 fflA 

Hvdrocodone/homatropine Cough/Cold 
Hvlatopic / Hvlatopic Plus Skin Conditions 
Hysingla ER Pain X • • X 

lbrance Cancer X . 
ld.1si!:1 Cancer X • 
ldhifa Cancer X . 
llevro Ophthalmic Agents X 
llumva lnflammatorv Conditions X 

lmbruvica Cancer ,. ~ 

lmitrex nasal spray Migraine • 
lmitrex tablm and injection Migraine • Brand Only 
lmpavido Infections ' ' - Skin Conditions • X 

lmuran Transplant Brand Only 
lmvexxy Women's Health 
lnbrii i Parkinson's Disease 
lncfflex Growth Hoonones • 
lncruse Ellipta Asttima/COPO X 
lnderal LA High Blood Pressure Brand Only 
lnferqen Cancer • X X 
ln!lrezu Tardive Oyskinesia . X • X X 

lnlvta Cancer • . • 
lnnohep Anticoagulant/ Platelet Inhibitor 
Insulin Pens/Cartridges (Includes all 
brands and strengths: Apidra 
Solostar, Lantus Solostar, Humulin, Excluding Lantus 
Humulin N, Humulin 70130, Humalog, Diabetes • Solostar and 
Humalog Mix 50(50, Hurnalog Mix Levemir 
75125, Levemir, Novolog, Novolog 
Mix) 
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Insulin Vials (Includes all brands and 
strengths: Apidra, L.arrb.ls, Humulin, 
Humwin N, Hum.arn R, ttumullo 

Excluding Lantus 70130, Humalog, Humalog Mix 50150, Diabetes • and Levemir 
Humalog Mix 75125, Levemir, Novolin 
R, Novolin N, Novolin 70130, Novolog, 
Novolog Mix) 

lntelence HIV 
Intermezzo Sedative Hypnotics .. 
lntron-A Cancer 
lntrovate Contraceptives 
lntuniv ADHD . Brand Only 
lnvei:1a Mental Health • Brand Only 
lnvirase HIV 
lnvokamet Diabetes • 
lnvokamet XR Diabetes 
lnvokana Diabetes 
lrenka Mental Health 
lressa Cancer • • 
lsentress HIV 
lxinitv Hemophilia X •· 
J.itdenu , J~nu Sprinldc5 Iron Overload . 
Jakafi Cancer . • 
Jalvn BPH 
Janumet IJanumet XR Diabetes 
Januvia Diabetes • 
Jardiance Diabetes .. 
Jentadueto Diabetes . 
Jivi Hemophilia . • • 
Jolessa Contraceptives 
JomavPM ADHD 
Jublia Fungal Infections y • 
Juluca HN • 
Juxtaptd High Cholesterol ' X • • • 
Jynarque Endocrine • X • Kadian Pain • X 

Kaletra HN 
Kalvdeco Cystic Fibrosis 
Kai:>VaY ADHD " Karbinal ER Aller!=Jies X 

Kazano Diabetes " 
r'\UUIUIILC"U \,;IC"IIC"II'-' -Kenaloq Skin Conditions - Dermatitis . Brand Only 

~:":s~~:,"orphous Hydrogel Wound Skin Conditions 

Keppra Seizures • ' KeppraXR Seizures • ) 

Keralac Skin Conditions - Infections 
Keralyt Scalp Kit Skin Conditionrs - Infections 
Kerydin Fungal Infections • X 

Ketocon Skin Conditions - Infections 
Ketoconazole 2% cream Skin Conditions - Infections 
Ketodan Skin Conditions - Infections 
Kevevis Paralysis secondary to potass1u 
Kevzara Inflammatory Conditionrs 
Khedezla Mental Health 
Kineret lnllammatory Conditions " Kisqali Cancer X 

Kitabis Pak Cystic Fibrosis .• X . 
Koate Hemophilia • 
Koate-DVI Hemophilia • 
Koqenate FS, Koqenate FS Bio-Set Hemophilia 
Kombi<,lyze XR Diabetes .x 
Korlvm Endocrine . 
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Kovaltrv 
Kuvan 
Kvnamro 
Lamictal 
UmictalOOT 
Lamictal XR 
Lomhilqnmu,.. and ta
Lamivudine 
LarnotriAine ER, l.amotriRine ODT 
Lansoprazole 
Laotus 
L.aintut. :SobSTAA: 
l.astacaft 
Latuda 
Laz.anda 
Lenvima 
Lesco! 
Lescol XL 
~ 
Leukine 
Leuprollde 

i'f•niaohlli• 
Endocrine 
High Cholesterol 
Seizures 
Seizures 
Seizures 
Fungal Infections 
Hepatitis B 
Seizures 
Heartburn, Reftux . Ulcers 
Diabetes 
Diabetes 
Ophthalmic Agents 
Mental Health 
Pain - Cancer 
Cancer 
High Cholesterol 
HiS,,.Ch~terol 
Pulmona,y Hypertension 
Neutropenia 

- Replooe"'°"' 
Levalbuterol nebs (generic Xopenex Asthma/ COPD 
nebsl 
Levemir 
Levemir Flexpen 
Levitra 
Levonorq-eth 
~vorphanol 
Lexapro tablets 
LHetta 
Lexiva 
Llbrax 
Udoc;aino S"A, o .-itmcn1 
Lidodenn 
Lindane shampoo 
Unzess 
Lipitor 
lipofan 
Liptruzet 
Uvalo 
Llvixil Pak 
Locold lipocream 
Locoid lotion 
Loeort 
Lodosvn 
Lofibra 
Lokelma 
lonhala MaRnair 
Lonsurf 
Loprox Shampoo 
Loorox: Suspension & Cream 
Lort>rana 
Lorzone 
Losartan 
Loseasonique 
Lotamaxgel 

Lotemax solution 

Lotrisone 
Lotronex 
lovaza 

Lovenox 

Luc:amyra 

Diabet6 
Diabetes 
Erectile Dysfunction 
Conb"acepbves 
Pain 
Mental Health 
Slan Conditions - Dermatitis 
HIV 
GI Agents 
Pain - Neuropalhy 
Pain - Neuropathy 
Lice 
Constipation 
HiQh Cholesterol 
High Cholesterol 
High Cholesterol 
Hi~ Cholesterol 
Pain 
Skin Conditions - De,matitis 
Skin Condibons - Dermatitis 
Oral Steroid 
Parkinson's Disease 
High ChOWsterol 
High Potassium 
Asthma/ COPD 
Cancer 
Fungal Infections 
Infections 
Callee, 

Muscle Relaxant 
High Blood Pressure 
Contraceptives 
Ophthalmic Agents 

Ophthalmic Agents 

Skin Conditions - Dermatitis 
GI Agents 
High Chole&terol 

Anticoagulant I Platelet lnhibilor 

Opioid Withdrawal Symptons 

X 

• 

X 

X 

X 

" 

,. 

Brand Ont\' 

Brand Ont\,· 

Brand Onf\l· 

Brand Only 

Brand Onl'I' 

. 
Brand Only 

Brand Onty 
BrandOntv 

Brand Only 
Brand Only 

" 
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Lucentis Ophthalmic Agenls 
Lunesta Sedative Hypnotics • Brand Only 
Luvox CR Mental Health • 
LuxiQ Skin Conditions • Otrmatitis 
Luzu Skin Conditions • Infections 
Lynparza Cancer > • • 
Lyrica Seizures ~ 

Lyrica CR Seizures 
Lysleda Blood Coagulant 
Mavenclad Multiple Sclerosis 
Mavik High Blood Pressure 
Mavyret Hepatitis C A 
Mavzent Multiple Sclerosis 
Maxalt I Maxart-MLT Migraine • Brand Only 
MB Hvdroqel Skin Conditions • 
Medroxvprogesterone Injectable Contraceptives A 
Medtronic Enlite Sensor Diabetes 
Medtn)nie Gu..nfuin R£AL .. l1m,e 
Continuous Glucose Monitoring Diabetes 
System 
Medtronic Mini-Link Transmitter Diabetes 
Medtronic Sol·MMOT Diabetes 
Mekinist Cancer ' Mektovi Cancer • 
Melphalan Cancer 
Menopur Infertility 
Menostar Hormone Replacement 

M<lohvton Vitamins X 
Mepron suspension Infections Brand Only 
Mesalamine Enema GI Agents • 
Metadate CD ADHO ' ' Brand Only 

Motadate ER ADHD • x' 
Metaxalone Muscle Relaxant 
methadone Pain • 
Methadone lntensol Pain • 
Methadose Pain X 
Methylin ADHD x' 
MelhylinER ADHD ,, 
Methylphenidate ADHD ,, 
metoorolollartr.112· J7.Smc,. 7Smo Hype,,enolon 
Metozolv GI Agents ' Metroqel 0.75% V.l!linal Infections Brand Only 
Metr09el1% Skin Conditions· lntections X 
Metronidazole 1% gel (generic Skin Conditions • Infections ' X 
Met~el) 
Mieardis / Micardis HCT High Blood Pressure Brand Only 
MJeortHC Skin Conditions • Dermatitis ' MtCrocvn Skin Conditions X 

Micronor Hormone Replacement • 
Mit:,ranal Pain - Headache • . Brand Only 
Minastrin 24 Fe Contraceptives 
Minivelle Hormone Replacem ent 
Minocin - 50 mg, 75 mg, 100 1119 Infections Brand Only 
Minolira Infections 
Mirapex ER Parlcinson's Disease 
Mirvaso Skm Conditions - Rosacea 
Mit:19are Gout Generic Only 
Moderiba Hepabtis C 
Moaxioril High Elood Pressure 
Momexin combo pack Skin Conditions • Oermatibs 
Monoclab!-P Hemophlia • 
Monodox Infections Brand Only 
Mononine Hemophilia 
M0'11idox Kit Infections 
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Motphln111 au~tttcnded"'"Cl.l~a~ Pa,n 
(Qeneric Kadian) 
Moteqrity Cons"tipation 
Motofen GI Agents 
Movantlk Con,tipation • • . " MoviPrep GI Agents 
Moxeza Oph1halmic Agents 
Mozobil Neutropenia 
MSContin Pain • X (&and Only) • 
Mulpleta Hematologic • • 
Mul!aq Arrhythmias • • 
MUSE Erectile Dysfunction 
Myalept Endoaine 
Mvdavis ADHD • ' ' Mvlonlc TrllllSr>1ant • BrandOnlv 

Mvorisan Acne 
Mvrbetriq overactive Bladder 
Mvsoline Seizures 
Mytesi HIV Anti-diarrheal • 
Naftin Fungal Infections 

Nalofon Pain 

Nalocet Pain 
Namenda Mental Health 
Namenda XR Mental Health 
Namzarie Alzheimer's Disease 
Naprelan I Naprelan CR Dose Card Pain - ln"ammation 
Naprosyn Suspension Pain - Inflammation • 
Narcan Nasal Sprav Narcotic Overdose • 
NasacortAQ Allergies • . 
Nasonex All ergie, • • 
Natasto Testosterone Replacement • . • 
Natpara Endocrine • • • • -· Lice Brand Qnho 

Neobenz Micro Skin CondlbOns - Acne ' Nemal Transplant • Brand Ont. 
Neosalus f Neosalus Cp Skin Conditions 
Neo-Synalar Skin Conditions . Infections 
Neo-Svnalar cream Skin Conditions X 

Neo-Svnalar kit Skin Conditions - Dermatitis " Nertynx Cancer ' ' • 
Nesina Diabetes • AllalonudGonon< 

Only 

Neuac Acne X 

Neulasta Neutropenia 
Neumeqa Interleukins 
Neupogen Neutropenia X X 
Neurontin Seizures 
Nevanac Ophthalmic Agents 
Nexavar Cancer • . X 

NexielonXR High Blood Pressure • 
Nexium capsules Heartburn, Reflux , Ulcers 
Nexiurn packets Heartburn, Reflux , Ulcers 
Ni.asp.an High Cholesterol 
NicAzet Doxv Kits Acne " Ninlaro Cancer . . 
Nitrolingual Pump/Spray Chesl Pain • X 

Nitromist Chesl Pain 
Nitromlst IIOAual aerosol Chest Pain 
Nitvr Endocrine • 
NrYatopic Plus Skin Conditions 
Nivestvm NeulTopenia 
Noeduma Excessive Nighttime Urination • X 

Noctiva Excessive Ni!'.lhttime Urination 
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Norditropin G,~~ ' K • • 
Norditropin Flexpro Growth Hormones ' ' ' 

, . 
Nordiltooln Nordllltx Growth Hormones • • " X .~ 
Noritate Skin Conditions - Infections 

Norther.I Low Blood Pressure • y 

Norvir HIV ' Brand Only 

Novam Infertility 
NovoeiQht HemophlUa 

Novolin7Dl30 Diabetes 
Novolin N Diabetes 
NovolinR Diabetes 
Novolin/Novolin Mi,: Diabetes ' Novok>g Diabetes 
Novoloq Mix 70/30 Diabetes 
Novolog/Novolog Mix/Novolog 

Diabetes 
Flupen 
Novoseven RT Hemophiha 

Nuc:vnta /Nucvnta ER Pain ' • 
Nuedexta Pseudobulbar affect 

NutVRlv GI Agents 
Nuplaztd Mental Health 
Nutr.store Nutritional Supplements 
Nutropin I Nutropin AQ Growth Hormones ' • • 
Nutropin AQ NuSpin Growth Hormones • . • Nuvessa Infections 
Nuvtgil Narcolepsy X 

Nuwici Hemophilia 
Nystatlrafl'riamcinok>ne cream & 
ointment (oeneric llycoloQ I) 

Fungal Infections • 
Obredon Cou~h/Cold • . 
Oca.liva Liver Di&ea&e • • ' • 
Octraotide Acetate Endocrine 
Odactra Allergies 
Odefsev HIV 
Odomzo Cancer X 
otev Pulmonary Fibrosis • 
Oklotru Mental Health X 

OkJmiant 
Inflammatory Conditions • 
Rheumatotd Anhritis 

Olux/OluJtE Skin Condition& • Dermatitis • 
Olu:t.CP Skin Conditions· Dermatitis 
Omeclamox.Pak H. PyloriAgent 
Omeprazole/Sodium Bicarbonate 

tii:iDfU>Um, R• l!u>: , UfOGrs. 
capsule 
Ormaris Allergies 
Omnitrope Growth Hormones • 
Ormttrnpe Pen S,1D Gu,,,chHoomorws I . " X A 

Omtry~ High Cholesterol 
One Touch Diabetes Test Strips Diabetic Test Strips . 
Onexton Skin Conditions · Acne • 
Onfl Seizures 
Onntvza Diabetes 
Onnwl Fungal Infections X " Onzetra Xsail Migraine 
Opana Pain 
Opana ER Pain X , t~Onlyj , I 

Opioids, long acting Pain 
Cumulative dose 

(MED LIMIT) 
Cumulative dose 

Opioids, short acting Pain (MEDLIMIT) 
New to therapy 

Opsumit Pulmonary Hypenension 
Optium I Optium EZ Diabetes Test 

Diabetic Test Sb"ips 
Strips 
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Optivar Opt,lhalmlc: Aocnl5 Btond 0 nly 
Oracea Skin Conditions - Rosacea Generic Only 
Oralair Allergies , ,, 
OraviQ Fungal Infections 
Orencia/Orencia Clickjet Inflammatory Conditions • (subcutaneous formulation) 
Orenrtram Pulmonary Hypertension . • X X 

Orfadin Enzyme Deficiency l X • • 
Orilissa Endometriosis 
Orkambi Cystic Fibrosis 
OrthoCvden Contraceptives 
Ortho EYra Contraceptives Brando~ 
Ortho Micronor Contraceptives X 

OrthoNovum Contraceptive9 • 
Ortho Tri-Cyclen Lo Contraceptives Brand Ontv 

Oseni Diabetes • Aulhorized Generic 
Only 

Osphena Sexual Dysfunction 

Otezla 
Inflammatory Conditions - . . X 
Psoriasis 

Otovel Infections 

Otrexup 
Inflammatory Conditions -
Rheumatoid Arthritis 

Ovace Plus Skin Conditions - Acne 
Ovidrel Infertility ~ 

Oxaliplatin Cancer 
Oxaydo Pain 
Oxavdo Pain 
Oxervate Ophthalmic Agents • • X 

Oxistat Cream Fungal lntections X X X 

Oxistat Lotion Fungal Infections 
01ttellar XR Seizures . X 

OxvContin Pain . • . 
Oxvtrol Overactive Bladder •X 

Oxvtn>I Overactive Bladder 
Ozempic Diabetes 
Pad>cx HP'Pocli.,. LP Skin Conditions - Acne 
Palynz~ Endocrine 
Pancreaze Pancreatic Enzyme Replacement 
Panlor (acetaminophen 325 
mg/caffeine 30 mg/dihydrocodeine 16 Pain 
mq 
Parlodel Parkinson's Disease Brand Onl!' 
Patadav Ophthalmic AQents 
Patanase Allergie, 
Patanol Ophthalmic Agents 
Paxil CR Mental Health 
Pazeo Ophthalmic AQents 
PCP 100 K~ Constipation 
Pedipriox-4 Infections 
Pcq,nVII, Poqm-p Procljd Hepatitis C 
Penlac Nail lacquer Fungal Infections Brand Only 
Pennsaid 2".4 solution Pain - lnl\ammation 
Pennsatd Drops Pain - Infla mmation 
Pentasa GI Agenls X 

Percocet Pain Brand Onfot 
Perforomist Asthma / COPD 
Perindopril HiQh Blood Pressure 
Pe11Zye Pancreatie Enzyme Replacement 
Pexeva Menial Health 
Picato Skin Conditions - Actinic Kerato 
Pilaqis Pain 
Plavix Anticoagulant / Platelet Inhibitor Brand Only 
PleQridy Mul~ple Sclerosis 
Plexion Acne 
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Pomalvst Cancer • " PR Cream Skin Conditions 
Pradaxa Anticoa~ulant / Platelet Inhibitor • 
Praluent High Cholesterol • • ~ X 
Pramosone E Skin Conditions - Dermatitis 
Prandin Diabetes 
Pravachol Hi~h Cholesterol 
Pravastatin High Cholffterol 
Precision Diabetes Test Strips Diabetic Test Strips ' Non-Formulary" 
Preqnyl wl diluent benzvt Infertility 
Premarin Hormone Replacement 
Pn,mpro Hormone Replacement 
Prepopik GI Agents - Skin Condmons 
Prestalia High Blood Pressure 
Prevacid capsules & OOT Heartburn, Reflta: , Ulcers 
Pntvxid Solut::ab Heartburn, ReHux , Ulcers 
~CQfl,umerP,i~ H Pylori Agent " Prevymis Infections 
Prezcobix HIV 
Prezista HIV . 
Prik>sec suspension Heartburn, Rellux, Ulcers 
Pristiq Mental Health . Brand Only 
ProAirHFA AsU,malCOPD 
Proair Respiclick Asthma/COPD 

ProCentra ADHO x' 
Procort Skin Conditions - Dermatitis 
Procrit Anemia • • 
Proctocort Hemmoroids Brand Only 
Procvsbi Endoerine • • • 
Pmdrin Pain - Headache Brand Only 
Profasi lnfe11ility 
Profikline. Profilnine SO Hemophilia 
Proq,af Tritnsplant • Brand Only 
Proleflsa Ophthalmic Agents 
Promacta Hemostatic 
Protonix Heartburn , ReHux. Ulcers Brand Only 
Protonlk granules for suspension Heartburn, Rellux, Ulcers ' Protopic Skin Conditions - Dermatitis . . Brand Only 
Pnwentil HFA AsUlma/COPD • 
Provigil (modafinil) Narcolepsy . . . 
Prozac Mental Health Brand Only 
Prozac Weekly Mental Health . Brand Only 
Pruclair Skin Conditions 
Prudoxin Skin Conditions 
Prumvx Skin Conditions 
Psort:on Skin Conditions 
Pulmicort Flexhaler A5thma/COPD • " Pulmicort ResPllleS Asthma/COPD • 
Pulmozvme Cystic FK>rosis X • • Purixan Cancer 
Pylera H, P)1ori Agent 
Qbrelis High Blood Pressure 
Qnasl Asthma/COPD • . 
atem Diabetes . • ' Quartette Contraceptives X 
Quasense Contraceptives X 
QudexyXR Selrures . . • 
Quillichew ER ADHD X x' ~ 

QuillivantXR ADHD • x' X 
QVAR I QVAR Redihaler AsthmalCOPD . 
Rad-I Skin Conditions 1 
RadiaPlexRX Skin Conditions • Ragwitek Allergies X 
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Rapamune Transplant • Btaod on1, 
Rasuvo 

lnftammatory Conditions -
Rheumatoid Arthritis 

Ravicti Endocrine . . 
Rayaldee Elevated Parathyroid Hormone 
Ravos lnnammatorv Conditions 
Rebetol Hepatitis C 
Rebrf I Rebif Rebidose Multiple Sclerosis • • 
Reblnyn HemophHia • X 
Recombinate Hemophilia 
Rectiv Anal Fissures 
R~ranex. Diabetic Uk:ers 
Relenz.a lntections 
ReliOn Ultima diabetes test strips Diabetic Test Strips ' X 

R~istor QJHotd Induced Constipation < • Tablets Only 
Relpax Mi~rarne . Brand Onl-1 
Renvela Elevated Phosphate Levels Brand Only 
Repatha I Repatha Pushtronix I High Cholesterol 
Surclick 
Reon,nex Infertility 
Requip XL Parkinson's Disease 
Rescriptor HN 
Restasis Ophthalmic AQents X X ' Multidose Vial Onlv 
Retacrit Anemia • Retin-A Gel Skin Conditions - Acne X • ' Retin-A Cream Skin Conditions - Aaie ~ . Brend Onlv 
Retin-A Micro Skin Conditions - Acne X ' ' RetrQvir HIV ' Revatio Pulmonary Hypertension • . Brand Onlv 
Revlimid Cancer • . • 
Rexulti Mental Health . > . 
Reyataz HN • Brand Only 
Rhinocort Aqua Allergies • 
Rhofade 1% Pump Skin Conditions - R0&acea • • 
Rhopressa Ophthalmic Agents • 
Ribapak Hepatitis C 
Ribasphere Hepabtis C 
Ribatab Hepatitis C 
Ribavirin Hepa titis C 
Rklaura lnftammatorv Conditions 
Risperdal Mental Health 
Ritalin ADHD 
Ritalin LA ADHD • ' Brand Onl\' 

Ritalin SR ADHD ,, 
Rixubis Hemophilia ' Rodin DWM!& ~ltf Diabetic Meters Non-FormularyA 

::~~:~~)ext~nded-n!lease (generic Parkinson's Disease 

Rosadan Krt Skin Condrtion& - Infections 
Roxybond Pain 
Rozerem Sedative Hypnotics 
Rubraca Cancer • • • Ruc:onest Hereditary Angioedema • • • Rydapt Cancer 
Rvtarv PafM'lson's Disease 
Rvvent Allergies 
Ryzott Pain • ' Sabril CNS Agents . • • Brand Onlv 
Safvral Contraceptives 
Saizen Growtti Hormones X 
Samsca Endocrine • Sanctura Overactive Bladder 
Sanctura XR Overactive Bladder 
Sancuso Nausea 
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Sandimmune Tr111>!>1M1• • Brand Only 
Sandostatin Endocrine . r Brand Only 
Santvl Skin Conditions • 
Saphris Mental Health 
Sarafem Mental Health 
Savaysa Anticoagulant/ Platelet Inhibitor 
Savella Pain - Neuropathy • 
Seasonale Contraceptives X 

Seasonique Conlraceptiveii . 
Seebri Neohaler COPO 
Seoluromet Oiabetee 
Selzentrv HIV 
Sen~par Endocrine 
Set-event diskus Asthma / COPD 
Semivo Skin Conditions - Dermatitis . ' Seroquel Mental Health X Brand Only 
Seroquel XR Mi,ntalHealth • Brand Only 
Serostim Growth Hormones • • 
Sertraline Mental Health 
Signifor Endocrine 
Sildenafil Pulmonary Hypertension 
Silenor Sedative Hypnotics 
Siliq Inflammatory Conditions 
SilvaSorb Skin Conditions ' Simbrinza Ophthalmic Agents • • 
Simponi Inflammatory Conditions 
Simvastatin High Cholffierol 
Sinqulair qr.mules Asthma Brand Only 
Sitavisl Infections 
Sivextro Infections 
Skelaxin Muscle Relaxant Brand Only 

Skl.U Lice • 
Sl<yrizi 

lnflammatocy Con<fitions -
Psoriasis 

Sodium sutfacetamide/sutfur go/o-
Acne . 

4.5% kit (Qeneric Sumadan Kit) 
Solaraze Skin Conditions 
Soliqua Diabetes 

Minocycline ER 45 
Solodyn Skin Conditions - Acne • mg, 90 mg, 135 mg 

NonFormulary 
Solosec Infections • 
Soltamox Cancer 
Soma -250 mQ Muscle Relaxant 
Somatuline Depot Endocrine 
Somavert Endocrine • 
Sonata Sedative Hypnotics • 
Soolantra Acne , 
Sorilux.Foam Skin Conditions - Dermatitis • 
Sotvlize Arrhythmias 
Sovaldi HepatiUI C • 
Spectra9el Skjn Conditions 
Soj,fva & Solffl• Rosolma1 Aslhma/CO?O 
Sporanox capsules Fungal Infections • 
Spritam Seizures • • . 
Sp,vc,,I Cancer X • • • X 
St.artix Diabetes • 
Staxvn Erectile Dysh..mclion • ' X 
Slegla1Ju Diabetes • X 
Steqluian Diabetes • ' ' Slela"' Inflammatory Conditions • • • 
Stendra Erectile Dysfunction • ' y 

Stiolto Respimat Asthma / COPD ~ 

Stivarqa Cancer • • 1 -.. ADHD • Brand Only_ 
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SltOM ka: ER'ZVff'fl'Odc:lenc:y . • 
Striant Testosterone Ri,plac011'1GOl ' Stribild HIV 
Striverdi Respimat Ar.ttima/COPD • 
Suboxone Opioid Dependence • T 

SUbsys Pain- Cancer • X . . 
SUcraid Enzyme Deficiency 
SwT'Bdan Kit & Cteanser /\one 
Sumavel DosePro Migraine 
Sumax.in CP Skin Conditions - Aene • 
Sumaxin TS Skin Conditions - Acne 
S.,prax Infections 
Suprep GI Agents 
SUstiva HIV 
Sutent Cancer • X 
Sylatron Cancer 
Symbicort Asthma J COPD 
Symbyax Mental Health • 
Symdeko Cystic Fibrosis • • • .. 
Symlin Diabetes 
Sympaz.an Seizures 
Svmproic Opioid tnduced Constipation 
S.VMltsr & S','nC11Li:lr tooical 1otutloc-. Skin Conditions - Dermatitis • Brand Ont1 
SynalarKit Skin Conditions - Dermatitis • 
SynalarTS Skin Conditions - Dermatitis 
Syndros Nausea 
Synribo Cancer 
Svnera Pain 
svniardv Diabetes 
Syn.-rdy XR Diabetes 
Syprine Endocrine 
Tabloid Cancer 
Taclonex Skin Conditions - Dermatitis • Brand On~, 
Taclonex Scalp Skin Conditions - Dermatitis 
Tafinlar Cancer 
T~risso Cancer ' ~ 

Takhzyro Hereditary Angioedema • . 
Taltz Inflammatory Conditions . • • ' • 
Tallenna Cancer ' ' • 
Tamllu Capsules & Suspension Infections • Capsules &and Only 

Tanzeum Diabetes ' Tarceva Cancer X ~ 

Taraadox Skin Conditions - Acne . 
Targretin Capsules Cancer • Generic Only 
Tasiqna Cancer • • • . 
Tasmar Parkinson's Disease Brand Only 
Tavtulla Contraceptives 
Tavalisse Hematologic 

Tazorac cream & gel Skin Conditions • Acne ' . Generic 1 % cream 
only 

Tocfidera Multiple Sclerosis . . • 
Technivie HepatitisC 
Teasedl CNS Disorders 
Tit9rat:ol Seizures 
TO-.lo High Blood Pressure X 

Tektuma I Tektuma HCT High Blood Pressure 
Temodar Cancer 
Temovate Skin Conditions - Dermatitis 
Temovate-E Skin Conditionli - Dermatitis • 
Tenoretic High Blood Pressure Brand OnN 
Tenormin His,I Blood Pressure B<lmdOnl! 
Terbtnex Fungal Infections 
Testim Testosterone Replacement 
Testosterone topical ~el Testosterone Replacement 
Tev•Tropin Growth Hormones • • 
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Thalomid Cancer 
Therahoney Skin Conditions 
Tibsovo Cancer 
Thiola Endoerine X 

Tiglutik 
Amyotrophic lateral sclerosis 
(ALS) 

Tirosint Thyroid Hormone Replacement X 
Tivicay HIV ' Tivorl>ex Pain 
TOBI Cystic Fibrosis • 
TOBIPodhaler Cystic Fibrosis . 
Tobradex ST Ophthalmic Agents • Total< Skin Conditions • 
Tolterodine (qeneric Detrol) Overaciive Bladder • 
Topanax Seizures • Topicort Skin Cooditions - Dermatitis • 
Topiramate extended-release Seizures X X X 
sprinkle 
Touieo Solostar Diabetes • • 
Toviaz overactive Bladder 
Tracleer Pulmonary Hypertension • ' ' • 
Tradienta Diabetes !~::101 extended-release (generic Pain 

Trandolapril High Blood Pressure 
Travatan Z Ophthalmic Agents 
Travoprost fqeneric Tnwatan) Ophthalmic Agents • 
Trel~y Ellipta COPD ' Tremfya Inflammatory Conditions • • X 
Tresiba Diabetes 
Tretinoln fora() Cancet" !r:=~ microsphere (generic Retin- Acne 

' • X 

Tnotin-X - 0.0375% & 0.0TS% ._,, 
Aaie 

and k~ 
Tretin-X cream & Qel Skin Conditions - Acne 
Trettan Hemophilia 
Trex.imet MiQraine 
Trezlx Pain 
Trianex Skin Conditions - Dermatitis • 
Triaz foaming cloth& S~n Coo-.. A«lt y 

Tribenzor High Blood Pressure 
Tricor f'8 mg & 145 mg) High Cholesterol 
Triqlide HiQh Cholesterol 
Trileptal Seizures • • 
Trilipix High Cholesterol 
Trintellix Mental Health 
Triumeq HIV 
Trizivir HIV 
Trokendi XR Seizures X X ' Tropazone Skin Conditions 
Trospium (qeneric Sanctural Overactive Bladder =:: :.@nMd~,(gonc,ric Overactive Bladder 

Troxyca Pain 
Truetest Test Strips Dii?betic Test Sb"1)S 
Trueb"acl( Test Strips Diabetic Tesl Slrips 
Trulance Constipation • X ~ • 
Trulicity Diabetes 
Truvada HIV 
Tudorza Pressair Aslhma / COPO 
Tussionex Cough/Cold 
Tuzistra XR Cough/Cold 
Twvnsta High Blood Pressure 
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Tvbost HIV y 

Tykert, Cancer • • • 
Tvmlos Osteoporosis • K 
Tvvaso Pulmonary Hypertension • • 
Tyzeka Hepatitis B 
Uloric Gout 
Ultima Test Strips Diabetic Test Strips 
Ullracet Pain 
UltramER Pain 
Ultr.lvate Skin Conditions - Dermatitis ·' • . 
Ultr:avate X Combination Pack Skin Conditions - Dermatitis • 
Ultresa Pancreatic Enzyme Replacement 
UmectaJUmecta PO/ Umecta Nail Kit Skin Conditions - Infections 
UniYasc High Blood Preuure 

Uptravi 
Pulmonary Arterial 
HVJ)ef'tension Agents 

Urama11tin GT Skin Conditions - Infections 
Utibron NeohaLer Asthma ! COPD 
Utopic Skin Conditions - Infections 
Vacustim Skin Conditions . 
Vaqifem Hormone Replacement Brand Only 
Valchlor Cancer ' . • 
Valcvta Infections • Brand Only 
Valium Anxiety Brand Only 
Valtnx Infections • Brand Only 
Valtuma High Blood Pressure 
Vanatol LQ Pain • 
Vancocin Infections . 
Vanos Skin Conditions - Dermatitis • 
Vantrela Pain • 
Varubi Nausea • 
Vascepa High Cha'esterol 
Vascudenn Skin Conditions ~ 

V--Hydrogol Wour>d Skin Conditions • DressinR 
Vaseretic High Blood Pressure B<and Only 
Vasotec High Blood Pressure Brand Only 

Vecamvl High Blood Pres5Ufe 
Vectical Skin Condi tions - Dermatitis 
Veltassa Hyperkalemia 
Veltin Skin Conditions - Acne 
Vemlidy Hepatitis B 
Venclexta Cancer • 
Venlafaxine ER tabs Mental Health • 
Ventavis Pulmonary Hypertension 
Ventolin HFA Asthma / COPD 
Ver:amvst Allergies 
Verdeso Skin Conditions - Dermatitis • 
Verl!ilen Skin Conditions - Infections 
Vermox Infections 
Versacloz Mental Health 
VerzenfO Canoe< • 
VES1care Overactive Bladder 
\/lend Infections • v ..... Erecille Oyslunction • Brand Onl\· 
Vlherzi GI AQen!s . • 
V'!Codln I V'ic.odin £s I V1Codin HP Pain 
1/\ctoza Diabetes 
V"ldexNidex EC HIV 
Viekira Pak Hepatitis C • • 
V"iqabatrin CNS Ai::ients • 
Vaqamox Ophthalmic Agents Brand Only 
Viibryd Mental Health • 
Vrtrakvl Caneer • 
Vimovo Pnin • lnfl11m,n111uon • ,. 
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Vimpat Seizures ' " Viokace Pancreatic Enzyme Replacement 
Viracept HIV 
Viramune HIV • Brand Only 
Virann.me XR - 100 mg HIV • Brand Only 
Virasal Skin Conditions - Infections X 

Viread HIV X Brand Onty 
Vistoqard Chemotherapy Overdose • 
Vrlekta HIV . 
ViveUe-Oot Hormone Replacemen t . Generic Only 
Vivlodex Pain • Inflammation 
VlZimpro Cancer 
V-o Testosterone Reptacement • " • 
Vottaren Ge4 Pain • lnflammabon Generic Only 
Vosevi Hepatitis C • • " X 
Votrient Cancer . ' • 
Vraylar Mental Health • • 
Vusion Fungal Infections X • 
Vyndaqel Amyloidosis • • • 
Vytone Skin Conditions - Dermatitis X 

Vvtorin High Cholesterol • Brand Only 
Vyvanse ADHD . . 

X 

Vvzulta Ophthalmic Agents ' X 

Wellbutrin Mental Health Brand Only 
Wellbutrin SR Mental Health Brand Onty 
Wellbutrin XL Mental Health Brand Only 
Wes-rt S!Qn Conditions - Dermatitis 
Wilate Hemophilia 
Xadago Parkinson's Disease 
Xalkori Cancer 
XanuJ Xanu-XR Arudety Brand Onty 
Xan,tto Anticoat1-1lant / Platelet Inhibitor • 
XartemisXR Pall X 
Xatmep Cancer 
Xelianz. lnftammato,y Conditions 
Xelianz. XR lnflammatorv Conditioos 
Xeloda Cancer X • Genefic Only 
Xelpros Ophthalmic AAents • 
Xenaz.lne Huntington's Disease • X Brand Only 
Xerese Skin Conditions - Infections 
Xennelo Endocrine 
Ximino Skin Conditions - Acne 
Xhance Allergies 
Xifaxan Infections • 
Xi!:lduoXR Diabetas • Xiidra Ophthalmic Agents 
Xodol Pain 
Xonuza Infections 
XoleQel Fungal Infections 
Xopenex HFA Asthma / COPD 
Xopenex Solution Asthma / COPD • X 
Xospata Cancer X ' Xtampza ER Pain . :t 
Xtandi Cancer X ' . 
lwltot>hv Diabetes . I 

Xuriden Endocrine X • 
Xvntha, Xyntha Solofuse Hemophilia . • 
Xyosted Testosterone Replacement 
Xyn,m Narcolepsy ' Yasmin Contraceptives 
Vaz Contraceptives 
Yonsa Cancer 
Yupelrt AsthmatCOPD • X 
Zanabin Antipruritic Hyd~el Skin Conditions X 
Zarxlo Neutropenia 
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Zegerid capsules tiQrtbu'n., Ro"-t:ti U\e6tiD 
Zeqerid packets HoOlibufr-., RoM i Ulctro 
Zeiula Cancer • • 
Zelboraf Cancer . 
Zembrace Symtouch Migraine J( 

Zemplar Endocrine 
Zenzedi ADHD ~· Brand Only 

Zepatier Hepatitis c 
Zerit HIV 
Zestoretic High 61ood Pressure Brand On~, 

Zestril High Blood Pressure Brand Only 

Zetia HiQh Cholesterol X Brand On~/ 
~ Allergies ~ 

Ziaqen HIV 
Z..na Slon Cond4tions - Acne 
Zidovudine HIV 
Zinbryta Multiple Sclerosis 
Zioptan Ophlhalmic Agents 
Zipsor PMI • 'Jnlamma.bon • 
Zirqan Ophlhalmic Agents 
Zocor High Cholesterol 
Zodex Oral Steroid X 
Zohy<lro ER Pain • A 7 

Zoladex Cancer 

Zolinza Caneer 

Zoloft Mental Health Brand On~, 

Zolpimist Sedative Hypnotics 

Zolvrt Pain X 

Zomacton Growth Hormones • • • • 
Zomig nasal spray Migraine 

Zomig tablets & Zomig ZMT Mis,afle 

Zonacon Oral Steroid 

Zonalon Skin Conditions 

Zonatuss Cough/Cold 

Zon~ran Seizures 

Zontivity Anticoagulant/ Platelet Inhibitor 

Zort>tive arow,,, H«,i,on .. 
Zortress Transplant 

Zorvolex Pua , fnbmmooon X 

Zovirax cream Infections • y 

Zovirax ointment Infections • X X Brand On~, 
ZTLido Pain 
Zubsolv Opioid Dependence 
Zuplenz Nausea 
Zurampic Gout ) • 
Zutripro Cough/Cold . . Brand On~, 

Zyclara 
Skin Conditions - Actinic 

X • Keratosis 
ZvdettQ Cancer 
Zvfto As1!1ma • 
Zvfl<>CR Asthma • 
Zvkadla cancer X . X 

Zvlet Ophlhalmic Agents 
Zymar Ophthalmic Agents 
Zvpitamaq High Cholesterol 
Zyp~ I Zvprexa Zydis Mental Heallh X Brand onr, 

Zvti!la Cancer X X X 

Zyvox Infections X Brand Only 
• In addition to other applicable clinical programs, these programs are only for Oxford lines of business 

956 





UnitedHealthcare - Pharmacy Benefit 

Supply Limits per duration 
Last updated 5/28/19 (For 6/1/2019 Effective Date) 
The following is a comprehensive list of medications that have a duration supply limit. Supply Limits 
establish the maximum quantity of drug that is covered in a copay or a specified timeframe. 

Medication Name Supply Limit per month Overrides 
Ability - 10 mg tablets & discmelt tablets 
Ability - 15 mg tablets & discmelt tablets 
Ability - 2 mg 
Ability - 20 mg & 30 mg tablets & discmelt tablets 
Ability - 5 mg tablets & discmelt tablets 
Ability MyCite 
Abstral - 100, 200, 300, 400, 600, & 800 mg tablets 
Aciphex - 20 mg 
Aciphex Sprinkle 
Actemra (subcutaneous formulation) 
Actimmune 
Actiq - 200,400, 600, 800, 1200, & 1600 mcg 
Actonel - 150 mg 
Actonel - 35 mg 
Actoplus Met-15/500 & 15/850 
Actoplus Met XR - 15/1000 mg 
Actoplus Met XR - 30/1000 mg 
Actos -15, 30 & 45 mg 
Adcirca - 20 mg 
Adderall XR - 20, 25 & 30 mg 
Adderall XR - 5, 10 & 15 mg 
Addyi 
Adempas 
Adlyxin 
Adlyxin Starter Pack 

Adrenaclick - 0.15 & 0.3 mg 

Advair Diskus - 100/50, 250/50 & 500/50 
Advair HFA-45/21, 115/21, & 230/21 
Adzenys XR 
Adzenys XR Suspension 
Aerospan 
Afinitor - 2.5 & 5 mg 
Afinitor - 7.5 & 10 mg 
Afinitor - Disperz 2 & 3 mg 
Afinitor - Disperz 5 mg 
Aimovig - 70 mg (1 dose pack) 
Aimovig - 70 mg (2 dose pack) 
Airduo Respiclick 
Albenza 
Alcensa 
Alora - 0.025 & 0.05 mg/day 
Alora - 0.075 & 0.1 mg/day 
Alunbrig - 30 mg 
Alunbrig - 90 & 180 mg 
Alunbrig Titration Pack 
Alvesco - 160 mcg 
Alvesco - 80 mcg 
Ambien - 5 & 10 mg 
Ambien CR - 6.25 & 12.5 mg 
Amitiza - 8 & 24 mcg 
Amlodipine / Atorvastatin (generic Caduet) 
Ampyra - 10 mg 
Androderm - 2 & 4 mg 
Androgel 
Androgel -1.62% 20.25 mg 
Androgel - 1.62% 40.5 mg 
Androgel - 2 x 75 g pump 
Androgel - 2.5 grams 
Androgel - 5 grams 
Anoro Ellipta 

31 tablets Yes 
31 tablets Yes 
62 tablets Yes 
31 tablets No 
47 tablets Yes 
31 tablets No 
120 tablets Yes 
31 tablets Yes 
31 capsules No 
4 syringes No 
13 single dose vials Yes 
120 units Yes 
1 tablet No 
4 tablets No 
93 tablets No 
62 tablets No 
31 tablets No 
31 tablets No 
62 tablets No 
31 capsules Yes 
31 capsules Yes 
31 capsules No 
93 tablets No 
2 pens No 
1 pack/365 days No 
2 auto-injectors or 1 two pack (per 

No 
copay) 
60 blisters No 
1 inhaler No 
31 tablets No 
465 ml Yes 
2 Inhaler No 
31 tablets No 
31 tablets Yes 
31 tablets No 
31 tablets Yes 
1 autoinjector No 
2 autoinjectors No 
1 inhaler No 
124 tablets No 
248 capsules No 
8 patches Yes 
8 patches Yes 
124 tablets No 
31 tablets No 
1 pack/365 days Yes 
2 canisters No 
1 canister No 
31 tablets No 
31 tablets No 
62 capsules No 
31 tablets No 
62 tablets No 
31 patches Yes 
2 pumps Yes 
31 packets Yes 
62 packets Yes 
1 package (2 pumps) Yes 
30 packets Yes 
60 packets Yes 
62 blisters No 
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Supply Limits per duration 
Last updated 5/28/19 (For 6/1/2019 Effective Date) 
The following is a comprehensive list of medications that have a duration supply limit. Supply Limits 
establish the maximum quantity of drug that is covered in a copay or a specified timeframe. 

Aplenzin -174 mg 
Aplenzin - 348 mg & 522 mg 
Aptensio XR - 10, 15, 20, 30 40, 50 mg 
Aptensio XR - 60 mg & 90 mg 
Aranesp - 10, 25, 40, & 60 mcg 
Aranesp - 100, 150, 300, & 500 mcg 
Aranesp - 200 mcg 
Arcalyst 
Arcapta Neohaler - 75 mcg 
Arikayce 
ArmonAir Respiclick 
Arunity Ellipta 
Arymo ER -15 mg & 30 mg 
Arymo ER - 60 mg 
Asmanex / Asmanex HFA 
Atelvia - 35 mg 
Atrovent HFA 
Aubaglo - 7 mg & 14 mg 
Austedo - 6 mg 
Austedo - 9 mg & 12 mg 
Avandia - 2 mg & 4 mg 
Avandla - 8 mg 
Avinza - 120 mg 
Avinza - 30, 45, 60, 75 & 90 mg 
Avonex - 30 mcg 
Axiron - 30 mg actuation 
Azor - 5/20, 10/20, 5/40 & 10/40 mg 
Belbuca 150, 300, 450, 600, 750, 900 mcg 
Belbuca 75 mcg 

·omra 
,lysta 

Benzaclin -1-5% gel (clindamycin/benzoyl peroxide)* 
Benznidazole - 12.5 mg 
Benznldazole - 100 mg 
Betaseron - 0.3 mg 
Bethkis 
Bevespi 
Bevyxxa 
Binosto 
Bonlva - 150 mg 
Bosulif - 100 mg 
Bosulif - 500 mg 
Braftovi - 75 mg 
Braftovi - 50 mg 
Breo Ellipta 
Brilinta 
Brisdelle 
Brovana 
Bunavail - 2.1 mg/0.3 mg 
Bunavail - 6.03 mg/1 mg 
Bunavail - 4.2 mg/0. 7 mg 
Buprenorphlne (generic Subutex) - 2 mg 

31 tablets 
31 tablets 
31 capsules 
31 capsules 
4 vials/syringes 
2 vials/syringes 
4 vials/syringes 
4 vials/syringes 
30 capsules 
31 vials 
62 blisters 
31 blisters 
93 tablets 
31 tablets 
1 device 
4 tablets 
2 inhalers 
31 tablets 
62 tablets 
124 tablets 
62 tablets 
31 tablets 
Requires Supply Limit Review 
31 capsules 
4 vials/syringes/pens 
2 pumps 
31 tablets 
62films 
62 films 
31 tablets 
4 syringes 
50 grams 
360 tablets per 720 days 
248 tablets per 720 days 
15 vials 
one box of 56 ampules per 56 days 
1 inhaler 
43 capsules per 365 days 
4 tablets 
1 tablet 
124 tablets 
31 tablets 
186 capsules 
124 capsules 
1 Inhaler 
62 tablets 
31 capsules 
60 nebules (1 package) 
31 buccal films 
62 buccal films 
62 buccal films 
93 tablets 

Buprenorphine (generic Subutex) - 8 mg 93 tablets 

Butalbital/Acet/Caffeine (Fioricet w/ Caffeine) - 50/500/40 mg & 186 tablets 

Butalbital/Acet/Caffeine (Fioricet w/ Caffeine) - 50/750/40 mg 

Butalbital/Acet/Caffeine (Fioricet) - 50/650 mg 

Butalbital/Acet/Caffeine/Codeine (Fioricet w/ Codeine) 

·ans - 5, 7.5, 10, 15 & 20 mcg/hr 
.neon 

155 tablels 

186 tablets 

186 capsules 

4 patches 
1 carton (4 single dose pens) 

Yes 
No 

Yes 
No 
No 

Yes 
No 
No 
No 
No 
No 
No 

Yes 
Yes 
No 
No 
No 
No 

Yes 
No 
No 
No 
Yes 
Yes 
No 

Yes 
No 
No 
Yes 
No 
No 
Yes 
No 
No 
No 
No 
No 

Yes 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
Yes 
No 

Yes 

No 

No 

No 

No 
No 
No 
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Byetta - 5 & 10 mcg 1 pen No 

Byvalson 31 tablets No 

Cabometyx 31 tablets No 
Caduet - 2.5/10, 2.5/20, 2.5/40, 5/10, 5/20, 5/40, 5/80, 10/10, 10/20, 31 tablets No 
Calquence 62 capsules No 
Caprelsa - 100 mg 62 tablets No 
Caprelsa - 300 mg 31 tablets No 
Caverject - 10, 20 & 40 mcg 6 vials / kits No 
Cayston 1 kit (84 vials) per 56 days No 
Celebrex - 400 mg 31 capsules No 
Celebrex - 50, 100 & 200 mg 62 capsules No 
Cholbam 124 capsules Yes 
Cialis -10 & 20 mg 3 tablets No 
Cialis - 2.5 & 5 mg 3 tablets Yes 
Cimzia - 400 mg 1 carton Yes 
Cimzia - Starter Kit 1 kit Yes 
Cinryze 20 vials Yes 
Climara 4 patches Yes 
ClimaraPro - 0.045 mg estradiol/ 0.015 mg levonorgestrel 8 patches (28 days) No 
Com bi Patch 8 patches No 
Combivent Respimat 2 inhalers No 
Cometriq - 140 mg 124 capsules No 
Cometriq - 20 & 100 mg 62 capsules No 
Cometriq - 60 mg 93 capsules No 
Concerta - 18 mg 31 tablets Yes 
Concerta - 27 mg 31 tablets Yes 
Concerts - 36 mg 62 tablets No 
Concerta - 54 mg 31 tablets Yes 
Conzlp -100 mg 31 tablets Yes 
Conzip - 200 & 300 mg 31 tablets No 
Copaxone 1 kit (30 vials) No 
Copiktra 56 capsules No 
Coreg CR - 10, 20, 40 & 80 mg 31 tablets No 
Corlanor 62 tablets No 
Cosentyx 2 pens/syringes Yes 
Cosentyx - 150 mg 1 pen/syringe Yes 
Cotempla XR-ODT 31 tablets Yes 
Crestor - 10 mg 93 tablets No 
Crestor - 5, 20, & 40 mg 31 tablets No 
Cymbalta - 20 & 60 mg 62 capsules No 
Cymbalta - 30 mg 31 capsules Yes 
Cystaran 4 bottles (60 ml) No 
Daliresp - 250 mcg 31 tablets/ 365 days Yes 
Daliresp - 500 mcg 31 tablets No 
Daurismo -100 mg 31 tablets No 
Daurismo - 25 mg 62 tablets No 
Daytrana -10, 15, 20 & 30 mg 30 patches / 30 days No 
Desvenlafaxine 31 tablets No 
Desvenlafaxlne (fumarate) 31 tablets No 
Dexcom G4 Transmitter 1 transmitter/180 days No 
Dexcom G4/G5 Platinum 1 system/999 days Yes 
Dexcom GS Transmitter 2 transmitters/180 days No 
Dexcom Sensor 4 sensors Yes 
Dexilant - 30 mg 31 capsules No 
Dexllant - 60 mg 31 capsules Yes 

Diabetic Test strips• 
without insulin - 51 strips 

Yes 
with insulin - 204 strips 

Dificld - 200 mg 20 tablets No 
Dihydrocodeine/Acet/Caffeine - 16 mg/356 mg/30 mg 348 tablets No 
Dihydrocodelne/Acet/Caffeine - 32 mg/713 mg/60 mg 173 tablets No 
Dolophine HCI -10 mg 62 tablets Yes 
Dolophine HCI - 5 mg 124 tablets Yes 
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Duac Gel 
Duavee 
Duetact - 30/2 & 30/4 mg 

Duexis - 800/26.6 mg 

Dulera - 100/5 & 200/5 mcg 
Dupixent 
Duragesic - 12.5, 25 mcg/hr 
Duragesic - 50, 75 & 100 mcg/hr 
Durlaza 
Dutoprol -100/12.5 mg 
Dutoprol - 25/12.5 & 50/12.5 mg 
Duzallo 
Dyanavel XR 
Edex -10, 20 & 40 mcg 
Edluar - 5 & 10 mg 
Effient - 5 & 10 mg 
Eliquis - 2.5 mg 
Eliquis - 5 mg 
Ella - 30 mg 
Embeda -100/4 mg 
Embeda - 50/2, 60/2.4, 80/3.2 mg 
Emgality 
Emverm 

Enbrel 

Enbrel - 50 mg 

~ '"lrel Mini 
ari 

..... cresto - 24/26 & 49/51 mg 
Entresto - 97/103 mg 
Epclusa 
Epogen - 10,000 uniUmL (1 ml) vial, 20,000 unit (1 ml) vial & 
10,000 u/mL (2 ml) vial 
Epogen - 2000, 3000, & 4000 units 
Epogen - 40,000 unit vial 
Erivedge 
Erleada 
Esbriet - 267 mg 
Esbriet - 801 mg 
Estrasorb 
Estring 
Estrogel 
Exalgo -12 mg 
Exalgo - 32 mg 
Exalgo - 8, 16 mg 
Extavia - 0.3 mg 
Fabior 
Fanapt-1 mg 
Fanapt- 2 mg 
Fanapt - 4, 6, 8, 10 & 12 mg 
Fanapt - titration pack 
Farxiga 
Femring 
Fenortho 
Fentanyl Transdermal Patch - 37.5, 62.5 & 87.5 mcg/hr 
Fentora -100, 200, 400, 600 & 800 mcg 
Fetzima 

i=~+zima titration pak 

Jpse 
t-,ovent Diskus - 250 mcg 

45 grams 
31 tablets 
31 tablets 

93 tablets 

1 canister 
LUCIUII I~ uv.:,c:;: . --t .::iy111 l~c:;:.:, LI IC.I I L 

-· ·-·---- --- ---.1.L.. 

15 patches 
10 patches 
31 capsules 
62 tablets 
31 tablets 
31 tablets 
465 ml 
6 cartridges 
31 tablets 
31 tablets 
62 tablets 
77 tablets 
1 tablet/21 days 
Requires Supply Limit Review 
31 capsules 
1 pen/syringe 
6 tablets/ 3 days 
8 vials (2 cartons) OR 8 prefilled 
syringes (2 cartons) 
4 auto-injectors or prefilled syringes 
(1 carton) 
4 cartridges (1 carton) 
186 packets 
62 tablets 
62 tablets 
84 tablets per 720 days 

8 ml 

12 ml 
4ml 
31 capsules 
124 tablets 
279 capsules or tablets 
93 tablets 
1 carton ( 56 pouches) 
1 ring/3 months (90 days) 
1 metered pump (50 grams) 
62 tablets 
Requires Supply Limit Review 
31 tablets 
15 vials 
1 canister (50 grams) 
86 tablets/365 days 
56 tablets/365 days 
62 tablets 
1 pack (8 tablets) 
31 tablets 
1 ring per 3 months (90 days) 
186 capsules 
10 patches 
120 tablets 
31 capsules 
28 capsules (1 titration pack)/365 
days 
248 tablets 
4 packages 

Yes 
No 
No 

No 

No 
Yes 
Yes 
Yes 
No 
No 
No 
No 
Yes 
No 
No 
No 
No 
No 
No 

Yes 
Yes 
Yes 
Yes 

Yes 

Yes 

Yes 
No 
Yes 
Yes 
No 

Yes 

No 
Yes 
No 
No 
No 
No 

Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
No 
Yes 
Yes 
Yes 
No 
No 
No 

Yes 
No 
Yes 
Yes 
No 

No 

No 
No 
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Flovent Diskus - 50 & 100 mcg 2 packages No 
Flovent HFA - 220 mcg 2 inhalers No 
Flovent HFA - 44 & 110 mcg 1 inhaler No 
Fluoxetine(generic Prozac) - 10 mg 31 tablets Yes 
Focalin XR - 30 & 35 mg 31 capsules No 
Focalln XR - 40 mg 31 capsules No 
Focalin XR - 5, 10, 15, 20 & 25 mg 31 capsules Yes 
Foradin Aerolizer 1 package (60 capsules) No 
Forfivo XL 31 tablets No 
Fortesta Gel 2-60 gram pumps Yes 
Fulyzaq 62 tablets No 
Galafold 14 capsules (1 pack) No 
Gattex 31 vials Yes 
Genotropin -12 mg 8 cartridges Yes 
Genotropin - 5 mg 18 cartridges Yes 
Genotropin Miniquick 28 cartridges Yes 
Geodon - 20 & 40 mg 62 tablets Yes 
Geodon - 60 & 80 mg 62 tablets Yes 
Gilenya - 0.5 mg 28 capsules No 
Gilotrif 31 tablets No 
Gleevec - 100 mg 186 tablets No 
Gleevec - 400 mg 31 tablets Yes 
Glyxambi 31 tablets No 
Gocovrl 68.5 mg 31 capsules No 
Gocovri 137 mg 62 capsules No 
Gralise - 300 mg 155 tablets/365 days Yes 
Gralise - 600 mg 93 tablets No 
Gralise - Starter Pack 1 kit/365 days No 
Grastek 31 tablets No 
H.P. Acthar 4 vials Yes 
Haegarda 11 vials Yes 
Harvoni 56 tablets/720 days Yes 

Helidac 
224 pills (14 blister cards) every 6 

No 
months 

Hetlioz 31 capsules No 
Horizant 62 tablets No 
Humatrope -12 mg 8 cartridges Yes 
Humatrope - 24 mg 4 cartridges Yes 
Humatrope - 5 mg 18 vials Yes 
Humatrope - 6 mg 15 cartridges Yes 
Humira -10 mg 2 syringes or pens (1 carton) No 
Humira - 20 & 40 mg 2 syringes or pens (1 carton) Yes 
Humira Starter Kits 1 starter pack per 365 days Yes 
Hydrocodone/Acet (Liquicet) - 10-500 mg/15 ml 3712 ml No 
Hydrocodone/Acet (Vicodin) - 10/660 mg 187 tablets No 
Hydrocodone/Acet (Vicodin) - 2.5-167 mg/5 ml 3712 ml No 
Hydrocodone/Acet (Vicodin) - 51500, 7.51500 & 101500 mg 248 tablets No 
HydrocodonelAcet (Vicodin) - 7.51650 & 101650 mg 190 tablets No 

Hydrocodone/Acet (Vicodin) - 7.5/750 mg 165 tablets No 

Hydrocodone/Acetaminophen -10 mgl750 mg 165 tablets No 

Hydrocodone/Acetaminophen - 5 mgl400 mg, 7.5 mg/400 mg 
310 tablets No 

&10 mgl400 mg 

Hysingla ER -100 & 120 mg Requires Supply Limit Review Yes 
Hysingla ER - 20, 30, 40, 60, 80 mg 31 tablets Yes 
lclusig - 15 mg 62 tablets No 
lclusig - 30 mg 31 tablets No 
lclusig - 45 mg 31 tablets No 
ldhifa 31 tablets No 
lmbruvica 93 capsules Yes 
lmpavido 93 capsules No 
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lmvexxy 18 inserts No 
tncrelex -10 mg/ml (40 mg/vial) 13 vials Yes 
lncruse Ellipta 62 blisters No 
tnfergen - 9 & 15 mcg 30 vials or syringes No 
tngrezza - 40 mg 31 capsules Yes 
lngrezza - 80 mg 31 capsules No 
lnlyta -1 mg 124 tablets Yes 
lnlyta - 5 mg 124 tablets No 
lntrarosa 31 inserts No 
Intermezzo -1.75 & 3.5 mg 31 tablets No 
lntuniv - 1 mg 31 tablets Yes 
lntuniv - 2 & 4 mg 31 tablets Yes 
lntuniv - 3 mg 62 tablets No 
lnvega -1.5, 3 & 9 mg 31 tablets No 
lnvega - 6 mg 62 tablets No 
lnvokamet 62 tablets No 
lnvokamet XR 62 tablets No 
lnvokana 31 tablets No 
lressa 31 tablets No 
Jakafi 62 tablets No 
Janumet - 50/500 & 50/1000 mg 62 tablets No 
Janumet XR - 50/1000 mg 62 tablets No 
Janumet XR - 50/500 mg & 100/1000 mg 3Hablets No 
Januvia - 25, 50 & 100 mg 31 tablets No 
Jardiance 31 tablets No 
Jentadueto 62 tablets No 
Jublia 4 ml per month No 
Juxtapid 31 tablets No 
Jvnarque 56 tablets No 

ian -10, 20, 30 mg 62 capsules Yes 
,ian -100, 120, 130 & 150 mg Requires Supply Limit Review Yes 

Kadian - 40, 50, 70, 80 mg 31 capsules Yes 
Kalydeco 62 tablets/packets No 
Kazano 62 tablets No 
Kerydin 4 ml per month No 
Keveyis 124 tablets No 
Kevzara 2 syringes or pens No 
Khedezla 31 tablets No 
Kineret 31 syringes Yes 
Kisqali Blister Pack - 200 mg 21 tablets No 
Kisqali Blister Pack - 400 mg 42 tablets No 
Kisqali Blister Pack - 600 mg 63 tablets No 
Kitabis Pak 1 box (56 ampules per 56 days) No 
Kombiglyze XR - 2.5/1000 mg 62 tablets No 
Kombiglyze XR - 5/500 & 5/1000 mg 31 tablets No 
Kuvan -100 mg 496 tablets or packets Yes 
Kuvan - 500 mg 124 packets Yes 

Kynamro 
4 single dose vials or pre-filled 

No 
syringes 

Lamisil - 250 mg tablets & granules 90 tablets per year Yes 
Latuda - 20, 40, 60 & 120 mg 31 tablets No 
Latuda - 80 mg 62 tablets No 
Lazanda -100, 300 & 400 mg 15 bottles ( 120 sprays) Yes 
Lenvima -10 mg 62 tablets No 
Lenvima -18 mg 93 tablets Yes 
Lenvima - 4 mg 31 tablets No 
Lenvima - 8 mg 62 tablets Yes 
Lescol - 20 mg 93 capsules No 
Lescol - 40 mg 62 capsules No 
Lescol XL - 80 mg 31 tablets No 
1 -·~iris 31 tablets No 

:ra - 2.5, 5, 10 & 20 mg 3 tablets No 
.. Jrphanol 124 tablets Yes 
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Lidocaine 0.05% ointment 1 tube (35.44g) Yes 
Lidoderm 5% patch 93 patches No 
Linzess 31 capsules No 
Lipitor - 10 mg 93 tablets No 
Lipitor - 20 mg 62 tablets No 
Lipitor - 40 & 80 mg 31 tablets No 
Livalo - 1, 2 & 4 mg 31 tablets No 
Lonhala Magnair 60 vials (1 kit) No 
Lonsurf 100 tablets No 
Lotronex - 0.5 & 1 mg 62 tablets No 
Lucemyra 192 tablets per year Yes 
Lunesta -1, 2 & 3 mg 31 tablets No 
Luvox CR -100 & 150 mg 62 tablets No 
Lynparza 120 tablets No 
Lyrica - 100, 150 & 200 mg 93 capsules No 
Lyrica - 225 & 300 mg 62 capsules No 
Lyrica - 25, 50 & 75 mg 93 capsules Yes 
Lyrica CR - 82.5 mg 31 tablets Yes 
Lyrica CR - 165 & 330 mg 31 tablets Yes 
Lyrica Solution 946 ml No 
Lysteda - 650 mg 30 tablets for 5 days No 
Mavyret 168 tablets per 720 days Yes 
Medtronic Sot-sensor 10 sensors Yes 
Mekinist - 0.5 mg 62 tablets Yes 
Mekinist - 2 mg 31 tablets No 
Mektovi 186 tablets No 
Menostar 4 patches Yes 
Mesalamine Enema 4 kits per 21 days No 
Metadate CD -10 mg 31 capsules Yes 
Metadate CD - 20 mg & 30 mg 31 capsules Yes 
Metadate CD - 40 & 50 mg 31 capsules Yes 
Metadate CD - 60 mg 31 capsules No 
Metadate ER - 20 mg 93 tablets Yes 
methadone -10 mg/5 ml 350 ml Yes 
methadone - 5 mg/5 ml 700 ml Yes 
Methadone lntensol 186 ml Yes 
Methadose 46 tablets Yes 
methylphenidate ER - 10 mg 186 tablets Yes 
methylphenidate ER - 72 mg 31 tablets No 
Minivelle 8 patches Yes 
Morphabond -15, 30 mg 93 tablets Yes 
Morphabond - 60, 100 mg Requires Supply Limit Review Yes 
Movantik 31 tablets No 
MS Contin - 15, 30 mg 93 tablets Yes 
MS Contin - 60, 100 & 200 mg Requires Supply Limit Review Yes 
MUSE Urethral Suppositories 6 pellets No 
Myalept 31 vials No 
Mydayis -12.5, 25 mg 31 capsules Yes 
Mydayis - 37.5, 50 mg 31 capsules No 
Nalocet 413 tablets No 
Natesto 3 pumps Yes 
Natpara 2 Cartridges No 
Nerlynx 186 tablets No 
Nesina 31 tablets No 
Nexavar - 200 mg 124 tablets No 
Nexium - 40 mg 31 capsules/ packets Yes 
Nexium - 2.5 & 10 mg 31 packets No 
Nexium - 20 mg 31 capsules/ packets No 
Nocdurna 31 tablets No 
Noctiva 1 bottle No 
Norditropin Flex Pro - 1 O mg 9 pens Yes 
Norditropin Flex Pro - 15 mg 6 pens Yes 
Norditropin Flex Pro - 5 mg 18 pens Yes 
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Norditropin Flex Pro - 30 mg 
Northera - 100 mg 
Northera - 200 & 300 mg 
Nucynta - 50, 75 & 100 mg 
Nucynta ER -150, 200 & 250 mg 
Nucynta ER - 50, 100 mg 
Nuplazld 
Nutrestore 
Nutropin -10 mg 
Nutropin AQ -10 mg/2 ml 
Nutropin AQ - 20 mg/2 ml 
Nutropin AQ NuSpin -10 mg/2 ml 
Nutropln AQ NuSpin - 20 mg/2 ml 
Nutropin AQ NuSpin - 5 mg/2 ml 
Nuvigll -150, 200 & 250 mg 
Nuvigil - 50 mg 
Odactra 
Odomzo 
Ofev 
Olumiant 

Omeclamox-Pak 

Omnitrope -10 mg/1.5 ml cartridge 
Omnitrope - 5 mg/1.5 ml cartridge 
Omnitrope - 5.8 mg 
Onglyza - 2.5 & 5 mg 
Onmel 
Opiolds, long acting 

,ids, short acting 

Opana -10 mg 
Opana -5 mg 
Opana ER - 20, 30 & 40 mg 
Opana ER - 5, 7.5, 10, 15 mg 
Opsumit 
Oralair 
Oralair Starter Pack 
Orbivan 
Orencla/Orencla Clickjet -125 mg 
Orenitram - 0.125 mg 
Orenltram - 0.25, 1, 2.5, 5 mg 
Orkambi 
Osenl 
Osphena 

Otezla - 28 count carton 

Otezla - 30 mg 

Otezla - Starter Pack 
Otrexup 
Oxaydo 
Oxervate 
Oxycodone/Acet (Percocet / Roxicet / Endocet) 5/500 mg, 
7.5/500 & 10/500 mg 
OxyContin -10, 15, 20, 30 mg 
OxyContln - 40, 60, 80 mg 
Ozempic (1 mg injection) 
Ozempic (0.5 mg injection) 
Paxil CR - 12.5 mg 

11 CR - 25 & 37.5 mg 
lsys, ProClick 135 & 180 mcg 

l-1::G-lntron - 50, 80, 120 & 150 mcg 

3 pens 
93 tablets 
186 tablets 
186 tablets 
Requires Supply Limit Review 
62 tablets 
62 tablets 
186 packets 
11 'vials 
9 cartridges 
5 cartridges 
9 pens 
5 pens 
18 pens 
31 tablets 
31 tablets 
31 tablets 
31 capsules 
62 capsules 
31 tablets 
80 capsules (1 carton of 10 
administration cards) every 6 months 
9 cartridges 
18 cartridges 
16 vials 
31 tablets 
90 tablets per year 
Opioid Cumulative Dose: 180 MED 
Opioid Na'ive: 7 day supply, less than 
50 MED 
Opioid Cumulative Dose: 180 MED 
186 tablets 
186 tablets 
Requires Supply Limit Review 
62 tablets 
31 tablets 
31 tablets 
3 tablets per 365 days 
186 capsules 
4 syringes or auto injectors 
186 tablets 
186 tablets 
112 tablets 
31 tablets 
31 tablets 

1 carton (28 tablets) per 365 days 

62 tablets 

1 starter pack per 365 days 
4 prefilled syringes or pens 
372 tablets 
56 vials per 365 days 

248 tablets 

62 tablets 
Requires Supply Limit Review 
2 pens 
4 pens 
31 tablets 
62 tablets 
4 auto-injectors (1 carton) 
4 redipens 

Yes 
No 
No 
No 
Yes 
No 
No 
No 
Yes 
Yes 
Yes 
Yes 
Yes 
Yes 
No 
Yes 
No 
No 
No 
No 

Yes 

Yes 
Yes 
Yes 
No 
No 
Yes 

Yes 

Yes 
No 
Yes 
Yes 
No 
No 
No 
No 
No 
No 
Yes 
No 
No 
No 
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No 
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Perforomist - 20 mcg/2 ml 
Pexeva -10 & 20 mg 
Pexeva - 30 mg 
Pexeva - 40 mg 
Plegridy 
Pradaxa 
Praluent 
Prandin - 0.5 & 1 mg 
Prandin - 2 mg 
Prestalia 
Prevacid - 15 mg 
Prevacid - 15 mg ODT 
Prevacid - 30 mg 
Prevacid - 30 mg ODT 
Prevpac Consumer Pak 
Pristiq 
Procrit - 10,000 unit/ml (1 ml) vial, 20,000 unit (1 ml) vial, & 
10,000 u/ml (2 ml) vial 
Procrit - 2000, 3000 & 4000 units 
Procrit - 40,000 unit vial 
Protonix granules - 20 mg 
Protonix granules - 40 mg 
Provigil - 100 mg 
Provigil - 200 mg 
Prozac Weekly 
Pulmicort Flexhaler - 90 & 180 mcg 
Pulmicort Respules - 0.25 mg 
Pulmicort Respules -.0.5 mg 
Pulmicort Respules - 1 mg 
Pulmozyme 
Pylera 
Qtern 
Quillichew 
Quillivant XR - 5 mg/ml 
QVAR 
QVAR Redihaler - 40 mcg 
QVAR Redihaler - 80 mcg 
Ragwitek 
Rasuvo 
Ravicti 
Rebif - 22 & 44 mcg 
Rebif - titration pack 
Rectiv 
Relenza 
Relistor Injection 
Relistor Tablets 
Repatha 
Restasis - 0.05% 
Restasis MultiDose Vial 
Revatio -10 mg/ml 
Revatio - 20 mg 
Rexulti 
Ritalin LA -10, 20 & 40 mg 
Ritalin LA - 30 mg 
Roxybond 
Rozerem - 8 mg 
Rubraca - 200 mg 
Rubraca - 300 mg 
Rydapt 
Ryzolt - 100 mg 
Ryzolt - 200 & 300 mg 
Sabril 
Saizen -5 mg 

1 carton (60 vials) 
31 tablets 
62 tablets 
31 tablets 
2 pens or pre-filled syringes (1.0 ml) 
62 tablets 
2 pens/syringes 
124 tablets 
248 tablets 
31 tablets 
31 capsules 
31 orally disintegrating tablets (ODT) 
31 capsules 
31 ODT 
14 units 
31 tablets 

8 ml 

12 ml 
4ml 
31 granules for suspension 
31 granules for suspension 
31 tablets 
31 tablets 
4 capsules 
2 inhalers 
60 respules (2 cartons) 
60 respules (2 cartons) 
30 respules 
60 nebules 
ILU Vat,Ji)UIC'i) \ IU Ulli)lCI \.,C1tu:::,1 cvc1y 

31 tablets 
31 tablets 
360ml 
2 inhalers 
1 inhaler 
4 inhalers 
31 tablets 
4 syringes or prefilled syringes 
22 bottles of 25 ml each 
12 syringes 
1 pack 
30 grams 
20 blisters 
31 syringes 
93 tablets 
2 auto injectors/syringes/Pens 
2 trays (60 vials) 
1 bottle (5.5 ml) 
186 ml 
15 tablets 
31 tablets 
31 capsules 
62 capsules 
372 tablets 
31 tablets 
62 tablets 
124 tablets 
248 capsules 
31 tablets 
31 tablets 
6 tablets/packets 
18 vials 

No 
Yes 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 

Yes 
Yes 
No 
No 

Yes 

No 
Yes 
No 
Yes 
Yes 
Yes 
No 
No 
No 
Yes 
Yes 
No 

Yes 
No 

Yes 
No 
No 
No 
No 
No 
No 
No 
No 
No 
No 
Yes 
No 
No 

Yes 
No 
No 

Yes 
Yes 
No 
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No 
No 

Yes 
No 
No 
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No 
Yes 
Yes 
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Saizen - 8.8 mg 11 vials/cartridges Yes 
Samsca -15 mg 31 tablets Yes 
Samsca - 30 mg 62 tablets No 
Saphris - 2.5, 5 & 10 mg 62 tablets No 
Savaysa 31 tablets No 
Savella - 12.5 mg 62 tablets No 
Savella - 25 mg 62 tablets Yes 
Savella - 50 & 100 mg 62 tablets No 
Savella - Titration Pack 1 pack No 
Seebri 62 capsules (1 inhaler) No 
Segluromet 62 tablets No 
Serevent diskus 1 diskus No 
Seroquel XR -150 mg 31 tablets Yes 
Seroquel XR - 200 mg 31 tablets No 
Seroquel XR - 300 mg 62 tablets Yes 
Seroquel XR - 400 mg 62 tablets Yes 
Seroquel XR - 50 mg 13 tablets/365 days Yes 
Serostim - 4, 5 & 6 mg/vial 28 vials No 
Signifor 62 ampules No 
Silenor - 3 & 6 mg 31 tablets No 
Siliq 

LUGIUII IY uv.::,c ... ::,y1111yc;, IUIIU\1\/CU uy Yes " -· ·----_ .., _---&I., 
Simponi -100 mg 1 syringe or autoinjector Yes 
Simponi - 50 mg 1 syringe or autoinjector No 
Soliqua 6 pens No 
Solosec 1 packet No 
Somavert 31 vials No 
Sonata - 10 mg 31 tablets Yes 
Sonata - 5 mg 31 tablets Yes 
<l"valdi 84 tablets per 720 days Yes 

iva and Splriva Respimat 1 carton (1 blister card) No 
Jranox · 100 mg 180 capsules / year Yes 

Sprycel - 20 mg 62 tablets Yes 
Sprycel - 50, 70, 100 & 140 mg 31 tablets No 
Sprycel - 80 mg 62 tablets No 
Starlix - 60 & 120 mg 93 tablets No 
Staxyn - 10 mg 3 tablets No 
Steglatro 31 tablets No 
Steglujan 31 tablets No 
Stelara - 45 & 90 mg 

I .::,y111 l~C \ I 1..,01 lUI I) ~Cl C.VCI Y "' Yes 
Stendra 3 tablets No 
Stiolto Respimat 1 inhaler No 
Strattera - 10, 18 & 25 mg 62 capsules Yes 
Strattera - 40 mg 62 capsules No 
Strattera - 60 mg 31 capsules No 
Strattera - 80 & 100 mg 31 capsules No 
Strensiq 12 vials Yes 
Striant 1 carton (60 doses) Yes 
Striverdi Respimat 1 inhaler per 24 days No 
Suboxone -12 mg/3 mg 62 films No 
Suboxone. 2 mg/0.5 mg & 4 mg/1 mg 31 films No 
Suboxone . 8 mg/2 mg 93 tablets/films Yes 
Subsys - 1200 & 1600 mcg 120 vials Yes 
Sutent 31 capsules No 
Sylatron - 296, 444, & 888 mcg 4 vials or one 4-pack No 
Symbicort · 80/4.5 & 160/4.5 mcg 1 canister No 
Symbyax - 3/25, 6/50, 12/25 & 12/50 mg 31 capsules No 
Symbyax • 6/25 mg 31 capsules Yes 
Symdeko 56 tablets No 
Symlin - 60 mcg & 120 mcg 4 pens No 
Symproic 31 tablets No 

·ribo 28 vials No 
Jros 124 ml Yes 

;:,ynjardy 62 tablets No 
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Synjardy XR -10/1000 mg, 25/1000 mg 31 tablets No 
Synjardy XR - 5/1000 mg, 12.5/1000 mg 62 tablets No 
Taflnlar 124 capsules No 
Tagrisso 31 tablets Yes 
Taltz 1 syringe Yes 
Talzenna - 0.25 mg 30 capsules Yes 
Talzenna • 1 mg 90 capsules Yes 
Takhzyro 1 vial Yes 
Tamlflu . 30 mg 20 capsules Yes 
Tamiflu · 45 mg 10 capsules Yes 
Tamlflu . 6 mg/ ml suspension 180 ml Yes 
Tamiflu . 75 mg 12 capsules Yes 
Tanzeum 4 pens No 
Tarceva. 100 &150 mg 31 tablets No 
Tarceva • 25 mg 31 tablets Yes 
Tasigna. 150 & 200 mg 124 capsules No 
Tavallsse 62 tablets No 
Tecfidera -120 mg 56 capsules in 365 days No 
Tecfidera . 240 mg 60 capsules No 

Tecfidera -120 mg & 240 mg 
60 capsules (1 starter pack) in 365 

No 
days 

Tegsedi 4 syringes No 
Tekturna. 150 & 300 mg 31 tablets No 
Tekturna HCT-150/12.5, 150/25, 300/12.5 & 300/25 mg 31 tablets No 
Terbinex - 250 mg 3 kits/year No 
Testim . 1% cream* 2 cartons (60 tubes) Yes 
Tev-Tropin - 5 mg 21 vials Yes 
TOBI 1 carton (56 ampules)/56 days No 
TOBI Podhaler 224 capsules (1 box)/56 days No 
Tracleer 62 tablets No 
Tradjenta . 5 mg 31 tablets No 
Tramadol extended-release (generic Ryzolt). 100 mg 31 tablets Yes 
Tramadol extended-release (generic Ryzolt) -150, 200 & 300 31 tablets No 
Trelegy Ellipta 1 inhaler (62 blisters) No 
Tremfya 2 ml / two months Yes 
Tribenzor. 20/5/12.5, 40/5/12.5, 40/5/25, 40/10/12.5 & 40/10/25 

31 tablets No 
mg 
Trintellix - 20 mg 31 tablets Yes 
Trintelllx - 5 & 10 mg 31 tablets No 
Troxyca -10/1.2, 20/2.4, 30/3.6 mg 62 tablets Yes 
Troxyca • 40/4.8, 60/7.2, 80/9.6 mg Requires Supply Limit Review Yes 
Trulance 31 tablets No 
Trullclty (pens and pre-filled syringes) 4 pens or pre-filled syringes No 
Tudorza Pressair 1 device (60 metered doses) No 
Ulorlc • 40 mg 31 tablets Yes 
Uloric • 80 mg 31 tablets No 
Ultram ER -100 mg 31 tablets Yes 
Ultram ER - 200 & 300 mg 31 tablets No 
Uptravi 200 mcg & 800 mcg Starter Pack 1 pack/365 days Yes 
Uptravi 200 mcg Starter Pack 1 pack/365 days Yes 
Uptravl 200,400, 600, 800, 1000, 1200, 1400, 1600 mcg 62 tablets No 
Utibron Neohaler 60 capsules (1 inhaler) No 
Valcyte - 450 mg 62 tablets Yes 
Vancocin - 125 mg 56 capsules/14 days Yes 
Vancocin • 250 mg 112 capsules/14 days Yes 
Vantrela ER - 15, 30, 45 mg 62 tablets Yes 
Vantrela ER • 60, 90 mg Requires Supply Limit Review Yes 
Veltassa 31 packets No 
Venclexta 10 mg 62 tablets No 
Venclexta 100 mg 124 tablets No 
Venclexta 50 mg 31 tablets No 
Venclexta Starter Pack 1 pack/365 days No 
Venlafaxlne ER-150 mg 62 tablets No 
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Venlafaxine ER - 225 mg 31 tablets No 
Venlafaxine ER - 37.5 mg 31 tablets Yes 
Venlafaxine ER - 75 mg 31 tablets Yes 
Verzenio 62 tablets No 
Viagra - 25, 50 & 100 mg 3 tablets No 
Vlberzi 62 tablets No 
Vicodin / Vicodin ES / Vicodin HP See Hydrocodone/Acetaminophen 
Vlctoza 2 pens Yes 
Victrelis - 200 mg 336 capsules No 
Vieklra Pak 336 tablets/720 days Yes 
Viekira XR 252 tablets/720 days Yes 
Viibryd -10 mg 31 tablets Yes 
Viibryd • 20 & 40 mg 31 tablets No 
Viibryd Starter Kit - 40 mg 1kit No 
Vizimpro 31 tablets No 
Vimovo - 375/20 & 500/20 mg 62 tablets No 
Vitrakvi - 100 mg 62 capsules No 
Vltrakvi - 25 mg 186 capsules No 
Vitrakvi - 20 mg/ml 300ml No 
Vivelle-Dot - 0.025, 0.0375, 0.05, 0.075 & 0.1 mg 8 patches Yes 
Vivlodex 31 tablets No 
Vogelxo Pump 4 pumps Yes 
Vogelxo Tubes & Packets 62 tubes/packets Yes 
Vosevi 84 tablets per 720 days No 
Votrient - 200 mg 124 tablets No 
Vraylar 1.5 mg 31 capsules Yes 
Vraylar 3, 4.5 mg 31 capsules No 
Vraylar Titration Pack 1 pack/365 days Yes 
V"torin -10/10, 10/20, 10/40 & 10/80 mg 31 tablets No 

inse -10 mg 31 capsules/chewable tablets Yes 
anse - 20 mg 31 capsules/chewable tablets Yes 

Vyvanse - 30 mg 31 capsules/chewable tablets Yes 
Vyvanse - 40 mg 31 capsules/chewable tablets No 
Vyvanse - 50 mg 31 capsules/chewable tablets No 
Vyvanse - 60 mg 31 capsules/chewable tablets No 
Vyvanse - 70 mg 31 capsules No 
Xalkori 62 capsules No 
Xarelto - 10 mg 31 tablets No 

Xarelto - 15 mg 
52 tablets for induction or 31 tablets 

No 
for maintenance 

Xarelto - 20 mg 31 tablets Yes 
Xartemis XR 381 tablets No 
Xatmep 124 ml Yes 
Xeljanz 62 tablets No 
XelJanzXR 31 tablets No 
Xermelo 93 tablets No 
Xlfaxan - 550 mg 62 tablets Yes 
Xiguduo - 5/1000 mg 62 tablets No 
Xiguduo - 5/500, 10/500, 10/1000 mg 31 tablets No 
Xiguduo XR 31 tablets Yes 
Xofluza 2 tablets Yes 
Xospata 93 tablets No 
Xtampza ER -13.5, 18, 27 mg 62 capsules Yes 
Xtampza ER - 36 mg Requires Supply Limit Review Yes 
Xtandl 124 tablets No 
Xultophy 15 ml No 
Xurlden 30 packets Yes 
Xyrem 540 ml No 
Yonsa 124 tablets No 
Yupelri 31 vials No 
- "arid - 20 & 40 mg 31 capsules/ packets Yes 

)a 93 capsules No 

..... ooraf - 240 mg 248 tablets No 
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Zepatier 
Zetia -10 mg 
Zinbryta 
Zohydro ER -10, 15, 20, 30, 40 mg 
Zohydro ER - 50 mg 
Zolpimist 
Zomacton - 10 mg 
Zomacton - 5 mg 
Zontivity 
ZTLido 

Zorbtive - 8.8 mg/vial 

Zubsolv - 0.7 mg/0.18 mg 
Zubsolv - 1.4 mg/0.36 mg 
Zubsolv - 2.9 mg/0.71 mg 
Zubsolv - 5.7 mg/1.4 mg 
Zubsolv - 8.6 mg/2.1 mg 
Zubsolv -11.4 mg/2.9 mg 
Zurampic 
Zydelig 
Zykadia 
Zyprexa - 2.5 mg 
Zyprexa & Zydis - 5 mg 
Zyprexa & Zydis - 7.5, 10, 15 & 20 mg 
Zytiga - 250 mg 
Zyvox -100 mg/5 ml 
Zyvox - 600 mg 
*May be able to fill multple times per month for additional 
copay 

84 tablets per 720 days 

31 tablets 
1 syringe/ 1 pen 
62 capsules 
Requires Supply Limit Review 
1 canister 

9 vials 

18 vials 
31 tablets 
93 patches 

28 vials 

31 tablets 
93 tablets 
31 tablets 
93 tablets 
62 tablets 
62 tablets 
31 tablets 
62 tablets 
155 capsules 
62 tablets 
93 tablets 
31 tablets 
124 tablets 
900 ml (6 bottles)/14 days 
28 tablets/14 days 

Yes 

No 
No 

Yes 
Yes 

No 
Yes 

Yes 
No 
No 
No 

Yes 
No 
No 

Yes 
No 
No 
No 
No 
No 
No 

Yes 
Yes 
No 

Yes 
Yes 
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Acanya - 1.2 - 2.5% 50 grams Yes 
Aczone - 5% & 7 .5% 60 grams Yes 
Adzenys XR 31 tablets No 
Aemcolo 12 tablets No 
Afrezza (12 unit) 2 packages Yes 
Afrezza (4 units) 10 packages Yes 
Afrezza (8 & 12 unit combo) 6 packages Yes 
Afrezza (8 units) 30 packages Yes 
Akynzeo 1 capsule Yes 
Aktipak 3%/5% 60 packets (1 carton) No 
Aldara cream 12 packets Yes 
Alphagan P - 0.1 & 0.15% 10 ml No 
Alrex ophthalmic 5 ml No 
Alsuma -6 mg 2 kits No 
Altabax 15 grams Yes 
Altreno 45 grams Yes 
Amerge - 1 & 2.5 mg 4 tablets No 
.. "'alapram E kit with 1 oz tube and 30 single use kit 1 kit Yes 

z:emet- 50 & 100 mg 4 tablets Yes 
ApexiCon E cream 30 grams Yes 
Apidra 7 vials or 25 pens/cartridges Yes 
Arixtra - 2.5, 5, 7.5 & 10 mg 30 syringes No 
Atralin 0.05% gel 45 grams Yes 
Auvi-Q 2 pens No 
Avita 0.025% cream & gel 20 grams Yes 
Axert - 6.25 & 12.5 mg 4 tablets No 
Azelex - 20% 30 grams Yes 
Azopt ophthalmic 10 ml No 
Bactroban - cream 15 grams Yes 
Bactroban - ointment 22 grams Yes 
Basaglar 25 pens Yes 
BeconaseAQ 2 bottles (50 g) No 
Benzamycin gel 23.3 grams Uar only) Yes 
Bepreve 5ml No 
Berinert 8 vials (4,000 units) Yes 
Betimol 5 ml No 
bimatoprost 2.5 ml (1 bottle) No 
BromSite 5 ml No 
Bryhali 60 grams Yes 
Butorphanol NS 3 bottles (7.5ml) No 
Cambia - 50 mg packets 4 packets No 

1ua 60 vials No 
.:ocin-T 30 grams Yes 
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Clindagel - 1 % 40 ml Yes 
Clindamycin/benzoyl peroxide topical gel (generic 

50 grams Yes 
Benzaclin)* 
Clobetasol shampoo (generic Clobex Shampoo) 118 ml Yes 
Clobex 59 ml Yes 
Clobex - lotion and spray 59 ml Yes 
Clobex - shampoo 118 ml Yes 
Cloderm - 30 & 75 gram pump 30 grams Yes 
Cloderm - 45 & 90 gram tube 45 grams Yes 
Codeine/ phenylephrine / promethazine 120 ml, maximum 360 ml/month No 
Codeine/ promethazine 120 ml, maximum 360 ml/month No 
Combigan - 0.2% / 0.5% ophthalmic 5ml No 
Cordran 120 grams or ml Yes 
Cordran SP 30 grams Yes 
Cordran Tape 1 package Yes 
Cosopt PF 60 single-use vials No 
Cotelic 63 tablets No 
Cutivate lotion 60 ml Yes 
Derma-Smoothe FS 118.28 ml Yes 
Desonate 60 grams Yes 
DesOwen cream & ointment 15 grams Yes 
DesOwen lotion 60 ml Yes 
Diabetic Lancing Device 1 device No 
Diastat - 2.5 mg/ Diastat AcuDial 10 & 20 mg 1 box (2 doses/box) Yes 
Differin - 0.1 & 0.3% cream & gel 45 grams Yes 
Differin - 0.1 % lotion 59 ml (2 oz) Yes 
Diflorasone diacetate 30 grams Yes 
Dovonex 60 grams Yes 
Dovonex Scalp Solution 60 ml Yes 
Dymista 0.125 mg (23 g) No 
econazole nitrate 15 grams Yes 
Elestat ophthalmic 5ml No 
Elidel 30 grams Yes 
Emend -40 & 125 mg 1 capsule Yes 
Emend -80 mg 2 capsules Yes 
Emend - Unit of Use Pack 1 pack Yes 
Emend powder for suspension 3 pouches Yes 
Enstilar Foam 60 grams Yes 
Epiduo 45 grams Yes 
Epiduo Forte 45 grams No 
EpiPen - 0.3 mg 2 autoinjectors No 
EpiPen Jr. 4 auto injectors No 
Ergomar 5 tablets No 
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Eucrisa 60 grams Yes 
Evzio 1 carton (2 auto-injectors) No 
Famvir - 125 & 250 mg 62 tablets No 
Famvir - 500 mg 21 tablets Yes 
Farydak 6 capsules Yes 
Fiasp 7 vials Yes 
Fiasp Flex 25 cartridges Yes 
Firazyr -10 mg/ml 3 syringes No 
Flonase 1 bottle (16 g) No 
Flowtuss 120 ml, maximum 360 ml/month No 
Fluocinolone 15 grams Yes 
Fragmin 10 syringes or 1 MDV Yes 
Frova - 2.5 mg 4 tablets No 
Glucagon/Glucagen 1 vial/kit No 
Golytely 1 kit No 
Granisol - 2 mg/10 ml 2 bottles (60 ml) Yes 
Halog 30 grams Yes 
LJ·~malog 7 vials or 25 pens/cartridges Yes 

,nalog Mix 50/50 7 vials or 25 pens/cartridges Yes 
Humalog Mix 75/25 7 vials or 25 pens/cartridges Yes 
Humulin 7 vials or 25 pens/cartridges Yes 
Humulin 70/30 7 vials or 25 pens/cartridges Yes 
Humulin N 7 vials or 25 pens/cartridges Yes 
Humulin R ?vials Yes 
Hycamtin - 0.25 mg 180 capsules Yes 
Hycamtin -1 mg 40 capsules Yes 
Hycofenix 120 ml, maximum 360 ml/month No 
Hydrocodone / Homatropine 120 ml, maximum 360 ml/month No 
lbrance 21 capsules No 
lmitrex - 4 mg Syringe/injection 2 kits No 
lmitrex - 6 mg Syringe/Injection 2 kits No 
lmitrex - 6 mg vials 4 vials No 
lmltrex Nasal Spray - 20 mg 6 spray bottles No 
lmitrex Nasal Spray - 5 mg 6 spray bottles No 
lmitrex Tablets - 25, 50 & 100 mg 10 tablets No 
lmpoyz 60 grams Yes 
lnnohep 5 vials Yes 
Kenalog 63 grams Yes 
Ketoconazole 2% cream 30 grams Yes 
Lantus 7 vials or 25 pens/cartridges Yes 
Lastacaft 0.25% 3ml No 
· '~ette 50 grams Yes 

)emir 7 vials or 25 pens/cartridges Yes 
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Lindane shampoo 60 ml No 
Livilix Pak 1 kit No 
Locoid lipocream 45 grams Yes 
Locoid lotion 59 ml Yes 
Lotemax solution 1 bottle (5 ml) No 
Lotrisone 15 grams Yes 
Lovenox - 30, 40, 60, 80, 100, 120 & 150 mg 30 syringes Yes 
Lovenox - 300 mg 14 MDV Yes 
Luxiq - 50 & 100 gram 50 grams Yes 
Maxalt/Maxalt ML T - 5 & 10 mg 4 tablets No 
Mephyton 5 tablets Yes 
Migranal 8ml No 
Mirvaso 1 tube (30 g) No 
MoviPrep 1 kit No 
Mulpleta 7 tablets No 
Narcan Nasal Spray 2 autoinjectors No 
Nasacort AQ 1 bottle (1 7 g) No 
Nasonex 1 bottle (17 g) Yes 
Neo Synalar 60 grams Yes 
Ninlaro 3 capsules No 
Nitrolingual Pump/spray 1 bottle (4.9 g) (60 sprays) No 
Nitromist lingual aerosol 4.1 grams No 
Novolin 70/30 7 vials Yes 
Novolin N 7 vials Yes 
Novolin R 7 vials Yes 
Novolog 7 vials or 25 pens/cartridges Yes 
Novolog Mix 7 vials or 25 pens/cartridges Yes 
Nulytely 1 kit (4000 ml) No 
Obredon 120 ml, maximum 360 ml/month No 
Olux &Olux E 50 grams Yes 
Omnaris - 50 mcg nasal spray 1 canister (12.5 g) No 
Onexton 50 grams Yes 
Onzetra Xsail 8 pouches No 
Opioids, long acting Opioid Cumulative Dose: 180 MED Yes 
Opioids, short acting 

Vt,JIUIU l'iCIIVC. I uay .:>Ut,JtJIY, IC.:>.:> lllCIII 
Yes c:n ~ AC:::l"'I 

Oravig - 50 mg 14 tablets No 
Oxistat Cream 30 grams Yes 

Panlor (acetaminophen 325 mg/caffeine 30 
40 tablets No 

mg/dihydrocodeine 16 mg) 

Pataday Ophthalmic 2.5 ml No 
Patanase - 0.60% grams 30.5 grams No 
Patanol Ophthalmic 5 ml No 
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Pazeo 2.5 ml No 
Picato - 0.015% 1 carton of 3 unit dose tubes Yes 
Picato - 0.05% 1 carton of 2 unit dose tubes Yes 
Pilagis 60 grams Yes 
Pomalyst 21 capsules No 
Prepopik 2 packets No 
Prevpac 14 units No 
Proair HFA 1 inhaler No 
Proair Respiclick 1 intlaler No 
Protopic 30 grams Yes 
Proventll HFA 1 inhaler No 
Prudoxin 45 grams Yes 
Psorcon 30 grams Yes 
Qnasl & Qnasl Childrens 1 inhaler No 
Regranex 30 grams Yes 
Relpax - 20 & 40 mg 4 tablets No 
Retin-A - 0.025 & 0.05% cream 20 grams Yes 
... "'tin-A - 0.025 & 0.01 o/o gel 15 grams Yes 

£In-A - 0.1% Cream 20 grams Yes 
Retin-A micro - 0.04 & 0.1 % gel 20 grams Yes 
Retin-A micro - 0.06% & 0.08% gel 50 grams Yes 
Revlimid - 15, 20 & 25 mg 21 tablets No 
Rev Ii mid - 2.5, 5 & 10 mg 28 capsules No 
Rhinocort Aqua Nasal Spray (32 mcg/spray) 2 bottles (18 g) No 
Rhofade 30 grams No 
Rhopressa 2.5 ml No 
Ruconest 4vials No 
Sancuso 1 patch Yes 
Sernivo 120 ml Yes 
Simbrinza 1 bottle (8 ml) No 
Sitavig 1 tablet No 
Sivextro 6 tablets No 
Sklice 1 bottle (117 g) No 
Solaraze 100 grams Yes 
Soolantra 45 grams No 
Sorilux Foam 0.005% (60 g) Yes 
Sprycel - 20 mg 62 tablets Yes 
Sprycel - 50, 70, 100 & 140 mg 31 tablets No 
Sprycel - 80 mg 62 tablets No 
Stivarga - 40 mg 84 tablets No 
Suprep 354 ml No 
~ ".lalar 15 grams Yes 

) 

, ,ialar topical solution 60 ml Yes 
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Synera 10 patches No 
Taclonex 60 grams Yes 
Taclonex Scalp 60 grams Yes 
Targretin 60 grams Yes 
Tazorac - 0.05 & 0.1% cream & gel 30 grams Yes 
Temovate - Cream, Gel, Ointment 15 grams Yes 
Temovate Scalp Solution 25 ml Yes 
Temovate-E 15 grams Yes 
Thalomid - 100 mg 28 capsules No 
Thalomid -150 mg 56 capsules No 
Thalomid - 200 mg 56 capsules No 
Thalomid - 50 mg 28 capsules No 
Topicort 15 grams Yes 
Topicort Ointment - 0.06% 60 grams Yes 
Toujeo Solostar 25 pens Yes 
Travatan Z 2.5 ml No 
Tresiba 7 vials Yes 
Tresiba Flex Touch 25 pens Yes 
Tretinoin - 1 O mg 279 capsules Yes 
Tretin-X - 0.0375 & 0.05% cream & gel 35 grams (1 kit) Yes 
Tretin-X - 0.075% 35 grams Yes 
Treximet - 85/500 mg 9 tablets No 
Trezix 40 capsules No 
Tussionex 120 ml, maximum 360 ml/month No 
Tuzistra XR 120 ml, maximum 360 ml/month No 
Tykerb - 250 mg 186 tablets Yes 
Ultracet 40 tablets No 
Ultravate 15 grams Yes 
Ultravate Lotion 0.05% 60 grams Yes 
Valchlor 120 grams Yes 
Valtrex - 1 gram 31 caplets Yes 
Valtrex - 500 mg 62 caplets Yes 
Vanatol LQ 180 ml No 
Vanos 30 grams Yes 
Varubi 2 tablets Yes 
Vectical 100 grams Yes 
Veltin - 1.2%/0.025% gel 30 grams Yes 
Ventolin HFA 1 inhaler No 
Verdeso 100 grams Yes 
Veregen 30 grams Yes 
Vfend - 200 mg 62 capsules Yes 
Vfend -50 mg 124 tablets Yes 
Vistogard 20 packets No 
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Vyzulta 2.5 ml No 
Westcort 15 grams Yes 
Xeloda - 150 mg 84 tablets Yes 
Xeloda - 500 mg 140 tablets Yes 
Xelpros 2.5 ml No 

Xhance 1 bottle No 
Xifaxan - 200 mg 9 tablets Yes 
Xiidra 60 vials No 
Solution 1 carton (25 vials) No 
Xopenex - 1.25 mg/0.5 ml solution 1 carton (25 vials) No 
Xopenex HFA 1 inhaler No 
Zembrace Symtouch 4 auto injectors No 
Zetonna Nasal Spray 0.037 mg (6.1 g) No 
Ziana - 1.2-0.25% gel 30 grams Yes 
Zioptan 1 carton (30 unit of use droppers) No 
Zolinza - 100 mg 124 capsules No 
Zomig - 2.5 & 5 mg 4 tablets No 

'llig Nasal Spray - 2.5 & 5 mg 1 box (6 units) No 
.,mig ZMT - 2.5 & 5 mg 4 tablets No 

Zonalon 45 grams Yes 
Zovirax cream 5 grams No 
Zovirax ointment 15 grams Yes 
Zuplenz - 4 & 8 mg 10 films Yes 

Zutripro - 5 mg/4 mg/60 mg per 5 ml 120 ml, maximum 360 ml/month No 

Zyclara - 2.5% 1 tube (7 .5 g) Yes 

Zyclara - 3.75% 
28 packets 

Yes 
Zyclara -3.75% Pump 1 tube (7.5 g) Yes 

"Generic Benzaclln (clindamycin/benzoyl peroxide) - only implemented on the Advantage POL. 
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UnitedHealthcare - Pharmacy Benefit 

Step Therapy 
For Flex/Access Clients only 

All Fully insured clients have bolt-on options. 
The following is a comprehensive list of medications that are included in our Step Therapy Program, which directs 
members to try a lower-cost medication (known as Step 1) before progressing to a higher-cost alternative (known as Step I ASO Clients have the option to elect bolt-on options. 
2), check your customer's benefits to see what applies. 

Must try both : an oral antibiotic (i.e. 
Acne doxycycline, minocycline, tetracycline) AND Soolantra** 1/1/2016 Advantage 

metronidazole 0.75% gel (generic Metrogel) 

Must try both: 

Asthma 
Symbicort Dulera•• 7/1/2016 Base/Standard/Access /Plus/Adv 
AND 
Advair (HFA or Diskus) or Breo Ellipta 

Must try two: 
Alvesco 

Asthma Asmanex (HFA or Twisthaler) Pulmicort Flexhaler 2/1/2017 Standard/Access/Plus/Adv. 
QVAR 

Must try both: 
Zy11o** 

Asthma montelukast (generic Singulair) 
Zy11o CR** 

7/1/2016 Advantage 
zafirlukast (generic Accolate) 

Cardura (doxazosin) 

BPH / Erectile Dysfunction Flomax (tamsulosin) 
Please Note: Step therapy only applies to Hytrin (terazosin) Cialis** (tadalafil) 2.5 & 5 mg 1/1/2013 Base/Standard/Access /Plus/Adv 1 

BPH diagnosis Rapaflo (silodosin) 
Uroxatral (alfuzosin) 

Cancer (chronic myeloid Gleevec 
Bosulif""" 1/1/2014 Base/Standard/Access /Plus/Adv. 

leukemia) Tasigna 

One of: 
Braftovi 

Cancer (Melanoma) Tafinlar plus Mekinist 
Mektovi 

4/1/2019 Specialty Bolt-on 
Zelboraf plus Cotellic 

Cancer (chronic myeloid Must try both: imatinib (generic Gleevec) 
Sprycel""" 1/1/2014 1/1/2017 Base/Standard/Access /Plus/Adv. 

leukemia) and Tasigna 
Cancer (chronic myeloid 

imatinib (generic Gleevec) Tasigna""" 1/1/2017 Specialty Bolt-on 
leukemia) 

Cancer (Prostate) Zytiga Xtandi""" 1/1/2014 Base/Standard/Access /Plus/Adv. 

Cancer (Prostate) Zytiga Yonsa""" 5/1/2019 Specialty Bolt-on 

Constipation 
Linzess 

Amitiza** 7/1/2014 1/1/2019 Base/Standard/Access /Plus/Adv. 
Symproic 
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Constipation Linzess Trulance .. 9/1/2017 Base/Standard/Access /Plus/Adv. 

Must try two of the following: 

COPD 
Spiriva Handihaler or Respimat 

Seebri Neohaler** 1/1/2019 Base/Standard/Access /Plus/Adv. 
lncruse Ellipta 
Tudorza Pressair 

Cough/Cold 
Cheratussin AC [codeine/guaifenesin 

Hydrocodone/guaifenesin .. 5/1/2016 4/1/2019 Plus/Adv. 
(generic Robitussin AC)) 

One of: 
metformin 

Diabetes 
Any sulfonylurea (e.g. glimepiride) Farxiga•• 1/1/2015 2/1/2015 Base/Standard/Access /Plus/Adv. 
Any thiazolidinedione (e.g. pioglitazone) 
Andlnvokana 
And Jardiance 

One of: 

Diabetes 
metformin lnvokana 

6/1/2014 2/1/2015 Standard/Access /Plus/Adv. 
Any sulfonylurea (e.g. glimepiride) Jardiance'""' 
Any thiazolidinedione (e.g. pioglitazone) 
Nesina 

Diabetes Tradjenta Januvia** 1/1/2015 Base/Standard/Access /Plus/Adv. 
Onglyza 
Kazano Janumet .. 

Diabetes Jentadueto 
JanumetXR** 

1/1/2015 Base/Standard/Access /Plus/Adv. 
Kombiglyze XR 

One of: 
metformin 

Diabetes Any sulfonylurea (e.g. glimepiride) Glyxambi 12/1/2015 1/1/2019 Base/Standard/Access /Plus/Adv. 
Any thiazolidinedione (e.g. pioglitazone) 

Both of: 
Diabetes a. lnvokamet/lnvokamet XR Xigduo XR""" 2/1/2015 Base/Standard/Access /Plus/Adv 

b. Synjardy/Synjardy XR 

Both of: 
Diabetes a. lnvokamet/lnvokamet XR Segluromet•• 8/1/2018 Base/Standard/Access/Plus/Adv. 

b. Synjardy/Synjardy XR 

One of: 
metformin 
Any sulfonylurea (e.g. glimepiride) 

Diabetes 
Any thiazolidinedione (e.g. pioglitazone) 

Steglujan•• 8/1/2018 Base/Standard/Access/Plus/Adv. 
And lnvokana 
And Jardiance 
AND 
One of: Nesina, Onglyza, or Tradjenta 
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Diabetes 

Diabetes 

One of: 
metformin 
Any sulfonylurea (e.g. glimepiride) 
Any thiazolidinedione (e.g. pioglitazone) 
Andlnvokana 
And Jardiance 

One of: 
metformin 
Any sulfonylurea (e.g. glimepiride) 
Any thiazolidinedione (e.g. pioglitazone) 
Andlnvokana 
And Jardiance 
AND 
One of: Nesina, Onglyza, or Tradjenta 

Steglatro** 

Qtern .. 

Duchenne Muscular Dystrophy prednisone or prednisolone Emflaza** 

Endocrine 
Please note the Step Therapy requirement 
does not apply to all covered indications_ 

Endocrine 

Endocrine 

Fungal Infections 

Fungal Infections 

Gout 

Heartburn, Reflux, Ulcers 

Hemophilia 

Hemophilia 

Corticosteroids 

Cystagon 

sodium phenylbutyrate 

ketoconazole (generic Nizoral) 
ciclopriox (generic Loprox) 

Must try two: 
itraconazole (generic Sporanox), oral 
terbinafine (generic Lamisil), ciclopirox 
(generic Penlac) 

allopurinol (generic Zyloprim) 

H.P. Acthar** 

Procysbi 

Ravicti 

Oxistat Cream** 

Jublia** 
Kerydin** 

Uloric** 

One prescription formulation of: omeprazole Nexium suspension•• 
pantoprazole Prevacid SoluTab** 
rabeprazole Zegerid Packets for 

Suspension•• 

Coverage of Adynovate requires separate 
trials of three of the following: . Ad novate 
(1) Kogenate FS, (2) Kovaltry, (3) NovoE1ght, Y 
(4) Nuwiq 
Coverage of lxinity requires separate trials of 
both of the following: (1) Benefix and (2) lxinity 
Rixubis 

8/1/2018 Base/Standard/Access/Plus/Adv 

8/1/2018 Base/Standard/Access/Plus/Adv. 

8/1/2017 Specialty Bolt-on 

1/1/2013 Specialty Bolt-on 

1/1/2015 Specialty Bolt-on 

10/1/2017 Specialty Bolt-on 

1/1/2015 Plus/Adv. 

1/1/2016 Advantage 

1/1/2016 Plus/Adv. 

1/1/2015 3/1/2016 Advantage 

1/1/2017 Specialty Bolt-on 

1/1/2017 Specialty Bolt-on 
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Hemophilia 

Hemophilia 

Hemophilia 

Hemophilia 

Hepatitis B 

Hepatitis C 

High Cholesterol 

Hi!lh Cholesterol 

High Cholesterol 

High Cholesterol 

Infections 

Infections 

Infertility 
Please refer to your benefit plan design to 
determine infertility coverage 

Infertility 
Please refer to your benefit plan design to 
determine infertility coverage 

Coverage of Xyntha requires separate trials 
of three of the following: (1) Kogenate FS, (2) Xyntha 
Kovaltry, (3) NovoEight, (4) Nuwiq 

Coverage of Xyntha Solofuse requires 
separate trials of three of the following: (1) 
Kogenate FS, (2) Kovaltry, (3) NovoEight, (4) 
Nuwiq 

Coverage of Advate requires separate trials 

Xyntha Solofuse 

of three of the following: (1) Kogenate FS, (2) Advate 
Kovaltry, (3) NovoEight, (4) Nuwiq 

Coverage of Recombinate requires separate 
trials of three of the following: (1) Kogenate Recombinate 
FS, (2) Kovaltry, (3) NovoEight, (4) Nuwiq 

entecavir Vemlidy 

Epclusa 
Harvoni 
Mavyret 

Must try both: 
Zetia and high intensity statin therapy 

Sovaldi""" 
Viekria Pak""" 
Daklinza""" 
Zepatier111111 

Praluent 

Praluent Repatha111111 

Must try t~ree: . . . . Lescol XL•• 
atorva~tatm (generic L1p1~or), fluv~statm Livalo** 
(generic Lescol), lovastatm (generic z ·ta •• 
Mevacor), pravastatin (generic Pravachol), or YP• mag 
simvastatin (generic Zocor) 

Repatha 

One of: 
clindamycin capsules (generic Cleocin), 
clindamycin cream (generic Cleocin), 
metronidazole tablets (generic Flagyl) 
metronidazole vaginal gel (Metrogel
Vaginal), 
tinidazole tablets (generic Tindamax) 
oral famciclovir (generic Famvir) 
oral valacyclovir (generic Valtrex) 
oral acyclovir (generic Zovirax) 

Gonal-F 

~econoary Amenorrnea -
medroxyprogesterone (generic Provera), or 
progesterone capsules (generic 
o .. ,...~,...• .. ;,,.,,,,\ All n+t•"'"' ln~i,.~+i nnir-• 

Juxtapid** 
Kynamro•• 

Solosec•• 

Zovirax ointment•• 

Bravelle 
Follistim AQ 

Crinone" " " 

1/1/2017 

1/1/2017 

1/1/2017 

1/1/2017 

8/1/2017 

2/1/2015 

4/1/2016 

12/15/2015 

1/1/2016 

7/1/2016 

8/1/2018 

1/1/2015 

1/1/2013 

7/1/2018 

Specialty Bolt-on 

Specialty Bolt-on 

Specialty Bolt-on 

Specialty Bolt-on 

Specialty Bolt-on 

4/1/2016 
111112017 

Base/Standard/Access /Plus/Adv. 

Specialty Bolt-on 

Base/Standard/Access /Pl us/Adv. 

2/1/2019 Advantage 

Specialty Bolt-on 

Plus/Adv 

Plus/Adv. 

Base/Standard/Access /Plus/Adv. 

Base/Standard/Access /Plus/Adv. 
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Inflammatory Conditions- Rasuvo 
Rheumatoid Arthritis oral methotrexate Otrexup 3/1/2015 Plus/Adv. 

Inflammatory Conditions . . 
Pl~a•• Npte' Step 1 medication val1es by C1mz1a 
cllagnosls a11<1 users may be cequlred to try Humira Xeljanz / Xeljanz XR 1/1/2013 5/1/2018 Base/Standard/Access /Plus/Adv. 
more than one Step 1 medication. Simponi 

Inflammatory Conditions Cimzia 
Please Note: Step 1 medication varies by Humira Actem.ra 1/1/2015 Base/Standard/Access /Plus/Adv. 
d1agnos1s and users may be required to try . . Orenc1a 
more than one Step 1 medication. · S1mpom 

Cimzia 

Inflammatory Conditions Humira 
P_lease Note: Step 1 medication v_aries by Simponi Enbrel / Enbrel Mini 1/1/2015 21112018 Base/Standard/Access /Plus/Adv. 
d1agnos1s and users may be required to try Stelara 5/1/2018 
more than one Step 1 medication. Xeljanz/Xeljanz XR 

Actemra 

Inflammatory Conditions 
Please Note: Step 1 medrca~0<1 -varies by Humira Cosentyx 3/16/2015 5/1/2018 Base/Standard/Access /Plus/Adv. 
d1agnos1s and users may be required to try Stelara 
more than one Step 1 medication, 

Two of the following: 

Inflammatory Conditions SHtuml ira llumya 9/1/2018 Base/Standard/Access /Plus/Adv. 
e ara 

Tremfya 

Cimzia 

Inflammatory Conditions H~mira. 
Please Note: Step 1 medication varies by S1mpom Kevzara 21112018 Base, Standard/Access, Plus, 
d1agnos1s and users may be required to try Stelara Advantage 
more than one Step 1 medication, Xeljanz/Xeljanz XR 

Actemra 

Cimzia 

Inflammatory Condi tions H~mira. 
P_lease Note: Step 1 medleOtion >Dries by S1mpom Oluminant 61112019 Base, Standard/Access, Plus, 
d,agnos,s and users may be required to try Stelara Advantage 
more than one Step 1 medication Xeljanz/Xeljanz XR 

Actemra 

I fl t C d·t· Humira 
n amma ory on I ions Stelara Siliq 6/21/2017 5/1/2018 Specialty Bolt-on 

Cosentyx 
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Inflammatory Conditions 
Humira 
Stelara Taltz 11/1/2016 5/1/2018 Specialty Bolt-on 
f"'ncanh,v 

Liver Disease Mulpleta Doptelet 3/1/2019 Specialty Bolt-on 

Liver Disease ursodiol Ocaliva .. 6/2/2016 Specialty Bolt-on 
Must try three: 
bupropion/SR/XL 
citalopram 
duloxetine 
escitalopram 

Trintellix 
Mental Health fluoxetine 

Fetzima 
4/1/2015 Standard/Access /Plus/Adv. 

fluvoxamine 
paroxetine 
sertraline 
venlafaxine capsules 
venlafaxine ER capsules 
aripiprazole 

Mental Health 
And one of: 
risperidone 

Please Note: Step 1 medication 
olanzapine 

varies by diagnosis and users 
quetiapine IR 

Rexulti'""' 2/1/2016 Standard/Access /Plus/Adv. 
may be required to try more 
than one Step 1 medication. 

Seroquel XR 
ziprasidone 

Must try two: 
Mental Health aripiprazole, olanzapine, quetiapine IR, Vraylar"* 8/1/2016 Advantage 

risperidone, Seroquel XR, ziprasidone 

Must try two: 
amitriptyline (Elavil) 
One of the following beta-blockers: atenolol, 
metoprolol, nadolol, propranolol, or timolol 

Migraine divalproex sodium (Depakote/Depakote ER) Aimovig 5/23/2018 Advantage 
OnabotulinumtoxinA (Botox) 
topiramate (Topamax) 
venlafaxine (Effexor/Effexor XR) 

Must try two: 
amitriptyline {Elavil) 
One of the following beta-blockers: atenolol, 
metoprolol, nadolol, propranolol, or timolol 

Migraine divalproex sodium (Depakote/Depakote ER) Emgality 9/1/2018 Advantage 
OnabotulinumtoxinA (Botox) 
topiramate (Topamax) 
venlafaxine (Effexor/Effexor XR) 

Avonex 

Multiple Sclerosis 
Betaseron 

1/1/2013 Base/Standard/Access /Plus/Adv. 
Copaxone Rebif, Rebif Rebidose 
Tecfidera 

Multiple Sclerosis 
Betaseron Extavia 1/1/2013 Base/Standard/Access /Plus/Adv. 
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Ophthalmic Agents 

Pain 

Pain 

Pancreatic Enzyme 
Replacement 

Seizures 
Seizures 
Seizures 
Seizures 
Seizures 
Seizures 
Seizures 
Seizures 

Seizures 

Seizures 

Seizures 

Seizures 
Seizures 
Seizures 

Jatanoprost (generic Xalatan) 

Must try both: 
tramadol extended-release (generic Ultram 
ER) 
Belbuca 

Must try all: 
Nucynta ER, morphine sulfate ER (generic 
MS Contin), Xtampza ER 

Creon 
Zenpep 
Ut ... Cl l ..,I U C'A =:)V\,IIUIII 1..n 

felbamate (generic Felbatol) 
Jevetiracetam 
levetiracetam extended-release 
lamotrigine 
lamotrigine orally disintegrating tablets 
Jamotrigine XR 
lamotrigine, Lamictal immediate release 

Jamotrigine, Lamictal immediate release 

Neuropathic Pain: must try two: gabapentin, 
duloxetine, one tricyclic antidepressant such 
as amitriptyline 
Fibromyalgia: must try three: gabapentin, 
duloxetine, one tricyclic antidepressant such 
as amitriptyline, Savella, venlafaxine 
All other diagnoses: gabapentin 
Neuropathic Pain: Lyrica and must try two: 
gabapentin, duloxetine, one tricyclic 
antidepressant such as amitriptyline 
All other diagnoses: gabapentin and Lyrica 
primidone 
gabapentin 
oxcarbazepine, Trileptal 

travoprost (generic Travatan)** 
Zioptan•• 
Vyzulta .. 

Butrans•• 

Ary11 1u crt 

Embeda** 
Avinza** 
" ··-- .... ... ; ... -
Pancreaze 
Pertzye 
Viokace 
LICfJOftVLt: , L.lt:t,Jall\.UU: L" 

Felbatol** 
Keppra 
Keppra XR 
Lamictal 
Lamictal ODT 
Lamictal XR 
Lamotrigine ER 

Lamotrigine ODT 

Lyrica** 

Lyrica CR 

Mysoline 
Neurontin 
Oxtellar XR 

7/1/2014 
1/1/2014 
1/1/2014 

7/1/2013 

7/1/2015 

10/1/2014 

7/1/2014 
7/1/2016 
1/1/2013 
1/1/2013 
1/1/2013 
1/1/2013 
1/1/2013 

7/1/2015 

6/1/2018 

7/1/2016 
7/1/2014 

6/1/2019 Plus/Adv. 

1/1/2018 Plus/Adv. 

8/1/2018 Base/Standard/Access /Plus/Adv. 
7/15/2017 Hysingla, Oxycontin, Oxymorphone 
11/1/2017 HCL ER: Adv only 

Base/Standard/Access /Plus/Adv 

UCI.Jdl"VlC:: LI,. v'lClllUCllU/r\.L,L,t:;.::,.::, 
, n 1. _ , ,. ..1 • • 

Plus/Adv. 
Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv 
Standard/Access /Plus/Adv 
Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv 

6/1/2015 Standard/Access /Plus/Adv 

Advantage 

Advantage 

Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv 
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Seizures 
Seizures 
Seizures 
Seizures 
Seizures 
Seizures 

Sedative Hypnotics 

Skin Conditions - Dermatitis 

Skin Conditions - Dermatitis 

Skin Conditions - Dermatitis 

Skin Conditions - Dermatitis 

topiramate, Topamax 
topiramate 
oxcarbazepine 
topiramate, Topamax 
levetiracetam tablets or solution 
zonisamide 

Must try two: 
eszopiclone (Generic Lunesta) 
zolpidem (Generic Ambien) 
zaleplon (Generic Sonata) 

mometasone furoate cream 0.1% (generic 
Elocon) 

Must try two: fluticasone propionate 0.05% 
(generic Cutivate) cream 
hydrocortisone butyrate 0.1 % ointment 
(generic Locoid), hydrocortisone valerate 
0.2% cream (generic Westcort), 
prednicarbate 0.1% cream (generic 
Dermatop), prednicarbate 0.1% ointment 
(generic Dermatop), triamcinolone acetonide 
0.1% lotion (generic Kenalog), triamcinolone 
acetonide 0.025% ointment (generic 
Kena log). 

fluocinolone acetonide 0.025% ointment 
(generic Synalar) 

Requirements vary based on disease 
severity 
Moderate Atopic Dermatitis: One medium to 
very-high potency topical corticosteroid 
[e.g., Elocon (mometasone furoate), Synalar 
(fluocinolone acetonide), Lidex 
(fluocinonide)], AND 
One topical calcineurin inhibitor [e.g., Elidel 
lnim~c:rolimusl. Protnnic ltac:rolimusll. AND 

Qudexy XR 
Topamax 
Trileptal 
Trokendi XR 
Spritam 
Zonegran 

Belsomra** 
Rozerem•• 
Zolpimist•• 

Cloderm cream** (clocortolone 
pivalate 0.1% cream) 

Cordran SP** cream 
(flurandrenolide 0.05% cream) 
Cordran** lotion 
(flurandrenolide 0.05% lotion) 
Desonate•• (desonide 0.05% 
gel) 
Cutivate•• (fluticasone 
propionate 0.05% lotion) 

Cordran ointment 
(flurandrenolide 0.05% 
ointment)** 

Dupixent 

6/1/2015 

7/1/2014 

9/1/2016 
7/1/2014 

1/1/2013 

1/1/2015 

1/1/2015 

1/1/2017 

8/10/2017 

Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv 
Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv 
Standard/Access /Plus/Adv. 
Standard/Access /Plus/Adv 

3/16/2015 Advantage 

Plus/Adv. 

1/1/2016, Plus/Adv. 
1/1/2017 Cutivate: Adv only 

Plus/Adv. 

Base/Standard/Access /Plus/Adv. 
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Skin Conditions - Dermatitis 

Skin Conditions - Dermatitis 

Skin Conditions - Dermatitis 

Skin Conditions - Dermatitis 

Tardive Dyskinesia 

·Additional clinical programs, 
including supply limits and prior 
authorization, may exist for some of 
the above therapeutic classes which 
may impact member experience 
depending on which clinical 
programs are implemented. Some 
Step 2 medications may be 
excluded. Refer to your benefit 
documents to determine which 

Must use one topical corticosteroid 

Must try both of the following: 
One topical corticosteroid, One topical 
calcineurin inhibitor 

betamethasone dipropionate propylene 
glycol 0.05% cream (generic Diprolene AF) 
fluocinonide 0.05% cream (generic Lidex 
cream) 
fluocinonide 0.05% ointment (generic Lidex 
ointment) 

Both of the following: augmented 
betamethasone dipropionate 0.05% gel or 
lotion (generic Diprolene) AND clobetasol 
propionate 0.05% gel or solution (generic 
Temovate) 

Austedo 

- Members utilizing a step 2 medication in this category will not be grandfathered. 

'11112013 original implementation 
date refers to implementation at 
"" Revision date refers to significant changes of clinical intent. 

Elidel 
Protopic 

Eucrisa 

Halog** cream(halcinonide 
0.1%) 
Halog ... ointment (halcinonide 
0.1% ointment) 

Ultravate 

lngrezza 

12/1/2017 

8/10/2017 

1/1/2015 

71112017 

3/112018 

Standard/Access /Plus/Adv. 

Base/Standard/Access /Plus/Adv. 

Plus/Adv 

Standard/Access /Plus/Adv. 

5/23/2019 Base/Standard/Access /Plus/Adv. 
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M> Members utilizing a step 2 medication in this category may be grandfathered through coverage review criteria 
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UnitedHealthcare - Pharmacy Benefit 

Prior Authorization/Medical Necessity 
The following is a comprehensive list of medications that require Prior Authorization/Medical Necessity, meaning 

physicians must provide additional clinical information to verify member benefit coverage. The Prior 
Authorization/Medical Necessity program is available for groups with language that allows coverage determinations 

based on medical necessity. Prior Aut11o rlza t!9n/Modlca l Nru;o~sllv Is not a ropl~comont lor Prio r 
AuU1orlra!(9nlN0Uncallon. but an ad<llUonal program, Groups with the enabling language will have both 

Prior Authorization/Notification AND Prior Authorization/Medical Necessity. Where a medication is included in 
both programs, Prior Authorization/Notification and PriorAuthorization/Medical Necessity, the Prior 

Authorization/Medical Necessity program will be utilized. 

For Flex/Access Clients only 

All Fully insured clients have bolt-on options 

ASO Clients have lhe option lo elect bolt-on options , 
check your customer's benefits to see what appl ies 

. . Original . . Flex I Access POL Packa e 
Med1cat1on Name Therapeutic Use Implementation Rev1s1on Date•• b 

1 
9 

Date• or o t-on 

Abillfv MyCite Mental Health 4/1/2019 Plus/Mv. 
Absorlca Acne 3/1/2019 Plus/Adv. 
Abstral Pain • Cancer 1211/2017 Advantage 
Actiq Pain • Cancer 12/1/2017 Advantage 
Adcirca Pulmonary Hypertension 111/2015 Specialty Bolt-on 
Addyl Sexual Dysfunction 5/1/2016 7/1/2016 Plus/Adv 
Adempas Pulmonary Hypertension 1/1/2015 Specialty Bolt-on 
Advate Hemophllla 111/2017 Specialty Bolt-on 
Adynovate Hemophilia 111/2017 Specialty Bolt-on 
Afrezza Diabetes 1011/2015 Plus/Adv. 
Afstyla Hemophilia 7/1/2017 Specialty Bolt-on 
Almovl11 Mlpralne 5/23/2018 Advantage 
Albenza Infections 111/2017 5111201 7 Advantage 
Amltlza Constipation 71112014 1/112015 Advantage 
Androderm Testosterone Replacement 7/112014 Plus/Adv. 
Andro11el packets & pump Testosterone Replacement 711/2014 Plus/Adv. 
Aptlom Seizures 8/112014 Advanta11e 
Arlkayce Lunp Disease 611/2019 Specialty Bolt-on 
Arymo ER Pain 7/15/2017 Opioid Bolt-On 
Austedo Huntlnpton's Disease 211/2018 Specialty Bolt-on 
Avlnza Pain 711/2014 711/2015, 11112017 Opioid Bolt-On 
Axlron Testosterone Replacement 71112014 Plus/Adv. 
Belbuca Pain 11/112016 Opioid Bolt-On 
Bonlesta Nausea 1011/2018 Advantage 
Briviact Seizures 9/112016 Advantage 
Butrans Pain 111112018 Opioid Bolt-On 
Carospir HIAh Blood Pressure 51112018 Plus/Adv. 
Cequa Ophthalmic Apents 61112019 Advantage 
Cinryze Hereditary An11iodema 1111/2014 Specialty Bolt-on 
Codeine I phenylephrine I 

Cough/Cold 71112018 Opioid Bolt-On 
promethazlne 
Codeine I promethazine Cou11h/Cold 71112018 Opioid Bolt-On 
Daklinza Hepatitis C 7129/2015 Specialty Bolt-on 
Daraprim Infections 1111/2015 Specialty Bolt-on 
Depakote Seizures 4/1/2014 9/1/2014 Advantage 
Depakote ER Seizures 4/112014 9/1/2014 Advantage 
Dicle11is Nausea 101112014 Advantage 
Dolophine Pain 3/112018 Specialty Bolt-on 
Duopa Parkinson's Disease 10/112015 Specialty Bolt-on 

Duragesic Pain 3/112018 Specialty Bolt-on 

Duplxent Skin Conditions/Asthma 3/2812017 21112019 Specialty Bolt-on 
Eloctate Hemophilia 3/1612015 Specialty Bolt-on 
Embeda Pain 71112015 1/1/2017 Opioid Bolt-On 

Emflaza 
Duchenne Muscular 

8/112017 Specialty Bolt-on 
Dystrophy 

Em11allty Ml11ralne 91112018 Advantage 
Emverm Infections 11112017 51112017 Advantage 
Endarl Sickle Cell Dlease 21112018 Plus/Adv. 
Entresto Heart failure 71912015 31112016 Advantage 
Epaned HIRh Blood Pressure 81112014 Plus/Adv 
Epclusa Hepatitis C 6128/2016 Specialty Bolt-on 
Epidlolex Seizures 211/2019 Advantage 
Er11omar Ml11raine 911/2017 Advantage 
Esbrlet Pulmonary Fibrosis 1211/2014 51112017 Specialty Bolt-on 
Evzlo Narcotic Overdose 1111/2014 Plus/Adv. 
Exal110 Pain 711/2014 7/112015, 11112017 Opioid Bolt-On 
Felbatol Seizures 71112016 Advantage 
fentanyl citrate bulk powder Pain - Cancer 1211/2017 Advantage 
fentanvl transdermal Pain 31112018 Specialty Bolt-on 
Fentora Pain - Cancer 1211/2017 Advantage 
Flollpid Hlph Cholsterol 21112018 Plus/Adv, 
Flowtuss Couph/Cold 7/1/2018 Opioid Bolt-On 
Fortamet Diabetes 11112015 Advantage 
Fortesta Gel Testosterone Replacement 7/112014 Plus/Adv. 
Freestyle Libre Diabetes 8/2012018 Standard/Access/Plus/Adv, 
Fvcompa Seizures 71112014 Plus/Adv. 
Genotropin Growth Hormones 111/2015 Specialty Bolt-on 
Glucophape XR Diabetes 1/112015 Advantage 
Glumetza Diabetes 11112015 Advantage 
Grastek Alter11les 8/112014 Advantage 
H.P. Acthar Endocrine 81112014 Specialty Bolt-on 
Haeparda Hereditary An11loedema 1011/2018 Specialty Bolt-on 
Harvoni Hepatitis C 1011512014 Specialty Bolt-on 
Hellxate FS Hemophilia 111/2017 Specialty Bolt-on 
Hemllibra Hemophilia 11112019 Specialty Bolt-on 
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Hetlioz 
Sleep/Wake Disorder In the 

81112014 Specialty Bolt-on 
Blind 

Humatrope Growth Hormones 11112015 Specially Boll-on 
Hydrocodone / homatropine CouAh/Cold 711/2018 Opioid Bolt-On 
Hycofenix CouAh/Cold 7/1/2018 Opioid Boll-On 
HysinAla ER Pain 7/1/2015 1/1/2017 Opioid Bolt-On 
lncrelex Growth Hormones 111/2015 Specialty Bolt-on 
llumya Inflammatory Conditions 9/1/2018 Specialty Bolt-on 
ln11rezza Tardive Dyskinesia 2/1/2018 5/23/2019 Specialty Boll-on 
lxinlty Hemophilia 1/1/2017 Specialty Bolt-on 
Jivl Hemophilia 3/1/2019 Specialty l:lolt-on 
Jublla Fun11al Infections 2/1/2015 Advantage 
Juxtapid HiAh Cholsterol 121112015 Specially Bolt-on 
Kadian Pain 7/112014 7/1/2015, 11112017 Opioid Bolt-On 
Kalydeco Cystic Fibrosis 7/2/2015 Specially Boll-on 
Keppra Seizures 4/1/2014 9/1/2014 Advantage 
Keppra XR Seizures 4/1 /2014 9/1/2014 Advantage 
Kerydin Fun11al Infections 2/1/2015 Advantage 
Kynamro Hi!lh Cholsterol 12/1/2015 Specialty Bolt-on 
Lamlctal Seizures 4/1/2014 9/1/2014 Advanlage 
Lamictal ODT (Brand & Generic) Seizures 4/1/2014 9/1/2014 Advantage 
Lamictal XR Seizures 4/1/2014 9/1/2014 Advantage 
Lazanda Pain - Cancer 4/1/2016 12/1/2016 Advantage 
Letalris Pulmonary Hypertension 1/1/2015 Specialty Bolt-on 
Lokelma Hiqh Potassium 31112019 Plus/Adv 
Lonhala Ma!lnalr AsthmalCOPD 
Lucemyra Opioid Withdrawal 211/2019 Plus/Adv. 
Mavyret Hepatitis C 11/1/2017 Specialty Boll-on 
Methadone Pain 31112018 Specialty Bolt-on 
MiAranal MiAralne 71112017 Advantage 
Minolira Infections 51112019 AdvantaQe 
Morphabond Pain 10/1/2017 Opioid Bolt-On 
Movantik Constipation 1/1/2019 AdvantaQe 
MS Conlin Pain 7/1/2015 31112018 Opioid Bolt-On 
Myalept Endocrine 81112014 Specialty Bolt-on 
Mysoline Seizures 71112016 Ar1vanlage 
Naprosyn Suspension Pain 611/2019 Plus/Adv. 
Natesto Testosterone Replacement 8/1/2014 Plus/Adv. 
Nat1>ara Endocrine 12/1/2015 Specialty Bolt-on 
Neurontin Seizures 41112014 9/1/2014 Advantage 
Nexium packets Heartburn, Reflux, Ulcers 1/1/2015 Plus/Adv, 

Noctiva 
Excessive Nighttime 

4/27/2018 Plus/Adv, 
Urination 

Nocdurna 
Excessive Nighttime 

2/1/2019 Plus/Adv, 
Urination 

NordiFlex Growth Hormones 1/1/2015 Specialty Bolt-on 
Norditropin Growth Hormones 1/1/2015 Specialty Bolt-on 
Northera Low Blood Pressure 1/1/2015 Specialty Bolt-on 
Nucynta ER Pain 7/1/2015 1/1/2017 Opioid Bolt-On 
NuSpin Growth Hormones 1/1/2015 Specialty Bolt-on 
Nutropin Growth Hormones 1/1/2015 Specialty Bolt-on 
NutropinAQ Growth Hormones 1/1/2015 Specialty Bolt-on 
Obredon Cou11h/Cold 7/1/2018 Opioid Bolt-On 
Ocaliva Liver Disease 6/1/2016 Specialty Bolt-on 
OFEV Pulmonary Fibrosis 12/1/2014 Specialty Bolt-on 
Oluminanl Inflammatory Conditions 6/1/2019 Specialty Bolt-on 
Omnitrope Growth Hormones 1/1/2015 Specialty Bolt-on 
Opana ER Pain 7/1/2014 7/1/2015, 1/1/2017 Opioid Bolt-On 
Opsumit Pulmonary Hypertension 1/1/2015 Specially Boll-on 
Oralair Aller11ies 8/1/2014 Advantage 
Orenitram Pulmonary Hypertension 1/1/2015 Specialty Bolt-on 
Orilissa Endometriosis 1/1/2019 Plus/Adv. 
Orkambi Cystic Fibrosis 7/2/2015 Specialty Bolt-on 
Oxervate Ophthalmic AAents 5/1/2019 Specialty Boll-on 
Oxistat Cream Funqal Infections 1/1/2015 Advantaoe 
Oxtellar XR Seizures 7/1/2014 9/1/2014 Advantage 
OxvContin Pain 7/1/2014 7/1/2015, 1/1/2017 Opioid Bolt-On 
oxvmorphone HCI ER Pain 7/1/2015 1/1/2017 Opioid Bolt-On 
Praluent Hiqh Cholsterol 7/27/2015 Specialty Boll-on 
Prevacid Solutab Heartburn, Reflux, Ulcers 1/1/2015 Plus/Adv, 
Purixan Cancer 1/1/2015 Special ty Boll-on 
Qbrelis Hi!lh Blood Pressure 2/1/2017 Plus/Adv. 
Qudexv XR Seizures 111/2016 AdvanlaQe 

Ragwitek Allergies 8/1/2014 Advantage 

Ravicti Endocrine 10/1/2017 Specialty Bolt-on 
Recombinate Hemophilia 1/1/2017 Specialty Bolt-on 
Relistor Opioid Induced Constipation 7/1/2016 Advantage 
Repatha Hi!lh Cholsterol 9/23/2105 Specialty Bolt-on 
Restasis Ophthalmic Aqents 1/1/2017 Advantaoe 
Rexulti Mental Health 7/1/2017 AdvantaQe 
Rhofade 1% Pump Skin Conditions - Roscea 11/1/2017 AdvantaQe 
Salzen Growth Hormones 1/1/2015 Specialty Bolt-on 
Sensipar Endocrine 11/1/2016 Specialty Bolt-on 
Serostim Growth Hormones 1/1/2015 Specialty Boll-on 
Sildenafil Pulmonary Hypertension 1/1/2015 Specialty Bolt-on 
SiliQ Inflammatory Conditions 6/21/2017 5/1/2018 Specialty Bolt-on 
Solodvn Skin Conditions . Acne 7/1/2017 Advantaoe 
Somavert Endocrine 10/1/2016 Specialty Bolt-on 
Sotvlize Arrhythmias 6/1/2015 Plus/Adv 

Sovaldi Hepatitis C 4/1/2014 
8/1/2014 

Specialty Bolt-on 
9/1/2014 
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Spritam Seizures 9/1/2016 AdvantaAe 
Sprycel Hemophilia 1/1/2017 Specialty Bolt-on 

Stendra Erectile Dysfunction 
5/1/2017 for 

Advantage 
7/1/2017 

StrenslQ Enzyme Deficiency 3/1/2018 
Striant Testosterone Replacement 7/1/2014 Plus/Adv 
Subsys Pain - Cancer 12/1/2017 Advantage 
Symdeko Cystic Fibrosis 2/21/2018 Specialty Bolt-on 
Syndros Nausea 2/112018 Plus/Adv. 
Takhzyro Hereditary AnQioedema 2/1/2019 Specialty Bolt-on 
Taltz Inflammatory Conditions 11/1/2016 511/2018 Specialty Bolt-on 
TeQsedi CNS Disorders 2/1/2019 Specialty Bolt-on 
Testlm Testosterone Replacement 711/2014 Plus/Adv. 
Tev-Tropln Growth Hormones 1/1/2015 Specialty Bolt-on 

Tlglutlk 
Amyotrophlc lateral sclerosis 

10/3/2018 Specialty Bolt-on 
(ALS) 

Topamax Seizures 4/1/2014 9/1/2014 AdvantaAe 
Tracleer Pulmonary Hypertension 1/1/2015 Specialty Bolt-on 
Trileptal Seizures 4/1/2014 9/1/2014 AdvantaQe 
Trokendl XR Seizures 7/1/2014 9/1/2014 Advantage 
Troxyca Pain 10/1/2017 Opioid Bolt-On 
Trulance Constipation 911/2017 Advantage 
Tyvaso Pulmonary Hypertension 1/1/2015 Specialty Bolt-on 
Tusslonex Cou11h/Cold 7/1/2018 Opioid Bolt-On 
Tuzlnstra XR CouQh/Cold 7/1/2018 Opioid Bolt-On 
Ultravate Skin Conditions . Dermatitis 7/1/2017 Advantage 
Uptravi Pulmonary Hypertension 4/1/2016 Specialty Bolt-on 

Vanatol LO Pain 7/1/2017 Plus/Adv. 

Vantrela Pain 10/1/2017 Opioid Bolt-On 
Veltassa Hyperkalemia 9/112016 Plus/Adv. 
Ventavis Pulmonary Hypertension 1/1/2015 Specialty Bolt-on 
Vermox Infections 1/1/2017 511/2017 Advantage 
Viberzi GI AQents 7/1/2016 Advantage 
Vleklra. Viekira Pak Hepatitis C 12/19/2014 Specialty Bolt-on 
Vlmpat Seizures 7/1/2014 AdvantaQe 
VoQelxo Testosterone Replacement 8/1/2014 Plus/Adv. 
Vosevl Hepatitis C 11/1/2017 Specialty Boll-on 
Yupelrl Asthma/COPD 4/1/2019 Advantage 
XadaQo Parkinson's Disease 3/1/2018 Plus/Adv 
Xlfaxan Infections 1/1/2015 Advantage 
Xlldra Ophthalmic AQents 1/1/2017 Advantage 

Ximino Skin Conditions - Acne 8/1/2018 Advantage 
Xyosted Testosterone Replacement 5/1/2019 Plus/Adv. 
Xtampza ER Pain 11/1/2016 1/1/2017 Opioid Bolt-On 
Xyntha/ Xyntha Solofuse Hemophilia 1/1/2017 Specialty Bolt-on 
Xyrem Narcolepsy 1/1/2015 Specialty Bolt-on 
ZeQerld Packets Heartburn, Reflux, Ulcers 3/1/2016 Plus/Adv 
Zohydro ER Pain 7/1/2014 711/2015, 1/1/2017 Opioid Bolt-On 
Zomacton Growth Hormones 11/1/2015 Specialty Boll-on 
Zone11ran Seizures 4/1/2014 9/1/2014 Advantage 
Zorbtive Growth Hormones 1/1/2015 Specialty Bolt-on 
Zovlrax cream Infections 1/1/2015 Advantage 
Zovirax ointment Infections 1/1/2015 Advantage 
Zutripo Cou11h/Cold 7/1/2018 Opioid Bolt-On 

" Implementation dates may vary based on plan sel up. These dates are provided for reference only and should not be used for auditing purposes 

"" Revision date refers lo significant changes of clinical intent. 
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Carrier ID: 
- Carrier ID: 

Audited Claim Count 

Recovered Claim Count 

Recovered Amount 

Total Amount Audited 

Carrier ID: 
Carrier ID: 

Audited Claim Count 

Recovered Claim Count 

Recovered Amount 

Total Amount Audited 

Carrier ID: 
Carrier ID: 

Audited Claim Count 

Recovered Claim Count 

Recovered Amount 

Total Amount Audited 

Summary 

Audited Claim Count 

Recovered Claim Count 

Recovered Amount 

Total Amount Audited 
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• 

• 

Run Date: 

Quarterly Recovery Report 
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• • • 
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Physician Quality Performance: 
Diabetes Mellitus (A) 

INamP~ 

Physician Assessment Reports 
Quali!Y Measure Detail 

MPJlt 

~ UnitedHealthcare 

I CnitedHealthcare' 

The Qualit9 bg Measure repo,t rists the aggr1?9ated measures 101 e.1cll conditfon 01 procedu1e that 1ias attrlbt.Jled to you fo, this quality assessment. The report compares your results to your peer group 1esuk ~ on the national rate for e~h measure. The differen¢eS betw.?en your 
actual result and peer group results are summarized, to :assist you in identifying conditions or procedures for potential quality improvement opportunities. 

Select T otirl Patients associated wh a Measwe OesCEiprion to see the details for each patient measure aitributed to goo for the measure selected includin9 lnformation that identifies sgur pAfient, the name of the 9J1alit9 measure, the time pe1iod of the measurer and Jhe 1esuk for that 

Results I Results I PeerGroue 
T olal - H,pe,teosion All All All 6 12 " 10.36 U 4 

Diabetes NIA Paiien~s)'18. 75 years of age that had an annual Commercial 2 2 2 2.00 0.00 - --10ro-irx1 
screening test for diabetic retinopathy 

Diabetes NIA Patient( s) taking a biguanide ( eg metformin J Commercial 1 1 t 0.93 0.07 107.53;. 
thia2olidinedione (eg pioglita2one rosiglita2one) or 
precose that had serum ALT or AST test in last 12 
reported months 

Diabetes NIA Patient(s) that had an office visit for diabetes care Commercial 7 7 6 5.65 0.35 106.19}. 
in last 6 reported months 

Diabetes NIA Adult(s) that had a serum creatinine in last 12 Commercial 7 7 7 6.58 ~- 0.42 106.~ X 
reported months 

~-~~-~~ 

Di,betes r1J/A Adult(s) with• triglyceride test in last 12 reported Commerci,I 7 7 7 6.46 0.54 108.38'/. 
months 

Diabetes NIA Patient[s) 18 -75 years of age that had a HbAlc Commercial 7 7 7 6.39 0.61 109.55'/. 
test in last 12 reported months 

............ --~~ 
Diabetes N/.0, Patient(s) using an insulin pump that had Commercial 3 3 3 2.33 0.67 128.76'/. 

endocrinology consultation in last 12 reported 
months 

Diabetes N/.0, Patient(s) taking insulin with evidence of sell· Commercial 3 3 3 2.16 ---- 0.84 138'.SS-/. 
monitoring blood glucose testing 

Diabetes NIA Patient( s J 18 -75 years of age that had annual Commercial 7 7 
·----

7 4.92 2.08 142.2SX 
screening for nephropathy or evidence of 
nephlopathy 

JQtal - Diabetes All All All 1 « 43 37.42 5.58 114.91" 

® 2013 Dptum, Inc. I Proprietary and confidential I Not for disnibution 1•1ithout the eipress permission of Optum ™ 

\I ersion: 700002 0110712016 10:49 AM Page 1 



Physician Quality Performance: 
Preventive Care {B) 

Physician Assessment Reports 
Quality Measure Detail 

UnitedHealthcare~ 

I UnitedHealthcare· 

The Quali11J by Measure reporl lls!S the aggregated measures for eaoh condition or pr~e that was aMbuted to you for this qu.lity assessment The ro.port comparo.s your results to your peer group rfsolt bam on Ule naUoMlr ate for each measure. The dilfo.rence,s between 
your actual result and peer group results are summarized, to assist you in identifying conditions or procedures for potential quality improvement opportunities. 

Sel~t Tot:;I P atienl.s associated ~·itJ, a Measure Desc1ip!ion to soe"th0 d,,t,ails for each p~tim ""'=• attributed to you lo, the m~asure ~lected iociJJd"llla inl ormation ihat identifi!'S your 

Breast Calll)er ScreMing NIA Pati!!nt(s) 42 · 63 ye,irs of •ge that had • Commetcia! IS IS 8 )2.081 14.88) 66.2~/. 
screening mammogram in last 24 reported 

:""".;;;.;.;.~...;;;.;;.; 
Bre,ist Cancer Screening NIA Patient(s) 42 • 69 ye•rs of •ge th•t h•d • Medicore 5 5 3 3.49 (O..SJ 85,$6}. 

scre«ii2:j mamm2ljl.alll in last 24 1ee21ted 
Total • Breast Cancff Scrt>ening All All Comm«cial 16 16 8 12.08 (U8) 66.ZlY. 

Total - Breast Cancer Screening All All Medicare 5 5 3 3.49 - :.:..:_ "'11':'f!:".u} 85..96'/. 
Total - B,east Cance, Sc1eening All All All 21 21 11 15.57 

~ ~(4.51) 70.657. 
Cervical Ca=r ~ttning NIA Patient[s) that had• c,,111ical cancer scre~nin9 Commeicial 13 13 8 W4S j24SJ 7616"/. 

test in last 36 1eported months 
:t: u :l:::J 

217.as-1. I Cervical Cancer Screening N!A Patient[ s) that h•d a ce1vical cancer screening Medicare 1 1 I 0.46 &.64 
test in last 36 re rted months 

76.26'/. I T otal - Cervica.1 Cancer Screening All A.II Commercial 13 13 8 10.49 ~ (2.49) --.--Total • Ce,vical Cance, Sc,eening All All Medicare l 1 1 0.46 8.'54 217.3$7. 
Total - ce,vical Cancer Sc1eening All All All 14 14 , 10.95 

~ ((95) 82.197. 
BMl Assessment NIA Patiffit[s) Ulal had body mass lnde1 (BMl) Comm<'!cial l 1 1 1.00 0.00 lOO.OOY. 

documented in last 24 repo1ted months 
BMI Assessment NIA Patient(s) that had body mass index (BMIJ Mfdica1e 1 i 1 1.00 0.00 100.0~/. 

documented in last 24 r~rted months 
Total - BMI Assessment All All CommHcial 1 1 1 1.00 0.00 100.007. 
Total • BMI Assessment All All Medicare 1 1 1 too 0.00 100.007. 
Total - BMI Assessment All AH All 2 2 2 2.00 0.00 100.007. 
Color~al caneer So1een,ng NIA P.a!~nl(s) 50·80 iears of age tliat had .ap?rol)liale Comm!'lciat 8 8 8 8.00 0.00 100.00Y. 

sc1eening for colo1ectal cancer 
Colorect•I Cance1 Screening NIA Patient[s) 50-80 years of age that had appropri•te Medica1e 2 2 2 2.00 0.00 100.00~. 

screenina fo1 colorectal cancer 
Total · Colorectal Cancer Screenin11 All AH Commeu:ial 8 8 8 8.00 0.00 100.00X 
Total - Colorectal Cance, Sc,eening All All Medicare 2 2 2 2.00 0.00 100.007. 
Total · Colo1ectal Cance, Screening All All All 10 10 10 10.00 0.00 100.007. 

PneumOflia lf~ccinatioo NIA P .til!nt(s) thit received the pneumococca! Medicare 3 3 3 3,00 0.00 100.00Y. 
immunization 

ination All All All 3 3 3 :too 0, 
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Physician Quality Performance: 
Perioperative Care (C) 

Physician Assessment Reports 
Quality Measure Detail 

~ United.Healthcare' 

I UnitedHealthcare 

The Qu.i~tg by Measure report listslhe aggregated measures for e.ich condition or procedure that ~,as <lttributed to you for this-quifitg assessment The report compares your res1Jlts to your peer group res1Jlt based on the national rate for each measure. The differentes 
between your actual result and peer group results are summarized, to assist you in identifying conditions or procedures for potential quality impro•Jement opportunities. 
Select Total Patients associated ~ii.th a Measure Desolipdon to~ the details for eath patient mec,sure attributed to qou For the meas1J1e ~lected inoludinq information thatj~1ilies 

' I I I I Q21!2rtunities I Results I Results I PeerGrou 
Rot.it or Cuff Rep.llr (Single Side) ~ Pre.Surgery Complt'i lmagin9; Mea:sllles Commercial 2 2 0 l70 

whether patients received at least one 
appropriate complei. im.iging procedure within 
180 days prior to selected surgical procedures 

Rotolor Cuff Repair (Single Side) '1 Procedure at less than 30 Days: Measures Commercial 2 2 0 t.66 [1.6$) 0.00% 
whether patients did not have selected surgical 

'1 
P!O.cedures 30 days or les.s fr.om initial diagnosis 

---

Rotator Cuff Repair (Single Side) Pre.Surgery Injection or Physical Therapy: Commercial 2 2 0 O.S2 j ,(0.92J 0.00-/. 
Meas1J1es whether patients received phgsical 
therapy and/or therapeutic injection within 180 

'1 
d~!S prior to selected surgical procedures 

---
Rotatru Cuff Repair (Single Side) 3 Month Physical Therapy: Measures whether Commercial 2 2 ! 1.ss, (Oc69J 59.17;. 

patients received at least one physical therapy 

'1 
session withi~ 3 rno.nths ~f.ter selected surgeries 

-----

Rotator Cuff Repair (Single Side) S Month Redo: Measures whether patients did Commercial 2 2 2 1.90 ' 0.10 105.26}. 
not have a redo procedure within 6 months aHer 
sur eri 

Total · Rotator Cull Repair (Single All All 
-----

All 2 

Open Carpal Tunnel Release [Single Side J 
,, 

Ple-Su19,r9 ~ction or Phyde<J Therapg: Commercial 34 34 I 8.39 
Measures whether patients received physical 
therapy and/or therapeutic injection within 180 
days prior to selected surgical procedures ..... 

Open Carpal T~nnel Release [Single Side) ~ Pre-Surgery Injection or Physical Therapy: Medicare 9 9 ! 2.07, (l07) {8-31). 
Measures whether patients received physical 
therapy and/or therapeutic injection within 180 
days priClr to selecte.d surgical procedures . 



Physician Quality Performance : 
NCQA Recognition program certification (E) 

Name: 
MPIN: 
Premium Specialty; 
Market 

Physician Assessment Reports 
Assessment Summary 

Practice Improvement Program(s 
Recognition Program{s): 

Unitedllealthcare 

nitedHealthcare· 

None 
NCQA-Oiabetes. NCQA-Heart/Stroke 

The Pt1ys,JC1an Assessment Sunvnary gNes the highest level overview of your assessment resul. The Deslgnabon Resul section shows your designaliOn an1n11 a s ¥11 Q§o@l' pn:c:y 
Designation Resuts are displayed publcly in physician drectories unless olherwise noted. The Qualy and Cost Efficiency Assessment Resuls sectic>n shows your qualy and cost efficiency 
assessment r~ls and whether they were based on your own outetime, parbcipation Wl a qualifyinq reccgnltlon program or the assessment resuls of an affiated group. Quality and Cost 
Efficiency Outcomes are based on our measurement methodology and statistical tests. Al Group Affiations UniedHealhcare !'las on record that could benefi your assessment are listed at the 
bottom of the page.UnitedHealhcare has a record of you beflg associated will each group listed here. 

Select 'Page Do\•m· at the bottom otthe page to see the steps used to determne Qualy an<! Cost Eff1C1ency Outco~ 

Effective Date 
Designation Begil End 
Qually & Cost Effioency 01/07/2015 

Status 
PENDING 

AsseJsment l) 1_pe 
Annual Assessmenl 

Reconsideration 
Eigi)le Due Date Prior to Pubic Display 
Yes 12ffl3J2014 

Designation resuls are pubfcall'/ cfisplayed r, physioan directories for use by patients when mamg healhcare choices end by otner physiClans when mablg referrals. 



Physician Quality Performance: 
Mortalitv or complication rates where a licable CG 

Physician Assessment Reports 
Quali!Y Measure Detail 

!Name: MPIN: 

_./ 

UnitedHealthcare· 

fil'.I! 

1 [nitedHealthcare· 

• 
The Quality by Measure report lists the aggregated measures for each condition or procedure that was attributed to you for this quality assessment. The report compares your results to your peer group result based on the national rate for 
each measure, The differences between your actual result and peer group results are summarized, to assist you in identifying conditions or procedures for potential quality improvement opportunities. 

Select Total Patients associated with a Measure Description to see the details for each patient measure attributed to you for the measure selected including information that identifies your patient, the name of the quality measure. the time period 
of the measure, and the result for that measure_ 

Congestive Heart Failure NIA Patient(s) currently taking an Medicare 1 1 0 0.69 I (0.69) 0.00% 
ace inhiMor or acceptable 
alternative 

Total- Congestive All All All .1 i 0 0.69 I (0.69) 0.00% 
Heart Failure 

Implantable Device 2 365 Day Redo: Measures Medicare 1 1 1 0 96 0.04 104.17% 
Pacemaker without whether patients did not have 
Acute Myocardial a redo procedure performed 
Infarction within 365 days after a 

primary procedure 

mplantable Device 2 Complications: Measures r.ledicare 1 1 1 0 93 0_07 107.E-3% 
Pacemaker without whether patients had none of 
Acute Myocardial the following complications 
Infarction following inpatient surgery: 

hemorrhage. pneumonia, 
mechanical, wound infection, 
pulmonary embolism, or 
iatrogenic complications 

Total- Implantable All All All .1 2 2 1.89 0.11 105.8:Z-k 
Device Pacemaker 
without Acute 
Myocardial Infarction 



Physician Quality Performance: IJJJ UnitedHealthcare 
Efficienc~ (.__H_,L) _______________________ _ 

Physician Assessment Reports 
Episode Cost Service Category 

IIPIN: • 

TNSfi;Xllt,1'(111; )0%~oo;;&ar.o:m,ar..:»]OJZ!IE!!JitlWl«"<l llf""'"'A:!!~11'is~Wll r>:l) jlXll):.im!f~dl!I.Calam:; '>'IN1 &>e-::i"C~!i?£'Sre.-.-p.;~,eq(!orn)OJf oe..."li 

I Unitedl 

seie::i~~1ll in=Pfl,:0!~1l""""'=~E!)l!OOe01!21.-:ieAQalea:,i;t l'l l'>I! T<aleollmlil.eeaf se<w.e~M~ 11..;mt-a,:;;t>r~~= ~ l'!<"~,wMC<;'$) ~~wc,~ra'!eO::>e :HM>el'&)r.o-~-:e,r t>i n;~ 
COil tla$?"::l".:: seriAoe ~ J llMt '¥!1/ l'Esel111oe05!11as,;ocBe(l..,l'lillseriAoe~/ 

Poputmonl Practice I Episode 
Cat,,gory Oticrlplion I Benefit I Count 1 .,..,n, I P*r l na,.,A ...... 111,tinl ...,, .. 1 I Peer 1.....,.,.] Peer 1 .. ,,..I Peer lid,,,i l_ p...,. I 11m ... 1 I Peer l ..... ..al Peer I id,c,,1 I Peer 

l\wnge 

Qmre!l:lal ~ rtp,AOnSl:rl Ye- ll! S31.IB3 ~l:t! 170 Q&lll!J S1QW ss r~ :il,96 S9 U!l!M!ll S15.536 ~ SUITT ~ 563.; i 

CGl'mll!R:lal Cl."®IOg/ "'-~~ No ll 2lS loll~ 175 PA!!I 17,3;6 12 4m ,al 3 Y'!!!. l.a;l , ~ ml 
All TO!alCotddogy All Al rn la $55,346 S42332 

L76r~ $27,70 $21 ~ $1,405 Sl.5.S41 ~ $4,711 ~ , $1,346 ' 

~ ~ ~ y .. 1§ Jllill 319;{ 6.$ 1.21 J!ll!!t 6.~? uL~ 3~ a; z.i,, []ii l .51 i' 2115 

Ollmer.Jal 5.~ !llloe:=s NO li - 5.61• ~~ 1.71 ?.m 3.789 -r li 12$ zo :mi 9fa - r,; 

;i Al - ·CJil 1Qij Co'.ff!lml!l i:.,~ .,.~01-« No ~n, 2Jo1 1.63 - 1.m 10 17 1~ Zll 

comie.-cm ~ -1~~- Ye; ~r II 12.159 624 1.05 ~ 1.2S9 14 9 l ,!$11 9.117 ~ 1_s.12 r"Jil 23 

~ 5.~ -1,110-'~0tJ(Qllga,d NO ~ ~ l.'20 8&I 1.51l J 1a g;g 17 j ~ :,,;, zs l 
~ ~ Maler.ex~- Y5 ~ !.!!!!! 1.3;; (345) C.9? ~ 1"8' 5 11 c:::::iiJ 2.308 .!I! "° jf.) 

~ I ~ Maler.exglnl~ NO !Q ~ V !o {"6) Oa9 ID! 2.oo; 9 13' . f"1iil ~ fj 

~ I ~ I l,l'.tHJxle(JO!>f No .! !!!2 1.13' (21.1,) o.n , "'ii" ;2.l .; 1 §I 1-la m 519 

• T- ~ • • :r: $64: $13,347 L21f$11U151 $18.051 $14 , $556 $162~ S3l.7fil $7,4166 $7,240 Pil!I ~77 

<:ameroat ~ & 
8'AIIS, ___ & ~-

No 829 rn I ii z.o - 44 .; r"jg. :0 

~nm!Oq; 

amneraal O~& .<ltl~iOC311Ze<l--&1:711e'leg No i gi 731 ,'.1(C) o.n ~ :;s; I ro 21 

~ 
1i9 

~ f 

coornerclal ~ & MrOr.~ir.una-tte & nli! No < :fil 377. {57) ~[] 238 2 2 96 

~ 1 

OJrrrnerclal ~ & --Ir.Ulla--& l:7lle' leg 
No ; ill 331 (16) Q.95 m :131 I 6 5 67 

~ f 

C<rmll!:rnlal ~ & ~ Y5 i m 1.00 7.173 78!1 244 -~ 3 
1 ~ u;a f ~ 5' 

~ 167 1 
~~ 

camierolal ~"' °""' mm<omxe;tlt <ll&onlefo - llalJ; No ~ .L1I! 4.iO !!lS 3.CS 330 2 i 9 6,3 

'l/!e!l:taXi)qJ 

C<mnerclal ~ & Oterml'Of~Cllsonlefo-DaiJ; Y5 ~ .WI 851 633 1.74 

~ 
5()1 .; =1 182 i 15 !!I I 110 

~ 
Q:lmel:lal ~ & Oh!rmtu~alsolOels-necl No • !II '5\ 118 1"4 ~( 2 2 7 l! I 66 

1'l'e~ 

~ I O,~& 0termrorO!l!l:IOl!l1:msorom-nec,; Y5 • ~ 382 (ll) 0.81 ji'1 :m 1 2 61 5 - oil 

~ 

• Total ~ & • All 22-. $4,793 59,302 Z.94 · --· $2,611 -lsunJ $16 swl-.-( 5734 $80 



Physician Quality Performance: 
Medication Safety (J) 

Physician Assessment Reports 
Quality Measure Detail 

J UnitedHealthcare· 

I CnitedHf>'<llthcare· 

The Qual~y bJj Measure report lists lhl? aggregated measures for each oondition or procedu,e that was attributed to you for this quaritg asSiSsment. The report compares your results to your peer group result based on the national rate for ea,;h measure. The <f~lmncts 
between your actual result and peer group results are summari,ed, to assist yo1J in identifying conditions or procedures for potential quality improvement opportunities. 
Seiect Total Patients associawJ with a Mm ure Description to see the details for each patient measure attributed touou for the mea>Uie selected including information that identifies uour patient the name of th€ 9u.lil9 measure. the time period of tlw measure. and the 

I I I I I Oe1?,2rtunities I Results I Results I PeerGrou 
Medication Safety Monitoring NIA Adults 40 years of age and older taking chronio Commercial 2 2 0 

corticosteroids who had osteoporosis 
screening in the last 24 reported months 

Medication Safety Monitoring NIA Elderly patients who had an accidental foll or hip Medicare 1 1 1 0.87 0.13 !14.94~. 
fracture 1#ho did not take a tricyclic 
,intidepressant ,intipsychotic or sleep agent after 
the incident -Medication Safety Monitoring NIA Elderly patient.s wit.h dement.ia who took• Medic.re 1 1 l 0.78 0.21 126.58X 
t.ric~clic ant.idepressant or anticholinergic agent. 
aft.er t.he earliest record of dementia 

7 -.or--

Medic~tion Safeti Monitoring Nl,11, Adult. p.it.ient(s) taking nicotinic acid that. had an Commercial 4 4 4 3.74 0.26 106.95Y. 
annual serum ALT or AST test. 

-~ 
Medication Safety Monitoring NIA Adults persistently taking a diuretic cont.iining Commercial 6 6 6 5.17 0.83 tt6.05X' 

medication 111ho received a serum potassium 
test and either a creat.inine or a blood urea 
nitr~en test iiithin the last 12 f;£21led months 

Total - Medication Safett Monitoring All AU Comme1cial 12 12 10 9.41 0.59 106.27X 
---;:;~-~-

Total· Medication Safett Monitoring All All Medicare 1 2 2 1.66 0.34 120.48r. 
Total - Medication Sa.felt Monitoring All All All 13 14 -·. 12 11.07 0.93 108.407. 





STATE OF NEBRASKA 

··· r- tion Timer 
Effective Date: 07-01-2020 

Ref# Milestone Responsible Party Projected Date Actual Date 

1 Renewal Chanqes Confirmed & Submitted to UHG State of NE 11/1/2019 
2 Confirmed Renewal Chanqes Submitted to Implementation UHG 11/8/2019 
3 Customer Implementation Meetinq UHG/State of NE 11/15/2019 
4 Benefit Grid Customer Intent Meetinq UHG/State of NE 12/6/2019 
5 Benefit Grid Uodates Complete UHG 12/13/2019 
6 Benefit Grid Siqn-off Complete State of NE 12/20/2019 
7 If Aoolicable, Update Account Structure and Share for Approval UHG 1/10/2020 
8 Structure Approval Received State of NE 1/17/2020 
9 If Aoolicable, Create Updated ID Card Prototype In Self Service UHG 1/24/2019 
10 ID test cards provided to customer UHG 1/31/2019 
11 Final ID card approval State of NE 2/7/2020 
12 If Aoolicable, Update Pharmacy Benefits UHG/OptumRX 2/14/2020 
13 Send documents for quality review UHG 2/21/2020 
14 Structure Released into Production UHG 2/28/2020 
15 Customer Service Documents loaded UHG 3/13/2020 
16 Benefit load complete in claim system UHG 3/27/2020 
17 OptumRx Pharmacy Ready UHG 4/3/2020 
18 Customer Service Ready UHG 4/10/2020 
19 Receive electronic eliqibility test file #1 State of NE 5/15/2020 
20 Receive electronic eliqibility test file #2 State of NE 5/22/2020 
21 Receive electronic eligibility production file State of NE 6/5/2020 
22 Eligibility file load complete UHG 6/12/2020 
23 ID Cards Postmarked UHG 6/17/2020 
24 Plan Documents Presented UHG 6/19/2020 
25 First new billinq statement released to customer UHG 6/24/2020 
26 Overall Ready UHG 6/26/2020 
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Health improvement tools from myuhc.com® 

Health & Wellness site 

The Health & Wellness site on myuhc.com 
is a 24-hour online resource with many tools 
that can help make it easier for you to develop 
a healthier lifestyle. 

Personalized Health Assessment 
Take time to complete a health assessment today. Your "wellness score" 

and immediate confidential results can help you better understand 
your health opportunities. Your health assessment results are used to 

personalize your Health & Wellness home page with information and 
resources that will help you improve and maintain your health. 

Personal Health Record 
It's your health history, a medical library and a health care organizer 

rolled into one secure and easy-to-use resource. Your Personal Health 
Record stores your claims information for you automatically, but you can 

add emergency contact information, details about your health history 
and even track important health indicators like blood pressure and 

cholesterol. You can print a summary of your Personal Health Record to 
take to the doctor . 

Online Programs 
Get help managing your weight, quitting smoking or becoming more 

physically active. Based on your health profile, recommended Online 

Programs are actively promoted on your personalized Health & Wellness 
home page. Each program includes personalized articles, health trackers 

and other suggested activities to help you achieve your personal 
health goals. 

~ UnitedHealthcare· 
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Health improvement tools 
Access dozens of tools and resources to help you 

achieve your personal health goals. These tools, 
trackers and quizzes entertain, motivate and educate 

while helping you find information fast. 

The symptom checker can be used to help you 
determine the right care for your symptom. If you 
want to discuss a health concern with an expert, you 

can log in seven days a week to NurseChat. 

Learn, the Health & Wellness library, gives you the 
facts about medications, wellness topics and health 
conditions to help you make more informed decisions. 

Our health trackers, built into your Personal Health 

Record and Online Programs, make it easy to stay 

on top of a particular health concern. Log your 
blood pressure, blood sugar, daily diet or weight 

to help you meet your goals. You can use interactive 
tools to help you map out a fitness routine ancl pl:rn 
nutritious meals. 

Check your individual risk for certain cancers, 

heart disease and diabetes with our risk-screening 
quizzes. And you needn't worry about privacy; your 
information is accessible only by you. 

Health and wellness tools 
To get started, visit myuhc.com. Once you are logged in, 

select the Health & Wellness tab. 

If you are interested in learning more about a specific 
disease or condition, and want a short and sure 

way to do it, try a knowledge quiz. Just take a few 
minutes to answer some simple questions, and the 
information will be in your hands. 

Learn more, get motivated and achieve your health 

goals with our interactive tools. Try these fun, easy
to-use, educational health and wellness tools today. 

Top health improvement tools 
... Drug interaction calculator 

... Nutrition tracker 

... Calories-burned calculator 

... Calcium calculator 

... Healthy-weight calculator 

... Find your body mass index (BMI) 

... Healthy-eating helper 

... Symptom checker 

... Stop-smoking motivator 

If you haven't yet registered with myuhc.com, click "Register 

Now" and follow the simple steps. It's quick and easy. 

UnitedHealthcare* 
UnitedHealth Wellness" is a collection of programs and services offered to UnitedHealthcare enrollees to help them stay healthy. It is not an insurance product but is 
offered to existing enrollees of certain products underwritten or provided by UnitedHealthcare Insurance Company or its affiliates to encourage their participation in 
wellness programs. Health care professional availability for certain services may be dependent on licensure, scope of practice restrictions or other requirements in the 
state. Some UnitedHealth Wellness programs and services may not be available in all states or for all group sizes. Components subject to change. 

Insurance coverage provided by or through UnitedHealthcare Insurance Company or its affiliates. Administrative services provided by United HealthCare Services, Inc. 
or their affiliates. 
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Health & Wellness 

At an Onsite Event 
Onsite events provide an easy and 
convenient way to complete your 
wellness screening. 

Schedule an onsite appointment 
at My.QuestForHealth.com. 

• Use Registration Key: 
• Do not eat or drink anything except 

water for 9-12 hours prior to the 

At a Patient Service Center (PSC) 
Quest Diagnostics has 2,200 convenient 
PSC locations across the country. 

Schedule a PSC appointment at 
My.QuestForHealth.com. 

• Use Registration Key: 
• Do not eat or drink anything except 

water for 9-12 hours prior to the 
screening. screening. 

• Drink 2 glasses of water during the 2 • Drink 2 glasses of water during the 2 
hours prior to your blood test. Wear hours prior to your blood test. Wear 
loose fitting sleeves. loose fitting sleeves. 

• You will receive an email when your • You will receive an email when your 
results are ready to view online. Your results are ready to view online. Your 
printed report will arrive in the mail 2-3 printed report will arrive in the mail 2-3 
weeks after your screening. weeks after your screening. 

OPTUM '~· 

With a Physician 
If you are unable to make an onsite or 
PSC appointment, have your 
physician complete a Physician 
Results Form. 

Download a Physician Results 
Form at My.QuestForHealth.com. 

• Use Registration Key: 
• Ask your doctor to complete it using 

recent lab results. Your doctor may 
charge a fee to complete the form. 

• Form needs to include all required 
screening values and signatures. 

• Make sure your doctor faxes the form to 
Quest Diagnostics by DA TE HERE. 

Completing your wellness screening is easy and convenient. You will receive lab results that you can share with yo~9°5 

doctor. We hope you take advantage of this service available at no additional cost to you. 
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Health & Wellness 

At an Onsite Event 
Onsite events provide an easy and 
convenient way to complete your 
wellness screening. 

Schedule an onsite appointment 
at My.QuestForHealth.com. 

• Use Registration Key: 
• You will receive an email when your 

results are ready to view online. Your 
printed report will arrive in the mail 2-3 
weeks after your screening. 

At a Patient Service Center (PSC) 
Quest Diagnostics has 2,200 convenient 
PSC locations across the country. 

Schedule a PSC appointment at 
My.QuestForHealth.com. 

• Use Registration Key: 
• Do not eat or drink anything except 

water for 9-12 hours prior to the 
screening. 

• Drink 2 glasses of water during the 2 
hours prior to your blood test. Wear 
loose fitting sleeves .. 

• You will receive an email when your 
results are ready to view online. Your 
printed report wi ll arrive in the mail 2-3 
weeks after your screening. 

OPTUM ~ 

With a Physician 
If you are unable to make an onsite or 
PSC appointment, have your 
physician complete a Physician 
Results Form. 

Download a Physician Results 
Form at My.QuestForHealth.com. 

• Use Registration Key: 
• Ask your doctor to complete it using 

recent lab results. Your doctor may 
charge a fee to complete the form. 

• Form needs to include all required 
screening values and signatures. 

• Make sure your doctor faxes the form to 
Quest Diagnostics by DA TE HERE. 

Completir- vour wellness screening is easy and convenient. y,. .. will receive lab results that you can share with yo~,QO& 
doctor. \ hope you take advantage of this service available , •O additional cost to you. · 
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Health & Wellness 

At an Onsite Event 
Onsite events provide an easy and convenient way to 
complete your wellness screening. 

Schedule an onsite appointment at 
My .QuestForHealth.com. 

• Use Registration Key: 
• Do not eat or drink anything except water for 9-12 

hours prior to the screening. 
• Drink 2 glasses of water during the 2 hours prior to 

your blood test. Wear loose fitting sleeves. 
• You will receive an email when your results are ready 

to view online. Your printed report will arrive in the mail 
2-3 weeks after your screening. 

OPTUM ··· 

At a Patient Service Center (PSC) 
Quest Diagnostics has 2,200 convenient 
PSC locations across the country. 

Schedule a PSC appointment at 
My .QuestForHealth.com. 

• Use Registration Key: 
• Do not eat or drink anything except water for 9-12 

hours prior to the screening. 
• Drink 2 glasses of water during the 2 hours prior to 

your blood test. Wear loose fitting sleeves. 
• You will receive an email when your results are ready 

to view online. Your printed report will arrive in the 
mail 2-3 weeks after your screening. 

Completing your wellness screening is easy and convenient. You will receive lab results that you can share with
1007 

your doctor. We hope you take advantage of this service available at no additional cost to you. 
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Health & Wellness 

At an Onsite Event 
Onsite events provide an easy and convenient way to 
complete your wellness screening. 

Schedule an onsite appointment at 
My .QuestForHealth.com. 

• Use Registration Key: 
• You will receive an email when your results are ready 

to view online. Your printed report will arrive in the mail 
2-3 weeks after _your screening. 

OPTUM'5 ' 

At a Patient Service Center (PSC) 
Quest Diagnostics has 2,200 convenient 
PSC locations across the country. 

Schedule a PSC appointment at 
My.QuestForHealth.com. 

• Use Registration Key: 
• You will receive an email when your results are ready 

to view online. Your printed report will arrive in the 
mail 2-3 weeks after your screening. 

Completing your wellness screening is easy and convenient. You will receive lab results that you can share with
1008 your dr-tor. We hope you take advantage of this service av-ilable at no additional cost to you. 
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Health & Wellness 

At a Patient Service Center (PSC) 
Quest Diagnostics has 2,200 convenient PSC 
locations across the country. 

Schedule a PSC appointment at 
My .QuestForHealth.com. 

• Use Registration Key: 
• Do not eat or drink anything except water for 9-12 

hours prior to the screening. 
• Drink 2 glasses of water during the 2 hours prior to 

your blood test. Wear loose fitting sleeves. 
• You will receive an email when your results are ready 

to view online. Your printed report will arrive in the 
mail 2-3 weeks after your screening . 

OPTUM ,a 

With a Physician 
If you are unable to make an onsite or PSC appointment, 
have your physician complete a Physician Results Form. 

Download a Physician Resu lts Form at 
My. QuestF orHealth .com. 

• Use Registration Key: 
• Ask your doctor to complete it using recent lab results. Your 

doctor may charge a fee to complete the form. 
• Form needs to include all required screening values and 

signatures. 
• Make sure your doctor faxes the form to Quest Diagnostics by 

DATE HERE. 

Completing your wellness screening is easy and convenient. You will receive lab results that you can share with your dfil66ir. We 
hope you take advantage of this service available at no additional cost to you. 
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Health & Wellness 

At a Patient Service Center (PSC) 
Quest Diagnostics has 2,200 convenient PSC 
locations across the country. 

Schedule a PSC appointment at 
My.QuestForHealth.com. 

• Use Registration Key: 
• You will receive an email when your results are ready 

to view online. Your printed report will arrive in the 
mail 2-3 weeks after your screening. 

OPTU 

With a Physician 
If you are unable to make an onsite or PSC appointment, 
have your physician complete a Physician Results Form. 

Download a Physician Results Form at 
My. QuestF orHea Ith .com. 

• Use Registration Key: 
• Ask your doctor to complete it using recent lab results. Your 

doctor may charge a fee to complete the form. 
• Form needs to include all required screening values and 

signatures. 
• Make sure your doctor faxes the form to Quest Diagnostics by 

DATE HERE. 

Completing your wellness screening is easy and convenient. You will receive lab results that you can share with your dff6tijr, We 
hope yo1 · · "l<:e advantage of this service available at no addition?' '.">St to you. 
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Health & Wellness 
OPTUM (., 

At an Onsite Event 
Onsite events provide an easy and convenient way to complete your wellness screening. 

Schedule an appointment at My.QuestForHealth.com. 

• Use Registration Key: 
• Do not eat or drink anything except water for 9-12 hours prior to the screening. 
• Drink 2 glasses of water during the 2 hours prior to your blood test. Wear loose fitting sleeves 
• You will receive an email when your results are ready to view online 
• Your printed report will arrive in the mail 2-3 weeks after your screening 

Completing your wellness screening is easy and convenient. You will receive lab results that you can 
share with your doctor. We hope you take advantage of this service available at no additional cqffttO 
you. 
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OPTUM ~' 
Health & Wellness 

At an Onsite Event 
Onsite events provide an easy and convenient way to complete your wellness screening. 

Schedule an appointment at My.QuestForHealth.com. 

• Use Registration Key: 
• You will receive an email when your results are ready to view online 
• Your printed report will arrive in the mail 2-3 weeks after your screening 

Completing your wellness screening is easy and convenient. You will receive lab results that you can 
share with your doctor. We hope you take advantage of this service available at no additional cqff2to 
you. 
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Health & Wellness 

At a Patient Service Center (PSC) 
Quest Diagnostics has 2,200 convenient PSC locations across the country. 

Schedule a PSC appointment at My.QuestForHealth.com. 

• Use Registration Key: 
• Do not eat or drink anything except water for 9-12 hours prior to the screening. 
• Drink 2 glasses of water during the 2 hours prior to your blood test. Wear loose fitting sleeves 
• You will receive an email when your results are ready to view online 
• Your printed report will arrive in the mail 2-3 weeks after your screening 

Completing your wellness screening is easy and convenient. You will receive lab results that you can 
share with your doctor. We hope you take advantage of this service available at no additional cq§.hto 
you. 
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OPTUM '"' Health & Wellness 

At a Patient Service Center {PSC) 
Quest Diagnostics has 2,200 convenient PSC locations across the country. 

Schedule a PSC appointment at My.QuestForHealth.com. 

• Use Registration Key: 
• You will receive an email when your results are ready to view online 
• Your printed report will arrive in the mail 2-3 weeks after your screening 

Completing your wellness screening is easy and convenient. You will receive lab results that you can 
share with your doctor. We hope you take advantage of this service available at no additional cq~4to 
you. 
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OPTUM ~· 
Health & Wellness 

With a Physician 
If you are unable to make an appointment, complete your screening with a Physician Results Form. 

Download a Physician Results Form at My.QuestForHealth.com. 

• 
• 
• 
• 
• 

Use Registration Key: 
Ask your doctor to complete it using recent lab results (your doctor may charge a fee to complete the form) 
Form needs to include all required screening values and signatures 
Make sure your doctor faxes the form to Quest Diagnostics by DATE HERE 
You will receive an email when your results are ready to view online 

Completing your wellness screening is easy and convenient. You will receive lab results that you can 
share with your doctor. We hope you take advantage of this service available at no additional cq§M.o 
you. 
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What is blood pressure? 
Blood pressure measures the force of blood against your 

artery walls. This pressure allows your blood to push 

out to other parts of your body for circulation. It rises 

as your heart contracts and beats, and it falls when your 

heart relaxes between beats. If your blood isn't circulating 

properly, your vital organs will not get the oxygen and food 

they need to survive. 

How is blood pressure measured? 
Blood pressure is measured using two numbers. Both are 

measured in millimeters of mercury (mmHg). The larger 

top number measures systolic blood pressure, which is the 

pressure in your arteries when your heart beats. The smaller 

bottom number measures diastolic pressure, which is the 

pressure when your arteries are at rest. 

Sample blood pressure 

11 2+- Systolic pressure 

Diastolic-+ 76 mmHg 
pressure j Millimeters of mercury 

The blood pressure reading above would be considered a 

normal blood pressure. Normal blood pressure is less than 

120/80. 

Healthy blood pressure range 
If your blood pressure is a little too high, you may not 

need to take medicine right away. But it is important 

to start taking the proper steps to control your blood 

pressure. Be sure to follow your doctor's recommendations 

about diet - especially salt intake - and exercise. 

1017 
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When should hypertension be treated? 
Current guidelines recommend medication treatment for the 

following groups: 

60 and over 150/90 mm Hg 

under 60 140/90 mm Hg 

People with diabetes or 140/90 mm Hg regardless 
chronic kidney disease of age 

Causes of high blood pressure 
High blood pressure often doesn't have any symptoms. That's 

why it's called the "silent killer." In fact, 90-95% of the cases 

of high blood pressure do not have a direct known cause. 

What are the effects of high 
blood pressure? 
Having high blood pressure can lead to many health problems. 

Some of the most common are: 

• Stroke 

• Heart attack 

• Kidney failure 

• Blindness 

• Hardening of the arteries 

By learning about their numbers, working with their doctor 

and making lifestyle changes, most people are able to 

achieve and maintain a healthy blood pressure. 

Lifestyle changes to help prevent or 
control high blood pressure. 
On the next several pages, read about changes you can make 

to help prevent or control high blood pressure. See if there are 

one or two tips you could adopt. Every small change can make 

a difference. 

• lv1aintain a proper weight 

• Eat a healthy diet 

• Exercise regularly 

• Qyit tobacco 

• Alcohol only in moderation 

'18 
4 



5 

Lose weight. 
Extra weight puts added strain on your heart. As your 

weight goes up, your blood pressure generally does, too. 

If you're overweight, even losing five to 10 pounds may 

help to lower your blood pressure. 

Set goals that are realistic for weight loss. Goals should be 

specific, ones you can achieve and ones that are flexible. 

Examples of weight loss goals: 

1. Eat slowly. It can take 15-20 minutes for your brain to 

tell you that you're full. For at least one meal a day, I will 

eat slowly. 

2. Decrease portion sizes. The meal should be the size of 

two fists: half vegetables, and one-fourth each of starch 

and lean meat or protein. For my largest meal, I'll eat 

proper portions. 

3. Plan healthy snacks. They may include peanut butter 

and celery, apples and low-fat or fat-free cream cheese 

or dried fruit and nuts. I'll eat healthy snacks this week. 

Change your diet - reduce 
sodium (salt). 
Too much salt can cause your body to retain water. This can 

raise your blood pressure levels. A healthy diet should contain 

no more than 2,400 mg of sodium (about 1 teaspoon of table 

salt). That includes all sodium - salt used in cooking, what 

comes in foods and what you add at the table. Your doctor 

may set an even lower goal for you. 

Tips to reduce salt: 
1. Buy vegetables that are fresh, frozen (without sauce) or canned 

with no salt added. 

2. Buy foods that have low or reduced salt, or have no salt added. 

3. Rinse canned foods, such as tuna, chicken or beans. 

4. Use herbs and spices when cooking and at the table. 

1019 
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Exercise 
Exercising for at least 30 minutes a day, five days a week 

not only helps you to manage your blood pressure, it will 

also help you lose weight (if needed), decrease your stress 

and strengthen your heart. 

The key to adding physical activity into your lifestyle is to 

make small goals and build on them. Below is an example 

of some goals you may set. Always be sure to check with 

your doctor before you start exercising. 

Week 1-2 Goal: I will walk 15 minutes during my lunch 

break and 15 minutes at the end of my work day, before 

driving home. I'll do this five days a week far the next 

two weeks. 

Week 3 Goal: I will keep walking, and I'll add five minutes 

to each walk. 

Week 4 Goal: I will keep walking 20 minutes twice a day, 

and I will add 10 minutes of hand weights each night while 

watching TV 

Reward yourself for achieving 

your goals - buy a new CD, 

get a manicure or 

maybe go to a movie. 

Quit smoking 
The nicotine in tobacco causes an increase in blood 

pressure and heart rate. It also decreases the amount of 

oxygen to the heart. 

It isn't easy to quit, but if you're ready to try, or try again, a 

helpful no cost resource is www.SmokeFree.gov. You can 

find tools and guides on quitting or talk to an expert to 
help ·you make a plan. 

Or, call 1-800-QUITNOW (1-800-784-8669). 

Reduce alcohol intake 
Consuming alcohol can cause a quick rise in blood pressure 

levels, making it difficult to control Drinking alcohol regularly 
can cause blood pressure to rise. The general guideline is if you 

chose to drink, no more than one drink per day for women 

and no more than two drinks per day for men. But talk to 

your doctor about what's a safe amount for you as there might 

be circumstance where you should not be drinking at all. 
. '20 
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Treating high blood pressure 
Losing weight, eating a healthy diet and exercising regularly 

can sometimes be enough to lower high blood pressure. Your 

doctor may also prescribe medicine to help. Your medicine 

may work in one of three ways: 

1. Remove excess salt and fluid from the body. 

2. Expand narrow blood vessels to increase circulation. 

3. Prevent blood vessels from narrowing. 

Questions to ask your doctor 
If your doctor does prescribe medicine, be sure to ask him or 
her these key questions: 

What's the name of the medicine? How does it work? 

Is it covered by my health plan, and is it the least costly option? 

How many times a day and at what time of day should I take it? 

What are the possible side effects? Which ones should I call 

you about? 

What should I do ifl miss a dose? 

Is there anything I should avoid when taking the medication? 

Will I have to take it forever? When will you re-evaluate if 

I still need it? 

"YI' 

Tracking your blood pressure at home 
Getting your blood pressure checked by your doctor is great, but 

it only gives you a reading for that moment in time. To better 

understand your blood pressure trends, it may be important to 

learn how to measure your blood pressure at home. 

Tips for measuring blood pressure at home 
• Choose the right monitor. Visit your local pharmacy to get 

advice on the best device to use. There are many different types 
of monitors that range in price and accuracy. 

• Bring it along. Take your monitor with you when you visit 
your doctor. After your doctor gives you a reading, take it again 
with your device to check for accuracy. 

• Keep a log. Ask your doctor how often you should check your blood 

pressure at home, and record your entries with the attached log. 

Tips for getting an accurate reading 
• Don't measure your blood pressure right after you wake up. 

• Avoid caffeine, alcohol and tobacco for at least 30 minutes 
before measuring. 

• Sit upright with both feet on the floor and relax. 

• Avoid exercising for 30 minutes before your reading. 

• Take at least 2 readings. 

• Support your arm on a flat surface so it is level with 
your heart. 

1021 
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Blood pressure log 
Keep track of your blood pressure readings with this handy log. 

Be sure to bring it with you to your next doctor visit. 

l\1ygoal~~~~~~~-

Reading Date/Time Notes W1th1n my goal? 

DYes DNo 

DYes DNo 

DYes DNo 

DYes DNo 

DYes DNo 

DYes DNo 

DYes DNo 

DYes DNo 

I should notify my doctor if my blood pressure is over _____ for 

_ ____ days or less than _____ for _ ____ days. 
Sources: 

The Journal of the American Medical Association (JAMA). 2014 Evidence-Based Guideline for the 
Management of High Blood Pressure in Adults. Accessed 1 /9/15. jama.jamanetwork.com/article. 
aspx?articleid = 1 791 497. 

American Heart Association.2013 AHA/ ACC Guideline on Lifestyle Management to Reduce 
Cardiovascular Risk. Accessed 1 /9/ 15. 

http:/ /circ.ahajournals.org/content/early/2013/11 /11/01.cir.00004377 40.48606.d 1. 

United States Department of Agriculture. Dietary Guidelines for Americans. Accessed 1 /9/15. 
www.cnpp.usda.gov/DietaryGuidelines. 

Health.gov. Physical Activity Guidelines. Accessed 1 /9/15. www.health.gov/paguidelines/. 

American Heart Association. About High Blood Pressure. Accessed 1 /9/ 15. http:/ /www.heart.org/ 
H EARTORG/Conditions/HighBloodPressure/ AboutHigh Blood Pressure/About-High-Blood-Pressure_ 
UCM_ 002050 _Article.jsp. 

The information provided in this document is for informational purposes only and is not a substitute 
for your doctor's care. Please discuss with your doctor how the information provided is right for your 
treatment plan. 

Insurance coverage provided by or through UnitedHealthcare Insurance Company or its affiliates. 
Administrative services provided by United HealthCare Services, Inc. or their affiliates. 

© 2015 United HealthCare Services, Inc. All rights reserved. 
A07466 43519-112014 
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Understanding and managing your cholesterol is 

one of the keys to leading a healthy lifestyle. If your 

cholesterol is high, you may be at higher risk for 

heart disease and stroke. Learning your numbers 

- and making healthy changes - may help you 

lower your risk. 

Understanding your LDL cholesterol levels 
LDL stands for low-density lipoprotein. 

If your LDL "bad" cholesterol is high, it can cause a fatty 
buildup in the arteries which is called atherosclerosis 
("hardening of the arteries"). 

Every person is different. Your doctor may suggest different 
levels or goals for your cholesterol numbers. This may be 
based on your history or risk for heart or other diseases. 

1025 
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What can you do to help improve your 
LDL cholesterol? 
Now that you know what LDL cholesterol means, let's see 
how you can make a difference. Here are some ways you 
may be able to improve your cholesterol level. 

Be healthy 

1. Eat well. 

2. Move more. 

3. Lose weight. 

4. Quit smoking. 

5. Take medicine, as pmsc;rihed by your doctor, if your cholesterol is above 

certain treatment triggers. 

Healthy change 1: Eat well 
Making healthy food choices is a good way to help 
improve your cholesterol level. It may seem easier said 
than done. But small changes can add up. 

Know the terms 
Knowing the meaning of these terms may help you better 
understand your options. This may help you make smart 
choices at the grocery store. 

Reduced or Less: Contains 25 percent less of a nutrient -
such as fat or salt - than the original version. 

Low: Contains a small amount of a certain nutrient. 

Free: Has none of a certain nutrient, or an amount that's 
too small to measure. 

Just because the product is labeled "free" or "reduced" doesn't 
always mean it's a healthier choice. 

1026 



Make smart swaps 
Making simple substitutions in what you eat can make it easier 
to lead a healthy lifestyle. Use this helpful chart to make healthy 
swaps during your next trip to the grocery store. 

Category High-fat option Healthier swap 

Meat 80% lean ground beef 97% lean ground beef or 
ground turkey 

Deep-fried seafood Grilled or broiled salmon, 
tuna, tilapia or shrimp 

Dark chicken or White chicken or turkey 
turkey meat meat without skin 

Bacon or Ham* 
sausage 

Dairy Whole or 2% milk or Fat-free, or low-fat 
products milk products milk or milk products 

High-fat and/or Low-fat or fat-free yogurt 
high-calorie yogurt 

Sweets A brownie with Apples with fat-free 
and snacks chocolate frosting caramel dip 

Potato chips and dip Raw vegetables and 
fat-free dip or hummus 

A handful of crackers A small handful of nuts or seeds 

Chocolate chip cookies Your favorite fruit 

Butter Regular stick butter Trans-fat free liquid or 

tub margarine 

* High salt content, keep portion size small. 

1027 
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Make sense of labels 
Learning how to read food labels can help you make healthier 
choices. While grocery shopping, bring your healthy swaps list 
(on page 4) and compare food labels along the way. Choosing 
foods lower in calories, saturated and trans fats may help you 
better manage your cholesterol. 

Nutrition Facts 
Serving Size: 8 oz. 
Serving Per Container: 2 

Calories 1 50 

Total Fat 8g 

% Daily Value* 

12% 
O Saturated Fat 5g 25% 

0 
0 
8 
t) 12% 

Sodium 1 20mg 5% 
Potassium 380mg 11% 
Total Carbohydrate 12g 4% 

Dietary Fiber Og 0% 
Sugars 11 g 

Protein 8g 16% 

* Percent Daily Values are based on a 2,000 calorie diet. 
Your Daily Values may be higher or lower depending on 
your needs. 

Shown as an example only. 
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Choose the right fats 
When it comes to helping improve your cholesterol level, not all 
fats are created equal. It's important to be aware of "bad" fats 
and "good" fats in your diet. 

"Bad" fats - When you can, eat less of these. 

1 Saturated fats - These fats 
raise total blood cholesterol and 
LDL cholesterol levels. 

Sources of bad fats: 

• Fried fast foods 

• Sweets: cookies, cake, brownies 

2 Trans fats - Created from 
partially hydrogenated liquid oils, 
trans fats raise LDL cholesterol 
levels. 

• Some packaged foods: frozen dinners, 
ice cream, rising crust pizza, frozen 
pies and desserts, potato chips, 
microwave popcorn 

3 Cholesterol - This waxy, fat-l ike 
substance is found in all parts of the 
body. Eating too much of it can lead 
to heart disease. 

• Full-fat dairy products: whole milk, 
whole-fat cheese 

• Certain oils: coconut oil, palm oil and 
vegetable shortening 

• Fatty meats: sausage, marbled beef, 
skin-on chicken orturkey, and bacon 

"Good" fats - Choose these more often. 

• Unsaturated fats -These fats 
can be good for you when eaten in 
moderation. Unsaturated fats come 
in two forms: polyunsaturated and 
monounsaturated. 

4 Polyunsaturated and 
monounsaturated fats -

These fats may lower LDL 
cholesterol. 

Sources of good fats: 
• Plant oils: olive, soybean, corn, 

sunflower and canola 

• Nuts: small handful of hazelnuts, 
almonds, walnuts, Brazil nuts, pecans 

• Seeds: poppy, sunflower, pumpkin, 
sesame 

• Fresh fish: salmon or trout 

• Avocado 

1029 
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Healthy change 2: Move more 
We all know exercise can help us improve our health and lose 
weight. It can be hard to fit into our busy lives. But every little 
bit counts. Try fitting in just three 10-minute sessions of exercise 
each day. 

Here are some easy tips to help you get moving: 
• Set your alann clock just five minutes earlier. Try some warm

up exercises such as walking in place. Then, try some jumping 
jacks. Consider doing a few stretches after you're done. 

• Take the stairs instead of the elevator or escalator. 

• Sign up for a class. Aerobics, yoga or social dancing are just a 
few of the many choices. 

• Move while you watch TV. Lift hand weights, do situps, or walk 
in place. 

• Park your car as far away from the entrance as possible. Every 
step counts. 

• Get off the bus a few blocks early. Walk the rest of the way. 

• Dance to a favorite song. 

• Find a workout buddy. Exercising with a friend can be more 
fun and a good motivator. 

• Plant or tend to a garden. 

Be sure to talk with your doctor before starting an exercise plan or 
before you become a lot more active. 

1030 



Healthy change 3: Lose weight 
If you're overweight, losing weight is one of the steps you can 
take to help lower your cholesterol. Even losing a small amount 
of weight can make a difference. Use the tips in this booklet for 
eating well and moving more. They may help you lose weight 
and keep it off. 

Healthy change 4: Quit smoking 
Quitting smoking does more than lower your risk for certain 
cancers or breathing problems. It can also lower your risk for 
heart disease. 

Do you wish you could finally quit? The first step is to think 
about why you want to stop smoking. Through the quitting 
process, foc,us on that reason to help keep you on track. 

Also, talk with your doctor. Nicotine gum, patches and 
medicines can help people stop smoking. Ask your doctor 
what might be best for you. 

You can find helpful support and resources by visiting 
SmokeFree.gov or calling 1-800-QUITNOW (1-800-784-8669). 

Do you drink alcohol? 
If you don't drink, it is not advised that you start. If you do drink, 
limit yourself to one drink a day if you're a woman, or two drinks 
a day if you're a man. There are some situations where you should 
not drink at all. 

Drinking more alcohol than the amounts stated above can raise 
your blood pressure and triglycerides (fat in your blood). It can 
also increase your risk for heart disease and stroke. 

Talk with your doctor about consuming alcohol in moderation. 
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Healthy change 5: Manage your medicine 
Medicines can be an important part of managing cholesterol. Your 
doctor may suggest you take a cholesterol-lowering medicine. This 
may help improve your cholesterol level. Currently, statin 111edications 
are considered the cornerstone of cholesterol-lowering treatment 
(with only a few exceptions). 
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Use this chart to keep track of your 
cholesterol levels. 

LDL cholesterol 

HDL cholesterol 

Total cholesterol 

LDL cholesterol 

HDL cholesterol 

Total cholesterol 

Date: 

!Data 

Medicine(s) I take to lower my cholesterol : 

Diet instructions from my doctor: 

Date: Date, 

-------

Exercise goals: 

10 
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Additional resources 
Want to learn more about managing cholesterol? Visit the 
following websites for more information: 

American Heart Association www.heart.org/HEARTORG 
Get current information and research. 

National Institutes of Health www.nih.gov 
Make use of tools and resources from a government agency 
dedicated to health and wellness. 

SuperTracker https://www.supertracker.usda.gov/ 
Track your food and exercise, and learn more about your 
personal energy balance. 
Choose My Plate www.choosemyplate.gov 
Learn about tips for portion control and how you can maintain 
a balanced diet. 
Sources: 
American Heart Association. 2013 ACC/ AHA Guideline on the 
Tmatment of Blood Cholesterol to Reduce Atherosclerotic 
Cardiovascular Risk in Adults. circ.ahajournals.org/contentjearly/ 
2013/11/11/01.cir.0000437738.63853.7a. Accessed 9/1/15. 

American Heart Association . 2013 /\CC/ AHA Guideline 
on Lifestyle Management to Reduce Cardiovascular Risk. 
circ.ahajournals.org/contentjearly/2013/11/11/01. 
cir.00004377 40.48606.d1 . Accessed 9/1/15. 

United States Department of Agriculture. Dietary Guidelines for 
Americans. cnpp.usda.gov/DietaryGuidelines. Accessed 9/1/15. 

Health.gov. Physical Activity Guidelines. health.gov/paguidelines/ 
Accessed 9/1/15. 

U.S. Food and Drug Administration. How to U_nderstand and Use the 
Nutrition Facts Label. fda.gov/Food/lngredientsPackaginglabeling/ 
LabelingNutrition/ucm27 4593.htm. Accessed 9/1/15. 

choosemyplate.gov/physical-activity/increase-physical-activity.html 

This program should not be used for emergency or urgent care needs. 
In an emergency, call 911 or go to the nearest emergency room. The 
material provided through this program is for your information only. It 
is provided as part of your health plan. Program nurses and other 
representatives cannot diagnose problems or suggest treatment. 
This program is not a substitute for your doctor's care. Your health 
information is kept confidential in accordance with the law. This is not 
an insurance program. It may be discontinued at any time. 

© 2015 United HealthCare Services, Inc. 
A 13291 46960-042015 
IR_ 151013_ 1 511 59 ~ UnitedHealthcare· 
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Be good to yourself. 

Your best defense against depression is 
following your treatment plan closely. 
These tips can also help: 

1. Be with people. Spend time with supportive 
family and friends. Try to avoid being alone 
too often. 

2. Accept help from family and friends. 
Don't be embarrassed - we all need 
support sometimes. 

3. Take care of yourself. 
• Exercise regularly. Be sure to check with 

your doctor before starting something new. 

• Eat well. Use nutritional labels to 
help guide your choices. And if needed, 
ask for help from your doctor or a 
registered dietician. 

• Avoid recreational drugs and alcohol. 
These can seem to work in the moment, 
but will only make your condition worse 
in the long run. 

• Don't overdo it. Pace yourself and set 
reasonable goals. Break down large jobs 
into small steps. 

I)] UnitedHea.lthcare· 
UnitedHealthcare Insurance Company 

The lntc:,m.,b(LQ prO'r\l:ied 1nlhri.dr::clmCnt i.5 for inf~rmational purposes only and is not 
a subltduFI!' I,_ YM dOtl~ Ws,All!Me discuss w;th your doctor how the information 
provdildiJnJ'l'l 'oryncri.i...~1 pbn, 

~~i~~~~~.\c~~~~~~ab:~~s~~~!s 0;r:r,~~ah= ~~~~fha;:r~n~nu;~~~nec~C~~~!n;,r its 
United HealthCare Services, Inc. or rts affil 11!.t,.. 

(C1 2012 Unrted HealthCare Services, Inc 
OA 1 00-8597 1 2295A- l 02012 

Managing 
Depression 

~ UnitedHealthcare· 

What is depression? 

Depression is more than just feeling "down'' or 
"blue" for a few days. It can be a serious illness 
that gets in the way of your daily life. And 
often, ifleft untreated, it does not go away and 
can become chronic. The good news is that 
depression can be treated. With the right help 
and care, you can feel better. 

What are the symptoms of 
depression? 

Each person's depression is unique. But some 
symptoms are more common than others. If 
you're depressed, you're likely to have one or 
more of the following: 

• Feeling sad, very down, angry; anxious 
or irritable 

• Sleeping much more or much less than usual 

• Constant tiredness or much less energy 
than normal 

• Lack ofinterest in things you used to enjoy 

• Difficulty thinking, remembering or 
making decisions 

• Feeling guilty, hopeless or worthless 

• Not taking care of your health or how you look 

• Thoughts about hurting yourself or someone else 

• Agitated and unable to sit still 

More than 20 million 
people in the United 

States suffer from 
depression. 

Depression affects your 
body, too. 
Depression does more than make you feel 
sad. It can also affect your body in many 
ways. Some of the physical signs of 
depression include: 

• Experiencing a decrease in energy 

• Changes in weight and hunger 

• Headaches 

• Stomach problems 

• Aches and pains that don't appear to have 
a medical cause 
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I have signs of depression. 
What's next? 

If you have any of the signs of depression, 
schedule a visit with your doctor. Depression is a 
common illness. So dorit be shy about discussing 
your symptoms. Confiding in someone and 
talking through your depression is the first step 
toward feeling better. 

Getting help for depression. 

What kind of professional should I see? 
There are several types of health professionals 
who can help with depression. No matter who 
you decide to see, keep in mind that you need 
to work as a team. Be sure to talk openly, listen 
carefully and ask questions. 

Primary Care Doctor: A visit with your 
primary care doctor is a good place to 
start. Your doctor may offer treatment 
options, or may refer you to another health 
care professional. 

Psychologist: Psychologists have doctoral 
training and are licensed specialists in mental 
health treatment, including the treatment of 
depression. They aren't medical doctors, so 
they can't prescribe medicine. But they can 
offer you help through regular counseling. 

Psychiatrist: Psychiatrists are medical doctors 
who specialize in treating depression. They 
can also prescribe medicine fo r it. They can 
be especially helpful if your depression is 
not well managed even though you've tried 
other treatments. 

Therapist, Counselor or Social Worker: 
These professionals are certified specialists 
with master's degrees in their field. Therapists, 
counselors and social workers use a variety of 
approaches to help with depression. 

What will my treatment 
plan include? 

Everyone's depression is different - and so 
is each person's treatment plan. Your health 
care team will work with you to choose 
the treatment plan that works best for you. 
Sometimes it can take a few tries to get it just 
right, but don't give up! 

The most common treatment options include 
counseling and medication. Exercise has also 
been shown to help with depression. Your 
treatment plan may include one or all of 
these treatments. 

Medicine: Antidepressants are the most 
common medicines for depression. And each 
type works a little differently. It can take time 
for antidepressants to work, sometimes up to 
several weeks. 

Counseling: Sometimes called "talk therapy," 
counseling can help you better understand 
your feelings and learn how to deal with 
problems. Like medication, it can take several 
weeks before you notice a difference. Some 
people, however, may see quicker improvement. 

Exercise: Studies have shown that people who 
exercise are less likely to suffer from mental 
health problems. If you have depression, 
exercise can help to improve your mood. Be 
sure to check with your doctor before starting 
a new exercise plan. 



[Standard Logo] [ Custom Logo] 

[Return Address Line 1], [Return Address City], [Return Address State] [Return Zip] 

[Parent/Guardian Text] 
[Ship to First Name] [Ship to Last Name] 
[Ship to Address 1] 
[Ship to Address 2] 
[Ship to City] , [Ship to State] [Ship to Zip/PC] 

[Date] 

Dear [Ship to Salutation] : 

Thank you for speaking with me about your health care. As we discussed, the [Client Name] [Program 
Name] is designed to help people who have [condition] . This program is provided at no additional cost 
- as part of your benefit plan. 

The [Program Name] complements the treatment plan you've created with your doctor. As your assigned 
nurse case manager, I'll offer you support and information that can help you take charge of your 
health. I'll also work with you, as well as with your doctor when necessary, to better implement her/his 
treatment plan to manage your condition. To help you get started, I've enclosed educational material that 
has information about diet, exercise and medications. Furthermore, in order to better prepare you for 
your next doctor visit, I've included a checklist of topics and questions you may want to discuss. 

Please call me if you have questions or concerns. If I'm unavailable to take your call, please leave me a 
message with the best day and time to reach you. Be sure to provide your telephone number and area 
code, and I'll return your call. 

Living with a health condition can be challenging, but you don't have to do it alone. I look forward to 
giving you answers and resources that can help you better manage your condition and enjoy a more 
healthful life. 

[Contact First Name] [Contact Last Name] 
[Contact Title] 
[Program Name] 
[Contact Phone] [Contact Ext.] (TTY: 711) 
[Contact Hours] [Contact Time Zone] 
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UnitedHealthcare® 
5500 12th Ave East, Shakopee, MN 55379-1812 

[Parent/Guardian Text] 
[Ship to First Name] [Ship to Last Name] 
[Ship to Address 1] 
[Ship to Address 2] 
[Ship to Cityl , [Ship to State] [Ship to Zip/PC] 

[Date] 

Dear [Ship to Salutation] : 

Your patient, [Member First Name] [Member Last Name] , DOB [Member DOB], has been enrolled 
in the UnitedHealthcare" Case Management Program. This is a voluntary program offered at no 
additional cost to your patient as part of the UnitedHealthcare benefit plan. 

Our program is designed to complement your treatment plan, reinforce the instructions you have 
provided and offer support for healthful lifestyle choices. It is not intended to diagnose or treat, and it is 
not a substitute for your professional, medical advice. 

A nurse case manager will work directly with your patient to support your treatment plan, provide 
education and coordinate services. Periodically, it may be necessary for your office to be contacted for 
clarification or to provide information that may support the care of your patient. 

Nurse case managers are supported by medical directors who may contact you from time to time if it is 
identified that your patient has been non-adherent with your prescribed regimen or lacks interventions 
suggested by evidence-based medicine. 

If you have any questions or need clarification about Case Management, please call me toll-free at 
[Contact Phone] [Contact Ext.] . Rest assured, all information shared during the call will be protected 
in accordance with the privacy policy of your patient's health plan. 

1038 
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UnitedHealthcare's nurse case managers are committed to working with you and your patient to take 
an active role in managing health care benefits, options and choices. 

Sincerely, 
[Contact First Name] [Contact Last Name] 
[Contact Title] 
UnitedHealthcare 
[Contact Hours] 

This program provides information and support as part of your patient's health plan. It is not a substitute for your care. 
Insurance coverage provided by or through United Healthcare Insurance Company or its affiliates. Administrative services provided by 
United HealthCare Services, Inc. or their affiliates. 

© 2012 United HealthCare Services, Inc. 
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For more information on 

our Care Management 

Solutions, contact 

your UnitedHealthcare 

representative. 

Taking action to improve health and reduce costs 

The eSync Phrform synchronizes data and provides information that benefits employees, 
employers and physicians alike, 

Employees receive: 

Help finding the right provider 

Advice on receiving the right care 

Information on prescriptions 

Encouragement for healthy lifestyle choices 

Access to online wellness tools 

Provider ratings based on quality and efficiency 

Real-ti me referrals 

Employers receive: 

Insight into the opportunities that deliver greater health value and lower costs 

• Cost savings as employees are empowered to access the right care from the right provider 

Physicians receive: 

A comprehensive hedth care scope of thei r own patients 

• Informat ion to drive improved care decisions 

Leveraging d:ua from the eSync Platform, our Care Management Solutions connect with your 
employees at each stage of the health care continuum - staying healthy, geccing healthy or living 
with a health condition. 
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Care Management Solutions 
from UnitedHealthcare 
Better information. Better decisions. Better heaith. 

UnitedHealthcare· 
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Influencing healthy behavior 

The more information your employees have, the better health care decisions they're able to make . 
With better decisions comes the potential for improved health and lower health care costs. 

At UnitedHealthcare, we collect multiple sources of dam to support better health care choices. 
Medical claims. Lab results , Pharmacy darn. Health assessments. These are just a few of the resources 

we use to help predict health risks and identify health care opportunities. By sharing our findings 
through our Care Management Solutions offerings, we can be proactive in our clinical capabilities 

while reducing costs. 

Consider these savings generated by Care Management Solutions: 

A greater than 50 percent reduction in readmission rates for targeted conditions within 30 days of 

discharge with inpatient care management1 

A 58.6 percent savings in transplant services through case management, contractual savings and 

length-of-stay cost avoidance1 

A49 percent increase in the Hkelihood members will dose a gap in care when a HealtheNote 

personal notification is sent to a member, and a 64 percent increase in likelihood when the 

HealtheNote is also sent to the member's physician·~ 

Delivering personalized care management 
Our research shows the use of targeted information and support makes health care work better for our 

members as demonstrated by: 

Increased member engagement 

Better health care decisions 

Lower medical costs 

Our Care Management Solutions are based on information that is accessed and organized through 

our proprietary eSync PladOnn " 1 technology. 

Identifying health care risks and opportunities 

The eSync Platform uses information to activate personalized health 

care management. It continually captures hundreds of data points and 

synchronizes them against more than 500 evidence-based medicine 

standards and each of your employee's health status ro create a holistic 

view of each individual we serve. 

Integrating this data reveals links between the health care 

decisions your employees are making and the costs and outcomes of 

those decisions. Our Care Management Solutions can then act on 

this information. 

t:'li (:: v 1-1r· ,-:i i ;: ,-Lr,1·- ,- , 
\::, - :i .._ ·~ '... ' ... ,. 

Encouraging sound decisions and better health 

The eSync Platform uses the following elements to provide information that can encourage sound 

decisions and better health. 

Total Population Monitoring 
To gain an understanding of your organization, a broad spectrum 
of data sources are reviewed including medical claims, 
pharmacy data, lab results, health assessments and network 
utilization. Benefit: You have a holistic view of employee needs 
based on multiple aspects of care. 

Personal Actions 
Personal actions are identified for each individual we serve and 
include a profile based on medical, pharmacy, behavioral and 
work-life elements. Benefit: Action plans are customized 
and relevant. 

Health Coaching 
Members are identified for targeted health care outreach 
opportunities and clinical services. Benefit: Members take action 
to improve their health. 

Persistent Member Engagement 
Outreach via direct mail, telephone and on line messages 
encourage the member to change behavior. Benefit: Members 
with greater health risk receive personalized support. 

Care Provider Engagement 
Insights and opportunities are shared with physicians to help 
bring about better care. Benefit: The physician delivers the right 
care and is aware of evidence-based medicine. 

) --
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Health and Wellness within 

myuhc.com® 

UnitedHealthcare® 
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BELIEVE IN A HEALTHIER YOU 

What will it take to enjoy a healthier, more active lifestyle? We think three essential components: 
a program, encouragement and reinforcement. The new Health and Wellness tab within myuhc.com may 
provide all you'll need ... and at no additional cost to you! 

IIJ) UnitedHMlthcare· ,,_,._ 
HOM£ IAm 1Do I Ollt 

.... ~~ ....... ......... l_... ... ,1;,.,.rtl 
~ ....... ~ ~~ ~--...t.. .........""4'. lfy~ ... 
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I Get 

The Health and Wellness tab is 
your own personal website that is 
designed to: 

• Inspire healthy action with a step-by

step program 

Encourage you to remain motivated 
through online health programs and 
innovative tools and calculators that 
track your progress 

• Reinforce your commitment by 
acknowledging your accomplishments 

REACHING GOALS, 
CELEBRATING 
ACCOMPLISHMENT 

Your personal homepage is organized into three areas: I Am, I Do, I Get. 

Three areas of the site are 
designed to work together to help 
you become your healthiest: 

1AM 

• Find out about healthy behaviors that may help 
improve your health 

• Capture and organize your health information, 
doctor visits, medications and physicians' contact 
information into a Personal Health Record 

· Take a Health Assessment to help you assess your 
current health. Completion of the Health Assessment also 
starts the personalization of your site experience 

2 myuhc.com 

• I Am 

• I Do 

• I Get 

l ,!i llnltedHealU1care ·-- .. .&n-'t!'• 1 ·- ' '• .I ·-----· 
1 Do 10.1 

., ' ~-......... ~-,.. " ... ....._ .. -~--

..... , . ~ 1 a.-..., .... 1•_,.~,.._. .... ..,..,,,.,. , n,,r•-111111•._ 1U"1l ta.J,-.<1 •1·~-......,,al:::a1 
........ ,,. .. ,,• ~-~ 1«•1••....,.,_•_,-,.,..,..~••~;.""n1••, ....... ________________ _.. 

Your personal Health Assessment tailors the information you 
receive, populates your Personal Health Record and helps drive 
your "I Do" action plan. 
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UnitedHealthcare nurses and coaches can follow your 
Online Programs and provide feedback about your progress. 

You rP.G P. ive updates and encouragement for your activities and goals. 

IDO I GET 

• Follow an "I Do" action program, a list of personalized, 
actionable "to-dos" based on your health status and goals 

• Receive encouragement and acknowledgement for stayin.e; 
engaged, reaching goals and making healthy lifestyle changes 

• Monitor your progress toward better health with Health 
Trackers that measure blood pressure, weight loss, physical 
activity and more 

• View inspirational images and reminders (created by 
you!) that reinforce why you're striving for a healthier lifestyle 

• Enroll in online coaching programs like weight loss, 
exercise and diabetes management 

LEARN MORE, ACHIEVE MORE 

Learn, the health library, is a place you can visit to support your health and learn more about improving it. 
Just a sampling of its offerings are listed below. 

Health Information 

• Access more than 2,500 age- and 
gender-specific health and wellness 
articles and videos 

• View a complete collection of entries 

on tests and procedures, diseases, and 
conditions 

• Visit health hubs that allow you to 
navigate between topics like nutrition, 

fitness, managing a disease and living 
a healthy lifestyle 

Tools and Calculators 

• Select from healthy weight tools like a 
BMI Calculator or a Waist Calculator 

• Use a Fertility Calculator, Due Date 
Calculator or Children's Growth 
Calculator 

• Access self-care tools such as a 

Headache Log and a Sleep Log 

Risk Assessments and Quizzes 

• Complete risk assessments for colon 
cancer, breast cancer, diabetes and 

obesity 

• Take health quizzes focusing on breast 
cancer, cervical cancer, cholesterol, and 

colds and flu 

myuhc.com 3 
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DRUG GUIDE 

• Search for a drug by name 

• Discover possible drug interactions 

• Become aware of drug recalls and warnings 

• Find out about new drugs that have been approved 

To access the Health and Wellness tab, visit myuhc.com. 
Congratulations on taking this first important step to becoming even healthier! 
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Learn, the health library, is a vast wellness 
resource offering innovative tools designed 
to aid in your healthy living efforts. 

United Healthcare 
Insurance Con1pany 
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UnitedHealthcare* 

The information provided through these programs is for educational purposes only as a part of your heal1h plan and is not a substi1ute for your doctor's care 
Please discuss with your doc1or how the information provided through these programs is right for you. Your personal health information is kept private in 

accordance with your plan's p1ivacy policy. 

Insurance coverage provided by or through Uni1edHealthcare Insurance Company or i1s affiliates . Adrrnnis1ra1rve services provided by United HealthCare 

Services, In c , or the ir affilia1es. 

100· 10921 c 2012 United HealthCare Services, Inc. 
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Health and Wellnes 
tab on myuhc.com· 

Learn - Health Library 
Inspiring health awareness with interactive, 
evidence-based content 

Finding useful health information online can be frustrating and confusing. What's available may 
be either written for a clinical audience - and difficult to understand - or it may be easy to read 
but may not be crecl.ible. 

Learn, the Health and Wellness tab's vast resource center, delivers well-organized, evidence-based 
health content as well as tools, quizzes, illustrations and videos that make it interactive as well as 
informative. h's Jesigned to pull the reader in and encourages deeper exploration and understanding. 
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Simple Organization, Swift Discovery 

The Health and Wellness tab on myuhc.com 

is designed to help members find personally 

relevant health information quickly and easily. 

It serves up clear health text (written in plain 

language at a 6th grade reading level) for all 

types of information-seekers. The content is 

engagingly written and organized in a for

the-web format, designed to make it friendly, 

concise and easy to digest. 

UnitedHealthcare® 
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Sample Tools & Quizzes 

~ Body Mass Index (BMI) 
calculator 

~ Fertility calculator 

~ Headache log 

~ Symptom checker 

~ Nutrition IQ 

~ Obesity mini-assessment 

The health library offers: 

~ Health hubs - 2,500 age- and gender-specific articles and videos 

addressing personal and family health concerns 
~ Health tips on Twitter* 

~ Health news 

~ Drug guide 

~ Dozens of tools and calculators 

~ Interactive presentations 
~ In-depth content on more than 3,600 diseases and conditions 

and 3,000+ topics related to tests and procedures 

Learn Interactively 

Members learn more and may feel empowered to make positive behavior 

changes when health information is presented in an engaging, interactive way. 
Compelling videos, illustrations and imagery engage members as they read 

health information online. 

~ 5,000 award-winning images, 750 videos and 140+ interactive 

presentations attract users' attention. . 

~ Interactive tools, trackers and quizzes promote health monitoring 
and awareness. 

~ Health search leverages the largest-in-class, medically guided 

search platform, allowing members to narrow or broaden their 
searches using everyday language. 

~ Advanced imagery takes members through a disease state to 
better understand anatomy, diagnostic testing and treatments, then 
walks them through upcoming procedures. 

Information You Can Trust 

Our online health and wellness information meets stringent clinical review 

guidelines. Original, evidence-based content is formally reviewed by in-house 
physicians and specialists within the UnitedHealthcare family. These physicians 
have an average of 20-25 years experience in various areas of medicine, including 

Family Medicine, Pediatrics, Geriatrics and more. And we've enhanced this 

information with content provided by A.D.A.M., Inc., one of the web's most 
trusted health information providers. 

rt:l}J To learn more, please contact your UnitedHealthcare representative. 

UnitedHealthcare® 
*Twitter is a registered trademark of Twitter, Inc. 

Insurance coverage provided by or through United Healthcare Insurance Company or its affiliates. Administrative services provided by United HealthCare Services, 
Inc. or its affiliates. 

©2013 United HealthCare Services, Inc. 
100-10882 Employer 1/13 U H'J9'4'744774-000 



Take your first step toward a 
healthier life with the Online 
Health Assessment 

Sometimes the most important step is your first. 
The personalized online health assessment at myuhc.com® takes just fifteen minutes to complete and will 

immediately provide you with your "wellness score" and confidential results. You will then be able to use this 

information to help you better understand your health opportunities. 

Get started now. 

UnitedHealthcare® 
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Online Health Assessment 

Logging on to myuhc.com 
Go to www.myuhc.com. If you are already registered, log in with your username and password and proceed to the 

Health & Wellness tab registration section. 

If you have never registered on the site, click ''Register Now. " 

Step 1 Enter information from your health plan ID card or register using your Social Security Number and date 

of birth. 

Enter your member number and date of birth or click "No ID card?" to use your Social Security number. 

Step 2 Enter or confirm your email address. Check box to confirm enrollment to receive online health statements, 

medical Explanations of Benefits (EOB) and claim letters. 

Step 3 Create a username and password, select a security question, and agree to website policies. 
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Online Health Assessment 

~J UnitedHeaJthcare 
Home J He:p Ke ,word Search 

Popular Topics Tools+- Tips 

Registration 

You need to reg1s1er once so tnal you can access tne full range or reatures ana runctlons ortne ne·~i,,. Health & •,\'ellness site Tt11s one ttme reg1strat1on process 
creates a new and unique User ID and password thal you can use even if )'OU change insurers 

rirs1 tJarne Mary 

Last P Jarng \Vlntcro 

Gender O l,lale (!) Fem are 

Date orBirth 01l?Oi_!9?~ j ~ 
1 fl'ofl'. :'jj I ) ~ ".' 

Subscriber ID: •••••• ••• 0 

Confirm Subscriber ID ••••• •••• 1,lokhc-~ 

Email: mary v~nters@ema,J com 0 

Phone: 555-123- !567 0 

Phone Type: ~ le -----:3 
Ull!W",rt ' 

Health & Wellness Tab Registration 
Once logged on to myuhc.com, click on the Health & Wellness tab which is the farthest right tab at the top of the 

page. Follow three simple steps to complete a one time Health & Wellness registration. On return visits you will be 

able to go directly to your personal Health & Wellness homepage, registration is required for your first visit only. 

1. Complete the One-Time Registration : Many fields are pre-populated for you; enter your gender, email address, 

create a username and password and enter your phone number. Click Continue at the bottom of the page. 

~ Be sure to enter an email address that you have access to. This can be a personal or work address, it's up to you. 

Providing a valid email address is important because we will send you an email necessary for activating your new 

account. The email will be sent from noreply@myhealthandwellnesswebsite.com. 

2. Activate Your Account: To activate your account, check your email for a verification message-this is the email 

you provided during registration. The message will contain an important link that you must click on to complete 

your registration. 

3. Log in to the Website : After clicking the link in the email you will have successfully activated your account. 

You'll be taken to the Login page where you can log-in to your account using the username and password you 

created during registration. 
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Online Health Assessment 

Accessing the Health Assessment 
On your homepage, look for "I Ard' in the navigation bar at the top of the page, click on Health Assessment. 

You are now on the Health Assessment landing page and will see a red button that says "Take the Health Assessment." 

Click that button to launch the Health Assessment. 

Your completed Health Assessment will personalize your Health & Wellness tab with easy-to-use programs, 

resources, and tools to help you achieve your health goals. 

I Get 
MyR11w•ra. 
Myhotpt11ioft 

~J UnitedHe,althcare· -.J.,.. 
1,/yA~ 1- ll~ 

HOME 

t:OM«I 

IAm I Do I Get 
t-~,1,,,:., .. ~ .. -. ,, 0:I ,r~(:ere L""' r.ly, .ltW.ld9 

MvhtPldiWI ia..119111IHN181~ To1,110t,~ U....,eti~ 
GnnlACQNt. 

TAMP fhf' HrAlth 
Asses s. men! 

renEtponol 

ffl t Jf1.aln.lJ,5 tJ,1,mt1'1lt .a ~flt J(l,(l,tt{Utt 
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lntbnt rt,ults Ifs I p•lftct *IJ IIO jum~art a 
p,rson•I adion plan, tiearn ,1houl ponlh&e r1!1k!I, Md 
ln'lllfovt JOt1r nt:d llhnJcJa,n vltll 

T,, -1ai.~l1•t.1.._ 

Based upon your score, an interactive 

online Health Coach may recommend 

up to three health improvement 

programs to help you achieve your 

personal health goals, such as: 

~ Weight Management 

~ Exercise 

~ Nutrition 

~ Tobacco Cessation 

~ Stress Management 

~ Heart Health Lifestyle 

~ Diabetes Lifestyle 

UnitedHealthcare® 
Participation in the Health Assessment is strictly voluntary. Any health information collected as part of the assessment will be kept confidential in accordance with the Notice 
of Privacy Practices; be used only for health and wellness recommendations or for payment, treatment or health care operations; and be shared with your health plan, 
but not with your employer. Insurance coverage provided by or through UnitedHealthcare Insurance Company or its affiliates. Administrative services provided by United 
HealthCare Services, Inc. or their affiliates. 

100-11503 1/14 © 2014 United HealthCare Services, Inc. 1051 



Form#: UHCEW549700-000 

Medical Necessity 
At UnitedHealthcare, we continually strive to improve the quality and cost of health care. We recognize 
that health care is evolving dramatically. Today, quality of care varies widely, gaps continue and costs are 
ever-rising. Health reform is creating the need for greater cost transparency, effectiveness of care, and 
affordability. Continued advancements in health care technology, coupled with the growing number of 
choices for receiving health care, make it harder for members to navigate the system and make the most 
appropriate health care decisions. 

To meet these challenges, UnitedHealthcare is 

pursuing Medical Necessity across its legacy products 
as an additional approach among its medical 
management tools for improving quality and cost 
outcomes. 

What is Medical Necessity? 

Based upon a foundation of evidence-based 
medicine, Medical Necessity is the process for 

determining benefit coverage and/or provider 
payment for services, tests or procedures that are 

medically appropriate and cost-effective for the 
individual member. The Medical Necessity process: 

~ Provides an opportunity to address covered 
services at the individual level to support 

enhanced access to quality care for the member. 

~ Uses generally accepted standards of good 
medical practice in the medical community. 

~ Offers timely communication between 
health plans, members and providers to 

allow for prospective, concurrent and 
retrospective review as well as appeal 
rights for adverse determinations. 

Components of Medical Necessity 

To achieve a more consistent approach to quality 
care for our members, greater affordability for our 
customers and administrative simplification of our 
clinical approval systems, the Medical Necessity 

process has been initially designed with two 
components: 

~ Prior Authorization: Prior Authorization is the 

process of determining benefit coverage, based 
on Medical Necessity criteria, for services, 
tests or procedures that are appropriate and 
cost-effective for the individual member. It is a 
member-centric review to evaluate the clinical 

appropriateness of requested services in terms of 
the type, frequency, extent and duration. 

~ Inpatient Care Management: Inpatient Care 

Management is the use of Medical Necessity 
criteria in an inpatient hospital setting. During 
an inpatient concurrent or retrospective review, 
evidence-based medicine standards are used to 

evaluate whether the care provided to a member 

is at the appropriate level, whether there were any 
unnecessary delays in service, and if the length of 

stay is medically appropriate. 

UnitedHealthcare® 
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Why Medical Necessity? 

Medical Necessity addresses the clinical appropriateness of health care expenditures - an 

interest that is shared among our customers, their covered persons, and UnitedHealthcare. 

Together, we seek: 

~ Enhanced access to quality care: Applying Medical Necessity criteria based on 

the best-available clinical science presents an opportunity to improve access to quality care 
by raising performance and reducing variation in medical practice. The end result engages 

consumers in informed decision making. 

~ Health care affordability: Appropriateness of use will be evaluated based the individual's 
specific illness, injury, condition, disease or symptoms. The process promotes efficient 

delivery of high-quality care in a cost-effective manner. 

For additional information and 

materials related to the Medical 

Necessity process, please 

contact your UnitedHealthcare 

representative. 

United Healthcare 
Insurance Company UnitedHealthcare® 
Insurance coverage provided by or through United Healthcare Insurance Company or its affiliates. 
Administrative services provided by United HealthCare Services, Inc. or their affiliates. 

UnitedHealthcare proprietary and confidential. Copying is restricted without UnitedHealthcare's 
prior written consent. This is intended to provide general guidance and is not a statement of 
actuarial opinion, and should not be considered legal advice. 

© 2011 United HealthCare Services, Inc. 
UHCE~700-000 



My benefits. My records. My health. My choices . 

myuhc.com 

UnitedHealthcare® 
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GETTING THE MOST FROM YOU 

MYUHC.COM GIVES YOU 
PRACTICAL, PERSONALIZED 
INFORMATION SO YOU CAN: 

• Understand your coverage 

• Find a doctor in your area 

• Manage your claims 

• Organize your health information 

• Estimate costs of future treatments 

• Improve your health 

myuhc.com comes with your UnitedHealthcare 
health plan. 

With myuhc.com, you'll have fewer questions 
and more confidence about your benefits, claims 
and health information. It's personalized for you 
and simple to use. 

Imagine - no more waiting or wondering. You 
can access these services in moments, at any time 
of the day. 

MAKE SMARTER CHOICES 

Message Center 

Hnnu~ f l.1 111 11 , ~ Ar 1 111111t .._ Phy ~~1 r 1,tn, Rt F ,u1 l1 l1p • r>h ,1rn ,, 1c11• ..., jo?, PrP•. 1 r 1pl1ri11 •. 

Hello , Chnsdemo 

My COll/erage: Active 01/01/08 
More Details 

Plan Name: Choice Plus 
GrouplAcci#: 111111 
MernberlD: 7891234567 

Plan Details 
Account Balances 

Benefit Derails 

Deductible 
S1.000 individual 
$3,000 family 

Out-of-Pocket Max 
$3,000 lndMdual 
$9,000 family 

myCI ims 
Manager 
Managing your claims just got easier 

•iifUHMI& 
• I 2 3 4 5 1> 

myuhc.com helps you make more informed decisions about your health care: 

0 Locate information on your benefits and coverage. Learn about what's covered and what's not, 
deductibles and out-of-pocket costs. You'll also find tips for getting the most out of your benefits 

8 Learn about hospitals and physicians based on national quality and cost-efficiency standards. You can even 
sort by procedure, or search for doctors that treat other patients of your age, gender and health condition 

You'll be empowered to make choices that are right for you based on real data and cost information. 

2 myuhc.com 
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HEALTH PLAN WITH MYUHC.COM 
i 
I 

l .:JI UnitedHcalthcai'C· 

count Settings 1 8 , ,, , _ I IJ Help I Contact Us I II Feedback 1 

Nhat would you like to do today? 

~ VteN onlne Sbm'nent ~Ma1_1ageM». 
~ aa,ms .. 

+/- VteN Amlllnt Balanres • 

~ Lookup My 
.,_,. Benefits 

~ Find a Doctor 

( . .,, l Print an IO cad 

/;2 Healttl AsseSSment 

EstJmate Health care Costs 

&. Manage My. 
Prescriptions 

W Look Up Health l?>plcs 

4 
Know the 4 Ps when 
shopping for health care. 
myHealthcare Cost Estimator 
provides you with a wealth of 

information before you go to 

the doctor. 

1 
2 
3 
4 

BETTER MANAGE YOUR 
EXPENSES 
You'll be in control of your health-care-related 

expenses with myuhc.com: 

0 Manage your claims with myClaims 
Manager to easily search for claims, track 
claims you need to watch, mark claims you've 

already paid, and use easy-to-read graphs to 
better understand your bills and what you owe. 

8 Manage prescriptions by ordering 
your refill medications online and tracking 
refill status and price. Available only 

if your pharmacy benefits are through 
UnitedHealthcare . 

0 Track your medical expenses, including 
account balances and spending history. 

C, Estimate health care costs before 
you have a test or procedure. With 

myHealthcare Cost Estimator, you can view 
treatment options and see variations in cost 
and quality by provider or facility all before 

seeking care. 

With myuhc.com, there are no surprises. 

At every stage of care you know what to 

expect and can plan accordingly. 

PROCEDURE 
Learn more about a procedure and compare treatment options. 

PROVIDER 
Select a quality provider for a procedure. 

PRICE 
Qiickly estimate out-of-pocket costs for specific procedures. 

PLACE 
Find providers close to you, view maps and print directions. 

myuhc.com 3 
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BELIEVE IN A 
HEALTHIER YOU 

The Health and Wellness 
tab on myuhc.com is your 
own personal website that 
is designed to: 

~ Inspire healthy action with a 

step-by-step program 

~ Encourage you to remain 
motivated through online 
health programs and 
innovative tools that track 

your progress 

~ Reinforce your commitment 
by celebrating your 
accomplishments 

fJ; UnitedHealthcare· 1+,0oORS 

My Accoont I l+,/p I log-Out 

HOME I Am I Do I Get 
1-"ealtl~ Pteie1:1.ecare leam M'J'Rtwaro& 

Peft(NI i,;ow, ~rd ,l£U3ge !rCO). ~,'·J ~ r.!Ual 
G<r1""86 

Te ll us eMut who you are and what 

makH you tick! 

Live healthy-end enjoy the process! 

Key...-ord Sea.rci'I 

I Get 
Find the motivation to achieve! 

Three areas of the site are designed to work together to help you become your healthiest: 

I Am 
~ Find out about healthy behaviors that may help improve your health 

~ Organize your health information into one place with a Personal Health Record 

~ Take a Health Assessment to see where you are right now 

I Do 
~ Follow an "I Do" action program, a list of "to-dos" based on your health status and goals 

~ Check your progress with Health Trackers that chart your blood pressure, physical activity and more 

~ Use coaching programs to get help meeting your goals, from weight loss to diabetes management 

I Get 
~ Receive encouragement for sticking to it, reaching your goals and making healthy lifestyle changes 

~ Create and view inspirational images that reinforce why you're striving for a healthier lifestyle 

Take advantage of these services as soon as your UnitedHea/thcare plan goes into effect 
by registering at myuhc.com. 

UnitedHealthcare® 

myHealthcare Cost Estimator is not avail able to all membe1 sin all markets. Depending on your specific benefit plan and the ZIP code that is entered, either 
the new myHealthcare Cost Est imator, or the current Treatment Cost Estimator will be available. A mobile version of myHealthcare Cost Estimator will be 
launched soon, and additional ZIP codes and procedures will be added soon. This tool is not intended to be a guarantee of your costs or benefits. Actual 
costs may vary. Your costs may be different , based on your personal health situation and the coverage terms of your particular health plan. Review your 
health plan coverage terms to determine actual benefits. 

Insurance coverage provided by or through United Healthcare Insurance Company or its affiliates. Administrative services provided by United HealthCare 
Services, Inc. or its affiliates. 

c 2013 United HealthCall051vices, Inc. 
100-10700 4/13 UHCEW538107-003 
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Personal Health Support 
Live healthier - now you have even more options to help 
maintain and improve your quality of life. 

Personal Health Support programs give you access to services and clinical support across the range 
of health and wellness goals. From staying healthy and getting healthy to managing a chronic condition, 
there is a program or service that may meet your unique health care needs. 

A number of health care programs are available to you : 

Wellness 
UnitedHealthcare offers several wellness programs and tools to help you stay 

healthy or get healthy. 

Health assessment 
Completing a confidential health assessment once a year may help you 
identify potential health risks. It takes about 15 minutes, and is available 

on your personalized health and wellness tab at myuhc.com®. 

Online programs 
After taking the health assessment, you can choose from a variety of online 

programs to help you via the health and wellness tab on myuhc.com: 

~ Smoking Cessation 

~ Heart Health Lifestyle 

~ Weight Management 

~ Stress Management 

~ Nutrition 

~ Exercise 

~ Diabetes Lifestyle 

If you are with 

United Healthcare, 

you have access to 

a wealth of Personal 

Health Support resources 

and programs at no 

extra charge to you. 

They are included with 

your benefits. 

UnitedHealthcare® 
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Healthy Pregnancy Program 
We can help soon-to-be-mothers through every stage of their pregnancy and delivery. We will share healthy-baby 
tips, and keep you informed by phone and newsletter. Call the number on the back of your health plan ID card and 

select the prompts to "speak to a nurse." Also, visit www.healthy-pregnancy.com to learn more. 

myNurseline5 M 

When you have a health concern, it can be difficult and time-consuming to find the information you need. One 

toll-free number connects you with a registered nurse who will take the time to understand what is going on with 

your health and provide personalized information that is right for you. And this is all available 24 hours a day, seven 
days a week. You can also choose from more than 1,100 health and well-being topics, with 600 messages available in 

Spanish. Services are available to translate 140 languages and for callers with hearing impairments. Call the number 

on the back of your health plan ID card to access myNurseLine. 

Treatment Decision Support 
If you are considering treatment decisions for a specific condition, Treatment Decision Support (TDS) is available to 

help you make informed decisions. TDS can help you: 

~ Select the treatment option that best meets your needs. 

~ Choose a physician and hospital for your treatment. 

~ Prepare you for your upcoming treatment and for a successful recovery. 

Call the number on the back of your health plan ID card and select the prompts to "speak to a nurse" to learn more. 

Supported conditions include: 

~ Musculoskeletal 

~ Back Pain 

~ Hip Replacement 

~ Knee Replacement 

~ Men's Health 

~ Benign Prostate Disease 

~ Prostate Cancer 

HealtheNotes 

~ Women's Health 

~ Benign Uterine Conditions, Hysterectomy 

~ Breast Cancer 

~ Heart Disease 

~ Coronary Disease, Coronary Artery Bypass 

~ Graft and Angioplasty 

~ Obesity Weight Loss Surgery 

HealtheNotes (pronounced "healthy notes") are designed to provide you reminders about personalized care 
opportunities that may improve your health. We'll send them to you automatically when we have a message or 

recommendation we think would benefit you. 

Outreach 
When you experience certain health events that require medical attention, or if the results of your health assessment 
reveal that you might need assistance, a Personal Health Support Nurse may be assigned to you and contact you by 
phone to provide you with access to information and resources that may help you better manage your health care 

needs and improve your quality of life. 

UnitedHealthcare® 
The Healthy Pregnancy Program follows national practice standards from the Institute for Clinical Systems Improvement The Healthy Pregnancy Program can not diagnose problems or recommend specific treatment. 
The information provided is not a substitute for your doctor's care. 

Participation in the Health Assessment is strictly voluntary. Any health information collected as part of the assessment will be kept confidential in accordance with the Notice of Privacy Practices; be used only for 
health and wellness recommendations, or for payment, treatment. or health care operations, and be shared with your heaHh plan, but not with your employer. 

:"he myNurseline~·'. Care Coordination Nurse, and Cancer Nurse Advocate services are for informational purposes only, and should not be used for emergency or urgent care situations. In an emergency. call 911 
Or go to the nearest emergency room. Nurses cannot diagnose problems or recommend specific treatment and are not a substitute for your doctor's care These services are not an insurance program and may be 
discontinued at any time. They are included as part of your health plan. 

HealtheNotes messages are based on information we've received from your care providers and pharmacies. But due to possible delays in receiving data, and because your situation is unique, we may not have all 
your information. If we have incorrect information, please disregard those messages. Our goal is to provide you with all the information we have to help ensure you receive the best care possible. Rest assured, our 
suggestions are kept private in accordance with your health plan's privacy policy and are not used when determining benefits, reviewing claims or making other insurance decisions. HealtheNotes messages are not 
substitute for a doctor's or professional's care. 

Insurance coverage provided by or through United Healthcare Insurance Company or its affiliates, Administrative services provided by United HealthCare Services, Inc. or their affiliates. 

M51887 10/12 © 2012 United HealthCare Services, Inc. 1059 



Due to the size of the file for the provider directory we have placed it on a flash drive 
included within this response. 
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WITH OUR SUPPORT, 
PRAC CE MAKES PER EC • 

Most nicotine cravings last 5 to 10 minutes.* But the Quit For Life® 
program has multiple ways to help you or someone you love outlast them. 
From having one less cigarette to quitting for longer and longer periods of 
time, our proven tools are designed to help you quit for good - on your terms. 

Since 1985, we've helped more than 2 million people quit smoking. 

Choose from personal support that fits your needs: 
• Quit Coach® 
• Helpful quit guide 
• Free** quit aids like nicotine patches or gum 
• Exclusive members-only website 
• Timely text tips and reminders 

We'll help you smoke less so you can quit for good. 
1-866-QUIT-4-LIFE 

quitnow.net 

Chent Logo 
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SUMMARY PLAN DESCRIPTION 

Sample Company 
Sample Choice Plus Plan 

Effective::XX/:XX/ :XX 
Group Number: :X:XXXXX 

UnitedHealthcare~ 

This material is provided on the recipient's agreement that it will only be used for the 
purpose of describing UnitedHealthcare's products and services to the recipient. Any 
other use, copying or distribution without the express written permission of 
UnitedHealthcare is prohibited. 
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SECTION 1 - WELCOME 

Quick Reference Box 
• Member services, claim inquiries, Personal Health Support and Mental 

Health/Substance-Related and Addictive Disorder Administrator: 1-800-123-4567. 

• Claims submittal address: UnitedHealthcare - Claims, P.O. Box 30555, Salt Lake City, 
UT 84130-0555. 

• Online assistance: www.myuhc.com. 

Sample Company is pleased to provide you with this Summary Plan Description (SPD), 
which describes the health Benefits available to you and your covered family members . It 
includes summaries of: 

• Who is eligible. 

• Services that are covered, called Covered Health Services. 

• Services that are not covered, called Exclusions and Limitations. 

• How Benefits are paid. 

• Your rights and responsibilities under the Plan. 

This SPD is designed to meet your information needs. It supersedes any previous printed or 
electronic SPD for this Plan. 

IMPORTANT 
The healthcare service, supply or Pharmaceutical Product is only a Covered Health 
Service if it is Medically Necessary. (See definitions of Medically Necessary and Covered 
Health Service in Section 14, Glossary.) The fact that a Physician or other provider has 
performed or prescribed a procedure or treatment, or the fact that it may be the only 
available treatment for a Sickness, Injury, Mental Illness, substance-related and addictive 
disorders, disease or its symptoms does not mean that the procedure or treatment is a 
Covered Health Service under the Plan. 

Sample Company intends to continue this Plan, but reserves the right, in its sole 
discretion, to modify, change, revise, amend or terminate the Plan at any time, for any 
reason, and without prior notice subject to any collective bargaining agreements between 
the Employer and various unions, if applicable. This SPD is not to be construed as a 
contract of or for employment. If there should be an inconsistency between the contents 
of this summary and the contents of the Plan, your rights shall be determined under the 
Plan and not under this summuy. 

UnitedHealthcare is a private healthcare claims administrator. UnitedHealthcare's goal is to 
give you the tools you need to make wise healthcare decisions. UnitedHealthcare also helps 
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your employer to administer claims. Although UnitedHealthcare will assist you in many 
ways, it does not guarantee any Benefits. Sample Company is solely responsible for paying 
Benefits described in this SPD. 

Please read this SPD thoroughly to learn how the Plan works. If you have questions contact 
your local Human Resources department or call the number on the back of your ID card. 

How To Use This SPD 
• Read the entire SPD, and share it with your family. Then keep it in a safe place for 

future reference. 

• Many of the sections of this SPD are related to other sections. You may not have all 
the information you need by reading just one section. 

• You can find copies of your SPD and any future amendments or request printed 
copies by contacting Human Resources. 

• Capitalized words in the SPD have special meanings and are defined in Section 14, 
Glossary. 

• If eligible for coverage, the words "you" and "your" refer to Covered Persons as 
defined in Section 14, Glossary. 

• Sample Company is also referred to as Company. 

• If there is a conflict between this SPD and any benefit summaries ( other than 
Summaries of Material Modifications) provided to you, this SPD will control. 
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SECTION 2 - INTRODUCTION 

What this section includes: 
• Who's eligible for coverage under the Plan. 

• The factors that impact your cost for coverage. 

• Instructions and timeframes for enrolling yourself and your eligible Dependents. 

• When coverage begins. 

• When you can make covctage changes under the Plan. 

Eligibility 

You are eligible to enroll in the Plan if you are a regular full-time employee who is scheduled 
to work at least 30 hours per week. 

Your eligible Dependents may also participate in the Plan. An eligible Dependent is 
considered to be: 

• Your Spouse, as defined in Section 14, Glossary. 

• Your or your Spouse's child who is under age 26, including a natural child, stepchild, a 
legally adopted child, a child placed for adoption or a child for whom you or your 
Spouse are the legal guardian. 

• An unmarried child age 26 or over who is or becomes disabled and dependent upon you. 

To be eligible for coverage under the Plan, a Dependent must reside within the United 
States. 

Note: Your Dependents may not enroll in the Plan unless you are also enrolled. 

A Dependent also includes a child for whom health care coverage is required through a 
Qualified Medical Child Support Order or other court or administrative order, as described 
in Section 13, Other Important Information. 

Cost of Coverage 
You and Sample Company share in the cost of the Plan. Your contribution amount depends 
on the Plan you select and the family members you choose to enroll. 

Your contributions are deducted from your paychecks on a before-tax basis. Before-tax 
dollars come out of your pay before federal income and Social Security taxes are 

withheld----and in most states, before state and local taxes are withheld. This gives your 
contributions a special tax advantage and lowers the actual cost to you. 
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Your contributions are subject to review and Sample Company reserves the right to change 
your contribution amount from time to time. 

You can obtain current contribution rates by calling Human Resources. 

How to Enroll 

To enroll, call Human Resources within 31 days of the date you first become eligible for 
medical Plan coverage. If you do not enroll within 31 days, you will need to wait until the 
next annual Open Enrollment to make your benefit elections. 

Each year during annual Open Enrollment, you have the opportunity to review and change 
your medical election. Any changes you make during Open Enrollment will become effective 
the following October 1. 

Important 
If you wish to change your benefit elections following your marriage, birth, adoption of a 
child, placement for adoption of a child or other family status change, you must contact 
Human Resources within 31 days of the event. Otherwise, you will need to wait until the 
next annual Open Enrollment to change your elections. 

When Coverage Begins 

Once Human Resources receives your properly completed enrollment, coverage will begin 
on your date of hire. Coverage for your Dependents will start on the date your coverage 
begins, provided you have enrolled them in a timely manner. 

Coverage for a Spouse or Dependent stepchild that you acquire via marriage becomes 
effective the date of your marriage, provided you notify Human Resources within 31 days of 
your marriage. Coverage for Dependent children acquired through birth, adoption, or 
placement for adoption is effective the date of the family status change, provided you notify 
Human Resources within 31 days of the birth, adoption, or placement. 

If You Are Hospitalized When Your Coverage Begins 

If you are an inpatient in a Hospital, Skilled Nursing Facility or Inpatient Rehabilitation 
Facility on the day your coverage begins, the Plan will pay Benefits for Covered Health 
Services that you receive on or after your first day of coverage related to that Inpatient Stay 
as long as you receive Covered Health Services in accordance with the terms of the Plan. 
These Benefits are subject to any prior carrier's obligations under state law or contract. 

You should notify UnitedHealthcare of your hospitalization within 48 hours of the day your 
coverage begins, or as soon as is reasonably possible. For Benefit plans that have a Network 
Benefit level, Network Benefits are available only if you receive Covered Health Services 
from Network providers. 
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Changing Your Coverage 
You may make coverage changes during the year only if you experience a change in family 
status. The change in coverage must be consistent with the change in status (e.g., you cover 
your Spouse following your marriage, your child following an adoption, etc.). The following 
are considered family status changes for purposes of the Plan: 

• Your marriage, divorce, legal separation or annulment. 

• The birth, legal adoption, placement for adoption or legal guardianship of a child. 

• A change in your Spouse's employment or involuntary loss of health coverage ( other 
than coverage under the Medicare or Medicaid programs) under another employer's plan. 

• Loss of coverage due to the exhaustion of another employer's COBRA benefits, 
provided you were paying for premiums on a timely basis. 

• Your death or the death of a Dependent. 

• Your Dependent child no longer qualifying as an eligible Dependent. 

• A change in your or your Spouse's position or work schedule that impacts eligibility for 
health coverage. 

• Contributions were no longer paid by the employer (this is true even if you or your 
eligible Dependent continues to receive coverage under the prior plan and to pay the 
amounts previously paid by the employer). 

• You or your eligible Dependent who were enrolled in an HMO no longer live or work in 
that HM O's service area and no other benefit option is available to you or your eligible 
Dependent. 

• Benefits are no longer offered by the Plan to a class of individuals that include you or 
your eligible Dependent. 

• Termination of your or your Dependent's Medicaid or Children's Health Insurance Progral)) 
(CHIP) coverage as a result of loss of eligibility (you must contact Human Resources 
within 60 days of termination). 

• You or your Dependent become eligible for a premium assistance subsidy under Medicaid 
or CHIP (you must contact Human Resources within 60 days of the date of 
determination of subsidy eligibility). 

• You or your Dependent lose eligibility for coverage in the individual market, including 
coverage purchased through a public exchange or other public market established under 
the Affordable Care Act (Marketplace) (other than loss of eligibility for coverage due to 
failure to pay premiums on a timely basis or termination of coverage for cause, such as 
making a fraudulent claim or an intentional misrepresentation of a material fact) 
regardless of whether you or your Dependent may enroll in other individual market 
coverage, through or outside of a Marketplace. 

• A strike or lockout involving you or your Spouse. 
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• A court or administrative order. 

Unless otherwise noted above, if you wish to change your elections, you must contact 
Human Resources within 31 days of the change in family status. Otherwise, you will need to 
wait until the next annual Open Enrollment. 

While some of these changes in status are similar to qualifying events under COBRA, you, or 
your eligible Dependent, do not need to elect COBRA continuation coverage to take 
advantage of the special enrollment rights listed above. These will also be available to you or 
your eligible Dependent if COBRA is elected. 

Note: Any child under age 26 who is placed with you for adoption will be eligible for 
coverage on the date the child is placed with you, even if the legal adoption is not yet final. If 
you do not legally adopt the child, all medical Plan coverage for the child will end when the 
placement ends. No provision will be made for continuing coverage (such as COBRA 
coverage) for the child. 

Change in Family Status - Example 
Jane is married and has two children who qualify as Dependents. At annual Open 
Enrollment, she elects not to participate in Sample Company's medical plan, because her 
husband, Tom, has family coverage under his employer's medical plan. In June, Tom 
loses his job as part of a downsizing. As a result, Tom loses his eligibility for medical 
coverage. Due to this family status change, Jane can elect family medical coverage under 

ample Company's medical plan outside of annual Open Enrollment. 
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SECTION 3 - HOW THE PLAN WORKS 

What this section includes: 
• Accessing Benefits. 

• Eligible Expenses. 

• Annual Deductible. 

• Copayment. 

• Coinsurance. 

• Out-of-Pocket Maximum. 

Accessing Benefits 

As a participant in this Plan, you have the freedom to choose the Physician or health care 
professional you prefer each time you need to receive Covered Health Services. The choices 
you make affect the amounts you pay, as well as the level of Benefits you receive and any 
benefit limitations that may apply. 

You are eligible for the Network level of Benefits under this Plan when you receive Covered 
Health Services from Physicians and other health care professionals who have contracted 
with UnitedIIealthcare to proviJe those services. 

You can choose to receive Network Benefits or Non-Network Benefits. 

Network Benefits apply to Covered Health Services that are provided by a Network 
Physician or other Network provider. 

Emergency Health Services are always paid as Network Benefits. For facility charges, these 
are Benefits for Covered Health Services that are billed by a Network facility and provided 
under the direction of either a Network or non-Network Physician or other provider. 
Network Benefits include Physician services provided in a Network facility by a Network or 
a non-Network Emergency room Physician, radiologist, anesthesiologist or pathologist. 

Non-Network Benefits apply to Covered Health Services that are provided by a non
Network Physician or other non-Network provider, or Covered Health Services that are 
provided at a non-Network facility. In general health care terminology, Non-Network 
Benefits may also be referred to as Out-of-Network Benefits. 

You must show your identification card (ID card) every time you request health care services 
from a Network provider. If you do not show your ID card, Network providers have no way 
of knowing that you are enrolled under the Plan. As a result, they may bill you for the entire 
cost of the services you receive. 
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Generally, when you receive Covered Health Services from a Network provider, you pay less 
than you would if you receive the same care from a non-Network provider. Therefore, in 
most instances, your out-of-pocket expenses will be less if you use a Network provider. 

If you choose to seek care outside the Network, the Plan generally pays Benefits at a lower 
level. You are required to pay the amount that exceeds the Eligible Expense. The amount in 
excess of the Eligible Expense could be significant, and this amount does not apply to the 
Out-of-Pocket Maximum. You may want to ask the non-Network provider about their billed 
charges before you receive care. 

Health Services from Non-Network Providers Paid as Network Bene.its 

If specific Covered Health Services are not available from a Network provider, you may be 
eligible to receive Network Benefits when Covered Health Services are received from a non
Network provider. In this situation, your Network Physician will notify UnitedHealthcare, 
and if UnitedHealthcare confirms that care is not available from a Network provider, 
UnitedHealthcare will work with you and your Network Physician to coordinate care 
through a non-Network provider. 

Looking for a Network Provider? 
In addition to other helpful information, www.myuhc.com, UnitedHealthcare's 
consumer website, contains a directory of health care professionals and facilities in 
UnitedHealthcare's Network. While Network status may change from time to time, 
www.myuhc.com has the most current source of Network information. Use 
www.myuhc.com to search for Physicians available in) ow: Plan. 

Network Providers 

UnitedHealthcare or its affiliates arrange for health care providers to participate in a 
Network. At your request, UnitedHealthcare will send you a directory of Network providers 
free of charge. Keep in mind, a provider's Network status may change. To verify a provider's 
status or request a provider directory, you can call UnitedHealthcare at the number on your 
ID card or log onto www.myuhc.com. 

Network providers are independent practitioners and are not employees of Sample 
Company or UnitedHealthcare. 

UnitedHealthcare's credentialing process confirms public information about the providers' 
licenses and other credentials, but does not assure the quality of the services provided. 

Before obtaining services you should always verify the Network status of a provider. A 
provider's status may change. You can verify the provider's status by calling 
UnitedHealthcare. A directory of providers is available online at www.myuhc.com or by 
calling the number on your ID card to request a copy. 

It is possible that you might not be able to obtain services from a particular Network 
provider. The network of providers is subject to change. Or you might find that a particular 
Network provider may not be accepting new patients. If a provider leaves the Network or is 
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otherwise not available to you, you must choose another Network provider to get Network 
Benefits. 

If you are currently undergoing a course of treatment utilizing a non-Network Physician or 
health care facility, you may be eligible to receive transition of care Benefits. This transition 
period is available for specific medical services and for limited periods of time. If you have 
questions regarding this transition of care reimbursement policy or would like help 
determining whether you are eligible for transition of care Benefits, please contact 
UnitedHealthcare at the number on your ID card. 

Do not assume that a Network provider's agreement includes all Covered Health Services. 
Some Network providers contract with UnitedHealthcare to provide only certain Covered 
Health Services, but not all Covered Health Services. Some Network providers choose to be 
a Network provider for only some of our products. Refer to your provider directory or 
contact UnitedHealthcare for assistance. 

D esig nated Providers 

If you have a medical condition that UnitedHealthcare believes needs special services, 
UnitedHealthcare may direct you to a Designated Provider chosen Ly UniteJHealthcare. If 
you require certain complex Covered Health Services for which expertise is limited, 
UnitedHealthcare may direct you to a Network facility or provider that is outside your local 
geographic area. If you are required to travel to obtain such Covered Health Services from a 
Designated Provider, United! Iealthcare may reimburse certain travel expenses at 
UnitedHealthcare's discretion. 

In both cases, Network Benefits will only be paid if your Covered Health Services for that 
condition are provided by or arranged by the Designated Provider or other provider chosen 
by UnitedHealthcare. 

You or your Network Physician must notify UnitedHealthcare of special service needs (such 
as transplants or cancer treatment) that might warrant referral to a Designated Provider. If 
you do not notify UnitedHealthcare in advance, and if you receive services from a non
Network facility (regardless of whether it is a Designated Provider) or other non-Network 
provider, Network Benefits will not be paid. Non-Network Benefits may be available if the 
special needs services you receive are Covered Health Services for which Benefits are 
provided under the Plan. 

Limitations on Selection of Providers 

If UnitedHealthcare determines that you are using health care services in a harmful or 
abusive manner, or with harmful frequency, your selection of Network providers may be 
limited. If this happens, you may be required to select a single Network Physician to provide 
and coordinate all of your future Covered Health Services. 

If you don't make a selection within 31 days of the date you are notified, UnitedHealthcare 
will select a single Network Physician for you. In the event that you do not use the selected 
Network Physician, Covered Health Services will be paid as Non-Network Benefits. 

{PAGE} SECTION 3 - How THE PLAN WORKS 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT ITWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEALTHCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITEDHEALTHCARE IS 
PROHIBITED. 

1072 



SAMPLE MEDICAL CHOICE PLUS PLAN 

Eligible Expenses 
Sample Company has delegated to UnitedHealthcare the initial discretion and authority to 
decide whether a treatment or supply is a Covered Health Service and how the Eligible 
Expenses will be determined and otherwise covered under the Plan. 

Eligible Expenses are the amount UnitedHealthcare determines that UnitedHealthcare will 
pay for Benefits. For Network Benefits for Covered Health Services provided by a Network 
provider, you are not responsible for any difference between Eligible Expenses and the 
amount the provider bills. For Network Benefits for Covered Health Services provided by a 
non-Network provider (other than Emergency Health Services or services otherwise 
arranged by UnitedHealthcare, you will be responsible to the non-Network Physician or 
provider for any amount billed that is greater than the amount UnitedHealthcare determines 
to be an Eligible Expense as described below. For Non-Network Benefits, you are 
responsible for paying, directly to the non-Network provider, any difference between the 
amount the provider bills you and the amount UnitedHealthcare will pay for Eligible 
Expenses. Eligible Expenses are determined solely in accordance with UnitedHealthcare's 
reimbursement policy guidelines, as described in the SPD. 

For Network Benefits, Eligible Expenses are based on the following: 

• When Covered Health Services are received from a Network provider, Eligible Expenses 
are UnitedHealthcare's contracted fee(s) with that provider. 

• When Covered Health Services are received from a non-Network provider as a result of 
an Emergency or as arranged by UnitedHealthcare, Eligible Expenses are an amount 
negotiated by UnitedHealthcare or an amount permitted by law. Please contact 
UnitedHealthcare if you are billed for amounts in excess of your applicable Coinsurance, 
Copayment or any deductible. The Plan will not pay excessive charges or amounts you 
are not legally obligated to pay. 

For Non-Network Benefits, Eligible Expenses are based on either of the following: 

• When Covered Health Services are received from a non-Network provider, Eligible 
Expenses are determined, based on: 

Negotiated rates agreed to by the non-Network provider and either 
UnitedHealthcare or one of UnitedHealthcare 's vendors, affiliates or 
subcontractors, at UnitedHealthcare 's discretion. 

If rates have not been negotiated, then one of the following amounts applies 
based on the claim type: 

For Covered Health Services provided by a facility or certain ancillary providers, 
Eligible Expenses are determined based on a methodology developed by 
UnitedHealthcare or UnitedHealthcare's vendor which calculates the non
Network provider's reimbursement by utilizing, when available: 
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+ CMS data for hospitals and other facilities and providers to identify the cost 
structure for those providers and services ill a similar category to determine the 
national median rate which is adjusted to take illto account factors that illclude, 
but are not limited to, margm markup, geographical area, and the place of 
service. UnitedHealthcare may modify the reimbursement methodology to 
maintain the reasonableness of the Eligible Expense. 

For Covered Health Services provided by a professional or certaill ancillary 
providers, Eligible Expenses are determined based on a methodology developed 
by UnitedHealthcare or UnitedHealthcare's vendor which calculates the non
Network provider's reimbursement by utilizing: 

+ The vendor's database of recently-available national private professional and 
ancillary provider claims data. The national median rate is determined for 
procedure codes on the non-Network provider's claim, which is adjusted to take 
illto account factors that illclude, but are not limited to, general provider 
expenses, the geographic area, the place of service, and the relative amount of 
time, level of skill and illtensity of the Covered Health Services performed. 
UnitedHealthcare may modify the reimbursement methodology to maintaill the 
reasonableness of the Eligible Expense. 

For Covered Health Services provided by laboratory or durable medical 
equipment providers, Eligible Expenses are determined based on a methodology 
developed by UnitedHealthcare or UnitedHealthcare's vendor which calculates 
the non-Network provider's reimbursement by utilizillg the median amount 
negotiated with Network providers for the same type of equipment or service in 
the same CMS locality. 

IMPORTANT NOTICE: Non-Network providers may bill you for any difference 
between the provider's billed charges and the Eligible Expense described here. 

Advocacy Services 

Your Plan has contracted with UnitedHealthcare to provide advocacy services on your 
behalf with respect to non-Network providers that have questions about the Eligible 
Expense and how it was determined. Please call UnitedHealthcare at the number on the 
back of your ID card to access these advocacy services. In addition, if UnitedHealthcare, or 
its designee, reasonably concludes that the particular facts and circumstances related to a 
claim provide justification for reimbursement greater than that which would result from the 
application of the Eligible Expense, and the Claims Admmistrator, or its designee, believes 
that it would serve the best illterests of the Plan and its Participants (illcluding illterests ill 
avoidmg costs and expenses of disputes over payment of claims), the Claims Admmistrator, 
or its designee, may use its sole discretion to illcrease reimbursement for that particular claim 
ill accordance with the limits set forth ill its service agreement with the designee. 
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Don't Forget Your ID Card 
Remember to show your ID card every time you receive health care services from a 
provider. If you do not show your ID card, a provider has no way of knowing that you 
are enrolled under the Plan. 

Annual Deductible 
The Annual Deductible is the amount of Eligible Expenses you must pay each calendar year 
for Covered Health Services before you are eligible to begin receiving Benefits. There are 
separate Network and non-Network Annual Deductibles for this Plan. The amounts you pay 
toward your Annual Deductible accumulate over the course of the calendar year. 

Amounts paid toward the Annual Deductible for Covered Health Services that are subject to 
a visit or day limit will also be calculated against that maximum benefit limit. As a result, the 
limited benefit will be reduced by the number of days or visits you used toward meeting the 
Annual Deductible. 

Copayment 
A Copayment (Copay) is the amount you pay each time you receive certain Covered Health 
Services. The Copay is a flat dollar amount and is paid at the time of service or when billed 
by the provider. Copays count toward the Out-of-Pocket Maximum. Copays do not count 
toward the Annual Deductible. If the Eligible Expense is less than the Copay, you are only 
responsible for paying the Eligible Expense and not the Copay. 

Coinsurance 
Coinsurance is the percentage of Eligible Expenses that you are responsible for paying. 
Coinsurance is a fi..'{ed percentage that applies to certain Covered Health Services after you 
meet the Annual Deductible. 

Out-of-Pocket Maximum 
The annual Out-of-Pocket Maximum is the most you pay each calendar year for Covered 
Health Services. There are separate Network and non-Network Out-of-Pocket Maximums 
for this Plan. If your eligible out-of-pocket expenses in a calendar year exceed the annual 
maximum, the Plan pays 100% of Eligible Expenses for Covered Health Services through 
the end of the calendar year. 
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The following table identifies what does and does not apply toward your Network and non
Network Out-of-Pocket Maximums: 

Applies to the 
Applies to the 
Non-Network 

Plan Features Network Out-of- Out-of-Pocket 
Pocket Maximum? Maximum? 

Copays Yes Yes 

Payments toward the Annual Deductible Yes Yes 

Coinsurance Payments Yes Yes 

Charges for non-Covered Health Services No No 

The amounts of any reductions in Benefits 
you incur by not obtaining prior No No 
authorization as required 

Charges that exceed Eligible Expenses No No 
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SECTION 4 - PERSONAL HEALTH SUPPORT AND PRIOR AUTHORIZATION 

What this section includes: 
• An overview of the Personal Health Support program. 

• Covered Health Services which Require Prior Authorization. 

Care Management 
When you seek prior authorization as required, the Claims Administrator will work with you 
to implement the care management process and to provide you with information about 
additional services that are available to you, such as disease management programs, health 
education, and patient advocacy. 

UnitedHealthcare provides a program called Personal Health Support designed to encourage 
personalized, efficient care for you and your covered Dependents. 

Personal Health Support Nurses center their efforts on prevention, education, and closing 
any gaps in your care. The goal of the program is to ensure you receive the most appropriate 
and cost-effective services available. 

If you are living with a chronic condition or dealing with complex health care needs, 
UnitedHealthcare may assign to you a primary nurse, referred to as a Personal Health 
Support Nurse, to guide you through your treatment. This assigned nurse will answer 
questions, explain options, identify your needs, and may refer you to specialized care 
programs. The Personal Health Support Nurse will provide you with their telephone number 
so you can call them with questions about your conditions, or your overall health and well
being. 

Personal Health Support Nurses will provide a variety of different services to help you and 
your covered family members receive appropriate medical care. Program components are 
subject to change without notice. When the Claims Administrator is called as required, they 
will work with you to implement the Personal Health Support process and to provide you 
with information about additional services that are available to you, such as disease 
management programs, health education, and patient advocacy. As of the publication of this 
SPD, the Personal Health Support program includes: 

• Admission counseling - Nurse Advocates are available to help you prepare for a 
successful surgical admission and recovery. Call the number on the back of your ID card 
for support. 

• Inpatient care management - If you are hospitalized, a nurse will work with your 
Physician to make sure you are getting the care you need and that your Physician's 
treatment plan is being carried out effectively. 

• Readmission Management - This program serves as a bridge between the Hospital 
and your home if you are at high risk of being readmitted. After leaving the Hospital, if 
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you have a certain chronic or complex condition, you may receive a phone call from a 
Personal Health Support Nurse to confirm that medications, needed equipment, or 
follow-up services are in place. The Personal Health Support Nurse will also share 
important health care information, reiterate and reinforce discharge instructions, and 
supporl a safe transition home. 

• Risk Management - Designed for participants with certain chronic or complex 
conditions, this program addresses such health care needs as access to medical 
specialists, medication information, and coordination of equipment and supplies. 
Participants may receive a phone call from a Personal Health Support Nurse to discuss 
and share important health care information rdatc<l tu the participant's specific chronic 
or complex condition. 

If you do not receive a call from a Personal Health Support Nurse but feel you could benefit 
from any of these programs, please call the number on your ID card. 

Prior Authorization 

UnitedHealthcare requires prior authorization for certain Covered Health Services. In 
general, your Network Primary Physician and other Network provi<lcrs arc responsible 
for obtaining prior authorization before they provide these services to you. There are 
some Benefits, however, for which you are responsible for obtaining prior authorization. 
For detailed information on the Covered Health Services that require prior authorization, 
please refer to Section 6, Additional Coverage Detazls. 

It is recommended that you confirm with the Claims Administrator that all Covered Health 
Services listed in Section 6, A dditional Coverage Details have been prior authorized as required. 
Before receiving these services from a Network provider, you may want to contact the 
Claims Administrator to verify that the Hospital, Physician and other providers are Network 
providers and that they have obtained the required prior authorization. Network facilities 
and Network providers cannot bill you for services they fail to prior authorize as required. 
You can contact the Claims Administrator by calling the number on the back of your ID 
card. 

When you choose to receive certain Covered Health Services from non-Network providers, 
you are responsible for obtaining prior authorization before you receive these services. Note 
that your obligation to obtain prior authorization is also applicable when a non-Network 
provider intends to admit you to a Network facility or refers you to other Network 
providers. 

To obtain prior authorization, call the number on the back of your ID card. This call 
starts the utilization review process. Once you have obtained the authorization, please review 
it carefully so that you understand what services have been authorized and what providers 
are authorized to deliver the services that are subject to the authorization. 

The utilization review process is a set of formal techniques designed to monitor the use of, 
or evaluate the clinical necessity, appropriateness, efficacy, or efficiency of, health care 
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services, procedures or settings. Such techniques may include ambulatory review, prospective 
review, second opinion, certification, concurrent review, case management, discharge 
planning, retrospective review or similar programs. 

Contacting UnitedHealthcare or Personal Health Support is easy. 
Simply call the number on your ID card. 

Network providers are generally responsible for obtaining prior authorization from the 
Claims Administrator before they provide certain services to you. However, there are some 
Network Benefits for which you are responsible for obtaining prior authorization from the 
Claims Administrator. 

When you choose to receive certain Covered Health Services from non-Network providers, 
you are responsible for obtaining prior authorization from the Claims Administrator before 
you receive these services. In many cases, your Non-Network Benefits will be reduced if the 
Claims Administrator has not provided prior authorization. 

Services for which you are required to obtain prior authorization are identified in Section 6, 
A dditional Coverage Details, within each Covered Health Service Benefit description. Please 
note that prior authorization timelines apply. Refer to the applicable Benefit description to 
determine how far in advance you must obtain prior authorization. 

Special Note Regarding Medicare 

If you are enrolled in Medicare on a primary basis (Medicare pays before the Plan pays 
Benefits) the prior authorization requirements do not apply to you. Since Medicare is the 
primary payer, the Plan will pay as secondary payer as described in Section 10, Coordination ef 
Benefits (COB). You are not required to obtain authorization before receiving Covered Health 
Services. 

{PAGE} SECTION 4 - PERSONAL HEALTH SUPPORT AND PRIOR AUTHORIZATION 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT ITWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEAL THCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITEDHEAL THCARE IS 
PROHIBITED. 

1079 



SAMPLE MEDICAL CHOICE PLUS PLAN 

SECTION 5 - PLAN HIGHLIGHTS 

What this section includes: 
• Payment Terms and Features. 

• Schedule of Benefits. 

Payment Terms and Features 

The table below provides an overview of Copays that apply when you receive certain 
Covered Health Services, and outlines the Plan's Annual Deductible and Out-of-Pocket 
Maximum. 

Plan Features Network Amounts 
Non-Network 

Amounts 

Copays 

In addition to these Copays, you may be 
responsible for meeting the Annual 
Deductible for the Covered Health 
Services described in the chart on the 
following pages. 

• Emergency Health Services. $:XX $L""<: 

• Physician's Office Services - Primary 
Physician. $:XX Not Applicable 

• Physician's Office Services - Specialist. $L""<: Not Applicable 

• Rehabilitation Services. $:XX Not Applicable 

• Urgent Care Center Services. $:XX Not Applicable 

• Virtual Visits. $:XX Not Applicable 

Copays do not apply toward the Annual 
Deductible. 

Copays apply toward the Out-of-Pocket 
Maximum. 

Annual Deductible 

• Individual. $:XX $:XX 

• Family (not to exceed the applicable $L""<: $:XX 
Individual amount for all Covered 
Persons in a family) . 
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Plan Features Network Amounts 
Non-Network 

Amounts 

Annual Out-of-Pocket Maximum 

• Individual (single coverage). $XX $XX 

• Family (not to exceed the applicable $X,'{ $XX 
Individual amount for all Covered 
Persons in a family). 

The Annual Deductible applies toward the 
Out-of-Pocket Maximum for all Covered 
Health Services. 

Lifetime Maximum Benefit 

There is no dollar limit to the amount the 
Plan will pay for essential Benefits during Unlimited 

the entire period you are enrolled in this 
Plan. 

Generally the following are considered to 
be essential benefits under the Patient 
Protection and A ffordable Care Act: 

Ambulatory patient services; emergency 
services, hospitalization; maternity and 
newborn care; mental health and 
substance-related and addictive disorders 
services (including behavioral health 
treatment); prescription drug products; 
rehabilitative and habilitative services and 
devices; laboratory services; preventive and 
wellness services and chronic disease 
management; and pediatric services 
(including oral and vision care). 
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Schedule of Benefits 

This table provides an overview of the Plan's coverage levels. For detailed descriptions of 
your Benefits, refer to Section 6, A dditional Coverage Details. 

Benefit 

Covered Health Services 1 (The Amount Payable by the Plan based 
on Eligible Expenses) 

Network Non-Network 

Ambulance Services Ground and/ or Air Ground and/ or Air 
Ambulance Ambulance 

• Emergency Ambulance . X..,'(% after you meet X..,'(% after you 
the Annual meet the Network 
Deductible Annual Deductible 

• Non-Emergency Ambulance . XX% after you meet X..,'(% after you 

Ground or air ambulance, as the Claims 
the Annual meet the Network 
Deductible Annual Deductible 

Administrator determines appropriate. 

Cancer Services Depending upon where the Covered Health 

See Cancer Resource S eroices (CRS) in Section 6, 
Service is provided, Benefits will be the 

same as those stated under each Covered 
Additional Coverage Details. 

Health Service category in this section. 

Cellular and Gene Therapy Depending upon 
where the Covered 
Health Service is 

provided, Benefits 
Non Network 

will be the same as 
Benefits are not 

those stated under 
available. 

each Covered 
Health Service 
category in this 

section. 

Clinical Trials Depending upon where the Covered Health 
Service is provided, Benefits will be the 

same as those stated under each Covered 
Health Service category in this section. 
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Covered Health Services1 

Congenital Heart Disease (CHO) 
Surgeries 

For Network Benefits, CHD surgeries 
must be received and performed at a 
Designated Provider. 

X 

X 

Depending upon where the Covered 
Health Service is provided, Benefits for 
diagnostic services, cardiac catheterization 
and non-surgical management of CHD 
will be the same as those stated under each 
Covered Health Service category in this 
section. 

Dental Services - Accident Only 

Diabetes Services 

Diabetes Self-Management and Training/ 
Diabetic Eye Examinations/Foot Care 

Diabetes Self-Management Items 

• Insulin Pumps. 

• All other Diabetes supplies. 

Benefit 

(The Amount Payable by the Plan based 
on Eligible Expenses) 

Network 

XX% after you meet 
the Annual 
Deductible 

XX% after you meet 
the Annual 
Deductible 

Non-Network 

XX% after you 
meet the Annual 

Deductible 

XX% after you 
meet the Network 
Annual Deductible 

Depending upon where the Covered Health 
Service is provided, Benefits for diabetes 

self-management and training/ diabetic eye 
examinations/foot care will be paid the 

same as those stated under each Covered 
Health Service category in this section. 

Benefits for diabetes equipment will be the 
same as those stated under Durable Medical 

Equipment in this section. 

Except for insulin pumps, coverage for 
diabetes supplies is covered under the 

separate prescription drug plan. 
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Benefit 

Covered Health Services 1 (The Amount Payable by the Plan based 
on Eb'gible Expenses) 

Network Non-Network 

Durable Medical Equipment (DME) XX.% after you meet XX.% after you 

See Durable Medical Equipment in Section 6, the Annual meet the Annual 

Additional Coverage Details, for limits Deductible Deductible 

Emergency Health Services -
Outpatient 

If you are admitted as an inpatient to a 100% after you pay 100% after you pay 

Hospital directly from the Emergency a Copayment of a Copayment of 

room, you will not have to pay this Copay. $:X.,"'C per visit $:XX per visit 

The Benefits for an Inpatient Stay in a 
Hospital will apply instead. 

Gender Dysphoria Depending upon where the Covered Health 
Service is provided, Benefits will be the 

same as those stated under each Covered 
Health Service category in this section. 

Hearing Aids XX% after you meet X,'{% after you 

See Section 6, Additional Coverage Details, for the Annual meet the Annual 

limits. Deductible Deductible 

Home Health Care XX% after you meet XX.% after you 

See Section 6, Addilil)na! Coverage Details, for the Annual meet the Annual 

limits. Deductible Deductible 

Hospice Care XX% after you meet XX% after you 

See Section 6, Additional Coverage Details, for the Annual meet the Annual 

limits. Deductible Deductible 

Hospital - Inpatient Stay XX.% after you meet X,'{% after you 
the Annual meet the Annual 
Deductible Deductible 

{PAGE} SECTION 5 - PLAN HIGHLIGHTS 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT ITWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEAL THCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITEDHEAL THCARE IS 
PROHIBITED. 

1084 



SAMPLE MEDICAL CHOICE PLUS PLAN 

Benefit 

Covered Health Services 1 (The Amount Payable by the Plan based 
on Elig ible Expenses) 

Network Non-Network 

Infertility Services 
Depending upon where the Covered Health 

See Section 6, Additional Coverage Details, for Service is provided, Benefits will be the 
limits. This limit does not include Physician same as those stated under each Covered 
office visits for the treatment of infertility for Health Service category in this section. 
which Benefits are described under Pf?ysician 's 
Office Services - Sickness and It!fury below. 

Kidney Services Depending upon where the Covered Health 

5 ee Kidnry Resource 5 ervices (KRS) in 5 ection 6, 
Service is provided, Benefits will be the 

same as those stated under each Covered 
Additional Coverage Details. Health Service category in this section. 

Lab, X-Ray and Diagnostics - XX:% after you meet X,'{% after you 
Outpatient the Annual meet the Annual 

Deductible Deductible 

Lab, X-Ray and Major Diagnostics - XX:% after you meet XX:% after you 
CT, PET, MRI, MRA and Nuclear the Annual meet the Annual 
Medicine - Outpatient Deductible Deductible 

Mental Health Services 

• Inpatient. XX:% after you meet XX:% after you 
the Annual meet the Annual 
Deductible Deductible 

• Outpatient . 100% after you pay a XX:% after you 
Copayment of $XX meet the Annual 

per visit Deductible 

XX:% for Partial X,'{% for Partial 
Hospitalization/Inte Hospitalization/Int 

nsive Outpatient ensive Outpatient 
Treatment after you Treatment after you 

meet the Annual meet the Annual 
Deductible Deductible 
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Benefit 

Covered Health Services 1 (The Amount Payable by the Plan based 
on Eligible Expenses) 

Network Non-Network 

Neurobiological Disorders - Autism 
Spectrum Disorder Services 

• Inpatient . XX.% after you meet XX.% after you 
the Annual meet the Annual 
Deductible Deductible 

• Outpatient. 100% after you pay a XX.% after you 
Copayment of $:XX meet the Annual 

per visit Deductible 

XX% for Partial XX.% for Partial 
Hospitalization/Inte Hospitalization/Int 

nsive Outpatient ensive Outpatient 
Treatment afler you Treatment after you 

meet the Annual meet the Annual 
Deductible D eductible 

Obesity Surgery Depending upon where the Covered Health 
Service is provided, Benefits will be the 

same as those stated under each Covered 
Health Service category in this section. 

Ostomy Supplies X,"'\:% after you meet XX.% after you 
the Annual meet the Annual 
D eductible D eductible 

Pharmaceutical Products - Outpatient XX.% after you meet XX.% after you 
the Annual meet the Annual 
Deductible Deductible 

Physician Fees for Surgical and 
Medical Services 

Covered Health Services provided by a 
non-Network consulting Physician, XX.% after you meet XX.% after you 
assistant surgeon or a surgical assistant in a the Annual meet the Annual 
Network facility will be paid as Network Deductible Deductible 
Benefits. In order to obtain the highest 
level of Benefits, you should confirm the 
Network status of these providers prior to 
obtaining Covered Health Services. 
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Benefit 

Covered Health Services 1 (The Amount Payable by the Plan based 
on Eligible Expenses) 

Network Non-Network 

Physician's Office Services - Sickness 
and Injury 

• Primary Physician . 100% after you pay a XX% after you 
Copayment of $:XX meet the Annual 

per visit Deductible 

• Specialist Physician . 100% after you pay a XX% after you 
Copayment of $:XX meet the Annual 

per visit Deductible 

In addition to the Copayments stated in 
this section, the Copayments and 
Coinsurance and any Deductible for the 
following services apply when the Covered 
Health Service is performed in a 
Physician's office: 

• Lab, radiology/X-rays and other 
diagnostic services described under 
Lab, X-Ray and Diagnostics - Outpatient. 

• Major diagnostic and nuclear medicine 
described under Lab, X-Ray and Major 
Diagnostics - CT, PET, MRI, MRA 
and Nuclear Medicine - Outpatient. 

• Diagnostic and therapeutic scopic 
procedures described under S copic 
Procedures - Outpatient Diagnostic and 
Therapeutic. 

• Outpatient surgery procedures 
described under Surgery - Outpatient. 

• Outpatient therapeutic procedures 
described under Therapeutic Treatments -
Outpatient. 

Pregnancy- Maternity Services Depending upon where the Covered Health 

A Deductible will not apply for a newborn Service is provided, Benefits will be the 

child whose length of stay in the Hospital same as those stated under each Covered 

is the same as the mother's length of stay. Health Service category in this section. 
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Benefit 

Covered Health Services 1 (The Amount Payable by the Plan based 
on Eligible Expenses) 

Network Non-Network 

Preventive Care Services 

• Physician Office Services . 100% XX.% after you 
meet the Annual 

D eductible 

• Lab, X-ray or Other Preventive Tests . 100% XX% after you 
meet the Annual 

Deductible 

• Breast Pumps . 100% XX% after you 
meet the Annual 

Deductible 

Prosthetic Devices XX:% after you meet XX% after you 

See Section 6, Additional Coverage Details, for the Annual meet the Annual 

limits. Deductible Deductible 

Reconstructive Procedures Depending upon where the Covered Health 
Service is provided, Benefits will be the 

same as those stated under each Covered 
Health Service category in this section. 

Rehabilitation Services - Outpatient 
100% after you pay a XX% after you Therapy and Manipulative Treatment 
Copayment of $XX meet the Annual 

See Section 6, Additional Coverage Details, for per visit Deductible 
visit limits. 

Scopic Procedures - Outpatient XX% after you meet XX% after you 
Diagnostic and Therapeutic the Annual meet the Annual 

Deductible Deductible 

Skilled Nursing Facility /Inpatient 
XX% after you meet XX% after you Rehabilitation Facility Services 

the Annual meet the Annual 
See Section 6, Additional Coverage Details, for Deductible D eductible 
limits. 
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Benefit 

Covered Health Services1 (The Amount Payable by the Plan based 
on Eligible Expenses) 

Network Non-Network 

Substance-Related and Addictive 
Disorders Services 

• Inpatient . X,""{% after you meet XX% after you 
the Annual meet the Annual 
Deductible Deductible 

• Outpatient . 100% after you pay a X,""{% after you 
Copayment of $:XX meet the Annual 

per visit Deductible 

XX% for Partial XX% for Partial 
Hospitalization/ Inte Hospitalization/Int 

nsive Outpatient ensive Outpatient 
Treatment after you Treatment after you 

meet the Annual meet the Annual 
Deductible Deductible 

Surgery - Outpatient XX% after you meet XX% after you 
the Annual meet the Annual 
Deductible Deductible 

Temporomandibular Joint (TMJ) Depending upon where the Covered Health 
Services Service is provided, Benefits will be the 

same as those stated under each Covered 
Health Service category in this section. 

Therapeutic Treatments - Outpatient XX% after you meet XX% after you 
the Annual meet the Annual 
Deductible Deductible 

Transplantation Services Depending upon where the Covered Health 
Service is provided, Benefits will be the 

same as those stated under each Covered 
Health Service category in this section. 
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Benefit 

Covered Health Services 1 (The Amount Payable by the Plan based 
on Eh'gihle Expenses) 

Network Non-Network 

Urgent Care Center Services 100% after you pay a XX:% after you 

In addition to the Copayment stated in this 
Copayment of $:XX meet the Annual 

per visit Deductible 
section, the Copayment and Coinsurance 
and any Deductible for the following 
services apply when the Covered Health 
Service is performed at an Urgent Care 
Center: 

• Lab, radiology /X-rays and other 
diagnostic services described under 
Lab, X-Ray and Diagnostics - Outpatient. 

• Major diagnostic and nuclear medicine 
described under Lab, X-Ray and Major 
Diagnostics - CT, PET, MRI, MRA 
and Nuclear Medicine - Outpatient. 

• Diagnostic and therapeutic scopic 
procedures described under 5 copic 
Procedures - Outpatient Diagnostic and 
Therapeutic. 

• Outpatient surgery procedures 
described under Surgery - Outpatient. 

• Outpatient therapeutic procedures 
described under Therapeutic Treatments -
Outpatient. 

• Rehabilitation therapy procedures 
described under Rehabilitation Services 
- Outpatient Therapy and Manipulative 
Treatment. 
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Benefit 

Covered Health Services 1 (The Amount Payable by the Plan based 
on Eligible Expenses) 

Network Non-Network 

Virtual Visits 

Network Benefits are available only when 
100% after you pay a Non-Network services are delivered through a 

Designated Virtual Network Provider. You Copayment of $X,-X Benefits are not 

can find a Designated Virtual Network per visit available. 

Provider by going to www.myuhc.com or 
by calling the telephone number on your 
ID card. 

Vision Examinations 100% after you pay a XX% after you 

See Section 6, Additional Coverage Details, for Copayment of $XX meet the Annual 
Deductible 

limits. per visit 

1Please obtain prior authorization from the Claims Administrator before receiving Covered Health 
Services, as described in Section 6, Additional Coverage Details. 
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SECTION 6 - ADDITIONAL COVERAGE DETAILS 

What this section includes: 
• Covered H ealth Services for which the Plan pays Benefits. 

• Covered Health Services that require you to obtain prior authorization before you 
receive them, and any reduction in Benefits that m ay apply if you do not call to obtain 
prior authorization. 

This section supplements the second table in Section 5, Plan Highlights. 

While the table provides you with Benefit limitations along with Copayment, Coinsurance 
and Annual Deductible information for each Covered Health Service, this section includes 
descriptions of the Benefits. These descriptions include any additional limitations that may 
apply, as well as Covered Health Services for which you must obtain prior authorization 
from the Claims Administrator as required. The Covered Health Services in this section 
appear in the same order as they do in the table for easy reference. Services that are not 
covered are described in Section 8, Exclusions and I.imitations. 

Ambulance Services 
The Plan covers Emergency ambulance services and transportation provided by a licensed 
ambulance service to the nearest Hospital that offers Emergency Health Services. See 
Section 14, Glossary for the definition of Emergency. 

Ambulance service by air is covered in an Emergency if ground transportation is impossible, 
or would put your life or health in serious jeopardy. If special circumstances exist, 
UnitedHealthcare may pay Benefits for Emergency air transportation to a Hospital that is 
not the closest facility to provide Emergency Health Services. 

The Plan also covers non-Emergency transportation provided by a licensed professional 
ambulance (either ground or air ambulance, as UnitedHealthcare determines appropriate) 
between facilities when the transport is: 

• From a non-Network Hospital to a Network Hospital. 

• To a Hospital that provides a higher level of care that was not available at the original 
Hospital. 

• To a more cost-effective acute care facility. 

• From an acute facility to a sub-acute setting. 
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Prior Authorization Requirement 
In most cases, the Claims Administrator will initiate and direct non-Emergency 
ambulance transportation. If you are requesting non-Emergency ambulance services, you 
must obtain prior authorization as soon as possible before transport. 

If you fail to obtain prior authorization as required, Benefits will be reduced to 50% of 
"' ligibl xpenses. 

Cancer Resource Services (CRS) 

The Plan pays Benefits for oncology services provided by Designated Providers participating 
in the Cancer Resource Services (CRS) program. Designated Provider is defined in Section 
14, Glossary. 

For oncology services and supplies to be considered Covered Health Services, they must be 
provided to treat a condition that has a primary or suspected diagnosis relating to cancer. If 
you or a covered Dependent has cancer, you may: 

• Be referred to CRS by the Claims Administrator or a Personal Health Support Nurse. 

• Call CRS at 1-866-936-6002. 

• Visit www.myoptumhealthcomplexmedical.com. 

To receive Benefits for a cancer-related treatment, you are not required to visit a Designated 
Provider. If you receive oncology services from a facility that is not a Designated Provider, 
the Plan pays Benefits as described under: 

• Physician's Office Services - Sickness and Injury. 

• Physician Fees for Surgical and Medical Services. 

• Scopic Procedures - Outpatient Diagnostic and Therapeutic. 

• Therapeutic Treatments - Outpatient. 

• Hospital - Inpatient Stay. 

• Surgery - Outpatient. 

Note: The services described under Travel and Lodgi11g are Covered Health Services only in 
connection with cancer-related services received at a Designated Provider. 

To receive Benefits under the CRS program, you must contact CRS prior to obtaining 
Covered Health Services. The Plan will only pay Benefits under the CRS program if CRS 
provides the proper notification to the Designated Provider performing the services 
(even if you self-refer to a provider in that Network). 
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Cellular and Gene Therapy 
Cellular Therapy and Gene Therapy received on an inpatient or outpatient basis at a 
Hospital or on an outpatient basis at an Alternate Facility or in a Physician's office. 

Benefits for CAR-T therapy for malignancies are provided as described under Transplantation 
SenJices. 

Prior Authorization Requirement 
For Network Benefits you must obtain prior authorization from the Claims 
Administrator as soon as the possibility of a Cellular or Gene Therapy arises. If you do 
not obtain prior authorization and if, as a result, the services are not received from a 
Designated Provider, Benefits will not be paid. 

Clinical Trials 

Benefits are available for routine patient care costs incurred during participation in a 
qualifying Clinical Trial for the treatment of: 

• Cancer or other life-threatening disease or condition. For purposes of this benefit, a life
threatening disease or condition is one from which the likelihood of death is probable 
unless the course of the disease or condition is interrupted. 

• Cardiovascular disease (cardiac/stroke) which is not life threatening, for which, as 
UnitedHealthcare determines, a Clinical Trial meets the qualifying Clinical Trial criteria 
stated below. 

• Surgical musculoskeletal disorders of the spine, hip and knees, which are not life 
threatening, for which, as UnitedHealthcare determines, a Clinical Trial meets the 
qualifying Clinical Trial criteria stated below. 

• Other diseases or disorders which are not life threatening for which, as UnitedHealthcare 
determines, a Clinical Trial meets the qualifying Clinical Trial criteria stated below. 

Benefits include the reasonable and necessary items and services used to prevent, diagnose 
and treat complications arising from participation in a qualifying Clinical Trial. 

Benefits are available only when the Covered Person is clinically eligible for participation in 
the qualifying Clinical Trial as defined by the researcher. 

Routine patient care costs for qualifying Clinical Trials include: 

• Covered Health Services for which Benefits are typically provided absent a Clinical Trial. 

• Covered Health Services required solely for the provision of the Experimental or 
Investigational Service(s) or item, the clinically appropriate monitoring of the effects of 
the service or item, or the prevention of complications. 

• Covered Health Services needed for reasonable and necessary care arising from the 
provision of an Experimental or Investigational Service(s) or item. 
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Routine costs for Clinical Trials do not include: 

• The Experimental or Investigational Service(s) or item. The only exceptions to this are: 

Certain Category B devices. 
Certain promising interventions for patients with terminal illnesses. 
Other items and services that meet specified criteria in accordance with 
UnitedHealthcare's medical and drug policies. 

• Items and services provided solely to satisfy data collection and analysis needs and that 
are not used in the direct clinical management of the patient. 

• A service that is clearly inconsistent with widely accepted and established standards of 
care for a particular diagnosis. 

• Items and services provided by the research sponsors free of charge for any person 
enrolled in the trial. 

With respect to cancer or other life-threatening diseases or conditions, a qualifying Clinical 
Trial is a Phase I, Phase II, Phase III, or Phase IV Clinical Trial that is conducted in relation 
to the prevention, detection or treatment of cancer or other life-threatening disease or 
condition and which meets any of the following criteria in the bulleted list below. 

With respect to cardiovascular disease, musculoskeletal disorders of the spine, hip and knees 
and other diseases or disorders which are not life-threatening, a qualifying Clinical Trial is a 
Phase I, Phase II, or Phase III Clinical Trial that is conducted in relation to the detection or 
treatment of such non-life-threatening disease or disorder and which meets any of the 
following criteria in the bulleted list below. 

• Federally funded trials. The study or investigation is approved or funded (which may 
include funding through in-kind contributions) by one or more of the following: 

National Institutes of Health (NIH). (Includes National Cancer Institute (NCI)). 
Centers for Disease Control and Prevention (CDC). 
Agenry for Healthcare Research and Qua/iry (AHRQ). 
Centers for Medicare and Medicaid Seroices (CMS). 
A cooperative group or center of any of the entities described above or the 
Department of Defense (DOD) or the Veterans Administration (VA). 
A qualified non-governmental research entity identified in the guidelines issued by 
the National Institutes of Health for center support grants. 
The Department of Veterans Affairs, the Department of Defense or the Department of Energy 
as long as the study or investigation has been reviewed and approved through a 
system of peer review that is determined by the Secretary of Health and Human Seroices 
to meet both of the following criteria: 

+ Comparable to the system of peer review of studies and investigations used by 
the National Institutes of Health. 
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+ Ensures unbiased review of the highest scientific standards by qualified 
individuals who have no interest in the outcome of the review. 

• The study or investigation is conducted under an investigational new drug application 
reviewed by the U.S. Food and Drug Administration. 

• The study or investigation is a drug trial that is exempt from having such an 
investigational new drug application. 

• The Clinical Trial must have a written protocol that describes a scientifically sound study 
and have been approved by all relevant institutional review boards (IRBs) before 
participants are enrolled in the trial. UnitedHealthcare may, at any time, request 
documentation about the trial. 

• The subject or purpose of the trial must be the evaluation of an item or service that 
meets the definition of a Covered Health Service and is not otherwise excluded under 
the Plan. 

Prior Authorization Requirement 
You must obtain prior authorization from the Claims Administrator as soon as the 
possibility of participation in a Clinical Trial arises. If you fail to obtain prior 
authorization as requited, Benefits will be reduced to 50% of Eligible Expen e . 

Congenital Heart Disease (CHD) Surgeries 

The Plan pays Benefits for CHD surgeries which arc ordered by a Physician. CI ID surgical 
procedures include surgeries to treat conditions such as coarctation of the aorta, aortic 
stenosis, tetralogy of fallot, transposition of the great vessels and hypoplastic left or right 
heart syndrome. 

UnitedHealthcare has specific guidelines regarding Benefits for CHD services. Contact 
UnitedHealthcare at the number on your ID card for information about these guidelines. 

The Plan pays Benefits for CHD services ordered by a Physician and received at a facility 
participating in the CHD Resource Services program. Benefits include the facility charge and 
the charge for supplies and equipment. Benefits for Physician services are described under 
P f?Jsician fies for 5 ur;gical and Medical 5 ervices. 

Surgery may be performed as open or closed surgical procedures or may be performed 
through interventional cardiac catheterization. 

Benefits are available for the following CHD services: 

• Outpatient diagnostic testing. 

• Evaluation. 

• Surgical interventions. 

• Interventional cardiac catheterizations (insertion of a tubular device in the heart). 
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• Fetal echocardiograms (examination, measurement and diagnosis of the heart using 
ultrasound technology). 

• Approved fetal interventions. 

CHD services other than those listed above are excluded from coverage, unless determined 
by the Claims Administrator to be proven procedures for the involved diagnoses. Contact 
CHD Resource Services at 1-888-936-7246 before receiving care for information about 
CHD services. More information is also available at 
www.myoptumhealthcomplexmedical.com. 

If you receive CHD services from a facility that is not a Designated Provider, the Plan pays 
Benefits as described under: 

• Physician's Office Services - Sickness and Injury. 

• Physician Fees for Surgical and Medical Services. 

• Scopic Procedures - Outpatient Diagnostic and Therapeutic. 

• Therapeutic Treatments - Outpatient. 

• Hospital - Inpatient Stay. 

• Surgery - Outpatient. 

To receive Benefits under the CHD program, you must contact CHD Resource Services 
at 1-888-936-7246 prior to obtaining Covered Health Services. The Plan will only pay 
Benefits under the CHD program if CHD provides the proper notification to the 
Designated Provider performing the services (even if you self-refer to a provider in that 
Network). 

Note: The services described under Travel and Lodging are Covered Health Services only in 
connection with CHD services received at a Congenital Heart Disease Resource Services 
program. 

Prior Authorization Requirement 
For Non-Network Benefits, you must obtain prior authorization from the Claims 
Administrator as soon as the possibility of a CHD surgery arises. If you fail to obtain 
prior authorization as required, Benefits will be reduced to 50% of Eligible Expenses. 

Dental Services - Accident Only 
D ental services are covered by the Plan when all of the following are true: 

• Treatment is necessary because of accidental damage. 

• Dental services are received from a Doctor of Dental. Surgery or a Doctor of Medical 
Dentistry. 
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• The dental damage is severe enough that initial contact with a Physician or dentist occurs 
within 72 hours of the accident. (You may request an extension of this time period 
provided that you do so within 60 days of the Injury and if extenuating circumstances 
exist due to the severity of the Injury.) 

Please note that dental damage that occurs as a result of normal activities of daily living or 
extraordinary use of the teeth is not considered having occurred as an accident. Benefits are 
not available for repairs to teeth that are damaged as a result of such activities. 

The Plan also covers dental care (oral examination, X-rays, extractions and non-surgical 
elimination of oral infection) required for the direct treatment of a medical condition limited 
to: 

• Dental services related to medical transplant procedures. 

• Initiation of immunosuppressive (medication used to reduce inflammation and suppress 
the immune system). 

• Direct treatment of acute traumatic Injury, cancer or cleft palate. 

Dental services to repair the damage caused by accidental Injury must conform to the 
following time-frames: Treatment is started within three months of the accident, or if not a 
Covered Person at the tirne of the accident, within lhe first three months of coverage under 
the 'Plan, unless extenuating circumstances exist (such as prolonged hospitalization or the 
presence of fixation wires from fracture care), Treatment must he: c.ompleted within 12 
months of the accident, or if not a Covered Person at the time of the accident, within the 
first 12 months of coverage under the Plan. 

The Plan pays for treatment of accidental Injury limited to the following: 

• Emergency examination. 

• Necessary diagnostic X-rays. 

• Endodontic (root canal) treatment. 

• Temporary splinting of teeth. 

• Prefabricated post and core. 

• Simple minimal restorative procedures (fillings). 

• Extractions. 

• Post-traumatic crowns if such are the only clinically acceptable treatment. 

• Replacement of lost teeth due to the Injury by implant, dentures or bridges. 
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Diabetes Services 

Diabetes Self-Management and TrainiI1g /Diabetic Eye Examinations/Foot Care 

Outpatient self-management training for the treatment of diabetes, education and medical 
nutrition therapy services. Services must be ordered by a Physician and provided by 
appropriately licensed or registered healthcare professionals. 

Benefits also include medical eye examinations (dilated retinal examinations) and preventive 
foot care for diabetes. 

Diabetic Self-Management Items 

Insulin pumps and supplies for the management and treatment of diabetes, based upon your 
medical needs include: 

• Insulin pumps are subject to all the conditions of coverage stated under Durable Medical 
Equipment, Orthotics and Supplies. 

• Blood glucose meters, including continuous glucose monitors . 

• Insulin syringes with needles. 

• Blood glucose and urine test strips. 

• Ketone test strips and tablets. 

• Lancets and lancet devices. 

Prior Authorization Requirement 
For Non-Network Benefits, you must obtain prior authorization from the Claims 
Administrator before obtaining any Durable Medical Equipment for the management and 
treatment of diabetes that exceeds $1,000 in cost (either retail purchase cost or cumulative 
retail rental cost of a single item). If you fail to obtain prior authorization as required, 
Benefits will be reduced to 50% of Eligible Expenses. 

Durable Medical Equipment (DME) 

Durable Medical Equipment (DME), Orthotics and Supplies 

The Plan pays for Durable Medical Equipment (DME), Orthotics and Supplies that are: 

• Ordered or provided by a Physician for outpatient use primarily in a home setting. 

• Used for medical purposes. 

• Not consumable or disposable except as needed for the effective use of covered Durable 
Medical Equipment. 

• Not of use to a person in the absence of a disease or disability. 

• Durable enough to withstand repeated use. 
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Benefits under this section include Durable Medical Equipment provided to you by a 
Physician. If more than one piece of DME can meet your functional needs, Benefits are 
available only for the equipment that meets the minimum specifications for your needs. If 
you purchase an item that exceeds these minimum specifications, the Plan will pay only the 
amounl lhat the Plan would have paid for the item that meets the minimum specifications, 
and you will be responsible for paying any difference in cost. Benefits are provided for a 
single unit of D ME ( example: one insulin pump) and for repairs of that unit. 

Examples of DME include but are not limited to: 

• Oxygen and the rental of equipment to administer oxygen (including tubing, connectors 
and masks). 

• Equipment to assist mobility, such as a standard wheelchair. 

• A standard Hospital-type beds. 

• Negative pressure wound therapy pumps (wound vacuums). 

• Burn garments. 

• Insulin pumps and all related necessary supplies as described under Diabetes Services in this 
section. 

• External cochlear devices and systems. Surgery to place a cochlear implant is also 
covered by the Plan. Cochlear implantation can either be an inpatient or outpatient 
procedure. Benefits for cochlear implantation are provided under the applicable 
medical/ surgical Benefit categories in this SPD. See Hospital - Inpatient Stqy, Rehabilitation 
Services - Outpatient Therapy and Surgery - Outpatient in this section. 

• Braces that stabilize an injured body part, including necessary adjustments to shoes to 
accommodate braces. Braces that stabilize an injured body part and braces to treat 
curvature of the spine are considered Durable Medical Equipment and are a Covered 
Health Service. Braces that straighten or change the shape of a body part are orthotic 
devices and are excluded from coverage. Dental braces are also excluded from coverage. 

• Mechanical equipment necessary for the treatment of chronic or acute respiratory failure 
( except that air-conditioners, humidifiers, dehumidifiers, air purifiers and filters, and 
personal comfort items are excluded from coverage). 

Benefits also include speech aid devices and trachea-esophageal voice devices required for 
treatment of severe speech impediment or lack of speech directly attributed to Sickness or 
Injury. Benefits for the purchase of speech aid devices and trachea-esophageal voice devices 
are available only after completing a required three-month rental period. 

Orthotics 

Orthotic braces, including needed changes to shoes to fit braces. Braces that stabilize an 
injured body part and braces to treat curvature of the spine are a Covered Health Service. 
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Benefits under this section do not include any device, appliance, pump, machine, stimulator, 
or monitor that is fully implanted into the body. Implantable devices are a Covered Health 
Service for which Benefits are available under the applicable medical/ surgical Covered 
Health Service categories in this SPD. 

Benefits do not include: 

• Any device, appliance, pump, machine, stimulator, or monitor that is fully implanted into 
the body. Implantable devices are a Covered Health Service for which Benefits are 
available under the applicable medical/ surgical Covered Health Service categories in this 
SPD. 

• Diagnostic or monitoring equipment purchased for home use, unless otherwise 
described as a Covered Health Service. 

• Powered exoskeleton devices. 

The Claims Administrator will decide if the equipment should be purchased or rented. 

Note: DME is different from prosthetic devices - see Prosthetic Devices in this section. 

Benefits for speech aid devices and trachea-esophageal voice devices are limited to the 
purchase of one device during the entire period of time a Covered Person is enrolled under 
the Plan. Benefits for repair/replacement are limited to once every three years. Speech aid 
and trachea-esophageal voice devices are not included in the limits stated above. 

To receive Network Benefits, you must purchase, rent, or obtain the Durable Medical 
Equipment or orthotic from the vendor the Claims Administrator identifies or purchase it 
directly from the prescribing Network Physician. 

Benefits are provided for the repair/ replacement of a type of Durable Medical Equipment or 
orthotic once every plan year. Repair and/ or replacement of DME or orthotics would apply 
to this limit in the same manner as a purchase. 

At UnitedHealthcare's discretion, replacements are covered for damage beyond repair with 
normal wear and tear, when repair costs exceed new purchase price, or when a change in the 
Covered Person's medical condition occurs sooner than the three year timeframe. Repairs, 
including the replacement of essential accessories, such as hoses, tubes, mouth pieces, etc., 
for necessary DME are only covered when required to make the item/ device serviceable and 
the estimated repair expense does not exceed the cost of purchasing or renting another 
item/ device. Requests for repairs may be made at any time and are not subject to the three 
year timeline for replacement. 
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Prior Authorization Requirement 
For Non-Network Benefits you must obtain prior authorization from the Claims 
Administrator before obtaining any DME or orthotic that costs more than $1,000 (either 
retail purchase cost or cumulative retail rental cost of a single item). If you fail to obtain 
prior authorization as required, Benefits will be reduced to 50% of .Eligible .Expenses. 

Emergency Health Services - Outpatient 
The Plan's Emergency services Benefit pays for outpatient treatment at a Hospital or 
Alternate Facility when required to stabilize a patient or initiate treatment. 

Benefits under this section include the facility charge, supplies and all professional services 
required to stabilize your condition and/ or initiate treatment. This includes placement in an 
observation bed for the purpose of monitoring your condition (rather than being admitted 
to a Hospital for an Inpatient Stay). 

Network Benefits will be paid for an Emergency admission to a non-Network Hospital as 
long as the Claims Administrator is notified within one business day of the admission or on 
the same day of admission if reasonably possible after you are admitted to a non-Network 
Hospital. The Claims Administrator may elect to transfer you to a Network Hospital as soon 
as it is medically appropriate to do so. If you continue your stay in a 11011-Nelwork Hospital 
after the date your Physician determines that it is medically appropriate to transfer you to a 
Network Hospital, Network Benefits will not be provided. Non-Network Benefits may be 
available if the continued stay is determined to be a Covered Health Service. Eligible 
Expenses will be determined as described under Eligible Expenses in Section 3, How the Plan 
Works. 

Benefits under this section are available for services to treat a condition that does not meet 
the definition of an Emergency. 

Note: If you are confined in a non-Network Hospital after you receive outpatient 
Emergency Health Services, you must notify the Claims Administrator within one 
business day or on the same day of admission if reasonably possible. The Claims 
Administrator may elect to transfer you to a Network Hospital as soon as it is medically 
appropriate to do so. If you choose to stay in the non-Network Hospital after the date 
the Claims Administrator decides a transfer is medically appropriate, Network Benefits 
will not be provided. Non-Network Benefits may be available if the continued stay is 
determined to be a Covered Health Service. 

Gender Dysphoria 

Benefits for the treatment of Gender Dysphoria limited to the following services: 

• Psychotherapy for Gender Dysphoria and associated co-morbid psychiatric diagnoses 
are provided as described under Mental Health Seroices in your SPD. 

• Cross-sex hormone therapy: 
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Cross-sex hormone therapy administered by a medical provider (for example during 
an office visit) is provided as described under Pharmaceutical Products - Outpatient in 
your SPD. 

• Puberty suppressing medication injected or implanted by a medical provider in a clinical 
setting. 

• Laboratory testing to monitor the safety of continuous cross-sex hormone therapy. 

• Surgery for the treatment for Gender Dysphoria, including the surgeries listed below: 

Male to Female: 

Clitoroplasty ( creation of clitoris) 
Labiaplasty ( creation of labia) 
Orchiectomy (removal of testicles) 
Penectomy (removal of penis) 
Urethroplasty (reconstruction of female urethra) 
Vaginoplasty ( creation of vagina) 

Female to Male: 

Bilateral mastectomy or breast reduction 
Hysterectomy (removal of uterus) 
Metoidioplasty (creation of penis, using clitoris) 
Penile prosthesis 
Phalloplasty (creation of penis) 
Salpingo-oophorectomy (removal of fallopian tubes and ovaries) 
Scrotoplasty ( creation of scrotum) 
Testicular prosthesis 
Urethroplasty (reconstruction of male urethra) 
Vaginectomy (removal of vagina) 
Vulvectomy (removal of vulva) 

Genital Surgery and Bilateral Mastectomy or Breast Reduction Surgery 
Documentation Requirements: 

The Covered Person must provide documentation of the following for breast surgery: 

• A written psychological assessment from at least one qualified behavioral health provider 
experienced in treating Gender Dysphoria. The assessment must document that the 
Covered Person meets all of the following criteria: 

Persistent, well-documented Gender Dysphoria. 
Capacity to make a fully informed decision and to consent for treatment. 
Must be 18 years or older. 
If significant medical or mental health concerns are present, they must be reasonably 
well controlled. 
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The Covered Person must provide documentation of the following for genital surgery: 

• A written psychological assessment from at least two qualified behavioral health 
providers experienced in treating Gender Dysphoria, who have independently assessed 
tl1e Covered Person. The assessmenl musl document that the Covered Person meets all 
of the following criteria. 

Persistent, well-documented Gender Dysphoria. 
Capacity to make a fully informed decision and to consent for treatment. 
Must 18 years or older. 
If significant medical or mental health concerns are present, they must be reasonably 
well controlled. 
Complete at least 12 months of successful continuous full-time real-life experience in 
the desired gender. 
Complete 12 months of continuous cross-sex hormone therapy appropriate for the 
desired gender (unless medically contraindicated). 

Prior Authorization Requirement for Surgical Treatment 
You must obtain prior authorization as soon as the possibility of surgery arises. 

If you fail to obtain prior authorization as required, Benefits will be reduced to 50% of 
Eligible Expenses. 

Prior Authorization Requirement for Non-Surgical Treatment 
D epending upon where the Covered Health Service is provided, any applicable prior 
authorization requirements will be the same as those stated under each Covered Health 
Service category in this section. 

Hearing Aids 
The Plan pays Benefits for hearing aids required for the correction of a hearing impairment 
(a reduction in the ability to perceive sound which may range from slight to complete 
deafness). Hearing aids are electronic amplifying devices designed to bring sound more 
effectively into the ear. A hearing aid consists of a microphone, amplifier and receiver. 

Benefits are available for a hearing aid that is purchased as a result of a written 
recommendation by a Physician. Benefits are provided for the hearing aid and for charges 
for associated fitting and testing. 

Benefits do not include bone anchored hearing aids. Bone anchored hearing aids are a 
Covered Health Service for which Benefits are available under the applicable 
medical/ surgical Covered Health Services categories in this section only for Covered 
Persons who have either of the following: 

• Craniofacial anomalies whose abnormal or absent ear canals preclude the use of a 
wearable hearing aid. 
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• Hearing loss of sufficient severity that it would not be adequately remedied by a wearable 
hearing aid. 

Any combination of Network and Non-Network Benefits is limited to 2,500 per calendar 
year. Benefits are limited to a single purchase (including repair/replacement) per hearing 
impaired ear every three calendar years . 

Home Health Care 

Covered Health Services are services that a Home Health Agency provides if you need care 
in your home due to the nature of your condition. Services must be: 

• Ordered by a Physician. 

• Provided by or supervised by a registered nurse in your home, or provided by either a 
home health aide or licensed practical nurse and supervised by a registered nurse. 

• Not considered Custodial Care, as defined in Section 14, Glossary. 

• Provided on a part-time, Intermittent Care schedule when Skilled Care is required. Refer 
to Section 14, Glossary for the definition of Skilled Care. 

The Claims Administrator will determine if Skilled Care is needed by reviewing both the 
skilled nature of the service and the need for Physician-directed medical management. A 
service will not be determined to be "skilled" simply because there is not an available 
caregiver. 

Any combination of Network Benefits and Non-Network Benefits is limited to XX visits 
per calendar year. One visit equals four hours of Skilled Care services. This visit limit does 
not include any service which is billed only for the administration of intravenous infusion. 

Prior Authorization Requirement 
For Non-Network Benefits, you must obtain prior authorization from the Claims 
Administrator five business days before receiving services including nutritional foods and 
Private Duty Nursing or as soon as is reasonably possible. If you fail to obtain prior 
authorization from the Claims Administrator as required, Benefits will be reduced to 50% 
of Eligible Expenses. 

Hospice Care 
Hospice care is an integrated program recommended by a Physician which provides comfort 
and support services for the terminally ill. Hospice care can be provided on an inpatient or 
outpatient basis and includes physical, psychological, social, spiritual and respite care for the 
terminally ill person, and short-term grief counseling for immediate family members while 
the Covered Person is receiving hospice care. Benefits are available only when hospice care 
is received from a licensed hospice agency, which can include a Hospital. 
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Prior Authorization Requirement 
For Non-Network Benefits, you must obtain prior authorization from the Claims 
Administrator five business days before admission for an Inpatient Stay in a hospice 
facility or as soon as is reasonably possible. If you fail to obtain prior authorization as 
required, Benefits will be reduced to 50% of Eligibl --, xpenses. 

Hospital - Inpatient Stay 
Hospital Benefits are available for: 

• Non-Physician services and supplies received during an Inpatient Stay. 

• Room and board in a Semi-private Room (a room with two or more beds). 

• Physician services for radiologists, anesthesiologists, pathologists and Emergency room 
Physicians. 

The Plan will pay the difference in cost between a Semi-private Room and a private room 
only if a private room is necessary according to generally accepted medical practice. 

Benefits for an Inpatient Stay in a Hospital are available only when the Inpatient Stay is 
necessary to prevent, diagnose or treat a Sic.:kness or Injury. Benefits for other Hospital
based Physician services are described in this section under P/~1.ricion Fees for Surgical and 
Medical S ervz'ces. 

Benefits for Emergency admissions and admissions of less than 24 hours are described 
under Emergemy Health Services and Surgery - Outpatient, Scopic Procedures - Outpatient Diagnostic 
and Therapeutic, and Therapeutic Treatments - Outpatient, respectively. 

Prior Authorization Requirement 
For Non-Network Benefits, for: 
• A scheduled admission, you must obtain prior authorization from the Claims 

Administrator five business days before admission. 

• A non-scheduled admission (including Emergency admissions), you must provide 
notification as soon as is reasonably possible. 

If you do not obtain prior authorization from the Claims Administrator as required, 
Benefits will be reduced to 50% of Eligible xpenses. 

Infertility Services 
Therapeutic services for the treatment of Infertility when provided by or under the direction 
of a Physician. Benefits under this section are limited to the following procedures: 

• Assisted Reproductive Technologies (ART). 

• Frozen Embryo Transfer cycle including the associated cryopreservation and storage of 
embryos. 

{PAGE} SECTION 6 - ADDITIONAL COVERAGE DETAILS 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT ITWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEAL THCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITIEN PERMISSION OF UNITEDHEALTHCARE IS 
PROHIBITED. 

1106 



SAMPLE MEDICAL CHOICE PLUS PLAN 

• ICSI - (intracytoplasmic sperm injection). 

• Insemination procedures (artificial insemination (AI) and intrauterine insemination 
(IUI)). 

• Embryo transportation related network disruption. 

• Ovulation induction (or controlled ovarian stimulation). 

• Testicular Sperm Aspiration/Microsurgical Epididymal Sperm Aspiration 
(TESA/ MESA) - male factor associated surgical procedures for retrieval of sperm. 

• Surgical Procedures: Laparoscopy, Lysis of adhesions, tubotubal anastomosis, 
fimbrioplasty, salpingostomy, transcervical catheterization, cystoplasty, metroplasty. 

• Electroejaculation. 

• Pre-implantation Genetic Diagnosis (PGD) - when the genetic parents carry a gene 
mutation to determine whether that mutation has been transmitted to the embryo. 

Treatment for the diagnosis and treatment of the underlying cause of Infertility is covered as 
described in the SPD. Benefits for diagnostic tests are described under, Scopic Procedures -
Outpatient Diagnostic and Therapeutic, Office Visits. 

Benefits for certain Pharmaceutical Products, including specialty Pharmaceutical Products, 
for the treatment of Infertility that are administered on an outpatient basis in a Hospital, 
Alternate Facility, Physician's office, or in your home are described under Pharmaceutical 
Products. 

Criteria to be eligible for Benefits 

To be eligible for the Infertility services Benefit you must have a diagnosis of infertility. 

• To meet the definition of Infertility you must meet one of the following: 

You are not able to become pregnant after the following periods of time of regular 
unprotected intercourse or Therapeutic Donor Insemination: 
+ One year, if you are a female under age 35. 
+ Six months, if you are a female age 35 or older. 
You are female and have failed to achieve or maintain a Pregnancy due to 
impotence/ sexual dysfunction; 
You are female and have infertility that is not related to voluntary sterilization or 
failed reversal of voluntary sterilization. 
You are male and have a diagnosis of a male factor causing infertility ( e.g. treatment 
of sperm abnormalities including the surgical recovery of sperm). 

• You are a female under age 44 and using own oocytes (eggs). 

• You are a female under age 55 and using donor oocytes (eggs). 

• You have Infertility that is not related to voluntary sterilization. 
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• You are male and have a diagnosis of a male factor causing Infertility (e.g. treatment of 
sperm abnormalities including the surgical recovery of sperm). 

• Not a Child Dependent. 

Any combination of Network Benefits and Non-Network Benefits are limited to $20,000 per 
Covered Person during the entire period of time he or she is enrolled for coverage under the 
Plan. 

Charges for the following apply toward the infertility lifetime maximum: 

• Hospital outpatient facility. 

• Surgeon's and assistant surgeon's fees. 

• Anesthesia. 

• Lab and x-ray. 

• Diagnostic services. 

• Physician's office visits. 

• Consultations. 

• Injections. 

Benefits for Assisted Reproductive Technology (A RT) ;ire limited to one procedure during 
the entire period of time a Covered Person is enrolled under the Policy. 

Kidney Resource Services (KRS) 

The Plan pays Benefits for Comprehensive Kidney Solution (CKS) that covers both chronic 
kidney disease and End Stage Renal Disease (ESRD) provided by Designated Providers 
participating in the Kidney Resource Services (I<RS) program. Designated Provider is 
defined in Section 14, Glossary. 

In order to receive Benefits under this program, I<RS must provide the proper notification 
to the Network provider performing the services. This is true even if you self-refer to a 
Network provider participating in the program. Notification is required: 

• Prior to vascular access placement for dialysis. 

• Prior to any ESRD services. 

You or a covered Dependent may: 

• Be referred to l(RS by the Claims Administrator or Personal Health Support. 

• Call I<RS at 1-866-561-7518. 
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To receive Benefits related to ESRD and chronic kidney disease, you are not required to visit 
a Provider. If you receive services from a facility that is not a Designated Provider, the Plan 
pays Benefits as described under: 

• Physician's Office Services - Sickness and Injury. 

• Physician Fees for Surgical and Medical Services. 

• Scopic Procedures - Outpatient Diagnostic and Therapeutic. 

• Therapeutic Treatments - Outpatient. 

• Hospital - Inpatient Stay. 

• Surgery - Outpatient. 

To receive Benefits under the KRS program, you must contact KRS prior to obtaining 
Covered Health Services. The Plan will only pay Benefits under the KRS program if KRS 
provides the proper notification to the Designated Provider performing the services 
(even if you self-refer to a provider in that Network). 

Lab, X-Ray and Diagnostics - Outpatient 
Services for Sickness and Injury-related diagnostic purposes, received on an outpatient basis 
at a Hospital or Alternate Facility or in a Physician's office include: 

• Lab and radiology /X-ray. 

• Mammography. 

Benefits under this section include: 

• The facility charge and the charge for supplies and equipment. 

• Physician services for radiologists, anesthesiologists and pathologists. 

• Genetic Testing ordered by a Physician which results in available medical treatment 
options following Genetic Counseling. 

• Presumptive Drug Tests and Definitive Drug Tests. 

Any combination of Network Benefits and Non-Network Benefits is limited to 18 
Presumptive Drug Tests per plan year. 

Any combination of Network Benefits and Non-Network Benefits is limited to 18 Definitive 
Drug Tests per plan year. 

Benefits for other Physician services are described in this section under Pl:!]1sician Fees for 
Surgical and Medical Services. Lab, X-ray and diagnostic services for preventive care are 
described under Preventive Care Services in this section. CT scans, PET scans, MRI, MRA, 
nuclear medicine and major diagnostic services are described under Lab, X-Ray and Major 
Diagnostics - CT, PETS cans, MRI, MRA and Nuclear Medicine - Outpatient in this section. 
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Prior Authorization Requirement 
For Non-Network Benefits for sleep studies, stress echocardiography and transthoracic 
echocardiogram, you must obtain prior authorization from the Claims Administrator five 
business days before scheduled services are received. If you fail to obtain prior 
authorization as required, Benefits will be reduced to 50% of ligible xpenses. 

Lab, X-Ray and Major Diagnostics - CT, PET Scans, MRI, MRA and Nuclear Medicine -
Outpatient 

Services for CT scans, PET scans, MRI, MRA, nuclear medicine, and major diagnostic 
services received on an outpatient basis at a Hospital or Alternate Facility or in a Physician's 
office. 

Benefits under this section include: 

• The facility charge and the charge for supplies and equipment. 

• Physician services for radiologists, anesthesiologists and pathologists. 

• Genetic Testing ordered by a Physician which results in available medical treatment 
options following Genetic Counseling. 

Benefits for other Physician services are described in this section under Pl!Jsidan I'eesfar 
Surgical and Medical Services. 

Mental Health Services 

Mental Health Services include those received on an inpatient or outpatient basis in a 
Hospital and an Alternate Facility or in a provider's office. All services must be provided by 
or under the direction of a properly qualified behavioral health provider. 

Benefits include the following levels of care: 

• Inpatient treatment. 

• Residential Treatment. 

• Partial Hospitalization/ Day Treatment. 

• Intensive Outpatient Treatment. 

• Outpatient treatment. 

Services include the following: 

• Diagnostic evaluations, assessment and treatment planning. 

• Treatment and/ or procedures. 

• Medication management and other associated treatments. 
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• Individual, family, and group therapy. 

• Provider-based case management services. 

• Crisis intervention. 

The Mental Health/Substance-Related and Addictive Disorders Administrator provides 
administrative services for all levels of care. 

You are encouraged to contact the Mental Health/Substance-Related and Addictive 
Disorders Administrator for referrals to providers and coordination of care. 

Prior Authorization Requirement 
For Non-Network Benefits for: 
• A scheduled admission for Mental Health Services (including Partial 

Hospitalization/Day Treatment and an admission for services at a Residential 
Treatment facility), you must obtain authorization from the Claims Administrator five 
days before admission. 

• A non-scheduled admission (including Emergency admissions) you must provide 
notification as soon as is reasonably possible. 

In addition, for Non-Network Benefits, you must obtain prior authorization from the 
Claims Administrator before the following services are received: Partial 
Hospitalization/Day Treatment; Intensive Outpatient Treatment programs; outpatient 
electro-convulsive treatment; psychological testing; transcranial magnetic stimulation; 
extended outpatient treatment visits beyond 45 - 50 minutes in duration, with or without 
medication management. 

If you fail to obtain prior authorization from or provide notification as required, Benefits 
will be reduced to 50% of Eligible Expenses. 

Neurobiological Disorders - Autism Spectrum Disorder Services 
The Plan pays Benefits for behavioral services for Autism Spectrum Disorder including 
Intensive Behavioral Therapies such as Applied Behavior Analysis (ABA) that are the 
following: 

• Focused on the treatment of core deficits of Autism Spectrum Disorder. 

• Provided by a Board Certified Applied Behavior Ana!Jst (BCBA) or other qualified provider 
under the appropriate supervision. 

• Focused on treating maladaptive/stereotypic behaviors that are posing danger to self, 
others and property and impairment in daily functioning. 

These Benefits describe only the behavioral component of treatment for Autism Spectrum 
Disorder. Medical treatment of Autism Spectrum Disorder is a Covered Health Service for 
which Benefits are available under the applicable medical Covered Health Services categories 
as described in this section. 
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Benefits include the following levels of care: 

• Inpatient treatment. 

• Residential Treatment. 

• Partial Hospitalization/Day Treatment. 

• Intensive Outpatient Treatment. 

• Outpatient Treatment. 

• Services include the following: 

• Diagnostic evaluations, assessment and treatment planning. 

• Treatment and/ or procedures. 

• Medication management and other associated treatments. 

• Individual, family, and group therapy. 

• Crisis intervention. 

• Provider-based case management services. 

The Mental Health/Substance-Related and Addictive Disorders Administrator provides 
administrative services for all levels of care. 

You are encouraged to contact the Mental Health/Substance-Related and Addictive 
Disorders Administrator for referrals to providers and coordination of care. 

Prior Authorization Requirement 
For Non-Network Benefits for: 
• A scheduled admission for Neurobiological Disorders -Autism Spectrum Disorder 

Services (including Partial Hospitalization/Day Treatment and an admission for 
services at a Residential Treatment facility), you must obtain prior authorization from 
the Claims Administrator five business days before admission. 

• A non-scheduled admission (including Emergency admissions) you must provide 
notification as soon as is reasonably possible. 

In addition, for Non-Network Benefits, you must obtain prior authorization before the 
following services are received: Partial Hospitalization/Day Treatment; Intensive 
Outpatient Treatment programs; psychological testing; extended outpatient treatment 
visits beyond 45 - 50 minutes in duration, with or without medication management; 
Intensive Behavioral Therapy, including Applied Behavior Ana!Jsis (ABA). 

If you fail to obtain prior authorization from or provide notification to the Claims 
Administrator as required, Benefits will be reduced to 50% of Eligible Exp en es. 
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Obesity Surgery 
The Plan covers surgical treatment of obesity provided by or under the direction of a 
Physician provided either of the following is true: 

• You have a minimum Body Mass Index (BMI) of 40. 

• You have a minimum BMI of 35 with complicating co-morbidities (such as sleep apnea 
or diabetes) directly related to, or exacerbated by obesity. 

In addition to meeting the above criteria the following must also be true: 

• The surgery is performed at a Network Hospital by a Network surgeon even if there are 
no Network Hospitals near you. 

Benefits are available for obesity surgery services that meet the definition of a Covered 
Health Service, as defined in Section 14, Glossary and are not Experimental or 
Investigational or Unproven Services. 

Any combination of Network and Non-Network Benefits is limited to $:XX during the 
entire period you are covered under the Plan. 

Prior Authorization Requirement 
For Non Network Benefits, you must obtain prior authorization from the Claims 
Administrator as soon as the possibility of obesity surgery arises. 

It is important that you provide notification regarding your intention to have surgery. 
Your notification will open the opportunity to become enrolled in programs that are 
designed to achieve the best outcomes for you. 

Ostomy Supplies 
Benefits for ostomy supplies are limited to: 

• Pouches, face plates and belts. 

• Irrigation sleeves, bags and ostomy irrigation catheters. 

• Skin barriers. 

Benefits are not available for deodorants, filters, lubricants, tape, appliance cleaners, 
adhesive, adhesive remover, or other items not listed above. 

Pharmaceutical Products - Outpatient 
The Plan pays for Pharmaceutical Products that are administered on an outpatient basis in a 
Hospital, Alternate Facility, Physician's office, or in a Covered Person's home. Examples of 
what would be included under this category are antibiotic injections in the Physician's office 
or inhaled medication in an Urgent Care Center for treatment of an asthma attack. 
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Benefits under this section are provided only for Pharmaceutical Products which, due to 
their characteristics (as determined by UnitedHealthcare), must typically be administered or 
directly supervised by a qualified provider or licensed/ certified health professional. 
Depending on where the Pharmaceutical Product is administered, Benefits will be provided 
for administration of the Pharmaceutical Product under tl1e corresponding Benefit category 
in this SPD. Benefits for medication normally available by prescription or order or refill are 
provided as described under your Outpatient Prescription Drug Plan. Benefits under this 
section do not include medications for the treatment of infertility. 

If you require certain Pharmaceutical Products, including specialty Pharmaceutical Products, 
UnitedHealthcare may direct you to a designated dispensing entity with whom 
UnitedHealthcare has an arrangement to provide those Pharmaceutical Products. Such 
Dispensing Entities may include an outpatient pharmacy, specialty pharmacy, Home Health 
Agency provider, Hospital-affiliated pharmacy or hemophilia treatment center contracted 
pharmacy. 

If you/your provider are directed to a designated dispensing entity and you/your provider 
choose not to obtain your Pharmaceutical Product from a designated dispensing entity, 
Network Benefits are not available for that Pharmaceutical Product. 

Certain Pharmaceutical Products are subject to step therapy requirements. This means that 
in order to receive Benefits for such Pharmaceutical Products, you must use a different 
Pharmaceutical Product and/ or prescription drug product first. You may find out whether a 
particular Pharmaceutical Product is subject to step therapy requirements by contacting 
UnitedHealthcare at www.myuhc.com or by calling the telephone number on your ID card. 

UnitedHealthcare may have certain programs in which you may receive an enhanced or 
reduced Benefit based on your actions such as adherence/ compliance to medication or 
treatment regimens and/ or participation in health management programs. You may access 
information on these programs through the Internet at www.myuhc.com or by calling the 
number on your ID card. 

Physician Fees for Surgical and Medical Services 
The Plan pays Physician fees for surgical procedures and other medical care received from a 
Physician in a Hospital, Skilled Nursing Facility, Inpatient Rehabilitation Facility, Alternate 
Facility or for Physician house calls. 

Physician's Office Services - Sickness and Injury 
Benefits are paid by the Plan for Covered Health Services provided in a Physician's office for 
the diagnosis and treatment of a Sickness or Injury. Benefits are provided under this section 
regardless of whether the Physician's office is freestanding, located in a clinic or located in a 
Hospital. Benefits under this section include allergy injections. 

Covered Health Services include medical education services that are provided in a 
Physician's office by appropriately licensed or registered healthcare professionals when both 
of the following are true: 
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• Education is required for a disease in which patient self-management is an important 
component of treatment. 

• There exists a knowledge deficit regarding the disease which requires the intervention of 
a trained health professional. 

Covered Health Services include genetic counseling. 

Benefits for preventive services are described under Preventive Care Services in this section. 

1Benefits under this section include lab, radiology /X-ray or other diagnostic services 
performed in the Physician's office. Benefits under this section do not include CT scans, 
PET scans, MRI, MRA, nuclear medicine and major diagnostic services. 

Prior Authorization Requirement 
For Non-Network Benefits, you must obtain prior authorization from the Claims 
Administrator as soon as is reasonably possible before Genetic Testing- BRCA is 
performed. If you fail to obtain prior authorization as required, Benefits will be reduced 
to 50% of Eligible Expenses. 

Please Note 
Your Physician does not have a copy of your SPD, and is not responsible for knowing or 
communicating your Benefits. 

Pregnancy- Maternity Services 
Benefits for Pregnancy will be paid at the same level as Benefits for any other condition, 
Sickness or Injury. This includes all maternity-related medical services for prenatal care, 
postnatal care, delivery, and any related complications. 

The Plan will pay Benefits for an Inpatient Stay of at least: 

• 48 hours for the mother and newborn child following a vaginal delivery. 

• 96 hours for the mother and newborn child following a cesarean section delivery. 

These are federally mandated requirements under the Newborns' and Mothers' Health Protection 
Act ef 1996 which apply to this Plan. The Hospital or other provider is not required to get 
authorization for the time periods stated above. Authorizations are required for longer 
lengths of stay. If the mother agrees, the attending Physician may discharge the mother 
and/ or the newborn child earlier than these minimum timeframes. 

Both before and during a Pregnancy, Benefits include the services of a genetic counselor 
when provided or referred by a Physician. These Benefits are available to all Covered 
Persons in the immediate family. Covered Health Services include related tests and 
treatment. 
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It is important that you notify the Claims Administrator regarding your Pregnancy. Your 
notification will open the opportunity to become enrolled in prenatal programs that are 
designed to achieve the best outcomes for you and your baby. 

Prior Authorization Requirement 
For Non-Network Benefits, you must obtain prior authorization from the Claims 
Administrator as soon as reasonably possible if the Inpatient Stay for the mother and/ or 
the newborn will be more than 48 hours for the mother and newborn child following a 
normal vaginal delivery, or more than 96 hours for the mother and newborn child 
following a cesarean section delivery. If you fail to obtain prior authorization as required, 
Benefits will be reduced to 50% of ligible Expenses. 

Healthy moms and babies 
The Plan provides a special prenatal program to help during Pregnancy. Participation is 
volunta1y and free of charge. See Section 7, Clinical Progmms and Resources, for details. 

Preventive Care Services 
The Plan pays Benefits for Prevenlive care services provided on an outpatient basis at a 
Physician's office, an Alternate Pacility or a Hospital. Prevenlive care services encompass 
medical services that have been demonstrated by clinical evidence to be safe and effective in 
either the early detection of disease or in the prevention of disease, have been proven to 
have a beneficial effect on health outcomes and include the following as required under 
applicable law: 

• Evidence-based items or services that have in effect a rating of "A" or 11B11 in the current 
recommendations of the United States Preventive Seroices Task Force. 

• Immunizations that have in effect a recommendation from the Advisory Committee on 
Immunization Practices of the Centers for Disease Control and Prevention. 

• With respect to infants, children and adolescents, evidence-informed preventive care and 
screenings provided for in the comprehensive guidelines supported by the Health 
Resources and Services Administration. 

• With respect to women, such additional preventive care and screenings as provided for 
in comprehensive guidelines supported by the Health Resources and Seroices Administration. 

Preventive care Benefits defined under the Health Resources and Services Adminirtmlion (HRSA) 
requirement include the cost of renting one breast pump per Pregnancy in conjunction with 
childbirth. Breast pumps must be ordered by or provided by a Physician. You can obtain 
additional information on how to access Benefits for breast pumps by going to 
www.myuhc.com or by calling the number on your ID card. Benefits for breast pumps also 
include the cost of purchasing one breast pump per Pregnancy in conjunction with 
childbirth. These Benefits are described under Section 5, Plan Highlights, under Covered Health 
Services. 
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If more than one breast pump can meet your needs, Benefits are available only for the most 
cost effective pump. UnitedHealthcare will determine the following: 

• Which pump is the most cost effective. 

• Whether the pump should be purchased or rented. 

• Duration of a rental. 

• Timing of an acquisition. 

Benefits are only available if breast pumps are obtained from a DME provider or Physician. 

For questions about your preventive care Benefits under this Plan call the number on the 
back of your ID card. 

Prosthetic Devices 

Benefits are paid by the Plan for external prosthetic devices that replace a limb or body part 
limited to: 

• Artificial arms, legs, feet and hands. 

• Artificial face, eyes, ears and noses. 

• Breast prosthesis as required by the Women's Health and Cancer Rights Act ef 1998, Benefits 
include mastectomy bras. Benefits for lymphedema stockings for the arm are provided as 
described under Durable Medical Equipment (DME), Orthotics and Supplies. 

Benefits are provided only for external prosthetic devices and do not include any device that 
is fully implanted into the body. Internal prosthetics are a Covered Health Service for which 
Benefits are available under the applicable medical/ surgical Covered Health Service 
categories in this SPD. 

If more than one prosthetic device can meet your functional needs, Benefits are available 
only for the prosthetic device that meets the minimum specifications for your needs. The 
device must be ordered or provided either by a Physician, or under a Physician's direction. If 
you purchase a prosthetic device that exceeds these minimum specifications, the Plan will 
pay only the amount that it would have paid for the prosthetic that meets the minimum 
specifications, and you may be responsible for paying any difference in cost. 

Benefits are available for repairs and replacement, except as described in Section 8, Exclusions 
and umitations, under Devices, Appliances and Prosthetics. 

Benefits are limited to a single purchase of each type of prosthetic device every three 
calendar years. Once this limit is reached, Benefits continue to be available for items required 
by the Women's Health and Cancer Rights Act ef 1998. 

Note. Prosthetic devices are different from DME - see Durable Medical Equipment (DME) in 
this section. 
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Prior Authorization Requirement 
For Non-Network Benefits, you must obtain prior authorization from the Claims 
Administrator before obtaining prosthetic devices that exceeds $1,000 in cost per device. 
If you fail to obtain prior authorization as required, Benefits will be reduced to 50% of 
Eligible xpenses. 

Reconstructive Procedures 
Reconstructive Procedures are services performed when the primary purpose of the 
procedure is either to treat a medical condition or to improve or restore physiologic function 
for an organ or body part. Reconstructive Procedures include surgery or other procedures 
which are associated with an Injury, Sickness or Congenital Anomaly. The primary result of 
the procedure is not a changed or improved physical appearance. 

Improving or restoring physiologic function means that the organ or body part is made to 
work better. An example of a Reconstructive Procedure is surgery on the inside of the nose 
so that a person's breathing can be improved or restored. 

Benefits for Reconstructive Procedures include breast reconstruction following a 
mastectomy and reconstruction of the non-affected breast to achieve symmetry. 
Replace1nent of an existing breasl implant is covered by the Plan if the initial breast implant 
followed a mastectomy. Other services required by the W7omen's Health and Cancer llights Act of 
1998, including breast prostheses and treatment of complications, are provided in the same 
manner and at the same level as those for any other Covered Health Service. You can 
contact UnitedHealthcare at the number on your ID card for more information about 
Benefits for mastectomy-related services. 

There may be times when the primary purpose of a procedure is to make a body part work 
better. However, in other situations, the purpose of the same procedure is to improve the 
appearance of a body part. Cosmetic procedures are excluded from coverage. Procedures 
that correct an anatomical Congenital Anomaly without improving or restoring physiologic 
function are considered Cosmetic Procedures. A good example is upper eyelid surgery. At 
times, this procedure will be done to improve vision, which is considered a Reconstructive 
Procedures. In other cases, improvement in appearance is the primary intended purpose, 
which is considered a Cosmetic Procedure. This Plan does not provide Benefits for 
Cosmetic Procedures, as defined in Section 14, Glossary. 

The fact that a Covered Person may suffer psychological consequences or socially avoidant 
behavior as a result of an Injury, Sickness or Congenital Anomaly does not classify surgery 
( or other procedures done to relieve such consequences or behavior) as a Reconstructive 
Procedures. 
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Prior Authorization Requirement 
For Non-Network Benefits for you must obtain prior authorization from the Claims 
Administrator five business days before a scheduled reconstructive procedure is 
performed or, for non-scheduled procedures, within one business day or as soon as is 
reasonably possible. If authorization is not obtained from the Claims Administrator as 
required, or notification is not provided, Benefits will be reduced to 50% of Eligible 
E xpenses. 

Rehabilitation Services - Outpatient Therapy and Manipulative Treatment 
The Plan provides short-term outpatient rehabilitation services: 

• Physical therapy. 

• Occupational therapy. 

• Manipulative Treatment. 

• Speech therapy. 

• Post-cochlear implant aural therapy. 

• Cognitive rehabilitation therapy following a post-traumatic brain Injury or cerebral 
vascular accident. 

• Pulmonary rehabilitation. 

• Cardiac rehabilitation. 

For all rehabilitation services, a licensed therapy provider, under the direction of a Physician 
(when required by state law), must perform the services. Benefits under this section include 
rehabilitation services provided in a Physician's office or on an outpatient basis at a Hospital 
or Alternate Facility. Rehabilitative services provided in a Covered Person's home by a 
Home Health Agency are provided as described under Home Health Care. Rehabilitative 
services provided in a Covered Person's home other than by a Home Health Agency are 
provided as described under this section. 

Benefits can be denied or shortened for Covered Persons who are not progressing in goal
directed rehabilitation services or if rehabilitation goals have previously been met. Benefits 
under this section are not available for maintenance/preventive treatment. 

For outpatient rehabilitation services for speech therapy, the Plan will pay Benefits for the 
treatment of disorders of speech, language, voice, communication and auditory processing 
only when the disorder results from Injury, stroke, cancer, Congenital Anomaly, or Autism 
Spectrum Disorder. The Plan will pay Benefits for cognitive rehabilitation therapy only when 
Medically Necessary following a post-traumatic brain Injury or cerebral vascular accident. 

{PAGE} SECTION 6 -ADDITIONAL COVERAGE DETAILS 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT ITWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEAL THCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITIEN PERMISSION OF UNITEDHEALTHCARE IS 
PROHIBITED. 

1119 



SAMPLE MEDICAL CHOICE PLUS PLAN 

Habilitative Services 

For the purpose of this Benefit, "habilitative services" means Medically Necessary skilled 
health care services that help a person keep, learn or improve skills and functioning for daily 
living. Habilitative services are skilled when all of the following are true: 

• The services are part of a prescribed plan of treatment or maintenance program that is 
Medically Necessary to maintain a Covered Person's current condition or to prevent or 
slow further decline. 

• It is ordered by a Physician and provided and administered by a licensed provider. 

• It is not delivered for the purpose of assisting with activities of daily living, including 
dressing, feeding, bathing or transferring from a bed to a chair. 

• It requires clinical training in order to be delivered safely and effectively. 

• It is not Custodial Care. 

The Claims Administrator will determine if Benefits are available by reviewing both the 
skilled nature of the service and the need for Physician-directed medical management. 
Therapies proviJeJ for the purpose of general well-being or conditioning in the absence of a 
disabling condition are not considereJ habilitative services. A service will not be determined 
to be "skilled" simply because there is not an available caregiver. 

Benefits arc provided for habilitative services provided for Cuvere<l Persons with a disabling 
condition when both of the following conditions are met: 

• The treatment is administered by a licensed speech-language pathologist, licensed 
audiologist, licensed occupational therapist, licensed physical therapist or Physician. 

• The initial or continued treatment must be proven and not Experimental or 
Investigational. 

Benefits for habilitative services do not apply to those services that are solely educational in 
nature or otherwise paid under state or federal law for purely educational services. Custodial 
Care, respite care, day care, therapeutic recreation, vocational training and Residential 
Treatment are not habilitative services. A service that does not help the Covered Person to 
meet functional goals in a treatment plan within a prescribed time frame is not a habilitative 
setv1ce. 

The Plan may require that a treatment plan be provided, request medical records, clinical 
notes, or other necessary data to allow the Plan to substantiate that initial or continued 
medical treatment is needed. When the treating provider anticipates that continued treatment 
is or will be required to permit the Covered Person to achieve demonstrable progress, the 
Plan may request a treatment plan consisting of diagnosis, proposed treatment by type, 
frequency, anticipated duration of treatment, the anticipated goals of treatment, and how 
frequently the treatment plan will be updated. 
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Benefits for Durable Medical Equipment and prosthetic devices, when used as a component 
of habilitative services, are described under Durable Medical Eq1.1ipment and Prosthetic Devices. 

Any combination of Network and Non-Network Benefits are limited to: 

• XX visits per calendar year for physical therapy. 

• XX visits per calendar year for occupational therapy. 

• XX visits per calendar year for speech therapy. 

• XX visits per calendar year for pulmonary rehabilitation therapy. 

• XX visits per calendar year for cardiac rehabilitation therapy. 

• XX visits per calendar year for cognitive rehabilitation therapy. 

• XX visits per calendar year for Manipulative Treatment. 

• XX visits per calendar year for post-cochlear implant aural therapy. 

Scopic Procedures - Outpatient Diagnostic and Therapeutic 
The Plan pays for diagnostic and therapeutic scopic procedures .and related services received 
on an outpatient basis at a Hospital or Alternate Facility or in a Physician's office. 

Diagnostic scopic procedures are those for visualization, biopsy and polyp removal. 
Examples of diagnostic scopic procedures include colonoscopy, sigmoidoscopy, and 
diagnostic endoscopy. 

Benefits under this section include: 

• The facility charge and the charge for supplies and equipment. 

• Physician services for radiologists, anesthesiologists and pathologists. 

Benefits for other Physician services are described in this section under Prysician Fees for 
Surgical and Medical S eroices. 

Please note that Benefits under this section do not include surgical scopic procedures, which 
are for the purpose of performing surgery. Benefits for surgical scopic procedures are 
described under Surgery - Outpatient. Examples of surgical scopic procedures include 
arthroscopy, laparoscopy, bronchoscopy, hysteroscopy. 

Benefits that apply to certain preventive screenings are described in this section under 
Preventive Care S eroices. 

Skilled Nursing F acility/lnpatient Rehabilitation Facility Services 

Facility services for an Inpatient Stay in a Skilled Nursing Facility or Inpatient Rehabilitation 
Facility are covered by the Plan. Benefits include: 
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• Supplies and non-Physician services received during the Inpatient Stay. 

• Room and board in a Semi-private Room (a room with two or more beds). 

• Physician services for radiologists, anesthesiologists and pathologists. 

Benefits are available when skilled nursing and/ or Inpatient Rehabilitation Facility services 
are needed on a daily basis. Benefits are also available in a Skilled Nursing Facility or 
Inpatient Rehabilitation Facility for treatment of a Sickness or Injury that would have 
otherwise required an Inpatient Stay in a Hospital. 

Benefits for other Physician services are described in this section under Prysician Fees for 
Surgical and Medical S eroices. 

UnitedHealthcare will determine if Benefits are available by reviewing both the skilled nature 
of the service and the need for Physician-directed medical management. A service will not be 
determined to be "skilled" simply because there is not an available caregiver. 

Benefits are available only if both of the following are true: 

• The initial confinement in a Skilled Nursing Facility or Inpatient Rehabilitation Facility 
was or will be a Cost Effective alternative to an InpaLienl Stay in a Hospital. 

• You will receive skilled care services that are not primarily Custodial Care. 

Skilled care is skilled nursing, skilled teaching, and skilled rehabilitation services when all of 
the following are true: 

• It must be delivered or supervised by licensed technical or professional medical 
personnel in order to obtain the specified medical outcome, and provide for the safety of 
the patient. 

• It is ordered by a Physician. 

• It is not delivered for the purpose of assisting with activities of daily living, including 
dressing, feeding, bathing or transferring from a bed to a chair. 

• It requires clinical training in order to be delivered safely and effectively. 

You are expected to improve to a predictable level of recovery. Benefits can be denied or 
shortened for Covered Persons who are not progressing in goal-directed rehabilitation 
services or if discharge rehabilitation goals have previously been met. 

Note: The Plan does not pay Benefits for Custodial Care or Domiciliary Care, even if 
ordered by a Physician, as defined in Section 14, Glossary. 

Any combination of Network and Non-Network Benefits is limited to XX days per calendar 
year. 
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Prior Authorization Requirement 
For Non-Network Benefits for a scheduled admission, you must obtain prior 
authorization from the Claims Administrator five business days before admission, or as 
soon as is reasonably possible for non-scheduled admissions. If you fail to obtain prior 
authorization from or provide notification as required, Benefits will be reduced to 50% of 
Eligible Expenses. 

Substance-Related and Addictive Disorders Services 
Substance-Related and Addictive Disorders Services include those received on an inpatient 
or outpatient basis in a Hospital, an Alternate Facility, or in a provider's office. All services 
must be provided by or under the direction of a properly qualified behavioral health 
provider. 

Benefits include the following levels of care: 

• Inpatient treatment. 

• Residential Treatment. 

• Partial Hospitalization/Day Treatment. 

• Intensive Outpatient Treatment. 

• Outpatient treatment. 

Services include the following: 

• Diagnostic evaluations, assessment and treatment planning. 

• Treatment and/ or procedures. 

• Medication management and other associated treatments. 

• Individual, family, and group therapy. 

• Crisis intervention. 

• Provider-based case management services. 

The Mental Health/Substance-Related and Addictive Disorders Administrator provides 
administrative services for all levels of care. 

You are encouraged to contact the Mental Health/Substance-Related and Addictive 
Disorders Administrator for referrals to providers and coordination of care. 
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Prior Authorization Requirement 
For Non-Network Benefits for: 
• A scheduled admission for Substance-Related and Addictive Disorders Services 

(including Partial Hospitalization/Day Treatment services at a Residential Treatment 
facility), you must obtain authorization from the Claims Administrator prior to the 
admission. 

• A non-scheduled admission (including Emergency admissions) you must provide 
notification as soon as is reasonably possible. 

In addition, for Non-Network Benefits, you must obtain prior authorization from the 
Claims Administrator before the following services are received. Services requiring prior 
authorization: Partial Hospitalization/Day Treatment; Intensive Outpatient Treatment 
programs; psychological testing; extended outpatient treatment visits beyond 45 - 50 
minutes in duration, with or without medication management. 

If you fail to obtain prior authorization from or provide notification to the Claims 
Administrator as required, Benefits will be reduced to 50% of E ligibl xpenses. 

Surgery - Outpatient 

The Plan pays for surgery and related services received on an outpatient basis at a Hospital 
or Alternate Facility or in a Physician's office. 

Benefits under this section include certain scopic procedures. Examples of surgical scopic 
procedures include arthroscopy, laparoscopy, bronchoscopy and hysteroscopy. 

Benefits under this section include: 

• The facility charge and the charge for supplies and equipment. 

• Physician services for radiologists, anesthesiologists and pathologists. Benefits for other 
Physician services are described in this section under Pf?;s1cian Fees for Surgical and Medical 
Services. 

Prior Authorization Requirement 
For Non-Network Benefits for blepharoplasty, uvulopalatopharyngoplasty, vein 
procedures, sleep apnea surgery, and cochlear implant you must obtain prior 
authorization from the Claims Administrator five business days before scheduled services 
are received or, for non-scheduled services, within one business day or as soon as is 
reasonably possible. If you fail to obtain prior authorization as required, Benefits will be 
reduced to 50% of E ligible xpenses. 

Temporomandibular Joint (TMJ) Services 
The Plan covers services for the evaluation and treatment of temporomandibular joint 
syndrome (TMJ) and associated muscles. 

Diagnosis: Examination, radiographs and applicable imaging studies and consultation. 
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Non-surgical treatment including clinical examinations, oral appliances (orthotic splints), 
arthrocentesis and trigger-point injections. 

Benefits are provided for surgical treatment if the following criteria are met: 

• There is clearly demonstrated radiographic evidence of significant joint abnormality. 

• Non-surgical treatment has failed to adequately resolve the symptoms. 

• Pain or dysfunction is moderate or severe. 

Benefits for surgical services include arthrocentesis, arthroscopy, arthroplasty, arthrotomy, 
open or closed reduction of dislocations. 

Benefits for surgical services also include FDA-approved TMJ prosthetic replacements when 
all other treatment has failed. 

Benefits for an Inpatient Stay in a Hospital and Hospital-based Physician services are 
described in this section under Hospital - Inpatient Stqy and Pl!)lsician Fees for Surgical and Medical 
Services, respectively. 

Therapeutic Treatments - Outpatient 
The Plan pays Benefits for therapeutic treatments received on an outpatient basis at a 
Hospital or Alternate Facility or in a Physician's office, including dialysis (both hemodialysis 
and peritoneal dialysis), intravenous chemotherapy or other intravenous infusion therapy and 
radiation oncology. 

Covered Health Services include medical education services that are provided on an 
outpatient basis at a Hospital or Alternate Facility by appropriately licensed or registered 
healthcare professionals when: 

• Education is required for a disease in which patient self-management is an important 
component of treatment. 

• There exists a knowledge deficit regarding the disease which requires the intervention of 
a trained health professional. 

Benefits under this section include: 

• The facility charge and the charge for related supplies and equipment. 

• Physician services for anesthesiologists, pathologists and radiologists. Benefits for other 
Physician services are described in this section under Pl!)l.ricirm Fees for Surgical and Medical 
Services. 
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Prior Authorization Requirement 
For Non-Network Benefits for the following outpatient therapeutic services you must 
obtain prior authorization from the Claims Administrator five business days before 
scheduled services are received or, for non-scheduled services, within one business day or 
as soon as is reasonably possible. 

Services that require prior authorization: dialysis, IV infusion, radiation oncology, 
intensity modulated radiation therapy and MR-guided focused ultrasound. If you fail to 
obtain prior authorization as required, Benefits will be reduced to 50% of Eligible 

xpenses. 

Transplantation Services 
Organ and tissue transplants including CAR-T cell therapy for malignancies when ordered 
by a Physician. Benefits are available for transplants when the transplant meets the definition 
of a Covered Health Service, and is not an Experimental or Investigational or Unproven 
Service. 

Examples of transplants for which Benefits are available include bone marrow including 
CAR-T cell therapy for malignancies, heart, heart/lung, lung, kidney, kidney /pancreas, liver, 
liver/ small bowel, pancreas, small bowel and cornea. 

Benefits are available to the donor and the recipient when the recipient is covered under this 
Plan. Donor costs that are directly related to organ removal or procurement are Covered 
Health Services for which Benefits are payable through the organ recipient's coverage under 
the Plan. 

The Claims Administrator has specific guidelines regarding Benefits for transplant services. 
Contact the Claims Administrator at the number on your ID card for information about 
these guidelines. 

Transplantation services including evaluation for transplant, organ procurement and donor 
searches and transplantation procedures may be received at a Designated Provider, Network 
facility that is not a Designated Provider or a non-Network facility. 

Benefits are also available for cornea transplants. You are not required to obtain prior 
authorization from the Claims Administrator for a cornea transplant nor is the cornea 
transplant required to be performed at a Designated Provider. 

Note:The services described under Travel and Lodging are Covered Health Services only in 
connection with transplant services received at a Designated Provider. 
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Prior Authorization Requirement 
For Network Benefits you must obtain prior authorization from the qaims 
Administrator as soon as the possibility of a transplant arises (and before the time a pre
transplantation evaluation is performed at a transplant center). If you don't obtain prior 
authorization and if, as a result, the services are not performed at a Designated Provider, 
Network Benefits will not be paid. Non-Network Benefits will apply. 

For Non-Network Benefits you must obtain prior authorization from the Claims 
Administrator as soon as the possibility of a transplant arises (and before the time a pre
transplantation evaluation is performed at a transplant center). If you fail to obtain prior 
authorization as required, Benefits will be reduced to 50% of Eligible Expenses. 

Support in the event of serious illness 
If you or a covered family member has cancer or needs an organ or bone marrow 
transplant, UnitedHealthcare can put you in touch with quality treatment centers around 
the country. 

Urgent Care Center Services 
The Plan provides Benefits for services, including professional services, received at an 
Urgent Care Center, as defined in Section 14, Glossary. When Urgent Care services are 
provided in a Physician's office, the Plan pays Benefits as described under Pf?ysician's Office 
Seroices - Sickness and Ityury. 

Virtual Visits 
Virtual visits for Covered Health Services that include the diagnosis and treatment of low 
acuity medical conditions for Covered Persons, through the use of interactive audio and 
video telecommunication and transmissions, and audio-visual communication technology. 
Virtual visits provide communication of medical information in real-time between the 
patient and a distant Physician or health care specialist, through use of interactive audio and 
video communications equipment outside of a medical facility (for example, from home or 
from work). 

Benefits are available only when services are delivered through a Designated Virtual 
Network Provider. You can find a Designated Virtual Network Provider by going to 
www.myuhc.com or by calling the telephone number on your ID card. 

Please Note: Not all medical conditions can be appropriately treated through virtual visits. 
The Designated Virtual Network Provider will identify any condition for which treatment by 
in-person Physician contact is necessary. 

Benefits under this section do not include email, fax and standard telephone calls, or for 
telehealth/ telemedicine visits that occur within medical facilities ( CMS defined originating 
facilities). 

{PAGE} SECTION 6-ADDITIONAL COVERAGE DETAILS 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT ITWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEALTHCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITEDHEALTHCARE IS 
PROHIBITED. 

1127 



SAMPLE MEDICAL CHOICE PLUS PLAN 

Vision Examinations 
The Plan pays Benefits for one routine vision exam, including refraction, to detect vision 
impairment by a provider in the provider's office every other calendar year. 

Benefits for eye examinations required for the diagnosis and treatment of a Sickness or 
Injury are provided under Pl?Jrsicitm's Office Seroices - Sickness and Il'!}ury. 
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SECTION 7 - CLINICAL PROGRAMS AND RESOURCES 

What this section includes: 
Health and well-being resources available to you, including: 
• Consumer Solutions and Self-Service Tools. 

• Disease and Condition Management Services. 

• Wellness Programs. 

Sample Company believes in giving you tools to help you be an educated health care 
consumer. To that end, Sample Company has made available several convenient educational 
and support services, accessible by phone and the Internet, which can help you to: 

• Take care of yourself and your family members. 

• Manage a chronic health condition. 

• Navigate the complexities of the health care system. 

NOTE· 
Information obtained through the services identified in this section is based on current 
medical literature and on Physician review. It is not intended to replace the advice of a 
doctor. The information is intended to help you make more informed health care 
decisions and take a greater responsibility for your own health. UnitedHealthcare and 
Sample Company are not responsible for the results of your decisions from the use of the 
information, including, but not limited to, your choosing to seek or not to seek 
professional medical care, your choosing of which provider to seek professional medical 
care from or your choosing or not choosing specific treatment. 

Consumer Solutions and Self-Service Tools 

Health Survey 

You are invited to learn more about health and wellness at www.myuhc.com and are 
encouraged to participate in the online health survey. The health survey is an interactive 
questionnaire designed to help you identify your healthy habits as well as potential health 
risks. 

Your health survey is kept confidential. Completing the survey will not impact your Benefits 
or eligibility for Benefits in any way. 

To find the health survey, log in to www.myuhc.com. After logging in, access your 
personalized H ealth & Wellness page. 

NurseLine5
M 

NurseLine5
M is a telephone service that puts you in immediate contact with an experienced 

registered nurse any time, 24 hours a day, seven days a week. Nurses can provide health 
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information to help you make more informed health care decisions. When you call, a 
registered nurse may refer you to any additional resources that Sample Company has 
available that may help you improve your health and well-being or manage a chronic 
condition. Call any time when you want to learn more about: 

• A recent diagnosis. 

• A minor Sickness or Injury. 

• Men's, women's, and children's wellness. 

• How to take Prescription Drug Products safely. 

• Self-care tips and treatment options. 

• Healthy living habits. 

• Any other health related topic. 

NurseLinesM gives you another way to access health information. By calling the same 
number, you can listen to one of the Health Information Library's over 1,100 recorded 
messages, with over half in Spanish. 

NurseLinesM is available to you at no additional cost. To use this service, simply call the 
number on the back of your ID card. 

Note: If you have a medical emergenc.y, call 911 instead of calling NurseLine5M. 

Your child is running a fever and it's 1:00 AM. What do you do? 
Call NurseLine5

M any time, 24 hours a day, seven days a week. You can count on 
NurseLine5

M to help answer your health questions. 

With NurseLine5M, you also have access to nurses online. To use this service, log onto 
www.myuhc.com where you may access the link to initiate an online chat with a registered 
nurse who can help answer your general health questions any time, 24 hours a day, seven 
days a week. You can also request an e-mailed transcript of the conversation to use as a 
reference. 

Note: If you have a medical emergency, call 911 instead oflogging onto www.myuhc.com. 

Decision Support 

In order to help you make informed decisions about your health care, UnitedHealthcare has 
a program called Decision Support. This program targets specific conditions as well as the 
treatments and procedures for those conditions. 

This program offers: 

• Access health care information. 
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• Support by a nurse to help you make more informed decisions in your treatment and 
care. 

• Expectations of treatment. 

• Information on providers and programs. 

Conditions for which this program is available include: 

• Back pain. 

• Knee & hip replacement. 

• Prostate disease. 

• Prostate cancer. 

• Benign uterine conditions. 

• Breast cancer. 

• Coronary disease. 

• Bariatric surgery. 

Participation is completely voluntary and without extra charge. If you think you may be 
eligible to participate or would like additional information regarding the program, please 
contact the number on the back of your ID card. 

UnitedHealth Premium® Prog ram 

To help people make more informed choices about their health care, the UnitedHealth 
Premium® program recognizes Network Physicians who meet standards for quality and cost 
efficiency. UnitedHealthcare uses evidence-based medicine and national industry guidelines 
to evaluate quality. The cost efficiency standards rely on local market benchmarks for the 
efficient use of resources in providing care. 

For details on the UnitedHealth Premium® program including how to locate a UnitedHealth 
Premium Physician, log onto www.myuhc.com or call the number on your ID card. 

www.myuhc.com 

UnitedHealthcare's member website, www.myuhc.com, provides information at your 
fingertips anywhere and anytime you have access to the Internet. www.myuhc.com opens 
the door to a wealth of health information and self-service tools. 

With www.myuhc.com you can: 

• Research a health condition and treatment options to get ready for a discussion with 
your Physician. 

• Search for Network providers available in your Plan through the online provider 
directory. 
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• Access all of the content and wellness topics from NurseLine5
M. 

• Complete a health survey to help you identify health habits you may improve, learn 
about healthy lifestyle techniques and access health improvement resources. 

• Use the treatment cost estimator to obtain an estimate of the costs of various procedures 
111 your area. 

• Use the Hospital comparison tool to compare Hospitals in your area on various patient 
safety and quality measures. 

Registering on www.myuhc.com 
If you have not already registered on www.myuhc.com, simply go to www.myuhc.com 
and click on "Register Now." Have your ID card handy. The enrollment process is quick 
and easy. 

Visit www.myuhc.com and: 

• Make real-time inquiries into the status and history of your claims. 

• View eligibility and Plan Benefit information, including Copays and Annual Deductibles. 

• View and print all of your Explanation of Benefits (EOBs) online. 

• Order a new or replacement ID card or print a temporary ID card. 

Want to learn more about a condition or treatment? 
Log on to www.myuhc.com and research health topics that are of interest to you. Learn 
about a specific condition, what the symptoms are, how it is diagnosed, how common it 
is, and what to ask your Physician. 

Disease and Condition Management Services 

Disease Management Services 

If you have been diagnosed with certain chronic medical conditions you may be eligible to 
participate in a disease management program at no additional cost to you. The heart failure, 
and coronary artery disease, diabetes and asthma programs are designed to support you. This 
means that you will receive free educational information through the mail, and may even be 
called by a registered nurse who is a specialist in your specific medical condition. This nurse 
will be a resource to advise and help you manage your condition. 

These programs offer: 

• Educational materials mailed to your home that provide guidance on managing your 
specific chronic medical condition. This may include information on symptoms, warning 
signs, self-management techniques, recommended exams and medications. 

• Access to educational and self-management resources on a consumer website. 
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• An opportunity for the disease management nurse to work with your Physician to ensure 
that you are receiving the appropriate care. 

• Access to and one-on-one support from a registered nurse who specializes in your 
condition. Examples of support topics include: 

Education about the specific disease and condition. 
Medication management and compliance. 
Reinforcement of on-line behavior modification program goals. 
Preparation and support for upcoming Physician visits. 
Review of psychosocial services and community resources. 
Caregiver status and in-home safety. 
Use of mail-order pharmacy and Network providers. 

Participation is completely voluntary and without extra charge. If you think you may be 
eligible to participate or would like additional information regarding the program, please 
contact the number on the back of your ID card. 

HealtheNote~M 

UnitedHealthcare provides a service called HealtheNotessM. HealtheNotes5M provides you 
and your Physician with information regarding preventive care, testing or medications, 
potential interactions with medications you have been prescribed, and certain treatments. In 
addition, your HealtheNotes5M report may include health tips and other wellness 
information. 

UnitedHealthcare provides this information through a software program that provides 
retrospective, claims-based identification of medical care. Through this process patients are 
identified who may benefit from this information using the established standards of evidence 
based medicine as described in Section 14, Glossary under the definition of Covered Health 
Services. 

If your Physician identifies any concerns after reviewing his or her HealtheNotessM report, 
he or she may contact you if he or she believes it to be appropriate. In addition, you may use 
the information in your report to engage your Physician in discussions regarding your health 
and the information UnitedHealthcare provides. Any decisions regarding your care, though, 
are always between you and your Physician. 

If you have questions or would like additional information about this service, please call the 
number on the back of your ID card. 

Wellness Programs 

Real Appeal Progran1 

UnitedHealthcare provides the Real Appeal program, which represents a practical solution 
for weight related conditions, with the goal of helping people at risk from obesity-related 
diseases and those who want to maintain a healthy lifestyle. This program is designed to 
support individuals over the age of 18. This intensive, multi-component behavioral 
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intervention provides a 52-week virtual approach that includes one-on-one coaching and 
online group participation with supporting video content, delivered by a live virtual coach. 
The experience will be personalized for each individual through an introductory call. 

This program will be individualized and may include, but is not limited to, the following: 

• Online support and self-help tools: Personal one-on-one coaching, group support 
sessions, including integrated telephonic support, and mobile applications. 

• Education and training materials focused on goal setting, problem-solving skills, barriers 
and strategies to maintain changes. 

• Behavioral change guidance and counseling by a specially trained health coach for clinical 
weight loss. 

Participation is completely voluntary and without any additional charge or cost share. There 
are no Copays, Coinsurance, or Deductibles that need to be met when services are received 
as part of the Real Appeal program. If you would like to participate, or if you would like any 
additional information regarding the program, please call Real Appeal at 1-844-344-REAL 
(1-844-344-7325). TTY users can dial 711 or visit www.realappeal.com. 

Matemity Support Program 

If you are pregnant or thinking about becoming pregnant, and you are enrolled in the 
medical Plan, you can get valuable educational information, advice and comprehensive case 
management by calling the number on your ID card. Your enrollment in the program will be 
handled by an OB nurse who is assigned to you. 

This program offers: 

• Enrollment by an OB nurse . 

• Pre-conception health coaching. 

• Written and online educational resources covering a wide range of topics. 

• First and second trimester risk screenings. 

• Identification and management of at- or high-risk conditions that may impact pregnancy. 

• Pre-delivery consultation. 

• Coordination with and referrals to other benefits and programs available under the 
medical plan. 

• A phone call from a nurse approximately two weeks postpartum to provide information 
on postpartum and newborn care, feeding, nutrition, immunizations and more. 

• Post-partum depression screening. 

Participation is completely voluntary and without extra charge. To take full advantage of the 
program, you are encouraged to enroll within the first trimester of Pregnancy. You can 
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enroll any time, up to your 34th week. To enroll, call the number on the back of your ID 
card. 

As a program participant, you can always call your nurse with any questions or concerns you 
might have. 

Tobacco Cessation Program 

The Claims Administrator provides a tobacco cessation program to help tobacco users 
withdraw from nicotine dependence. The Quit For Life® program employs an evidence
based combination of physical, psychological and behavioral strategies to help enable you to 
take responsibility for and overcome your addiction to tobacco use. 

If you are a tobacco user, the Quit For Life® program tailors a quitting plan for you and 

incorporates the following components: 

• Multiple planned phone-based coaching sessions. 

• Unlimited access to Quit Coach® staff for ongoing support for the duration of your 
program via toll-free phone and live chat. 

• Nicotine replacement therapy (patch or gum) sent to you in conjunction with your quit 
date. 

• Unlimited access to a mobile-friendly online web portal, including support tools that 
complement your phone-based coaching. 

• An online Quit Guide designed to complement your phone-based coaching sessions and 
web activity. 

• Tailored motivational emails sent throughout your quitting process. 

• Personalized, interactive text messages. 

If you would like to enroll in Quit For Life®, or if you would like additional information 
regarding the program and also how to access the program online, please call the number on 
the back of your ID card. 

UnitedHealth Personal Rewards@ 

UnitedHealth Personal Rewards® (UPR) is annual program that provides rewards for 
completing applicable health actions. The program may include general health actions, such 
as completing a health survey, and/ or a biometric screening; or, personalized health actions 
such as applicable preventive cancer screenings, and/ or weight management. The health 
actions may also require meeting specific targets, such as Basic Metabolic Index (BMI). The 
program components, applicable rewards and eligibility are defined by the Plan Sponsor. 
The UPR program may change from year to year, depending upon what options the Plan 
Sponsor selects. If you are unable to meet a standard related to a health factor to obtain a 
reward under this program, you might qualify for an opportunity to earn the same reward by 
different means. Contact the number on the back of your ID card and [UnitedHealthcare] 
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will work with you (and, if necessary, your doctor) to find another way for you to earn the 
same reward. 

Getting Started: 
At any time during the program year, go to [{ HYPERLINK "http:/ /www.myuhc.com" 
} ] to register and get started on the incentive program. Once you are registered, you can view 
your incentive program, completed health actions, earned rewards, including Rally® coins, 
and maximum annual incentive. 

Tracking Your Progress: 
To help you keep track of your progress, you can access your personal scorecard online 
and/ or you may receive a scorecard in the mail. Once you have completed the health 
action(s), you will be eligible to receive your incentive. Please consult with the Plan Sponsor 
to see if your organization received mailed scorecards. 
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SECTION 8 - EXCLUSIONS AND LIMITATIONS: WHAT THE MEDICAL PLAN 
WILL NOT COVER 

What this section includes: 
• Services, supplies and treatments that are not Covered Health Services, except as may 

be specifically provided for in Section 6, Additional CoveraJ!..e Details. 

The Plan does not pay Benefits for the following services, treatments or supplies even if they 
are recommended or prescribed by a provider or are the only available treatment for your 
condition. 

When Benefits are limited within any of the Covered Health Services categories described in 
Section 6, Additional Coverage Details, those limits are stated in the corresponding Covered 
Health Service category in Section 5, Plan Highlights. Limits may also apply to some Covered 
Health Services that fall under more than one Covered Health Service category. When this 
occurs, those limits are also stated in Section 5, Plan Highlights. Please review all limits 
carefully, as the Plan will not pay Benefits for any of the services, treatments, items or 
supplies that exceed these benefit limits . 

Please note that in listing services or examples, when the SPD says "this includes," 
or "including but not limited to", it is not UnitedHealthcare's intent to limit the 
description to that specific list. When the Plan does intend to limit a list of services or 
examples, the SPD specifically states that the list "is limited to." 

Alternative Treatments 

{ SEQ Num1 \* ARABIC \r 1 \* MERGEFORMAT }. 

{ SEQ Numt \* ARABIC \n \* MERGEFORMAT }. 

{ SEQ Numt \* ARABIC \n \* MERGEFORMAT }. 

{ SEQ Numt \* ARABIC \n \* MERGEFORMAT }. 

{ SEQ Num1 \ * ARABIC \n \* MERGEFORMAT }. 

Acupressure and acupuncture. 

Aromatherapy. 

Hypnotism. 

Massage therapy. 

Rolfing. 

{ SEQ Num1 \ * ARABIC \ n \ * MERGEFORMAT }. Art therapy, music therapy, 
dance therapy, horseback therapy and other forms of alternative treatment as defined by 
the National Center for Complementary and Inlegrative Health (NCCIH of the National Institutes 
if Health. This exclusion does not apply to Manipulative Treatment and non
manipulative osteopathic care for which Benefits are provided as described in Section 6, 
Additional Coverage Details. 
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Dental 

{ SEQ Num1 \* ARABIC \r 1 \* MERGEFORMAT }. Dental care (which includes 
dental X-rays, supplies and appliances and all associated expenses, including 
hospitalizations and anesthesia). 

This exclusion does not apply to accident-related dental services for which Benefits are 
provided as described under Dental S eroices -Accident Onfy in Section 6, Additional Coverage 
Details. 

This exclusion does not apply to dental care (oral examination, X-rays, extractions and 
non-surgical elimination of oral infection) required for the direct treatment of a medical 
condition for which Benefits are available under the Plan, limited to: 

Transplant preparation. 
Prior to the initiation of immunosuppressive drugs. 
The direct treatment of acute traumatic Injury, cancer or cleft palate. 

Dental care that is required to treat the effects of a medical condition, but that is not 
necessary to directly treat the medical condition, is excluded. Examples include treatment 
of dental caries resulting from dry mouth after radiation treatment or as a result of 
medication. 

EmloJontics, periodontal surgery and restorative treatment are excluded. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. Preventive care, diagnosis, 
treatment of or related to the teeth, jawbones or gums. Examples include: 

Extractions (including wisdom teeth), restoration and replacement of teeth. 
Medical or surgical treatments of dental conditions. 
Services to improve dental clinical outcomes. 

This exclusion does not apply to preventive care for which Benefits are provided under 
the United States Preventive Services Task Force requirement or the Health Resources and Services 
Administration (HRSA) requirement. This exclusion also does not apply to accident
related dental services for which Benefits are provided as described under Dental Services -
Accident Onfy in Section 6, Additional Coverage Details. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
and other implant-related procedures. 

Dental implants, bone grafts, 

This exclusion does not apply to accident-related dental services for which Benefits are 
provided as described under Dental Services -Accident Onfy in Section 6, Additional Coverage 
Details. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. Dental braces (orthodontics). 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Treatment of congenitally 
missing, malpositioned or supernumerary ( extra) teeth, even if part of a Congenital 
Anomaly. 
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Devices, Appliances and Prosthetics 
{ SEQ Num1 \* ARABIC \r 1 \* MERGEFORMAT }. Devices used specifically as 

safety items or to affect performance in sports-related activities. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Orthotic appliances and 
devices that straighten or re-shape a body part, except as described under Durable Medical 
Equipment (DME), Orthotics and Supplies in Section 6, A dditional Coverage Details. 

Examples of excluded orthotic appliances and devices include but are not limited to, 
foot orthotics and some types of braces, including orthotic braces available over-the
counter. This exclusion does not include diabetic footwear which may be covered for a 
Covered Person with diabetic foot disease. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
excluded, even if prescribed by a Physician: 

Blood pressure cuff/ monitor. 
Enuresis alarm. 
Non-wearable external defibrillator. 
Trusses. 
Ultrasonic nebulizers. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
due to misuse, malicious damage or gross neglect. 

Cranial banding. 

The following items are 

Repairs to prosthetic devices 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Replacement of prosthetic 
devices due to misuse, malicious damage or gross neglect or to replace lost or stolen 
items. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Devices and computers to 
assist in communication and speech except for speech aid devices and trachea
esophageal voice devices for which Benefits are provided as described under Durable 
Medical Equipment in Section 6, A dditional Coverage Details. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Oral appliances for snoring. 

Drugs 
The exclusions listed below apply to the medical portion of the Plan only. Prescription Drug 
coverage is excluded under the medical plan because it is a separate benefit. Coverage may 
be available under your separate prescription drug Plan. See 

{ SEQ Num1 \* ARABIC \r 1 \* MERGEFORMAT }. ' Prescription Drug Products 
for outpatient use that are filled by a prescription order or refill. 
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{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. Self-injectable medications. 
This exclusion does not apply to medications which, due to their characteristics, (as 
determined by UnitedHealthcare), must typically be administered or directly supervised 
by a qualified provider or licensed/ certified health professional in an outpatient setting. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. Non-injectable medications 
given in a Physician's office. This exclusion does not apply to non-injectable medications 
that are required in an Emergency and consumed in the Physician's office. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. 
treatments. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. 

Over-the-counter drugs and 

Growth hormone therapy. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. Certain specialty medications 
ordered by a Physician through separate prescription drug plan. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. Certain New Pharmaceutical 
Products and/ or new dosage forms until the date as determined by the Claims 
Administrator or the Claims Administrator's designee, but no later than December 31st 
of the following calendar year. 

This exclusion does not apply if you have a life-threatening Sickness or condition (one 
that is likely to cause death within one year of the request for treatment). If you have a 
life-threatening Sickness or condition, under such circumstances, Benefits may be 
available for the New Pharmaceutical Product to the extent provided for in Section 6, 
Additional Coverage Details. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. A Pharmaceutical Product that 
contains (an) active ingredient(s) available in and therapeutically equivalent (having 
essentially the same efficacy and adverse effect profile) to another covered 
Pharmaceutical Product. Such determinations may be made up to six times during a 
calendar year. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. A Pharmaceutical Product that 
contains (an) active ingredient(s) which is (are) a modified version of and therapeutically 
equivalent (having essentially the same efficacy and adverse effect profile) to another 
covered Pharmaceutical Product. Such determinations may be made up to six times 
during a calendar year. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. Benefits for Pharmaceutical 
Products for the amount dispensed (days' supply or quantity limit) which exceeds the 
supply limit. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. A Pharmaceutical Product 
with an approved biosimilar or a biosimilar and therapeutically equivalent (having 
essentially the same efficacy and adverse effect profile) to another covered 
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Pharmaceutical Product. For the purpose of this exclusion a "biosimilar" is a biological 
Pharmaceutical Product approved based on showing that it is highly similar to a 
reference product (a biological Pharmaceutical Product) and has no clinically meaningful 
differences in terms of safety and effectiveness from the reference product. Such 
determinations may be made up to six times per calendar year. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Certain Pharmaceutical 
Products for which there are therapeutically equivalent (having essentially the same 
efficacy and adverse effect profile) alternatives available, unless otherwise required by law 
or approved by us. Such determinations may be made up to six times during a calendar 
year. 

Experimental or lnvestigational or Unproven Services 
{ SEQ Num1 \* ARABIC \r 1 \* MERGEFORMAT }. Experimental or 

Investigational Services and Unproven Services and all services related to Experimental 
or Investigational and Unproven Services are excluded. The fact that an Experimental or 
Investigational or Unproven Service, treatment, device or pharmacological regimen is the 
only available treatment for a particular condition will not result in Benefits if the 
procedure is considered to be Experimental or Investigational or Unproven in the 
treatment of that particular condition. 

This exclusion does not apply to Covered Health Services provided during a Clinical 
Trial for which Benefits are provided as described under Clinical Trials in Section 6, 
Additional Coverage Details. 

Foot Care 

• Routine foot care. Examples include the cutting or removal of corns and calluses. 

This exclusion does not apply to preventive foot care for Covered Persons with diabetes 
for which Benefits are provided as described under Diabetes Services in Section 6, 
Additional Coverage Details. 

• Nail trimming, cutting, or debriding (removal of dead skin or underlying tissue). 

• Hygienic and preventive maintenance foot care. Examples include: 

Cleaning and soaking the feet. 
Applying skin creams in order to maintain skin tone. 

This exclusion does not apply to preventive foot care for Covered Persons who are at 
risk of neurological or vascular disease arising from diseases such as diabetes. 

• Treatment of flat feet. 

• Treatment of subluxation of the foot. 

• Shoes. 
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• Shoe orthotics. 

• Shoe inserts. 

• Arch supports. 

Gender Dysphoria 
Cosmetic Procedures, including the following: 

• Abdominoplasty. 

• Blepharoplasty. 

• Breast enlargement, including augmentation mammoplasty and breast implants. 

• Body contouring, such as lipoplasty. 

• Brow lift. 

• Calf implants. 

• Cheek, chin, anJ nose implants. 

• Injection of fillers or ncurotoxins. 

• Face lift, forehead lift, or neck tightening. 

• Facial bone remodeling for facial feminizations. 

• Hair removal. 

• Hair transplantation. 

• Lip augmentation. 

• Lip reduction. 

• Liposuction. 

• Mastopexy. 

• Pectoral implants for chest masculinization. 

• Rhinoplasty. 

• Skin resurfacing. 

• Thyroid cartilage reduction; reduction thyroid chondroplasty; trachea shave (removal or 
reduction of the Adam's Apple). 

• Voice modification surgery. 

• Voice lessons and voice therapy. 
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Medical Supplies 

{ SEQ Num1 \ * ARABIC \ r 1 \* MERGEFORMAT }. 
medical supplies. Examples include: 

Compression stockings. 
Ace bandages. 
Gauze and dressings. 
Urinary catheters. 

This exclusion does not apply to: 

SAMPLE MEDICAL CHOICE PLUS PLAN 

Prescribed or non-prescribed 

Disposable supplies necessary for the effective use of Durable Medical Equipment 
for which Benefits are provided as described under Durable Medical Equipment in 
Section 6, A dditional Coverage Details. 
Diabetic supplies for which Benefits are provided as described under Diabetes S enJices 
in Section 6, A dditional Coverage Details. 
Ostomy bags and related supplies for which Benefits are provided as described under 
Ostomy Supplies in Section 6, Additional Coverage Details. 

{ SEQ Num1 \ * ARABIC \n \* MERGEFORMAT }. Tubings and masks except 
when used with Durable Medical Equipment as described under Durable Medical 
Equipment in Section 6, Additional Coverage Details. 

{ SEQ Num1 \ * ARABIC \n \* MERGEFORMAT }. 
kind. 

Medical equipment of any 

This exclusion does not apply to insulin pumps for which Benefits are provided as 
described under Diabetes Seroices in Section 6, A dditional Coverage Details. This exclusion 
does not apply to lymphedema stockings for which Benefits are provided as described 
under Reconslructive Procedures in Section 6, A dditional Coverage Details. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Prescribed or non-prescribed 
publicly available devices, software applications and/ or monitors that can be used for 
non-medical purposes 

Mental Health, Neurobiological Disorders - Autism Spectrum Disorder Services and 
Substance-Related and Addictive Disorders Services 
In addition to all other exclusions listed in this Section 8, Exclusions and Limitations, the 
exclusions listed directly below apply to services described under Mental Health Seroices, 
Neurobiological Disorders -Autism Spectrum Disorder S eroices and/ or Substance-Related and A ddidivo 
Disorders Seroices in Section 6, Additional Coverage Details. 

1. Services performed in connection with conditions not classified in the current edition of 
the International Classification of Diseases section on Mental and Behavioral Disorders or Diagnostic 
and Statistical Manual of the American P,!J!chiatric Association. 
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2. Outside of an initial assessment, services as treatments for a primary diagnosis of 
conditions and problems that may be a focus of clinical attention, but are specifically 
noted not to be mental disorders within the current edition of the Diagnostic and Statistical 
Manual ef the American P9chiatric Association. 

3. Outside of initial assessment, services as treatments for the primary diagnoses of learning 
disabilities, conduct and disruptive impulse control and conduct disorders, gambling 
disorder, and paraphilic disorders. 

4. Services that are solely educational in nature or otherwise paid under state or federal law 
for purely educational purposes. 

5. Tuition for or services that are school-based for children and adolescents required to be 
provided by, or paid for by, the school under the Indi11id11als with Disabilities Education Act. 

6. Outside of initial assessment, unspecified disorders for which the provider is not 
obligated to provide clinical rationale as defined in the current edition of the Diagnostic 
and Stati.rlical Manual ef the American P9chiatric Association. 

7. Transitional Living services. 

Nutrition 
{ SEQ Num1 \* ARABIC \ r 1 \* MERGEFORMAT }. Nutritional or cosmetic 

therapy using high dose or mega quantities of vitamins, minerals or elements, and other 
nutrition based therapy. Examples include supplements, electrolytes and foods of any 
kind (including high protein foods and low carbohydrate foods). 

• { SEQ Num1 \ * ARABIC \n \* MERGEFORMAT }. Individual and group 
nutritional counseling, including non-specific disease nutritional education such as 
general good eating habits, calorie control or dietary preferences. This exclusion does not 
apply to medical education services that are provided as part of treatment for a disease 
by appropriately licensed or registered health care professionals when both of the 
following are true: 

Nutritional education is required for a disease in which patient self-management is an 
important component of treatment. 
There exists a knowledge deficit regarding the disease which requires the 
intervention of a trained health professional. 

• { SEQ Num1 \ * ARABIC \n \ * MERGEFORMAT }. Food of any kind including 
modified food products such as low protein and low carbohydrate; enteral formula 
(including when administered using a pump), infant formula, and donor breast milk. 
Foods that are not covered include: 

Enteral feedings and other nutritional and electrolyte formulas, including infant 
formula and donor breast milk, unless they are the only source of nutrition or unless 
they are specifically created to treat inborn errors of metabolism such as 
phenylketonuria (PKU). Infant formula available over the counter is always excluded. 
Foods to control weight, treat obesity (including liquid diets), lower cholesterol or 
control diabetes. 
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Oral vitamins and minerals. 
Meals you can order from a menu, for an additional charge, during an Inpatient Stay. 
Other dietary and electrolyte supplements. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Health education classes 
unless offered by UnitedHealthcare or its affiliates, including but not limited to asthma, 
smoking cessation, and weight control classes. 

Personal Care, Comfort or Convenience 

{ SEQ Num1 \* ARABIC \r 1 \* MERGEFORMAT }. Television. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Telephone. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Beauty /barber service. 

{ SEQ Num1 \ * ARABIC \n \ * MERGEFORMAT } . Guest service. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Supplies, equipment and 
similar incidentals for personal comfort. Examples include: 

Air conditioners, air purifiers and filters and dehumidifiers. 
Batteries and battery chargers. 
Breast pumps. (This exclusion does not apply to breast pumps for which Benefits are 
provided under the Health Resources and Seroices Administration (I-IRSA) requirement.) 
Car seats. 
Chairs, bath chairs, feeding chairs, toddler chairs, ergonomically correct chairs, chair 
lifts and recliners. 
Exercise equipment and treadmills. 
Hot and cold compresses. 
Hot tubs. 
Humidifiers. 
Jacuzzis. 
Medical alert systems. 
Motorized beds; non-Hospital beds, comfort beds and mattresses. 
Music devices. 
Personal computers. 
Pillows. 
Power-operated vehicles. 
Radios. 
Safety equipment. 
Saunas. 
Stair lifts and stair glides. 
Strollers. 
Treadmills. 
Vehicle modifications such as van lifts. 
Video players. 
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Whirlpools. 

Physical Appearance 

{ SEQ Numl \* ARABIC \r 1 \* MERGEFORMAT }. 
definition in Section 14, Glossary. Examples include: 

Cosmetic Procedures. See the 

Liposuction or removal of fat deposits considered undesirable, including fat 
accumulation under the male breast and nipple. 
Pharmacological regimens, nutritional procedures or treatments. 
Scar or tattoo removal or revision procedures (such as salabrasion, chem.osurgery 
and other such skin abrasion procedures). 
Hair removal or replacement by any means. 
Treatments for skin wrinkles or any treatment to improve the appearance of the skin. 
Treatment for spider veins. 
Skin abrasion procedures performed as a treatment for acne. 
Treatments for hair loss. 
Varicose vein treatment of the lower extremities, when it is considered cosmetic. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. Replacement of an existing 
intact breast implant if the earlier breast implant was performed as a Cosmetic 
Procedure. Note: Replacement of an existing breast implant is considered reconstructive 
if the initial breast implant followed mastectomy. See Reconstructive Procedures in Section 6, 
Additional Coverage Details. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Physical conditioning 
programs such as athletic training, body-building, exercise, fitness, flexibility, health club 
memberships and programs, spa treatments and diversion or general motivation. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. Weight loss programs whether 
or not they are under medical supervision or for medical reasons, even if for morbid 
obesity. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
prosthesis regardless of the reason for the hair loss. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. 
gynecomastia (abnormal breast enlargement in males). 

Procedures and Treatments 

{ SEQ Num1 \* ARABIC \r 1 \* MERGEFORMAT }. 

Wigs and other scalp hair 

Treatment of benign 

Biofeedback. 

{ SEQ Num 1 \ * ARABIC \n \ * MERGEFORMAT } . Medical and surgical treatment 
of snoring, except when provided as a part of treatment for documented obstructive 
sleep apnea. 
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{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Rehabilitation services and 
Manipulative Treatment to improve general physical condition that are provided to 
reduce potential risk factors, where significant therapeutic improvement is not expected, 
including routine, long-term or maintenance/preventive treatment. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
maintenance/preventive treatments. 

Habilitative services for 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Outpatient cognitive 
rehabilitation therapy except as Medically Necessary following traumatic brain Injury or 
cerebral vascular accident. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
stuttering, stammering, or other articulation disorders. 

Speech therapy to treat 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Rehabilitation services for 
speech therapy, except when required for treatment of a speech impediment or speech 
dysfunction that results from Injury, stroke, cancer, Congenital Anomaly or Autism 
Spectrum Disorder as identified under Rehabilitation Services - Outpatient Therapy and 
Manipulative Treatment in Section 6, Additilmal Coverage Details. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Excision or elimination of 
hanging skin on any part of the body. Examples include plastic surgery procedures called 
abdominoplasty and brachioplasty. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Stand-alone multi-disciplinary 
tobacco cessation programs. These are programs that usually include health care 
providers specializing in tobacco cessation and may include a psychologist, social worker 
or other licensed or certified professional. The programs usually include intensive 
psychological support, behavior modification techniques and medications to control 
cravmgs. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
treat heavy metal poisoning. 

Chelation therapy, except to 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Physiological modalities and 
procedures that result in similar or redundant therapeutic effects when performed on the 
same body region during the same visit or office encounter. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
obesity: 

The following treatments for 

Non-surgical treatment of obesity, even if for morbid obesity. 
Surgical treatment of obesity unless there is a diagnosis of morbid obesity as 
described under Obesity Surgery in Section 6, Additional Coverage Details. 
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{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
of excessive sweating (hyperhidrosis). 

Medical and surgical treatment 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. The following services for the 
diagnosis and treatment of temporomanJiLular joint syndrome (TMJ): surface 
electromyography, Doppler analysis, vibration analysis, computerized mandibular scan or 
jaw tracking, craniosacral therapy, orthodontics, occlusal adjustment, and dental 
restorations. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Upper and lower jawbone 
surgery, orthognathic surgery and jaw alignment. This exclusion does not apply to 
reconstructive jaw surgery required for Covered Persons because of a Congenital 
Anomaly, acute traumatic Injury, dislocation, tumors, cancer or obstructive sleep apnea. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
is determined to be a Cosmetic Procedure. 

Breast reduction surgery that 

This exclusion does not apply to breast reduction surgery which the Claims 
Administrator determines is requested to treat a physiologic functional impairment or to 
coverage required by the Women's Health and Cancer Rights Act of 1998 for which Benefits 
are described under Reconstructive Procedures in Section 6, Additional Coverage Details. 

16. Helicobacter pylori (H. pylori) serologic testing. 

Providers 

{ SEQ Num1 \* ARABIC \r 1 \* MERGEFORMAT }. Services performed by a 
provider who is a family member by birth or marriage, including your Spouse, brother, 
sister, parent or child. This includes any service the provider may perform on himself or 
herself. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
provider with your same legal residence. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
by a Christian Science practitioner. 

Services performed by a 

Services ordered or delivered 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Services performed by an 
unlicensed provider or a provider who is operating outside of the scope of his/her 
license. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Services provided at a 
Freestanding Facility or diagnostic Hospital-based Facility without an order written by a 
Physician or other provider. Services which are self-directed to a Freestanding Facility or 
diagnostic Hospital-based Facility. Services ordered by a Physician or other provider who 
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is an employee or representative of a Freestanding Facility or diagnostic Hospital-based 
Facility, when that Physician or other provider: 

Has not been actively involved in your medical care prior to ordering the service. 
Is not actively involved in your medical care after the service is received. 

This exclusion does not apply to mammography. 

Reproduction 

• The following Infertility treatment-related services: 

Cryo-preservation and other forms of preservation of reproductive materials except 
as described under Infertility. 
Long-term storage (greater than one year) of reproductive materials such as sperm, 
eggs, embryos, ovarian tissue and testicular tissue. 
Donor services and non-medical costs of oocyte or sperm donation such as donor 
agency fees. 
Embryo or oocyte accumulation defined as a fresh oocyte retrieval prior to the 
depletion of previously banked frozen embryos or oocytes. 
Natural cycle insemination in the absence of sexual dysfunction or documented 
congenital or acquired cervical disease. 
Ovulation predictor kits. 

• The following services related to Gestational Carrier or Surrogate: 

Fees for the use of a Gestational Carrier or Surrogate. 
Insemination costs of Surrogate or transfer embryo to Gestational Carrier. 
Pregnancy services for a Gestational Carrier or Surrogate who is not a Covered 
Person. 

• Costs of donor eggs and donor sperm. 

• The reversal of voluntary sterilization. 

• In vitro fertilization that is not an Assisted Reproductive Technology for the treatment 
of Infertility. 

• Artificial reproductive treatments done for non-genetic disorder sex selection or eugenic 
(selective breeding) purposes. 

• Infertility treatment with voluntary sterilization currently in place (vasectomy, bilateral 
tubal ligation). 

• Infertility treatment following unsuccessful reversal of voluntary sterilization. 

• Infertility Treatment following the reversal of voluntary sterilization (tubal 
reversal/reanastomosis; vasectomy reversal/vasovasostomy or vasoepididymostomy). 
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Services Provided under Another Plan 
Services for which coverage is available: 

{ SEQ Num1 \* ARABIC \r 1 \* MERGEFORMAT }. Under another plan, except for 
Eligible Expenses payable as described in Section 10, Coordination of Benefits (COB). 

{ SEQ Num1 \ * ARABIC \ n \ * MERGEFORMAT } . Under workers' compensation, 
or similar legislation if you could elect it, or could have it elected for you. 

{ SEQ Num1 \ * ARABIC \ n \* MERGEFORMAT }. Services resulting from 
accidental bodily injuries arising out of a motor vehicle accident to the extent the services 
are payable under a medical expense payment provision of an automobile insurance 
policy. 

{ SEQ Numl \ * ARABIC \ n \ * MERGEFORMAT }. While on active military duty. 

{ SEQ Num1 \ * ARABIC \n \* MERGEFORMAT }. For treatment of military 
service-related disabilities when you are legally entitled to other coverage, and facilities 
are reasonably available to you. 

Transplants 
{ SEQ Num1 \* ARABIC \r 1 \* MERGEFORMAT }. Health services for organ and 

tissue transplants except those described under Transplantation Seroices in Section 6, 
Additional Coverage Details unless UnitedHealthcare determines the transplant to be 
appropriate according to UnitedHealthcare's transplant guidelines. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
involving animal organs. 

Health services for transplants 

{ SEQ Num1 \ * ARABIC \n \* MERGEFORMAT }. Health services connected 
with the removal of an organ or tissue from you for purposes of a transplant to another 
person. (Donor costs that are directly related to organ removal are payable for a 
transplant through the organ recipient's Benefits under the Plan.) 

Travel 

{ SEQ Num1 \*ARABIC \r 1 \ * MERGEFORMA T}. Health services provided in a 
foreign country, unless required as Emergency Health Services. 

{ SEQ Num1 \* ARABIC \ n \ * MERGEFORMAT }. Travel or transportation 
expenses, even if ordered by a Physician, except as identified under Travel and Lodging in 
Section 7, Clinical Progmms and Resources. Additional travel expenses related to Covered 
Health Services received from a Designated Provider may be reimbursed at the Plan's 
discretion. This exclusion does not apply to ambulance transportation for which Benefits 
are provided as described under Ambulance 5 eroices in Section 6, A dclilional Coverage Details. 
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Types of Care 
{ SEQ Numl \* ARABIC \r 1 \* MERGEFORMAT }. Custodial Care or maintenance 

care as defined in Section 14, Glossary or maintenance care. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Domiciliary Care, as defined in 
Section 14, Glossary. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. Multi-disciplinary pain 
management programs provided on an inpatient basis for acute pain or for exacerbation 
of chronic pain. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. Private Duty Nursing. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Respite care. This exclusion 
does not apply to respite care that is part of an integrated hospice care program of 
services provided to a terminally ill person by a licensed hospice care agency for which 
Benefits are provided as described under Hospice Care in Section 6, Additional Coverage 
Details. 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
attendants. 

Rest cures. 

Services of personal care 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. Work hardening 
(individualized treatment programs designed to return a person to work or to prepare a 
person for specific work). 

Vision and Hearing 
{ SEQ Numl \* ARABIC \r 1 \* MERGEFORMAT }. Implantable lenses used only 

to correct a refractive error (such as Intacs corneal implants). 

{ SEQ Numl \* ARABIC \n \* MERGEFORMAT }. 
fitting charges for eyeglasses or contact lenses. 

{ SEQ Numl \ * ARABIC \n \ * MERGEFORMAT } . 
except when either of the following applies: 

Purchase cost and associated 

Bone anchored hearing aids 

For Covered Persons with craniofacial anomalies whose abnormal or absent ear 
canals preclude the use of a wearable hearing aid. 
For Covered Persons with hearing loss of sufficient severity that it would not be 
adequately remedied by a wearable hearing aid. 

The Plan will not pay for more than one bone anchored hearing aid per Covered Person 
who meets the above coverage criteria during the entire period of time the Covered 
Person is enrolled in this Plan. In addition, repairs and/ or replacement for a bone 
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anchored hearing aid for Covered Persons who meet the above coverage are not 
covered, other than for malfunctions. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Eye exercise or vision therapy. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Surgery and other related 
treatment that is intended to correct nearsightedness, farsightedness, presbyopia and 
astigmatism including, but not limited to, procedures such as laser and other refractive 
eye surgery and radial keratotomy. 

All Other Exclusions 

{ SEQ Num1 \* ARABIC \r 1 \* MERGEFORMAT }. 
services and transportation services for a corpse. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 

Missed appointments. 
Room or facility rese1vations. 
Completion of claim forms. 
Record processing. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
anti-kickLack or self-referral statutes. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 

Autopsies and other coroner 

Charges for: 

Charges prohibited by federal 

Diagnostic tests that are: 

Delivered in other than a Physician's office or health care facility. 
Self-administered home diagnostic tests, including but not limited to HIV and 
Pregnancy tests. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. 
and supplies: 

Expenses for health services 

That are received as a result of war or any act of war, whether declared or 
undeclared, while part of any armed service force of any country. This e?'clusion 
does not apply to Covered Persons who are civilians injured or otherwise affected by 
war, any act of war or terrorism in a non-war zone. 
That are received after the date your coverage under this Plan ends, including health 
services for medical conditions which began before the date your coverage under the 
Plan ends. 
For which you have no legal responsibility to pay, or for which a charge would not 
ordinarily be made in the absence of coverage under this Benefit Plan. 
That exceed Eligible Expenses or any specified limitation in this SPD. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT} In the event a Non-Network 
provider waives, does not pursue, or fails to collect the Copayment, Coinsurance, any 
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deductible or other amount owed for a particular health service, no Benefits are provided 
for the health service for which the Copayment, Coinsurance and/ or deductible are 
waived. 

7. Foreign language and sign language interpretation services offered by or required to be 
provided by a Network or non-Network provider. 

{ SEQ Num1 \ * ARABIC \n \* MERGEFORMAT }. Long term (more than 30 
days) storage of blood, umbilical cord or other material. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Health services and supplies 
that do not meet the definition of a Covered Health Service - see the definition in 
Section 14, Glossary. Covered Health Services are those health services including services, 
supplies or Pharmaceutical Products, which the Claims Administrator determines to be 
all of the following: 

Medically Necessary. 
Described as a Covered Health Service in this SPD under Section 6, Additional 
Coverage Details and in Section 5, Plan Highlights. . 
Not otherwise excluded in this SPD under this Section 8, E xclusions and Limitations. 

{ SEQ Num1 \ * ARABIC \n \* MERGEFORMAT }. Health services related to a 
non-Covered Health Service: When a service is not a Covered Health Service, all services 
related to that non-Covered Health Service are also excluded. This exclusion does not 
apply to services the Plan would otherwise determine to be Covered Health Services if 
they are to treat complications that arise from the non-Covered Health Service. 

For the purpose of this exclusion, a "complication" is an unexpected or unanticipated 
condition that is superimposed on an existing disease and that affects or modifies the 
prognosis of the original disease or condition. Examples of a "complication" are 
bleeding or infections, following a Cosmetic Procedure, that require hospitalization. 

{ SEQ Num1 \* ARABIC \n \* MERGEFORMAT }. Physical, psychiatric or 
psychological exams, testing, all forms of vaccinations and immunizations or treatments 
when: 

Required solely for purposes of education, sports or camp, travel, career or 
employment, insurance, marriage or adoption; or as a result of incarceration. 
Conducted for purposes of medical research. This exclusion does not apply to 
Covered Health Services provided during a Clinical Trial for which Benefits are 
provided as described under Clinical Trials in Section 6, Additional Coverage Details. 
Related to judicial or administrative proceedings or orders. 
Required to obtain or maintain a license of any type. 
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SECTION 9 - CLAIMS PROCEDURES 

What this section includes: 
• How Network and non-Network claims work. 

• What to do if your claim is denied, in whole or in part. 

Network Benefits 

In general, if you receive Covered Health Services from a Network provider, 
UnitedHealthcare will pay the Physician or facility directly. If a Network provider bills you 
for any Covered Health Service other than your Copay or Coinsurance, please contact the 
provider or call UnitedHealthcare at the phone number on your ID card for assistance. 

Keep in mind, you are responsible for meeting the Annual Deductible and paying any Copay 
or Coinsurance owed to a Network provider at the time of service, or when you receive a bill 
from the provider. 

Non-Network Benefits 

lf you receive a bill for Covered Health Services from a non-Network provider, you (or the 
provider if they prefer) must send the bill to UnitedHealthcare for processing. To make sure 
the claim is processed promptly and accurately, a completed claim form must be attached 
and mailed to UnitedHealthcare at the address on the back of your ID card. 

If Your Provider Does Not File Your Claim 

You can obtain a claim form by visiting www.myuhc.com, calling the toll-free number on 
your ID card or contacting Human Resources. If you do not have a claim form, simply 
attach a brief letter of explanation to the bill, and verify that the bill contains the information 
listed below. If any of these items are missing from the bill, you can include them in your 
letter: 

• Your name and address. 

• The patient's name, age and relationship to the Participant. 

• The number as shown on your ID card. 

• The name, address and tax identification number of the provider of the service(s). 

• A diagnosis from the Physician. 

• The date of service. 

• An itemized bill from the provider that includes: 

The Cumnt Procedural Terminolo!) (CPT) codes. 
A description of, and the charge for, each service. 
The date the Sickness or Injury began. 
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A statement indicating either that you are, or you are not, enrolled for coverage 
under any other health insurance plan or program. If you are enrolled for other 
coverage you must include the name and address of the other carrier(s). 

Failure to provide all the information listed above may delay any reimbursement that may be 
due you. 

For medical claims, the above information should be filed with UnitedHealthcare at the 
address on your ID card. 

After UnitedHealthcare has processed your claim, you will receive payment for Benefits that 
the Plan allows. It is your responsibility to pay the non-Network provider the charges you 
incurred, including any difference between what you were billed and what the Plan paid. 

Payment of Benefits 

You may not assign your Benefits under the Plan or any cause of action related to your 
Benefits under the Plan to a non-Network provider without UnitedHealthcare's consent. 
When you assign your Benefits under the Plan to a non-Network provider with 
UnitedHealthcare's consent, and the non-Network provider submits a claim for payment, 
you and the non-Network provider represent and warrant that the Covered Health Services 
were actually provided and were medically appropriate. 

When UnitedHealthcare has not consented to an assignment, UnitedHealthcare will send the 
reimbursement directly to you (the Employee) for you to reimburse the non-Network 
provider upon receipt of their bill. However, UnitedHealthcare reserves the right, in its 
discretion, to pay the non-Network provider directly for services rendered to you. When 
exercising its discretion with respect to payment, UnitedHealthcare may consider whether 
you have requested that payment of your Benefits be made directly to the non-Network 
provider. Under no circumstances will UnitedHealthcare pay Benefits to anyone other than 
you or, in its discretion, your provider. Direct payment to a non-Network provider shall not 
be deemed to constitute consent by UnitedHealthcare to an assignment or to waive the 
consent requirement. When UnitedHealthcare in its discretion directs payment to a non
Network provider, you remain the sole beneficiary of the payment, and the non-Network 
provider does not thereby become a beneficiary. Accordingly, legally required notices 
concerning your Benefits will be directed to you, although UnitedHealthcare may in its 
discretion send information concerning the Benefits to the non-Network provider as well. If 
payment to a non-Network provider is made, the Plan reserves the right to offset Benefits to 
be paid to the provider by any amounts that the provider owes the Plan (including amounts 
owed as a result of the assignment of other plans' overpayment recovery rights to the Plan), 
pursuant to Refund of Ove,pqyments in Section 10, Coordination of Benefits. 

Fonn of Payment of Benefits 

Payment of Benefits under the Plan shall be in cash or cash equivalents, or in the form of 
other consideration that UnitedHealthcare in its discretion determines to be adequate. Where 
Benefits are payable directly to a provider, such adequate consideration includes the 
forgiveness in whole or in part of amounts the provider owes to other plans for which 
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UnitedHealthcare makes payments, where the Plan has taken an assignment of the other 
plans' recovery rights for value. 

Health Statements 

Each month in which UnitedHealthcare processes at least one claim for you or a covered 
Dependent, you will receive a Health Statement in the mail. Health Statements make it easy 
for you to manage your family's medical costs by providing claims information in easy-to
understand terms. 

If you would rather track claims for yourself and your covered Dependents onlinc, you may 
do so at www.myuhc.com. You may also elect to discontinue receipt of paper Health 
Statements by making the appropriate selection on this site. 

Explanation of Benefits (EOB) 
You may request that UnitedHealthcare send you a paper copy of an Explanation of 
Benefits (EOB) after processing the claim. The EOB will let you know if there is any portion 
of the claim you need to pay. If any claims are denied in whole or in part, the EOB will 
include the reason for the denial or partial payment. If you would like paper copies of the 
EOBs, you may call the toll-free number on your ID card to request them. You can also 
view and print all of your EOBs online at www.myuhc.com. See Section 14, Glossary, for 
the definition of Explanation of Benefits. 

Important-Timely Filing of Non-Network Claims 
All claim forms for non-Network services must be submitted within 12 months after the 
date of service. Otherwise, the Plan will not pay any Benefits for that Eligible Expense, or 
Benefits will be reduced, as determined by Sample Company. This 12-month requirement 
does not apply if you are legally incapacitated. If your claim relates to an Inpatient Stay, 
the date of service is the date your Inpati nt Stay ends. 

Claim Denials and Appeals 
If Your Claim is Denied 

If a claim for Benefits is denied in part or in whole, you may call UnitedHealthcare at the 
number on your ID card before requesting a formal appeal. If UnitedHealthcare cannot 
resolve the issue to your satisfaction over the phone, you have the right to file a formal 
appeal as described below. 

How to Appeal a Denied Claim 

If you wish to appeal a denied pre-service request for Benefits, post-service claim or a 
rescission of coverage as described below, you or your authorized representative must 
submit your appeal in writing within 180 days of receiving the adverse benefit determination. 
You do not need to submit urgent care appeals in writing. This communication should 
include: 

• The patient's name and ID number as shown on the ID card. 
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• The provider's name. 

• The date of medical service. 

• The reason you disagree with the denial. 

• Any documentation or other written information to support your request. 

You or your authorized representative may send a written request for an appeal to: 

UnitedHealthcare - Appeals 
P.O. Box 30432 
Salt Lake City, Utah 84130-0432 

For urgent care requests for Benefits that have been denied, you or your provider can call 
UnitedHealthcare at the toll-free number on your ID card to request an appeal. 

Types of claims 
The timing of the claims appeal process is based on the type of claim you are appealing. 
If you wish to appeal a claim, it helps to understand whether it is an: 
• Urgent care request for Benefits. 

• Pre-service request for Benefits. 

• Post-service claim. 

• Concurrent claim. 

Review of an Appeal 

UnitedHealthcare will conduct a full and fair review of your appeal. The appeal may be 
reviewed by: 

• An appropriate individual(s) who did not make the initial benefit determination. 

• A health care professional with appropriate expertise who was not consulted during the 
initial benefit determination process. 

Once the review is complete, if UnitedHealthcare upholds the denial, you will receive a 
written explanation of the reasons and facts relating to the denial. 

FiHng a Second Appeal 

Your Plan offers two levels of appeal. If you are not satisfied with the first level appeal 
decision, you have the right to request a second level appeal from Sample Company within 
60 days from receipt of the first level appeal determination. 

Note. Upon written request and free of charge, any Covered Persons may examine their 
claim and/ or appeals file(s). Covered Persons may also submit evidence, opinions and 
comments as part of the internal claims review process. Sample Company will review all 
claims in accordance with the rules established by the U.S. Department ef Labor. Any Covered 
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Person will be automatically provided, free of charge, and sufficiently in advance of the date 
on which the notice of final internal adverse benefit determination is required, with: (i) any 
new or additional evidence considered, relied upon or generated by the Plan in connection 
with the claim; and, (ii) a reasonable opportunity for any Covered Person to respond to such 
new evidence or rationale. 

Federal External Review Program 

If, after exhausting your internal appeals, you are not satisfied with the determination made 
by Sample Company, or if Sample Company fails to respond to your appeal in accordance 
with applicable regulations regarding timing, you may be entitled to request an external 
review of Sample Company's determination. The process is available at no charge to you. 

If one of the above conditions is met, you may request an external review of adverse benefit 
determinations based upon any of the following: 

• Clinical reasons. 

• The exclusions for Experimental or Investigational Service(s) or Unproven Service(s). 

• Rescission of coverage (coverage that was cancelled or discontinued retroactively). 

• As otherwise required by applicable law. 

You or your representative may request a standard external review by sending a written 
request to the address set out in the determination letter. You or your representative may 
request an expedited external review, in urgent situations as detailed below, by calling the 
number on your ID card or by sending a written request to the address set out in the 
determination letter. A request must be made within four months after the date you received 
Sample Company's decision. 

An external review request should include all of the following: 

• A specific request for an external review. 

• The Covered Person's name, address, and insurance ID number. 

• Your designated representative's name and address, when applicable. 

• The service that was denied. 

• Any new, relevant information that was not provided during the internal appeal. 

An external review will be performed by an Independent Review Organization (IRO). 
UnitedHealthcare has entered into agreements with three or more IROs that have agreed to 
perform such reviews. There are two types of external reviews available: 

• A standard external review. 

• An expedited external review. 
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Standard Extemal Review 

A standard external review is comprised of all of the following: 

• A preliminary review by UnitedHealthcare of the request. 

• A referral of the request by UnitedHealthcare to the IRO. 

• A decision by the IRO. 

Within the applicable timeframe after receipt of the request, UnitedHealthcare will complete 
a preliminary review to determine whether the individual for whom the request was 
submitted meets all of the following: 

• Is or was covered under the Plan at the time the health care service or procedure that is 
at issue in the request was provided. 

• Has exhausted the applicable internal appeals process. 

• Has provided all the information and forms required so that UnitedHealthcare may 
process the request. 

After UnitedHealthcare completes the preliminary review, UnitedHealthcare will issue a 
notification in writing to you. If the request is eligible for external review, UnitedHealthcare 
will assign an IRO to conduct such review. UnitedHealthcare will assign requests by either 
rotating claims assignments among the IROs or by using a random selection process. 

The IRO will notify you in writing of the request's eligibility and acceptance for external 
review. You may submit in writing to the IRO within ten business days following the date of 
receipt of the notice additional information that the IRO will consider when conducting the 
external review. The IRO is not required to, but may, accept and consider additional 
information submitted by you after ten business days. 

UnitedHealthcare will provide to the assigned IRO the documents and information 
considered in making Sample Company's determination. The documents include: 

• All relevant medical records. 

• All other documents relied upon by Sample Company. 

• All other information or evidence that you or your Physician submitted. If there is any 
information or evidence you or your Physician wish to submit that was not previously 
provided, you may include this information with your external review request and 
UnitedHealthcare will include it with the documents forwarded to the IRO. 

In reaching a decision, the IRO will review the claim as new and not be bound by any 
decisions or conclusions reached by Sample Company. The IRO will provide written notice 
of its determination (the "Final External Review Decision") within 45 days after it receives 
the request for the external review (unless they request additional time and you agree). The 
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IRO will deliver the notice of Final External Review Decision to you and UnitedHealthcare, 
and it will include the clinical basis for the determination. 

Upon receipt of a Final External Review Decision reversing Sample Company 
determination, the Plan will imrnediately provide coverage or payment for the benefit claim 
at issue in accordance with the terms and conditions of the Plan, and any applicable law 
regarding plan remedies. If the Final External Review Decision is that payment or referral 
will not be made, the Plan will not be obligated to provide Benefits for the health care 
service or procedure. 

Expedited External Review 

An expedited external review is similar to a standard external review. The most significant 
difference between the two is that the time periods for completing certain portions of the 
review process are much shorter, and in some instances you may file an expedited external 
review before completing the internal appeals process. 

You may make a written or verbal request for an expedited external review if you receive 
either of the following: 

• An adverse benefit determination of a claim or appeal if the adverse benefit 
determination involves a medical condition for which the time frame for completion of 
an expedited internal appeal would seriously jeopardize the life or health of the 
individual or would jeopardize the individual's ability to regain maximum function and 
you have filed a request for an expedited internal appeal. 

• A final appeal decision, if the determination involves a medical condition where the 
timeframe for completion of a standard external review would seriously jeopardize the 
life or health of the individual or would jeopardize the individual's ability to regain 
maximum function, or if the final appeal decision concerns an admission, availability of 
care, continued stay, or health care service, procedure or product for which the 
individual received emergency services, but has not been discharged from a facility. 

Immediately upon receipt of the request, UnitedHealthcare will determine whether the 
individual meets both of the following: 

• Is or was covered under the Plan at the time the health care service or procedure that is 
at issue in the request was provided. 

• Has provided all the information and forms required so that UnitedHealthcare may 
process the request. 

After UnitedHealthcare completes the review, UnitedHealthcare will immediately send a 
notice in writing to you. Upon a determination that a request is eligible for expedited 
external review, UnitedHealthcare will assign an IRO in the same manner UnitedHealthcare 
utilizes to assign standard external reviews to IROs. UnitedHealthcare will provide all 
necessary documents and information considered in making the adverse benefit 
determination or final adverse benefit determination to the assigned IRO electronically or by 
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telephone or facsimile or any other available expeditious method. The IRO, to the extent the 
information or documents are available and the IRO considers them appropriate, must 
consider the same type of information and documents considered in a standard external 
review. 

In reaching a decision, the IRO will review the claim as new and not be bound by any 
decisions or conclusions reached by Sample Company. The IRO will provide notice of the 
final external review decision for an expedited external review as expeditiously as the 
claimant's medical condition or circumstances require, but in no event more than 72 hours 
after the IRO receives the request. If the initial notice is not in writing, within 48 hours after 
the date of providing the initial notice, the assigned IRO will provide written confirmation of 
the decision to you and to UnitedHealthcare. 

You may contact UnitedHealthcare at the toll-free number on your ID card for more 
information regarding external review rights, or if making a verbal request for an expedited 
external review. 

Timing of Appeals Determinations 

Separate schedules apply to the timing of claims appeals, depending on the type of claim. 
There are three types of claims: 

• Urgent care request for Benefits - a request for Benefits provided in connection with 
urgent care services. 

• Pre-Service request for Benefits - a request for Benefits which the Plan must approve or 
in which you must notify UnitedHealthcare before non-urgent care is provided. 

• Post-Service - a claim for reimbursement of the cost of non-urgent care that has already 
been provided. 

Please note that the decision is based only on whether or not Benefits are available under the 
Plan for the proposed treatment or procedure. 

You may have the right to external review through an Independent Review Organization (IRO) 
upon the completion of the internal appeal process. Instructions regarding any such rights, 
and how to access those rights, will be provided in the Claims Administrator's decision letter 
to you. 

The tables below describe the time frames which you and UnitedHealthcare are required to 
follow. 

Urgent Care Request for Benefits* 

Type of Request for Benefits or Appeal Timing 

If your request for Benefits is incomplete, UnitedHealthcare 
24 hours 

must notify you within: 

{PAGE} SECTION 9 - CLAIMS PROCEDURES 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT ITWILL ONL V BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEALTHCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITEDHEALTHCARE IS 
PROHIBITED. 

1161 



SAMPLE MEDICAL CHOICE PLUS PLAN 

Urgent Care Request for Benefits 
.. 

Type of Request for Benefits or Appeal Timing 

48 hours after 
You must then provide completed request for Benefits to receiving notice of 
UnitedHealthcare within: additional information 

required 

UnitedHealthcare must notify you of the benefit 
72 hours 

determination within: 

If UnitedHealthcare denies your request for Benefits, you 
180 days after 

receiving the adverse 
must appeal an adverse benefit determination no later than: 

benefit determination 

UnitedHealthcare must notify you of the appeal decision 72 hours after 
within: receiving the appeal 

*You do not need to submit urgent care appeals in writing. You should call UnitedHealthcare as 
soon as possible to appeal an urgent care request for Benefits. 

Pre-Service Request for Benefits 
.. 

Type of Request for Benefits or Appeal Timing 

If your request for Benefits is filed improperly, 
5 days 

UnitedHealthcare must notify you within: 

If your request for Benefits is incomplete, UnitedHealthcare 
15 days 

must notify you within: 

You must then provide completed request for Benefits 
45 days 

information to UnitedHealthcare within: 

UnitedHealthcare must notify you of the benefit determination: 

• if the initial request for Benefits is complete, within: 15 days 

• after receiving the completed request for Benefits (if the 
initial request for Benefits is incomplete), within: 15 days 

You must appeal an adverse benefit determination no later 
180 days after 

than: 
receiving the adverse 
benefit determination 

UnitedHealthcare must notify you of the first level appeal 15 days after receiving 
decision within: the first level appeal 
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Pre-Service Request for Benefits * 

Type of Request for Benefits or Appeal Timing 

You must appeal the first level appeal (file a second level 
60 days after receiving 

appeal) within: 
the first level appeal 

decision 

Sample Company must notify you of the second level appeal 15 days after receiving 
decision within: the second level appeal 

*UnitedHealthcare may require a one-time extension for the initial claim determination, of no 
more than 15 days, only if more time is needed due to circumstances beyond control of the Plan. 

Post-Service Claims 

Type of Claim or Appeal Timing 

If your claim is incomplete, UnitedHealthcare must notify you 
30 days 

within: 

You must then provide completed claim information to 
45 days 

UnitedHealthcare within: 

UnitedHealthcare must notify you of the benefit determination: 

• if the initial claim is complete, within: 30 days 

• after receiving the completed claim (if the initial claim is 
incomplete), within: 30 days 

You must appeal an adverse benefit determination no later 
180 days after 

receiving the adverse 
than: 

benefit determination 

UnitedHealthcare must notify you of the first level appeal 30 days after receiving 
decision within: the first level appeal 

You must appeal the first level appeal (file a second level 
60 days after receiving 

appeal) within: 
the first level appeal 

decision 

Sample Company must notify you of the second level appeal 30 days after receiving 
decision within: the second level appeal 

Concurrent Care Claims 

If an on-going course of treatment was previously approved for a specific period of time or 
number of treatments, and your request to extend the treatment is an urgent care request for 
Benefits as defined above, your request will be decided within 24 hours, provided your 
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request is made at least 24 hours prior to the end of the approved treatment. 
UnitedHealthcare will make a determination on your request for the extended treatment 
within 24 hours from receipt of your request. 

If your request for extended treatment is not made at least 24 hours prior to the end of the 
approved treatment, the request will be treated as an urgent care request for Benefits and 
decided according to the timeframes described above. If an on-going course of treatment 
was previously approved for a specific period of time or number of treatments, and you 
request to extend treatment in a non-urgent circumstance, your request will be considered a 
new request and decided according to post-service or pre-service timeframes, whichever 
applies. 

Limitation of Action 

You cannot bring any legal action against Sample Company or the Claims Administrator to 
recover reimbursement until 90 days after you have properly submitted a request for 
reimbursement as described in this section and all required reviews of your claim have been 
completed. If you want to bring a legal action against Sample Company or the Claims 
Administrator, you must do so within three years from the expiration of the time period in 
which a request for reimbursement must be submitted or you lose any rights to bring such 
an action against Sample Company or the Claims Administrator. 

You cannot bring any legal action against Sample Company or the Claims Administrator for 
any other reason unless you first complete all the steps in the appeal process described in 
this section. After completing that process, if you want to bring a legal action against Sample 
Company or the Claims Administrator you must do so within three years of the date you are 
notified of the final decision on your appeal or you lose any rights to bring such an action 
against Sample Company or the Claims Administrator. 
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SECTION 10 - COORDINATION OF BENEFITS (COB) 

What this section includes: 
• How your Benefits under this Plan coordinate with other medical plans. 

• How coverage is affected if you become eligible for Medicare. 

• Procedures in the event the Plan overpays Benefits. 

Coordination of Benefits (COB) applies to you if you are covered by more than one health 
benefits plan, including any one of the following: 

• Another employer sponsored health benefits plan. 

• A medical component of a group long-term care plan, such as skilled nursing care. 

• No-fault or traditional "fault" type medical payment benefits or personal injury 
protection benefits under an auto insurance policy. 

• Medical payment benefits under any premises liability or other types of liability coverage. 

• Medicare or other governmental health benefit. 

If coverage is provided under two or more plans, COB determines which plan is primary 
and which plan is secondary. The plan considered primary pays its benefits first, without 
regard to the possibility that another plan may cover some expenses. Any remaining 
expenses may be paid under the other plan, which is considered secondary. The secondary 
plan may determine its benefits based on the benefits paid by the primary plan. How much 
this Plan will reimburse you, if anything, will also depend in part on the allowable expense. 
The term, "allowable expense," is further explained below. 

Don't forget to update your Dependents' Medical Coverage Information 
Avoid delays on your Dependent claims by updating your Dependent's medical coverage 
information. Just log on to www.myuhc.com or call the toll-free number on your ID 
card to update your COB information. You will need the name of your Dependent's 
other medical coverage, along with the policy number. 

Determining Which Plan is Primary 
Order of Bene.it Determination Rules 

If you are covered by two or more plans, the benefit payment follows the rules below in this 
order: 

• This Plan will always be secondary to medical payment coverage or personal injury 
protection coverage under any auto liability or no-fault insurance policy. 

• When you have coverage under two or more medical plans and only one has COB 
provisions, the plan without COB provisions will pay benefits first. 

{PAGE} SECTION 10- COORDINATION OF BENEFITS (COB) 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT !TWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEALTHCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITEDHEALTHCARE IS 
PROHIBITED. 

1165 



SAMPLE MEDICAL CHOICE PLUS PLAN 

• A plan that covers a person as an employee pays benefits before a plan that covers the 
person as a dependent. 

• If you are receiving COBRA continuation coverage under another employer plan, this 
Plan will pay Benefits first. 

• Your dependent children will receive primary coverage from the parent whose birth date 
occurs first in a calendar year. If both parents have the same birth date, the plan that 
pays benefits first is the one that has been in effect the longest. This birthday rule applies 
only if: 

The parents are marrie<l or living together whether or not they have ever been 
married and not legally separated. 
A court decree awards joint custody without specifying that one party has the 
responsibility to provide health care coverage. 

• If two or more plans cover a dependent child of divorced or separated parents and if 
there is no court decree stating that one parent is responsible for health care, the child 
will be covered under the plan of: 

The parent with custo<ly of the child; then 
The Spouse of the parent with custody of the child; then 
The parent not having custody of the child; then 
The Spouse of the parent not having custody of the child. 

• Plans for active employees pay before plans covering laid-off or retired employees. 

• The plan that has covered the individual claimant the longest will pay first. 

• Finally, if none of the above rules determines which plan is primary or secondary, the 
allowable expenses shall be shared equally between the plans meeting the definition of 
Plan. In addition, this Plan will not pay more than it would have paid had it been the 
primary Plan. 

The following examples illustrate how the Plan determines which plan pays first and which 
plan pays second. 

Determining Primary and Secondary Plan - Examples 
1) Let's say you and your Spouse both have family medical coverage through your 
respective employers. You are unwell and go to see a Physician. Since you're covered as a 
Participant under this Plan, and as a Dependent under your Spouse's plan, this Plan will 
pay Benefits for the Physician's office visit first. 
2) Again, let's say you and your Spouse both have family medical coverage through your 
respective employers. You take your Dependent child to see a Physician. This Plan will 
look at your birthday and your Spouse's birthday to determine which plan pays first. If 
you were born on June 11 and your Spouse was born on May 30, your Spouse's plan will 
pay first. 
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When This Plan is Secondary 

If this Plan is secondary, it determines the amount it will pay for a Covered Health Service 
by following the steps below. 

• The Plan determines the amount it would have paid based on the allowable expense. 

• If this Plan would have paid the same amount or less than the primary plan paid, this 
Plan pays no Benefits. 

• If this Plan would have paid more than the primary plan paid, the Plan will pay the 
difference. 

You will be responsible for any Copay, Coinsurance or Deductible payments as part of the 
COB payment. The maximum combined payment you can receive from all plans may be less 
than 100% of the allowable expense. 

Determining the Allowable Expense If This Plan is Secondary 

What is an allowable expense? 
For purposes of COB, an allowable expense is a health care expense that is covered at 
least in part by one of the health benefit plans covering you. 

When the provider is a Network provider for both the primary plan and this Plan, the 
allowable expense is the primary plan's network rate. When the provider is a network 
provider for the primary plan and a non-Network provider for this Plan, the allowable 
expense is the primary plan's network rate. When the provider is a non-Network provider 
for the primary plan and a Network provider for this Plan, the allowable expense is the 
reasonable and customary charges allowed by the primary plan. When the provider is a non
Network provider for both the primary plan and this Plan, the allowable expense is the 
greater of the two Plans' reasonable and customary charges. If this plan is secondary to 
Medicare, please also refer to the discussion in the section below, titled "Determining the 
Allowable Expense When This Plan is Secondary to Medicare". 

When a Covered Person Qualifies for Medicare 

Detennining Which Plan is Primary 

As permitted by law, this Plan will pay Benefits second to Medicare when you become 
eligible for Medicare, even if you don't elect it. There are, however, Medicare-eligible 
individuals for whom the Plan pays Benefits first and Medicare pays benefits second: 

• Employees with active current employment status age 65 or older and their Spouses age 
65 or older (however, domestic partners are excluded as provided by Medicare). 

• Individuals with end-stage renal disease, for a limited period of time. 

• Disabled individuals under age 65 with current employment status and their Dependents 
under age 65. 
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Determining the Allowable Expense When This Plan is Secondary to Medicare 

If this Plan is secondary to Medicare, the Medicare approved amount is the allowable 
expense, as long as the provider accepts reimbursement directly from Medicare. If the 
provider accepts reimbursement directly from Medicare, the Medicare approved amount is 
the charge that Medicare has determined that it will recognize and which it reports on an 
"explanation of Medicare benefits" issued by Medicare (the "EOMB") for a given service. 
Medicare typically reimburses such providers a percentage of its approved charge - often 
80%. 

If the provider does not accept assignment of your Medicare benefits, the Medicare limiting 
charge (tl1e most a provider can charge you if they don't accept Medicare - typically 115% of 
the Medicare approved amount) will be the allowable expense. Medicare payments, 
combined with Plan Benefits, will not exceed 100% of the allowable expense. 

If you are eligible for, but not enrolled in, Medicare, and this Plan is secondary to Medicare, 
or if you have enrolled in Medicare but choose to obtain services from a provider that does 
not participate in the Medicare program (as opposed to a provider who does not accept 
assignment of Medicare benefits), Benefits will be paid on a secondary basis under this Plan 
and will be determined as if you timely enrolled in Medicare and obtained services from a 
Medicare participating provider. 

When calculating the Plan's Benefits in iliese situations, and when Medicare does not issue 
an EOMB, for administrative convenience UnitedHealthcare will treat the provider's billed 
charges for covered services as the allowable expense for both the Plan and Medicare, rather 
than the Medicare approved amount or Medicare limiting charge. 

Medicare Crossover Program 
The Plan offers a Medicare Crossover program for Medicare Part A and Part B and Durable 
Medical Equipment (DME) claims. Under this program, you no longer have to file a 
separate claim with the Plan to receive secondary benefits for iliese expenses. Your 
Dependent will also have this automated Crossover, as long as he or she is eligible for 
Medicare and this Plan is your only secondary medical coverage. 

Once the Medicare Part A and Part Band DME carriers have reimbursed your health care 
provider, the Medicare carrier will electronically submit the necessary information to the 
Claims Administrator to process ilie balance of your claim under the provisions of this Plan. 

You can verify iliat the automated crossover took place when your copy of the explanation 
of Medicare benefits (EOMB) states your claim has been forwarded to your secondary 
earner. 

This crossover process does not apply to expenses that Medicare does not cover. You must 
continue to file claims for these expenses. 

For information about enrollment or if you have questions about the program, call the 
telephone number listed on the back of your ID card. 
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Right to Receive and Release Needed Information 
Certain facts about health care coverage and services are needed to apply these COB rules 
and to determine benefits payable under this Plan and other plans. UnitedHealthcare may get 
the facts needed from, or give them to, other organizations or persons for the purpose of 
applying these rules and determining benefits payable under this Plan and other plans 
covering the person claiming benefits. 

UnitedHealthcare does not need to tell, or get the consent of, any person to do this. Each 
person claiming benefits under this Plan must give UnitedHealthcare any facts needed to 
apply those rules and determine benefits payable. If you do not provide UnitedHealthcare 
the information needed to apply these rules and determine the Benefits payable, your claim 
for Benefits will be denied. 

Overpayment and Underpayment of Benefits 
If you are covered under more than one medical plan, there is a possibility that the other 
plan will pay a benefit that the Plan should have paid. If this occurs, the Plan may pay the 
other plan the amount owed. 

If the Plan pays you more than it owes under this COB provision, you should pay the excess 
back promptly. Otherwise, the Company may recover the amount in the form of salary, 
wages, or benefits payable under any Company-sponsored benefit plans, including this Plan. 
The Company also reserves the right to recover any overpayment by legal action or offset 
payments on future Eligible Expenses. 

If the Plan overpays a health care provider, UnitedHealthcare reserves the right to recover 
the excess amount from the provider pursuant to Refund ofOverpqyments, below. 

Refund of Overpayments 

If the Plan pays for Benefits for expenses incurred on account of a Covered Person, that 
Covered Person, or any other person or organization that was paid, must make a refund to 
the Plan if: 

• The Plan's obligation to pay Benefits was contingent on the expenses incurred being 
legally owed and paid by the Covered Person, but all or some of the expenses were not 
paid by the Covered Person or did not legally have to be paid by the Covered Person. 

• All or some of the payment the Plan made exceeded the Benefits under the Plan. 

• All or some of the payment was made in error. 

The amount that must be refunded equals the amount the Plan paid in excess of the amount 
that should have been paid under the Plan. If the refund is due from another person or 
organization, the Covered Person agrees to help the Plan get the refund when requested. 

If the refund is due from the Covered Person and the Covered Person does not promptly 
refund the full amount owed, the Plan may recover the overpayment by reallocating the 
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overpaid amount to pay, in whole or in part, future Benefits for the Covered Person that are 
payable under the Plan. If the refund is due from a person or organization other than the 
Covered Person, the Plan may recover the overpayment by reallocating the overpaid amount 
to pay, in whole or in part, (i) future Benefits that are payable in connection with services 
provided to other Covered Persons under the Plan; or (ii) future Benefits that are payable in 
connection with services provided to persons under other plans for which UnitedHealthcare 
makes payments, pursuant to a transaction in which the Plan's overpayment recovery rights 
are assigned to such other plans in exchange for such plans' remittance of the amount of the 
reallocated payment. The reallocated payment amount will equal the amount of the required 
refund or, if less than the full amount of the required refund, will be deducted from the 
amount of refund owed to the Plan. The Plan may have other rights in addition to the right 
to reallocate overpaid amounts and other enumerated rights, including the right to 
commence a legal action. 
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SECTION 11 - SUBROGATION AND REIMBURSEMENT 

The Plan has a right to subrogation and reimbursement. References to "you" or "your" in 
this Subrogation and Reimbursement section shall include you, your estate and your heirs 
and beneficiaries unless otherwise stated. 

Subrogation applies when the plan has paid Benefits on your behalf for a Sickness or Injury 
for which any third party is allegedly to be responsible. The right to subrogation means that 
the Plan is substituted to and shall succeed to any and all legal claims that you may be 
entitled to pursue against any third party for the Benefits that the Plan has paid that are 
related to the Sickness or Injury for which any third party is considered responsible. 

Subrogation - Example 
Suppose you are injured in a car accident that is not your fault, and you receive Benefits 
under the Plan to treat your injuries. Under subrogation, the Plan has the right to take 
legal action in your name against the driver who caused the accident and that driver's 
insurance carrier to recover the cost of those Benefits. 

The right to reimbursement means that if it is alleged that any third party caused or is 
responsible for a Sickness or Injury for which you receive a settlement, judgment, or other 
recovery from any third party, you must use those proceeds to fully return to the Plan 100% 
of any Benefits you receive for that Sickness or Injury. The right of reimbursement shall 
apply to any Benefits received at any time until the rights are extinguished, resolved or 
waived in writing. 

Reimbursement - Example 
Suppose you are injured in a boating accident that is not your fault, and you receive 
Benefits under the Plan as a result of your injuries. In addition, you receive a settlement in 
a court proceeding from the individual who caused the accident. You must use the 
settlement funds to return to the plan 100% of any Benefits you received to treat your 
miunes. 

The following persons and entities are considered third parties: 

• A person or entity alleged to have caused you to suffer a Sickness, Injury or damages, or 
who is legally responsible for the Sickness, Injury or damages. 

• Any insurer or other indemnifier of any person or entity alleged to have caused or who 
caused the Sickness, Injury or damages. 

• The Plan Sponsor in a workers' compensation case or other matter alleging liability. 

• Any person or entity who is or may be obligated to provide Benefits or payments to you, 
including Benefits or payments for underinsured or uninsured motorist protection, no
fault or traditional auto insurance, medical payment coverage (auto, homeowners or 
otherwise), workers' compensation coverage, other insurance carriers or third party 
administrators. 
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• Any person or entity against whom you may have any claim for professional and/ or legal 
malpractice arising out of or connected to a Sickness or Injury you allege or could have 
alleged were the responsibility of any third party. 

• Any person or entity that is liable for payment to you on any equitable or legal liability 
theory. 

You agree as follows: 

• You will cooperate with the Plan in protecting its legal and equitable rights to 
subrogation and reimbursement in a timely manner, including, but not limited to: 

Notifying the Plan, in writing, of any potential legal claim(s) you may have against 
any third party for acts which caused Benefits to be paid or become payable. 
Providing any relevant information requested by the Plan. 
Signing and/ or delivering such documents as the Plan or its agents reasonably 
request to secure the subrogation and reimbursement claim. 
Responding to requests for information about any accident or injuries. 
Making court appearances. 
Obtaining the Plan's consent or its agents' consent before releasing any party from 
liability or payment of medical expenses. 
Complying with the terms of this section. 

Your failure to cooperate with the Plan is considered a breach of contract. As such, the 
Plan has the right to terminate your Benefits, deny future Benefits, take legal action 
against you, and/ or set off from any future Benefits the value of Benefits the Plan has 
paid relating to any Sickness or Injury alleged to have been caused or caused by any third 
party to the extent not recovered by the Plan due to you or your representative not 
cooperating with the Plan. If the Plan incurs attorneys' fees and costs in order to collect 
third party settlement funds held by you or your representative, the Plan has the right to 
recover those fees and costs from you. You will also be required to pay interest on any 
amounts you hold which should have been returned to the Plan. 

• The Plan has a first priority right to receive payment on any claim against any third party 
before you receive payment from that third party. Further, the Plan's first priority right 
to payment is superior to any and all claims, debts or liens asserted by any medical 
providers, including but not limited to hospitals or emergency treatment facilities, that 
assert a right to payment from funds payable from or recovered from an allegedly 
responsible third party and/ or insurance carrier. 

• The Plan's subrogation and reimbursement rights apply to full and partial settlements, 
judgments, or other recoveries paid or payable to you or your representative, your estate, 
your heirs and beneficiaries, no matter how those proceeds are captioned or 
characterized. Payments include, but are not limited to, economic, non-economic, 
pecuniary, consortium and punitive damages. The Plan is not required to help you to 
pursue your claim for damages or personal injuries and no amount of associated costs, 
including attorneys' fees, shall be deducted from the Plan's recovery without the Plan's 
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express written consent. No so-called "Fund Doctrine" or "Common Fund Doctrine" or 
"Attorney's Fund Doctrine" shall defeat this right. 

• Regardless of whether you have been fully compensated or made whole, the Plan may 
collect from you the proceeds of any full or partial recovery that you or your legal 
representative obtain, whether in the form of a settlement (either before or after any 
determination of liability) or judgment, no matter how those proceeds are captioned or 
characterized. Proceeds from which the Plan may collect include, but are not limited to, 
economic, non-economic, and punitive damages. No "collateral source" rule, any "Made
Whole Doctrine" or "Make-Whole Doctrine," claim of unjust enrichment, nor any other 
equitable limitation shall limit the Plan's subrogation and reimbursement rights. 

• Benefits paid by the Plan may also be considered to be Benefits advanced. 

• If you receive any payment from any party as a result of Sickness or Injury, and the Plan 
alleges some or all of those funds are due and owed to the Plan, you and/ or your 
representative shall hold those funds in trust, either in a separate bank account in your 
name or in your representative's trust account. 

• By participating in and accepting Be11efits from the Plan, you agree that (i) any amounts 
recovered by you from any third party shall constitute Plan assets to the extent of the 
amount of Plan Benefits provided on behalf of the Covered Person, (ii) you and your 
representative shall be fiduciaries of the Plan (within the meaning of ERISA) with 
respect to such amounts, and (iii) you shall be liable for and agree to pay any costs and 
fees (including reasonable attorney fees) incurred by the Plan to enforce its 
reimbursement rights. 

• The Plan's rights to recovery will not be reduced due to your own negligence. 

• By participating in and accepting Benefits from the Plan, you agree to assign to the Plan 
any Benefits, claims or rights of recovery you have under any automobile policy -
including no-fault Benefits, PIP Benefits and/ or medical payment Benefits - other 
coverage or against any third party, to the full extent of the Benefits the Plan has paid for 
the Sickness or Injury. By agreeing to provide this assignment in exchange for 
participating in and accepting Benefits, you acknowledge and recognize the Plan's right 
to assert, pursue and recover on any such claim, whether or not you choose to pursue 
the claim, and you agree to this assignment voluntarily. 

• The Plan may, at its option, take necessary and appropriate action to preserve its rights 
under these provisions, including but not limited to, providing or exchanging medical 
payment information with an insurer, the insurer's legal representative or other third 
party; filing an ERISA reimbursement lawsuit to recover the full amount of medical 
Benefits you receive for the Sickness or Injury out of any settlement, judgment or other 
recovery from any third party considered responsible and filing suit in your name or your 
estate's name, which does not obligate the Plan in any way to pay you part of any 
recovery the Plan might obtain. Any ERISA reimbursement lawsuit stemming from a 
refusal to refund Benefits as required under the terms of the Plan is governed by a six
year statute of limitations. 
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• You may not accept any settlement that does not fully reimburse the Plan, without its 
written approval. 

• The Plan has the authority and discretion to resolve all disputes regarding the 
interpretation of the language stated herein. 

• In the case of your death, giving rise to any wrongful death or survival claim, the 
provisions of this section apply to your estate, the personal representative of your estate, 
and your heirs or beneficiaries. In the case of your death the Plan's right of 
reimbursement and right of subrogation shall apply if a claim can be brought on behalf 
of you or your estate that can include a claim for past medical expenses or damages. The 
obligation to reimburse the Plan is not extinguished by a release of claims or settlement 
agreement of any kind. 

• No allocation of damages, settlement funds or any other recovery, by you, your estate, 
the personal representative of your estate, your heirs, your beneficiaries or any other 
person or party, shall be valid if it does not reimburse the Plan for 100% of its interest 
unless the Plan provides written consent to the allocation. 

• The provisions of this section apply to the parents, guardian, or other representative of a 
Dependent child who incurs a Sickness or Injury caused by any third party. If a parent or 
guardian may bring a claim for damages arising out of a minor's Sickness or Injury, the 
terms of this subrogation and reimbursement clause shall apply to that claim. 

• If a third party causes or is alleged to have caused you to suffer a Sickness or Injury while 
you are covered under this Plan, the provisions of this section continue to apply, even 
after you are no longer covered. 

• In the event that you do not abide by the terms of the Plan pertaining to reimbursement, 
the Plan may terminate Benefits to you, your dependents or the participant, deny future 
Benefits, take legal action against you, and/ or set off from any future Benefits the value 
of Benefits the Plan has paid relating to any Sickness or Injury alleged to have been 
caused or caused by any third party to the extent not recovered by the Plan due to your 
failure to abide by the terms of the Plan. If the Plan incurs attorneys' fees and costs in 
order to collect third party settlement funds held by you or your representative, the Plan 
has the right to recover those fees and costs from you. You will also be required to pay 
interest on any amounts you hold which should have been returned to the Plan. 

• The Plan and all Administrators administering the terms and conditions of the Plan's 
subrogation and reimbursement rights have such powers and duties as are necessary to 
discharge its duties and functions, including the exercise of its discretionary authority to 
(1) construe and enforce the terms of tl1e Plan's subrogation and reimbursement rights 
and (2) make determinations with respect to the subrogation amounts and 
reimbursements owed to the Plan. 
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Right of Recovery 
The Plan also has the right to recover Benefits it has paid on you or your Dependent's behalf 
that were: 

• Made in error. 

• Due to a mistake in fact. 

• Advanced during the time period of meeting the calendar year Deductible. 

• Advanced during the time period of meeting the Out-of-Pocket Maximum for the 
calendar year. 

Benefits paid because you or your Dependent misrepresented facts are also subject to 
recovery. 

If the Plan provides a Benefit for you or your Dependent that exceeds the amount that 
should have been paid, the Plan will: 

• Require that the overpayment be returned when requested. 

• Reduce a future Benefit payment for you or your Dependent by the amount of the 
overpayment. 

If the Plan provides an advancement of Benefits to you or your Dependent during the time 
period of meeting the Deductible and/ or meeting the Out-of-Pocket Maximum for the 
calendar year, the Plan will send you or your Dependent a monthly statement identifying the 
amount you owe with payment instructions. The Plan has the right to recover Benefits it has 
advanced by: 

• Submitting a reminder letter to you or a covered Dependent that details any outstanding 
balance owed to the Plan. 

• Conducting courtesy calls to you or a covered Dependent to discuss any outstanding 
balance owed to the Plan. 

{PAGE} SECTION 11 - SUBROGATION AND REIMBURSEMENT 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT ITWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEALTHCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITE DH EAL THCARE IS 
PROHIBITED. 

1175 



SAMPLE MEDICAL CHOICE PLUS PLAN 

SECTION 12-WHEN COVERAGE ENDS 

What this section includes: 
• Circumstances that cause coverage to end. 

• How to continue coverage after it ends. 

Your entitlement to Benefits automatically ends on the date that coverage ends, even if you 
are hospitalized or are otherwise receiving medical treatment on that date. 

When your coverage ends, Sample Company will still pay claims for Covered Health Services 
that you received before your coverage ended. However, once your coverage ends, Benefits 
are not provided for health services that you receive after coverage ended, even if the 
underlying medical condition occurred before your coverage ended. 

Your coverage under the Plan will end on the earliest of: 

• The last day of the month your employment with the Company ends. 

• The date the Plan ends. 

• The last day of the month you stop making the required contributions. 

• The last day of the month you are no longer eligible. 

• The last day of the month UnitedHealthcare receives written notice from Sample 
Company to end your coverage, or the date requested in the notice, if later. 

• The last day of the month you retire or are pensioned under the Plan, unless specific 
coverage is available for retired or pensioned persons and you are eligible for that 
coverage. 

Coverage for your eligible Dependents will end on the earliest of: 

• The date your coverage ends. 

• The last day of the month you stop making the required contributions. 

• The last day of the month UnitedHealthcare receives written notice from Sample 
Company to end your coverage, or the date requested in the notice, if later. 

• The last day of the month your Dependents no longer qualify as Dependents under this 
Plan. 

Other Events Ending Your Coverage 

The Plan will provide at least thirty days' prior written notice to you that your coverage will 
end on the date identified in the notice if you commit an act, practice, or omission that 
constituted fraud, or an intentional misrepresentation of a material fact including, but not 
limited to, knowingly providing incorrect information relating to another person's eligibility 
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or status as a Dependent. You may appeal this decision during the 30-day notice period. The 
notice will contain information on how to pursue your appeal. 

Note. If UnitedHealthcare and Sample Company find that you have performed an act, 
practice, or omission that constitutes fraud, or have made an intentional misrepresentation 
of material fact, Sample Company has the right to demand that you pay back all Benefits 
Sample Company paid to you; or paid in your name, during the time you were incorrectly 
covered under the Plan. 

Coverage for a Disabled Dependent Child 
Coverage for an unmarried enrolled Dependent child who is disabled will not end just 
because the child has reached a certain age. The Plan will extend the coverage for that child 
beyond the limiting age if both of the following are true regarding the enrolled Dependent 
child: 

• Is not able to be self-supporting because of mental or physical handicap or disability. 

• Depends mainly on you for support. 

Coverage will continue as long as the enrolled Dependent is medically certified as disabled 
and dependent unless coverage is otherwise terminated in accordance with the terms of the 
Plan. 

The Plan will ask you to furnish proof of the medical certification of disability within 31 days 
of the date coverage would otherwise have ended because the child reached a certain age. 
Before the Plan agrees to this extension of coverage for the child, the Plan may require that a 
Physician chosen by the Plan examine the child. The Plan will pay for that examination. 

The Plan may continue to ask you for proof that the child continues to be disabled and 
dependent. Such proof might include medical examinations at the Plan's expense. However, 
the Plan will not ask for this information more than once a year. 

If you do not provide proof of the child's disability and dependency within 31 days of the 
Plan's request as described above, coverage for that child will end. 

Extended Coverage for Total Disability 
If a Covered Person has a Total Disability on the date their coverage under the Plan ends, 
their Benefits will not end automatically. The Plan will temporarily extend coverage, only for 
treatment of the condition causing the Total Disability. Benefits will be paid until the earlier 
of: 

• The Total Disability ends. 

• Three months from the date coverage would have ended. 
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Continuing Coverage Through COBRA 

If you lose your Plan coverage, you may have the right to extend it under the Consolidated 
Omnibus Budget Reconciliation Act of 1985 (COBRA), as defined in Section 14, Glossary. 

Continuation coverage under COBRA is available only to Plans that are subject to the terms 
of COBRA. You can contact your Plan Administrator to determine if Sample Company is 
subject to the provisions of COBRA. 

Continuation Coverage under Federal Law (COBRA) 

Much of the language in this section comes from the federal law that governs continuation 
coverage. You should call your Plan Administrator if you have questions about your right to 
continue coverage. 

In order to be eligible for continuation coverage under federal law, you must meet the 
definition of a "Qualified Beneficiary". A Qualified Beneficiary is any of the following 
persons who were covered under the Plan on the day before a qualifying event: 

• A Participant. 

• A Participant's enrolled Dependent, including with respect to the Participant's children, a 
child born to or placed for adoption with the Participant during a period of continuation 
coverage under federal law. 

• A Participant's former Spouse. 

Qualifying Events for Continuation Coverage under COBRA 

The following table outlines situations in which you may elect to continue coverage under 
COBRA for yourself and your Dependents, and the maximum length of time you can 
receive continued coverage. These situations are considered qualifying events. 

If Coverage Ends Because of You May Elect COBRA: 

the Following Qualifying For Your 
Events: For Yourself For Your Spouse 

Child(ren) 

Your work hours are reduced 18 months 18 months 18 months 

Your employment terminates for 
any reason ( other than gross 18 months 18 months 18 months 
misconduct) 

You or your family member 
become eligible for Social Security 
disability benefits at any time 29 months 29 months 29 months 
within the first 60 days of losing 
coverage l 
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If Coverage Ends Because of You May Elect COBRA: 

the Following Qualifying 
For Your Spouse 

For Your 
Events: For Yourself 

Child(ren) 

You die N/A 36 months 36 months 

You divorce (or legally separate) N/A 36 months 36 months 

Your child is no longer an eligible 
family member ( e.g., reaches the N/A N/ A 36 months 
maximum age limit) 

You become entitled to Medicare N/A See table below 
See table 

below 

Sample Company files for 
36 months 36 months3 36 months3 

bankruptcy under Title 11, United 
States Code.2 

1Subject to the following conditions: (i) notice of the disability must be provided within the latest of 
60 days after a). the determination of the disability, b). the date of the qualifying event, c). the date 
the Qualified Beneficiary would lose coverage under the Plan, and in no event later than the end of 
the first 18 months; (ii) the Qualified Beneficiary must agree to pay any increase in the required 
premium for the additional 11 months over the original 18 months; and (iii) if the Qualified 
Beneficiary entitled to the 11 months of coverage has non-disabled family members who are also 
Qualified Beneficiaries, then those non-disabled Qualified Beneficiaries are also entitled to the 
additional 11 months of continuation coverage. Notice of any final determination that the Qualified 
Beneficiary is no longer disabled must be provided within 30 days of such determination. Thereafter, 
continuation coverage may be terminated on the first day of the month that begins more than 30 
days after the date of that determination. 

2This is a qualifying event for any retired Participant and his or her enrolled Dependents if there is a 
substantial elimination of coverage within one year before or after the date the bankruptcy was filed. 

3From the date of the Participant's death if the Participant dies during the continuation coverage. 

How Your Medicare Eligibility Affects Dependent COBRA Coverage 

The table below outlines how your Dependents' COBRA coverage is impacted if you 
become entitled to Medicare. 

You May Elect 
If Dependent Coverage Ends When: COBRA Dependent 

Coverage For Up To: 

You become entitled to Medicare and don't experience any 
18 months 

additional qualifying events 
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You May Elect 
If Dependent Coverage Ends When: COBRA Dependent 

Coverage For Up To: 

You become entitled to Medicare, after which you experience 
a second qualifying event* before the initial 18-month period 36 months 
expires 

You experience a qualifying event*, after which you become 
entitled to Medicare before the initial 18-month period 
expires; and, if absent this initial qualifying event, your 36 months 
Medicare entitlement would have resulted in loss of 
Dependent coverage under the Plan 

* Your work hours are reduced or your employment is terminated for reasons other than gross 
misconduct. 

Getting Started 

You will be notified by mail if you become eligible for COBRA coverage as a result of a 
reduction in work hours or termination of employment. The notification will give you 
instructions for electing COBRA coverage, and advise you of the monthly cost. Your 
monthly cost is the full cost, including both Participant and Employer costs, plus a 2% 
administrative fee or other cost as pennitted by law. 

You will have up to 60 days from the date you receive notification or 60 days from the date 
your coverage ends to elect COBRA coverage, whichever is later. You will then have an 
additional 45 days to pay the cost of your COBRA coverage, retroactive to the date your 
Plan coverage ended. 

During the 60-day election period, the Plan will, only in response to a request from a 
provider, inform that provider of your right to elect COBRA coverage, retroactive to the 
date your COBRA eligibility began. 

While you are a participant in the medical Plan under COBRA, you have the right to change 
your coverage election: 

• During Open Enrollment. 

• Following a change in family status, as described under Changing Your Coverage in Section 
2, Introduction. 

Notification Requirements 

If your covered Dependents lose coverage due to divorce, legal separation, or loss of 
Dependent status, you or your Dependents must notify the Plan Administrator within 60 
days of the latest of: 
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• The date of the divorce, legal separation or an enrolled Dependent's loss of eligibility as 
an enrolled Dependent. 

• The date your enrolled Dependent would lose coverage under the Plan. 

• The date on which you or your enrolled Dependent are informed of your obligation to 
provide notice and the procedures for providing such notice. 

You or your Dependents must also notify the Plan Administrator when a qualifying event 
occurs that will extend continuation coverage. 

If you or your Dependents fail to notify the Plan Administrator of these events within the 60 
day period, the Plan Administrator is not obligated to provide continued coverage to the 
affected Qualified Beneficiary. If you are continuing coverage under federal law, you must 
notify the Plan Administrator within 60 days of the birth or adoption of a child. 

Once you have notified the Plan Administrator, you will then be notified by mail of your 
election rights under COBRA. 

Notification Requirements for Disability Detennination 

If you extend your COBRA coverage beyond 18 months because you are eligible for 
disability benefits from Social Security, you must provide Human Resources with notice of 
the Social Security Administration's determination within 60 days after you receive that 
determination, and before the end of your initial 18-month continuation period. 

The notice requirements will be satisfied by providing written notice to the Plap 
Administrator at the address stated in Section 15, Important Administrative Infarmation: BRISA. 
The contents of the notice must be such that the Plan Administrator is able to determine the 
covered Employee and qualified beneficiary(ies), the qualifying event or disability, and the 
date on which the qualifying event occurred. 

Trade Act of 2002 

The Trade Act of 2002 amended COBRA to provide for a special second 60-day COBRA 
election period for certain Participants who have experienced a termination or reduction of 
hours and who lose group health plan coverage as a result. The special second COBRA 
election period is available only to a very limited group of individuals: generally, those who 
are receiving trade adjustment assistance (TAA) or 'alternative trade adjustment assistance' 
under a federal law called the Trade Act of 197 4. These Participants are entitled to a second 
opportunity to elect COBRA coverage for themselves and certain family members (if they 
did not already elect COBRA coverage), but only within a limited period of 60 days from the 
first day of the month when an individual begins receiving TAA (or would be eligible to 
receive TAA but for the requirement that unemployment benefits be exhausted) and only 
during the six months immediately after their group health plan coverage ended. 

If a Participant qualifies or may qualify for assistance under the Trade Act of 1974, he or she 
should contact the Plan Administrator for additional information. The Participant must 
contact the Plan Administrator promptly after qualifying for assistance under the Trade Act 
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of 197 4 or the Participant will lose his or her special COBRA rights. COBRA coverage 
elected during the special second election period is not retroactive to the date that Plan 
coverage was lost, but begins on the first day of the special second election period. 

When COBRA Ends 

COBRA coverage will end before the maximum continuation period, on the earliest of the 
following dates: 

• The date, after electing continuation coverage, that coverage is first obtained under any 
other group health plan. 

• The date, after electing continuation coverage, that you or your covered Dependent first 
becomes entitled to Medicare. 

• The date coverage ends for failure to make the first required premium payment 
(premium is not paid within 45 days). 

• The date coverage ends for failure to make any other monthly premium payment 
(premium is not paid within 30 days of its due date). 

• The date the entire Plan ends. 

• The date coverage would otherwise terminate under the Plan as described in the 
beginning of this section. 

Note. If you selected continuation coverage under a prior plan which was then replaced by 
coverage under this Plan, continuation coverage will end as scheduled under the prior plan 
or in accordance with the terminating events listed in this section, whichever is earlier. 

Uniformed Services Employment and Reemployment Rights Act 
A Participant who is absent from employment for more than 30 days by reason of service in 
the Uniformed Services may elect to continue Plan coverage for the Participant and the 
Participant's Dependents in accordance with the Uniformed Services Employment and 
Reemployment Rights Act of 1994, as amended (USERRA). 

The terms "Uniformed Services" or "Military Service" mean the Armed Forces, the Army 
National Guard and the Air National Guard when engaged in active duty for training, 
inactive duty training, or full-time National Guard duty, the commissioned corps of the 
Public Health Service, and any other category of persons designated by the President in time 
of war or national emergency. 

If qualified to continue coverage pursuant to the USERRA, Participants may elect to 
continue coverage under the Plan by notifying the Plan Administrator in advance, and 
providing payment of any required contribution for the health coverage. This may include 
the amount the Plan Administrator normally pays on a Participant's behalf. If a Participant's 
Military Service is for a period of time less than 31 days, the Participant may not be required 
to pay more than the regular contribution amount, if any, for continuation of health 
coverage. 
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A Participant may continue Plan coverage under USERRA for up to the lesser of: 

• The 24 month period beginning on the date of the Participant's absence from work. 

• The day after the date on which the Participant fails to apply for, or return to, a position 
of employment. 

Regardless of whether a Participant continues health coverage, if the Participant returns to a 
position of employment, the Participant's health coverage and that of the Participant's 
eligible Dependents will be reinstated under the Plan. No exclusions or waiting period may 
be imposed on a Participant or the Participant's eligible Dependents in connection with this 
reinstatement, unless a Sickness or Injury is determined by the Secretary of Veterans Affairs 
to have been incurred in, or aggravated during, the performance of military service. 

You should call the Plan Administrator if you have questions about your rights to continue 
health coverage under USERRA. 
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SECTION 13 - OTHER IMPORTANT INFORMATION 

What this section includes: 
• Court-ordered Benefits for Dependent children. 

• Your relationship with UnitedHealthcare and Sample Company. 

• Relationships with providers. 

• Interpretation of Benefits. 

• Information and records. ' 

• Incentives to providers and you. 

• The future of the Plan. 

• How to access the official Plan documents. 

Qualified Medical Child Support Orders (QMCSOs) 
A qualified medical child support order (QMCSO) is a judgmenl, decree or on.let issued by a 
court or appropriate state agency that requires a child to be covered for medical benefits. 
Generally, a QMCSO is issued as part of a paternity, divorce, or other child support 
settlement. 

If the Plan receives a medical child support order for your child that instructs the Plan to 
cover the child, the Plan Administrator will review it to determine if it meets the 
requirements for a QMCSO. If it determines that it does, your child will be enrolled in the 
Plan as your Dependent, and the Plan will be required to pay Benefits as directed by the 
order. 

You may obtain, without charge, a copy of the procedures governing QMCSOs from the 
Plan Administrator. 

Note: A National Medical Support Notice will be recognized as a QMCSO if it meets the 
requirements of a QMCSO. 

Your Relationship with UnitedHealthcare and Sample Company 
In order to make choices about your health care coverage and treatment, Sample Company 
believes that it is important for you to understand how UnitedHealthcare interacts with the 
Plan Sponsor's benefit Plan and how it may affect you. UnitedHealthcare helps administer 
the Plan Sponsor's benefit plan in which you are enrolled. UnitedHealthcare does not 
provide medical services or make treatment decisions . This means: 

• UnitedHealthcare communicates to you decisions about whether the Plan will cover or 
pay for the health care that you may receive. The Plan pays for Covered Health Services, 
which are more fully described in this SPD. 
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• The Plan may not pay for all treatments you or your Physician may believe are necessary. 
If the Plan does not pay, you will be responsible for the cost. 

Sample Company and UnitedHealthcare may use individually identifiable information about 
you to identify for you (and you alone) procedures, products or services that you may find 
valuable. Sample Company and UnitedHealthcare will use individually identifiable 
information about you as permitted or required by law, including in operations and in 
research. Sample Company and UnitedHealthcare will use de-identified data for commercial 
purposes including research. 

Relationship with Providers 
The relationships between Sample Company, UnitedHealthcare and Network providers are 
solely contractual relationships between independent contractors. Network providers are not 
Sample Company's agents or employees, nor are they agents or employees of 
UnitedHealthcare. Sample Company and any of its employees are not agents or employees 
of Network providers, nor are UnitedHealthcare and any of its employees agents or 
employees of Network providers. 

Sample Company and UnitedHealthcare do not provide health care services or supplies, nor 
do they practice medicine. Instead, Sample Company and UnitedHealthcare arrange for 
health care providers to participate in a Network and administer payment of Benefits. 
Network providers are independent practitioners who run their own offices and facilities. 
UnitedHealthcare's credentialing process confirms public information about the providers' 
licenses and other credentials, but does not assure the quality of the services provided. They 
are not Sample Company's employees nor are they employees of UnitedHealthcare. Sample 
Company and UnitedHealthcare do not have any other relationship with Network providers 
such as principal-agent or joint venture. Sample Company and UnitedHealthcare are not 
liable for any act or omission of any provider. 

UnitedHealthcare is not considered to be an employer of the Plan Administrator for any 
purpose with respect to the administration or provision of benefits under this Plan. 

Sample Company is solely responsible for: 

• Enrollment and classification changes (including classification changes resulting in your 
enrollment or the termination of your coverage). 

• The timely payment of the service fee to UnitedHealthcare. 

• The funding of Benefits on a timely basis. 

• Notifying you of the termination or modifications to the Plan. 
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Your Relationship with Providers 
The relationship between you and any provider is that of provider and patient. 

• You are responsible for choosing your own provider. 

• You are responsible for paying, directly to your provider, any amount identified as a 
member responsibility, including Copayments, Coinsurance, any deductible and any 
amount that exceeds Eligible Expenses. 

• You are responsible for paying, directly to your provider, the cost of any non-Covered 
Health Service. 

• You must decide if any provider treating you is right for you. This includes Network 
providers you choose and providers to whom you have been referred. 

• Must decide with your provider what care you should receive. 

• Your provider is solely responsible for the quality of the services provided to you. 

The relationship between you and Sample Company is that of employer and employee, 
Dependent or other classification as defined in tl1e SPD. 

Interpretation of Benefits 
Sample Company and UnitedHealthcare have the sole and exclusive discretion to: 

• Interpret Benefits under the Plan. 

• Interpret the other terms, conditions, limitations and exclusions of the Plan, including 
this SPD and any Summaiy of Material Modifications and/ or Amendments. 

• Make factual determinations related to the Plan and its Benefits. 

Sample Company and UnitedHealthcare may delegate this discretionaiy authority to other 
persons or entities that provide services in regard to the administration of the Plan. 

In certain circumstances, for purposes of overall cost savings or efficiency, Sample Company 
may, in its discretion, offer Benefits for services that would otherwise not be Covered Health 
Services. The fact that Sample Company does so in any particular case shall not in any way 
be deemed to require Sample Company to do so in other similar cases. 

Review and Determine Benefits in Accordance with UnitedHealthcare 
Reimbursement Policies 

UnitedHealthcare develops its reimbursement policy guidelines, in its sole discretion, in 
accordance with one or more of the following methodologies: 
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• As indicated in the most recent edition of the Current Procedural Terminology (CPT), a 
publication of the American Medical Association, and/ or the Centers for Medicare and 
Medicaid Services (CMS). 

• As reported by generally recognized professionals or publications. 
• As used for Medicare. 
• As determined by medical staff and outside medical consultants pursuant to other 

appropriate sources or determinations that UnitedHealthcare accepts. 

Following evaluation and validation of certain provider billings (e.g., error, abuse and fraud 
reviews), UnitedHealthcare's reimbursement policies are applied to provider billings. 
UnitedHealthcare shares its reimbursement policies with Physicians and other providers in 
UnitedHealthcare's Network through UnitedHealthcare's provider website. Network 
Physicians and providers may not bill you for the difference between their contract rate (as 
may be modified by UnitedHealthcare's reimbursement policies) and the billed charge. 
However, non-Network providers are not subject to this prohibition, and may bill you for 
any amounts the Plan does not pay, including amounts that are denied because one of 
UnitedHealthcare's reimbursement policies does not reimburse (in whole or in part) for the 
service billed. You may obtain copies of UnitedHealthcare's reimbursement policies for 
yourself or to share with your non-Network Physician or provider by going to 
www.myuhc.com or by calling the telephone number on your ID card. 

UnitedHealthcare may apply a reimbursement methodology established by Optumlnsight 
and/ or a third party vendor, which is based on CMS coding principles, to determine 
appropriate reimbursement levels for Emergency Health Care Services. The methodology is 
usually based on elements reflecting the patient complexity, direct costs, and indirect costs of 
an Emergency Health Care Service. If the methodology(ies) currently in use become no 
longer available, UnitedHealthcare will use a comparable methodology(ies). 
UnitedHealthcare and Optumlnsight are related companies through common ownership by 
UnitedHealth Group. Refer to UnitedHealthcare's website at www.myuhc.com for 
information regarding the vendor that provides the applicable methodology. 

Information and Records 
Sample Company and UnitedHealthcare may use your individually identifiable health 
information to administer the Plan and pay claims, to identify procedures, products, or 
services that you may find valuable, and as otherwise permitted or required by law. Sample 
Company and UnitedHealthcare may request additional information from you to decide your 
claim for Benefits. Sample Company and UnitedHealthcare will keep this information 
confidential. Sample Company and UnitedHealthcare may also use your de-identified data 
for commercial purposes, including research, as permitted by law. 

By accepting Benefits under the Plan, you authorize and direct any person or institution that 
has provided services to you to furnish Sample Company and UnitedHealthcare with all 
information or copies of records relating to the services provided to you. Sample Company 
and UnitedHealthcare have the right to request this information at any reasonable time. This 
applies to all Covered Persons, including enrolled Dependents whether or not they have 
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signed the Participant's enrollment form. Sample Company and UnitedHealthcare agree that 
such information and records will be considered confidential. 

Sample Company and UnitedHealthcare have the right to release any and all records 
concerning health care services which are necessary to implem.ent and administer the terms 
of the Plan, for appropriate medical review or quality assessment, or as Sample Company is 
required to do by law or regulation. During and after the term of the Plan, Sample Company 
and UnitedHealthcare and its related entities may use and transfer the information gathered 
under the Plan in a de-identified format for commercial purposes, including research and 
analytic purposes. 

For complete listings of your medical records or billing statements Sample Company 
recommends that you contact your health care provider. Providers may charge you 
reasonable fees to cover their costs for providing records or completing requested forms. 

If you request medical forms or records from UnitedHealthcare, they also may charge you 
reasonable fees to cover costs for completing the forms or providing the records. 

In some cases, as permitted by law, Sample Company and UnitedHealthcare will designate 
other persons or entities to request records or information from or related to you, and to 
release those records as necessary. UnitedHealthcare's designees have the same rights to this 
information as does the Plan Administrator. 

Incentives to Providers 
Network providers may be provided financial incentives by UnitedHealthcare to promote 
the delivery of health care in a cost efficient and effective manner. These financial incentives 
are not intended to affect your access to health care. 

Examples of fmancial incentives for Network providers are: 

• Bonuses for performance based on factors that may include quality, member satisfaction, 
and/ or cost-effectiveness. 

• A practice called capitation which is when a group of Network providers receives a 
monthly payment from UnitedHealthcare for each Covered Person who selects a 
Network provider within the group to perform or coordinate certain health services. The 
Network providers receive this monthly payment regardless of whether the cost of 
providing or arranging to provide the Covered Person's health care is less than or more 
than the payment. 

If you have any questions regarding fmancial incentives you may contact the telephone 
number on your ID card. You can ask whether your Network provider is paid by any 
fmancial incentive, including those listed above; however, the specific terms of the contract, 
including rates of payment, are confidential and cannot be disclosed. In addition, you may 
choose to discuss these fmancial incentives with your Network provider. 
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Incentives to You 

Sometimes you may be offered coupons, enhanced Benefits, or other incentives to 
encourage you to participate in various wellness programs or certain disease management 
programs, surveys, discount programs and/ or programs to seek care in a more cost effective 
setting and/ or from Designated Providers. In some instances, these programs may be 
offered in combination with a non-UnitedHealthcare entity. The decision about whether or 
not to participate is yours alone but Sample Company recommends that you discuss 
participating in such programs with your Physician. These incentives are not Benefits and do 
not alter or affect your Benefits. You may call the number on your ID card if you have any 
questions. Additional information may be found in Section 7, Clinical Programs and Resources. 

Rebates and Other Payments 
Sample Company and UnitedHealthcare may receive rebates for certain drugs that are 
administered to you in a Physician's office, or at a Hospital or Alternate Facility. This 
includes rebates for those drugs that are administered to you before you meet your Annual 
Deductible. Sample Company and UnitedHealthcare may pass a portion of these rebates on 
to you. When rebates are passed on to you, they may be taken into account in determining 
your Copays and/ or Coinsurance. 

Workers' Compensation Not Affected 
Benefits provided under the Plan do not substitute for and do not affect any requirements 
for coverage by workers' compensation insurance. 

Future of the Plan 
Although the Company expects to continue the Plan indefinitely, it reserves the right to 
discontinue, alter or modify the Plan in whole or in part, at any time and for any reason, at 
its sole determination. 

The Company's decision to terminate or amend a Plan may be due to changes in federal or 
state laws governing employee benefits, the requirements of the Internal Revenue Code or 
any other reason. A plan change may transfer plan assets and debts to another plan or split a 
plan into two or more parts. If the Company does change or terminate a plan, it may decide 
to set up a different plan providing similar or different benefits. 

If this Plan is terminated, Covered Persons will not have the right to any other Benefits from 
the Plan, other than for those claims incurred prior to the date of termination, or as 
otherwise provided under the Plan. In addition, if the Plan is amended, Covered Persons 
may be subject to altered coverage and Benefits. 

The amount and form of any final benefit you receive will depend on any Plan document or 
contract provisions affecting the Plan and Company decisions. After all Benefits have been 
paid and other requirements of the law have been met, certain remaining Plan assets will be 
turned over to the Company and others as may be required by any applicable law. 
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Plan Document 

This Summary Plan Description (SPD) represents an overview of your Benefits. In the event 
there is a discrepancy between the SPD and the official plan document, the plan document 
will govern. A copy of the plan document is available for your inspection during regular 
business hours in the office of the Plan Administrator. You ( or your personal representative) 
may obtain a copy of this document by written request to the Plan Administrator, for a 
nominal charge. 
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SECTION 14 - GLOSSARY 

What this section includes: 
• Definitions of terms used throughout this SPD. 

Many of the terms used throughout this SPD may be unfamiliar to you or have a specific 
meaning with regard to the way the Plan is administered and how Benefits are paid. This 
section defines terms used throughout this SPD, but it does not describe the Benefits 
provided by the Plan. 

Addendum - any attached written description of additional or revised provisions to the 
Plan. The benefits and exclusions of this SPD and any amendments thereto shall apply to 
the Addendum except that in the case of any conflict between the Addendum and SPD 
and/ or Amendments to the SPD, the Addendum shall be controlling. 

Alternate Facility - a health care facility that is not a Hospital and that provides one or 
more of the following services on an outpatient basis, as permitted by law: 

• Surgical services. 

• Emergency Health Services. 

• Rehabilitative, laboratory, diagnostic or therapeutic services. 

An Alternate Facility may also provide Mental Health Services or Substance-Related and 
Addictive Disorder Services on an outpatient basis or inpatient basis (for example a 
Residential Treatment facility). 

Amendment - any attached written description of additional or alternative provisions to the 
Plan. Amendments are effective only when distributed by the Plan Sponsor or the Plan 
Administrator. Amendments are subject to all conditions, limitations and exclusions of the 
Plan, except for those that the amendment is specifically changing. 

Annual Deductible (or Deductible) - the amount you must pay for Covered Health 
Services in a calendar year before the Plan will begin paying Benefits in that calendar year. 
The Deductible is shown in the first table in Section 5, Plan Highlights. 

Assisted Reproductive Technology (ART) - the comprehensive term for procedures 
involving the manipulation of human reproductive materials ( such as sperm, eggs, and/ or 
embryos) to achieve Pregnancy. Examples of such procedures are: 

• In vitro fertilization (IVF). 

• Gamete intrafallopian transfer (GIFT). 

• Pronuclear stage tubal transfer (PROST). 

• Tubal embryo transfer (TET). 

• Zygote intrafallopian transfer (ZIFf). 
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Autism Spectrum Disorder - a condition marked by enduring problems communicating 
and interacting with others, along with restricted and repetitive behavior, interests or 
activities. 

Benefits - Plan payments for Covered Health Services, subject to the terms and conditions 
of the Plan and any Addendums and/ or Amendments. 

BMI - see Body Mass Index (BMI). 

Body Mass Index (BMI) - a calculation used in obesity risk assessment which uses a 
person's weight and height to approximate body fat. 

Cancer Resource Services (CRS) - a program administered by UnitedHealthcare or its 
affiliates made available to you by Sample Company. The CRS program provides: 

• Specialized consulting services, on a limited basis, to Participants and enrolled 
Dependents with cancer. 

• Access to cancer centers with expertise in treating the most rare or complex cancers. 

• Education to help patients understand their cancer and make informed decisions about 
their care and course of treatment. 

CHD - see Congenital Heart Disease (CHD). 

Cellular Therapy - administration of living whole cells into a patient for the treatment of 
disease. 

Claims Administrator - UnitedHealthcare (also known as United HealthCare) and its 
affiliates, who provide certain claim administration services for the Plan. 

Clinical Trial - a scientific study designed to identify new health services that improve 
health outcomes. In a Clinical Trial, two or more treatments are compared to each other and 
the patient is not allowed to choose which treatment will be received. 

COBRA- see Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA). 

Coinsurance - the charge, stated as a percentage of Eligible Expenses, that you are required 
to pay for certain Covered Health Services as described in Section 3, How the Plan Works. 

Company - Sample Company. 

Congenital Anomaly - a physical developmental defect that is present at birth and is 
identified within the first twelve months of birth. 
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Congenital Heart Disease (CHO) - any structural heart problem or abnormality that has 
been present since birth. Congenital heart defects may: 

• Be passed from a parent to a child (inherited). 

• Develop in the fetus of a woman who has an infection or is exposed to radiation or 
other toxic substances during her Pregnancy. 

• Have no known cause. 

Consolidated Omnibus Budget Reconciliation Act of 1985 (COBRA) - a federal law 
that requires employers to offer continued health insurance coverage to certain employees 
and their dependents whose group health insurance has been terminated. 

Copayment (or Copay) - the charge, stated as a set dollar amount, that you are required to 
pay for certain Covered Health Services as described in Section 3, How the Plan Works. 

Please note that for Covered Health Services, you are responsible for paying the lesser of the 
following: 

• The applicable Copayment. 

• The Eligible Expense. 

Cosmetic Procedures - procedures or services that change or improve appearance without 
significantly improving physiological function, as determined by the Claims Administrator. 

Cost-Effective - the least expensive equipment that performs the necessary function. This 
term applies to Durable Medical Equipment and prosthetic devices. 

Covered Health Services - those health services, including services, supplies or 
Pharmaceutical Products, which the Claims Administrator determines to be: 

• Provided for the purpose of preventing, evaluating, diagnosing or treating a Sickness, 
Injury, Mental Illness, substance-related and addictive disorders, condition, disease or its 
symptoms. 

• Medically Necessary. 

• Described as a Covered Health Service in this SPD under Section 5, Plan Highlights and 6, 
A dditional Coverage Details. 

• Provided to a Covered Person who meets the Plan's eligibility requirements, as described 
under Eligibiliry in Section 2, Introduction. 

• Not otherwise excluded in this SPD under Section 8, Exclusions and Limitations. 

Covered Person - either the Participant or an enrolled Dependent, but this term applies 
only while the person is enrolled and eligible for Benefits under the Plan. References to 
"you" and "your" throughout this SPD are references to a Covered Person. 
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CRS - see Cancer Resource Services (CRS). 

Custodial Care - services that are any of the following: 

• Non-health related services, such as assistance in activities of daily living (examples 
include feeding, dressing, bathing, transferring and ambulating) . 

• Health-related services that are provided for the primary purpose of meeting the 
personal needs of the patient or maintaining a level of function (even if the specific 
services are considered to be skilled services), as opposed to improving that function to 
an extent that might allow for a more independent existence. 

• Services that do not require continued administration by trained medical personnel in 
order to be delivered safely and effectively. 

Deductible - see Annual Deductible. 

Definitive Drug Test - test to identify specific medications, illicit substances and 
metabolites and is qualitative or quantitative to identify possible use or non-use of a drug. 

Dependent - an individual who meets the eligibility requirements specified in the Plan, as 
described under Eligibiliry in Section 2, Introduction. A Dependent does not include anyone 
who is also enrolled as a Participant. No one can be a Dependent of more than one 
Participant. 

Designated Provider - a provider and/ or facility that: 

• Has entered into an agreement with the Claims Administrator, or with an organization 
contracting on the Claims Administrator's behalf, to provide Covered Health Services 
for the treatment of specific diseases or conditions; or 

• The Claims Administrator has identified through the Claims Administrator's designation 
programs as a Designated Provider. Such designation may apply to specific treatments, 
conditions and/ or procedures. 

A Designated Provider may or may not be located within your geographic area. Not all 
Network Hospitals or Network Physicians are Designated Providers . 

You can find out if your provider is a Designated Provider by contacting the Claims 
Administrator at www.myuhc.com or the telephone number on your ID card. 

Designated Virtual Network Provider - a provider or facility that has entered into an 
agreement with UnitedHealthcare, or with an organization contracting on 
UnitedHealthcare's behalf, to deliver Covered Health Services via interactive audio and video 
modalities. 

DME - see Durable Medical Equipment (DME). 
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Domiciliary Care - living arrangements designed to meet the needs of people who cannot 
live independently but do not require Skilled Nursing Facility services. 

Durable Medical Equipment (DME) - medical equipment that is all of the following: 

• Is used to serve a medical purpose with respect to treatment of a Sickness, Injury or their 
symptoms. 

• Is not disposable. 

• Is generally not useful to a person in the absence of a Sickness, Injury or their symptoms. 

• Can withstand repeated use. 

• Is not implantable within the body. 

• Is appropriate for use, and is primarily used, within the home. 

Eligible Expenses - for Covered Health Services, incurred while the Plan is in effect, 
Eligible Expenses are determined by UnitedHealthcare as stated below and as detailed in 
Section 3, How the Pian WorkJ. 

Eligible Expenses are determined solely in accordance with UnitedHealthcare's 
reimbursement policy guidelines. UnitedHealthcare develops the reimbursement policy 
guidelines, in UnitedHealthcare's discretion, following evaluation and validation of all 
provider billings in accordance with one or more of the following methodologies: 

• As indicated in the most recent edition of the Current Procedural Terminology (CPT), a 
publication of the American Medical Association, and/ or the Centers for Medicare and 
Medicaid Services (CMS). 

• As reported by generally recognized professionals or publications. 

• As used for Medicare. 

• As determined by medical staff and outside medical consultants pursuant to other 
appropriate source or determination that UnitedHealthcare accept. 

Emergency - a medical condition manifesting itself by acute symptoms of sufficient severity 
(including severe pain) so that a prudent layperson, who possesses an average knowledge of 
health and medicine, could reasonably expect the absence of immediate medical attention to 
result in any of the following: 

• Placing the health of the Covered Person ( or, with respect to a pregnant woman, the 
health of the woman or her unborn child) in serious jeopardy. 

• Serious impairment to bodily functions. 

• Serious dysfunction of any bodily organ or part. 
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Emergency Health Services - with respect to an Emergency, both of the following: 

• A medical screening examination (as required under section 1867 if the Social Securi!_yAct, 
42 U.S.C. 1395dd) that is within the capability of the emergency department of a 
Hospital, including ancillary services routinely available lo the emergency <lepartment to 
evaluate such Emergency. 

• Such further medical examination and treatment, to the extent they are within the 
capabilities of the staff and facilities available at the Hospital, as are required under 
section 1867 if the Social Secun!JAct (42 U.S.C. 1395dd(e)(3)). 

Employee Retirement Income Security Act of 1974 (ERISA) - the federal legislation that 
regulates retirement and employee welfare benefit programs maintained by employers and 
uruons. 

Employer - Sample Company. 

EOB - see Explanation of Benefits (EOB). 

ERISA - see Employee Retirement Income Security Act of 1974 (ERISA). 

Experimental or lnvestigational Services - medical, surgical, diagnostic, psychiatric, 
mental health, substance-related and addictive disorders or other health care services, 
technologies, supplies, treatments, procedures, drug therapies, medications or devices that, at 
the time the Claims Administrator and Sample Company make a determination regarding 
coverage in a particular case, are determined to be any of the following: 

• Not approved by the U.S. Food and Drug Administration (FDA) to be lawfully marketed 
for the proposed use and not identified in the American Hospital Formulary Set7Jice or the 
United States Pharmacopoeia Dispensing Information as appropriate for the proposed use. 

• Subject to review and approval by any institutional review board for the proposed use. 
(Devices which are FDA approved under the Humanitarian Use Device exemption are not 
considered to be Experimental or Investigational.) 

• The subject of an ongoing Clinical Trial that meets the definition of a Phase I, II or III 
Clinical Trial set forth in the FDA regulations, regardless of whether the trial is actually 
subject to FDA oversight. 

Exceptions: 

• Clinical Trials for which Benefits are available as described under Clinical Trials in Section 
6, Additional Coverage Details. 

• If you are not a participant in a qualifying Clinical Trial as described under Section 6, 
Additional Coverage Details, and have a Sickness or condition that is likely to cause death 
within one year of the request for treatment, the Claims Administrator and Sample 
Company may, at their discretion, consider an otherwise Experimental or Investigational 
Service to be a Covered Health Service for that Sickness or condition. Prior to such 
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consideration, the Claims Administrator and Sample Company must determine that, 
although unproven, the service has significant potential as an effective treatment for that 
Sickness or condition. 

Explanation of Benefits (EOB) - a statement provided by UnitedHealthcare to you, your 
Physician, or another health care professional that explains: 

• The Benefits provided (if any). 

• The allowable reimbursement amounts. 

• Deductibles. 

• Coinsurance. 

• Any other reductions taken. 

• The net amount paid by the Plan. 

• The reason(s) why the service or supply was not covered by the Plan. 

Freestanding Facility - an outpatient, diagnostic or ambulatory center or independent 
laboratory which performs services and submits claims separately from a Hospital. 

Gender Dysphoria - A disorder characterized by the following diagnostic criteria classified 
in the current edition of the Diagnostic and Statistical Manual ef the American P.!Jchiatric 
Association: 

• Diagnostic criteria for adults and adolescents: 

A marked incongruence between one's experienced/ expressed gender and assigned 
gender, of at least six months' duration, as manifested by at least two of the 
following: 
+ A marked incongruence between one's experienced/ expressed gender and 

primary and/ or secondary sex characteristics ( or in young adolescents, the 
anticipated secondary sex characteristics). 

+ A strong desire to be rid of one's primary and/ or secondary sex characteristics 
because of a marked incongruence with one's experienced/ expressed gender or 
in young adolescents, a desire to prevent the development of the anticipated 
secondary sex characteristics). 

+ A strong desire for the primary and/ or secondary sex characteristics of the other 
gender. 

+ A strong desire to be of the other gender (or some alternative gender different 
from one's assigned gender). 

+ A strong desire to be treated as the other gender ( or some alternative gender 
different from one's assigned gender). 

+ A strong conviction that one has the typical feelings and reactions of the other 
gender (or some alternative gender different from one's assigned gender). 

The condition is associated with clinically significant distress or impairment in social, 
occupational or other important areas of functioning. 

{PAGE} SECTION 14-GLOSSARY 
THIS MATERIAL IS PROVIDED ON THE RECIPIENTS AGREEMENT THAT ITWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEAL THCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITEDHEALTHCARE IS 
PROHIBITED. 

1197 



SAMPLE MEDICAL CHOICE PLUS PLAN 

• Diagnostic criteria for children: 

A marked incongruence between one's experienced/ expressed gender and assigned 
gender, of at least six months' duration, as manifested by at least six of the following 
(one of which must be criterion as shown in the first bullet below): 
+ A strong desire to be of the other gender or an insistence that one is the other 

gender (or some alternative gender different from one's assigned gender). 
+ In boys (assigned gender), a strong preference for cross-dressing or simulating 

female attire; or in girls (assigned gender), a strong preference for wearing only 
typical masculine clothing and a strong resistance to the wearing of typical 
feminine clothing. 

+ A strong preference for cross-gender roles in make-believe play or fantasy play. 
+ A strong preference for the toys, games or activities stereotypically used or 

engaged in by the other gender. 
+ A strong preference for playmates of the other gender. 
+ In boys (assigned gender), a strong rejection of typically masculine toys, games 

and activities and a strong avoidance of rough-and-tumble play; or in girls 
(assigned gender), a strong rejection of typically feminine toys, games and 
activities. 

+ A strong dislike of ones' sexual anatomy. 
+ A strong desire for the primary and/ or secondary sex characteristics that match 

one's experienced gender. 
• The condition is associated with clinically significant distress or impairment in social, 

school or other important areas of functioning. 

Gene Therapy - therapeutic delivery of nucleic acid (DNA or RNA) into a patient's cells as 
a drug to treat a disease. 

Genetic Testing - examination of blood or other tissue for chromosomal and DNA 
abnormalities and alterations, or other expressions of gene abnormalities that may indicate 
an increased risk for developing a specific disease or disorder. 

Health Statement(s) - a single, integrated statement that summarizes EOB information by 
providing detailed content on account balances and claim activity. 

Home Health Agency - a program or organization authorized by law to provide health 
care services in the home. 

Hospital - an institution, operated as required by law and that meets both of the following: 

• It is primarily engaged in providing health services, on an inpatient basis, for the acute 
care and treatment of sick or injured individuals. Care is provided through medical, 
mental health, substance-related and addictive disorders, diagnostic and surgical facilities, 
by or under the supervision of a staff of Physicians. 

• It has 24-hour nursing services. 
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A Hospital is not primarily a place for rest, Custodial Care or care of the aged and is not a 
nursing home, convalescent home or similar institution. 

Hospital-based Facility - an outpatient facility that performs services and submits claims 
as part of a Hospital. 

Injury - bodily damage other than Sickness, including all related conditions and recurrent 
symptoms. 

Inpatient Rehabilitation Facility- a long term acute rehabilitation center, a Hospital (or a 
special unit of a Hospital designated as an Inpatient Rehabilitation Facility) that provides 
rehabilitation services (including physical therapy, occupational therapy and/ or speech 
therapy) on an inpatient basis, as authorized by law. 

Inpatient Stay - an uninterrupted confinement, following formal admission to a Hospital, 
Skilled Nursing Facility or Inpatient Rehabilitation Facility. 

Intensive Behavioral Therapy (IBT) - outpatient behavioral/ educational services that aim 
to reinforce adaptive behaviors, reduce maladaptive behaviors and improve the mastery of 
functional age appropriate skills in people with Autism Spectrum Disorders. Examples 
include Applied Behavior Ana/ysis (ABA), The Denver Model, and Relationship Development 
Intervention (RDI). 

Intensive Outpatient Treatment - a structured outpatient mental health or substance
related and addictive disorders treatment program that may be freestanding or Hospital
based and provides services for at least three hours per day, two or more days per week. 

Intermittent Care - skilled nursing care that is provided or needed either: 

• Fewer than seven days each week. 

• Fewer than eight hours each day for periods of 21 days or less. 

Exceptions may be made in special circumstances when the need for additional care is finite 
and predictable. 

Kidney Resource Services (KRS) - a program administered by UnitedHealthcare or its 
affiliates made available to you by Sample Company. The KRS program provides: 

• Specialized consulting services to Participants and enrolled Dependents with ESRD or 
chronic kidney disease. 

• Access to dialysis centers with expertise in treating kidney disease. 

• Guidance for the patient on the prescribed plan of care. 

Manipulative Treatment - the therapeutic application of chiropractic and/ or osteopathic 
manipulative treatment with or without ancillary physiologic treatment and/ or rehabilitative 
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methods rendered to restore/improve motion, reduce pain and improve function in the 
management of an identifiable neuromusculoskeletal condition. 

Medicaid - a federal program administered and operated individually by participating state 
and territorial governments that provides medical benefits to eligible low-income people 
needing health care. The federal and state governments share the program's costs. 

Medically Necessary - health care services that are all of the following as determined by 
the Claims Administrator or its designee, within the Claims Administrator's sole discretion. 
The services must be: 

• In accordance with Generally Accepted Standards of Medical Practice. 

• Clinically appropriate, in terms of type, frequency, extent, service site and duration, and 
considered effective for your Sickness, Injury, Mental Illness, substance-related and 
addictive disorders, disease or its symptoms. 

• Not mainly for your convenience or that of your doctor or other health care provider. 

• Not more costly than an alternative drug, service(s), service site or supply that is at least 
as likely to produce equivalent therapeutic or diagnostic results as to the diagnosis or 
treatment of your Sickness, Injury, disease or symptoms. 

General!J Accepted Standards of Medical Practice are standards that are based on credible scientific 
evidence published in peer-reviewed medical literature generally recognized by the relevant 
medical community, relying primarily on controlled clinical trials, or, if not available, 
observational studies from more than one institution that suggest a causal relationship 
between the service or treatment and health outcomes. 

If no credible scientific evidence is available, then standards that are based on Physician 
specialty society recommendations or professional standards of care may be considered. The 
Claims Administrator reserves the right to consult expert opinion in determining whether 
health care services are Medically Necessary. The decision to apply Physician specialty 
society recommendations, the choice of expert and the determination of when to use any 
such expert opinion, shall be within the Claims Administrator's sole discretion. 

The Claims Administrator develops and maintains clinical policies that describe the General!J 
Accepted Standards of Medical Practice scientific evidence, prevailing medical standards and 
clinical guidelines supporting its determinations regarding specific services. These clinical 
policies (as developed by the Claims Administrator and revised from time to time), are 
available to Covered Persons on www.myuhc.com or by calling the number on your ID 
card, and to Physicians and other health care professionals on 
www.UHCprovider.com.com. 

Medicare - Parts A, B, C and D of the insurance program established by Title A7VIII, United 
States Social Securi!J Act, as amended by 42 U.S.C. Sections 1394, et seq. and as later amended. 
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Mental Health Services - Covered Health Services for the diagnosis and treatment of those 
mental health or psychiatric categories that are listed in the current edition of the International 

/assffication of Diseases mtion on Mental and Behavioral Disorders or the Diagnostic and Statistical 
Manual ef the American P.rychiatric Association. The fact that a condition is listed in the current 
edition of the International Classification ef Diseases section on Mental and Behavioral Disorders or 
Diagnostic and Statistical Manual ef the American P.rychiatric Association does not mean that 
treatment for the condition is a Covered Health Service. 

Mental Health/Substance-Related and Addictive Disorders Administrator - the 
organization or individual designated by Sample Company who provides or arranges Mental 
Health Services and Substance-Related and Addictive Disorder Services under the Plan. 

Mental Illness - those mental health or psychiatric diagnostic categories listed in the 
current edition of the International Cfas#fication ef Diseases section on Mental and Behavioral 
Disorders or Diagnostic and Statistical Manual qf the American Psychiatric Association. The fact that a 
condition is listed in the current edition of the International Classification ef Diseases section on 
Mental and Behavioral Disorders or Diagnostic and Statistfral Manual ef the American P.rychiatric 
Association does not mean that treatment for the condition is a Covered Health Service. 

Network- when used to describe a provider of health care services, this means a provider 
that has a participation agreement in effect ( either directly or indirectly) with 
UnitedHealthcare or with its affiliate to participate in the Network; however, this does not 
include those providers who have agreed to discount their charges for Covered Health 
Services. UnitedHealthcare's affiliates are those entities affiliated with UnitedHealthcare 
through common ownership or control with UnitedHealthcare or with UnitedHealthcare 's 
ultimate corporate parent, including direct and indirect subsidiaries. 

A provider may enter into an agreement to provide only certain Covered Health Services, 
but not all Covered Health Services, or to be a Network provider for only some products. In 
this case, the provider will be a Network provider for the Covered Health Services and 
products included in the participation agreement, and a non-Network provider for other 
Covered Health Services and products. The participation status of providers will change 
from time to time. 

Network Benefits - for Benefit Plans that have a Network Benefit level, this is the 
description of how Benefits are paid for Covered Health Services provided by Network 
providers. Refer to Section 5, Plan Highlights to determine whether or not your Benefit plan 
offers Network Benefits and Section 3, How the Plan Works, for details about how Network 
Benefits apply. 

New Pharmaceutical Product - a Pharmaceutical Product or new dosage form of a 
previously approved Pharmaceutical Product. It applies to the period of time starting on the 
date the Pharmaceutical Product or new dosage form is approved by the U.S. Food and 
Drug Administration (FDA) and ends on the earlier of the following dates. 

• The date it is reviewed. 
• December 31st of the following calendar year. 
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Non-Network Benefits - for Benefit Plans that have a Non-Network Benefit level, this is 
the description of how Benefits are paid for Covered Health Services provided by non
Network providers. Refer to Section 5, Plan Highlights to determine whether or not your 
Benefit plan offers Non-Network Benefits and Section 3, How the Plan Works, for details 
about how Non-Network Benefits apply. 

Open Enrollment - the period of time, determined by Sample Company, during which 
eligible Participants may enroll themselves and their Dependents under the Plan. Sample 
Company determines the period of time that is the Open Enrollment period. 

Out-of-Pocket Maximum - for Benefit plans that have an Out-of-Pocket Maximum, this is 
the maximum amount you pay every calendar year. Refer to Section 5, Plan Highlights for the 
Out-of-Pocket Maximum amount. See Section 3, How the Plan Works for a description of 
how the Out-of-Pocket Maximum works. 

Partial Hospitalization/Day Treatment - a structured ambulatory program that may be a 
freestanding or Hospital-based program and that provides services for at least 20 hours per 
week. 

Participant - a full-time Participant of the Employer who meets the eligibility requirements 
specified in the Plan, as described under E ligibili!Ji in Section 2, Introd"ction. A Participant 
must live and/ or work in the United States. 

Personal Health Support - programs provided by the Claims Administrator that focus on 
prevention, education, and closing the gaps in care designed to encourage an efficient system 
of care for you and your covered Dependents. 

Personal Health Support Nurse - the primary nurse that UnitedHealthcare may assign to 
you if you have a chronic or complex health condition. If a Personal Health Support Nurse 
is assigned to you, this nurse will call you to assess your progress and provide you with 
information and education. 

Pharmaceutical Product(s) - U.S. Food and Drug Administration (FDA)-approved 
prescription medications or products administered in connection with a Covered Health 
Service by a Physician. 

Physician - any Doctor ef Medicine or Doctor ef Osteopatf?y who is properly licensed and 
qualified by law. 

Please note: Any podiatrist, dentist, psychologist, chiropractor, optometrist or other provider 
who acts within the scope of his or her license will be considered on the same basis as a 
Physician. The fact that a provider is described as a Physician does not mean that Benefits 
for services from that provider are available to you under the Plan. 

Plan - The Sample Company Medical Plan. 

Plan Administrator - Sample Company or its designee. 
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Plan Sponsor - Sample Company. 

Pregnancy - includes all of the following: 

• Prenatal care. 

• Postnatal care. 

• Childbirth. 

• Any complications associated with the above. 

Presumptive Drug Test - test to determine the presence or absence of drugs or a drug 
class in which the results are indicated as negative or positive result. 

Prescription Drug List (POL) Management Committee - the committee that 
UnitedHealthcare designates for, among other responsibilities, classifying Pharmaceutical 
Products into specific tiers. 

Primary Physician - a Physician who has a majority of his or her practice in general 
pediatrics, internal medicine, obstetrics/ gynecology, family practice or general medicine. 

Private Duty Nursing - nursing care that is provided to a patient on a one-to-one basis by 
licensed nurses in an inpatient or a home setting when any of the following are true: 

• No skilled services are identified. 

• Skilled nursing resources are available in the facility. 

• The skilled care can be provided by a Home Health Agency on a per visit basis for a 
specific purpose. 

• The service is provided to a Covered Person by an independent nurse who is hired 
directly by the Covered Person or his/her family. This includes nursing services provided 
on an inpatient or a home-care basis, whether the service is skilled or non-skilled 
independent nursing. 

Reconstructive Procedure - a procedure performed to address a physical impairment 
where the expected outcome is restored or improved function. The primary purpose of a 
Reconstructive Procedure is either to treat a medical condition or to improve or restore 
physiologic function. Reconstructive Procedures include surgery or other procedures which 
are associated with an Injury, Sickness or Congenital Anomaly. The primary result of the 
procedure is not changed or improved physical appearance. The fact that a person may 
suffer psychologically as a result of the impairment does not classify surgery or any other 
procedure done to relieve the impairment as a Reconstructive Procedure. 
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Residential Treatment - treatment in a facility which provides Mental Health Services or 
Substance-Related and Addictive Disorders Services treatment. The facility meets all of the 
following requirements: 

• It is eslablisheJ anJ operated in accordance with applicable state law for Residential 
Treatment programs. 

• It provides a program of treatment under the active participation and direction of a 
Physician and approved by the Mental Health/Substance-Related and Addictive 
Disorders Services Administrator. 

• It has or maintains a written, specific and detailed treatment program requiring full-time 
residence and full-time participation by the patient. 

• It provides at least the following basic services in a 24-hour per day, structured milieu: 

Room and board. 
Evaluation and diagnosis. 
Counseling. 
Referral and orientation to specialized community resources. 

A Residential Treatment facility that qualifies as a Hospital is considered a Hospital. 

Semi-private Room - a room with two or more beds. When an Inpatient Stay in a Semi
private Room is a Covered Health Service, the difference in cost between a Semi-private 
Room and a private room is a benefit only when a private room is necessary in terms of 
generally accepted medical practice, or when a Semi-private Room is not available. 

Sickness - physical illness, disease or Pregnancy. The term Sickness as used in this SPD 
includes Mental Illness or substance-related and addictive disorders, regardless of the cause 
or origin of the Mental Illness or substance-related and addictive disorder. 

Skilled Care - skilled nursing, teaching, and rehabilitation services when: 

• They are delivered or supervised by licensed technical or professional medical personnel 
in order to obtain the specified medical outcome and provide for the safety of the 
patient. 

• A Physician orders them. 

• They are not delivered for the purpose of assisting with activities of daily living, 
including dressing, feeding, bathing or transferring from a bed to a chair. 

• They require clinical training in order to be delivered safely and effectively. 

• They are not Custodial Care, as defined in this section. 

Skilled Nursing Facility - a Hospital or nursing facility that is licensed and operated as 
required by law. A Skilled Nursing Facility that is part of a Hospital is considered a Skilled 
Nursing Facility for purposes of the Plan. 
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Specialist Physician - a Physician who has a majority of his or her practice in areas other 
than general pediatrics, internal medicine, obstetrics/ gynecology, family practice or general 
medicine. 

Spouse - an individual to whom you are legally married. 

Substance-Related and Addictive Disorders Services - Covered Health Services for the 
diagnosis and treatment of alcoholism and substance-related and addictive disorders that are 
listed in the current edition of the International Classijication ef Diseases section on Mental and 
Behavioral Disorders or Diagnostic and Statistical Manual ef the American P!JchiatdcAssociation. The 
fact that a disorder is listed in the edition of the International Clas. ijication ef Diseases section on 
Mental and Behavioral Disorders or Diagnostic and Statistim/ Manual ef the American P!Jchiatric 
Association does not mean that treatment of the disorder is a Covered Health Service. 

Total Disability or Totally Disabled - a Participant's inability to perform all of the 
substantial and material duties of his or her regular employment or occupation; and a 
Dependent's inability to perform the normal activities of a person of like age and gender. 

Transitional Living - Mental health services and substance-related and addictive disorder 
services that are provided through facilities, group homes and supervised apartments that 
provide 24-hour supervision that are either: 

• Sober living arrangements such as drug-free housing or alcohol/ drug halfway houses. 
These are transitional, supervised living arrangements that provide stable and safe 
housing, an alcohol/ drug-free environment and support for recovery. A sober living 
arrangement may be utilized as an adjunct to ambulatory treatment when treatment 
doesn't offer the intensity and structure needed to assist the Covered Person with 
recovery. 

• Supervised living arrangements which are residences such as facilities, group homes and 
supervised apartments that provide members with stable and safe housing and the 
opportunity to learn how to manage their activities of daily living. Supervised living 
arrangements may be utilized as an adjunct to treatment when treatment doesn't offer 
the intensity and structure needed to assist the Covered Person with recovery. 

Unproven Services - health services, including medications that are determined not to be 
effective for treatment of the medical condition and/ or not to have a beneficial effect on 
health outcomes due to insufficient and inadequate clinical evidence from well-conducted 
randomized controlled trials or cohort studies in the prevailing published peer-reviewed 
medical literature. 

• Well-conducted randomized controlled trials are two or more treatments compared to 
each other, with the patient not being allowed to choose which treatment is received. 

• Well-conducted cohort studies from more than one institution are studies in which 
patients who receive study treatment are compared to a group of patients who receive 
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standard therapy. The comparison group must be nearly identical to the study treatment 
group. 

UnitedHealthcare has a process by which it compiles and reviews clinical evidence with 
respect to certain health services. Prom ti.me to ti.me, UniledHeallhcare issues medical an<l 
drug policies that describe the clinical evidence available with respect to specific health care 
services. These medical and drug policies are subject to change without prior notice. You can 
view these policies at www.myuhc.com. 

Please note: 

• If you have a life threatening Sickness or condition (one that is likely to cause death 
within one year of the request for treatment), UnitedHealthcare and Sample Company 
may, at their discretion, consider an otherwise Unproven Service to be a Covered Health 
Service for that Sickness or condition. Prior to such a consideration, UnitedHealthcare 
and Sample Company must first establish that there is sufficient evidence to conclude 
that, albeit unproven, the service has significant potential as an effective treatment for 
that Sickness or condition. 

Urgent Care - Care that requires prompt attention to avoid adverse consequences, but does 
nul pose an inune<liate threat to a person's life. Urgent care is usually delivered in a walk-in 
setting and without an appointment. Urgent care facilities are a location, distinct from a 
hospital emergency department, an office or :i clinic. The purpose is to diagnose and treat 
illness or injury for unscheduled, ambulatory patients seeking immediate medical attention. 

Urgent Care Center - a facility that provides Covered Health Services that are required to 
prevent serious deterioration of your health, and that are required as a result of an 
unforeseen Sickness, Injury, or the onset of acute or severe symptoms. 
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SECTION 15 - IMPORTANT ADMINISTRATIVE INFORMATION: ERISA 

What this section includes: 
• Plan administrative information, including your rights under BRISA. 

This section includes information on the administration of the medical Plan, as well as 
information required of all Summary Plan Descriptions by BRISA as defined in Section 14, 
Glossary. While you may not need this information for your day-to-day participation, it is 
information you may fmd important. 

Plan Sponsor and Administrator 

Sample Company is the Plan Sponsor and Plan Administrator of the Sample Company 
Welfare Benefit Plan and has the discretionary authority to interpret the Plan. You may 
contact the Plan Administrator at: 

Plan Administrator - Medical Plan 
Sample Company 
185 Asylum Street 
Hartford, CT 06053 
(860) 123-4567 

Claims Administrator 

UnitedHealthcare is the Plan's Claims Administrator. The role of the Claims Administrator is 
to handle the day-to-day administration of the Plan's coverage as directed by the Plan 
Administrator, through an administrative agreement with the Company. The Claims 
Administrator shall not be deemed or construed as an employer for any purpose with respect 
to the administration or provision of Benefits under the Plan Sponsor's Plan. The Claims 
Administrator shall not be responsible for fulfilling any duties or obligations of an employer 
with respect to the Plan Sponsor's Plan. 

You may contact the Claims Administrator by phone at the number on your ID card or in 
writing at: 

United Healthcare Services, Inc. 
9900 Bren Road East 
Minnetonka, MN 55343 

Agent for Service of Legal Process 

Should it ever be necessary, you or your personal representative may serve legal process on 
the agent of service for legal process for the Plan. The Plan's Agent of Service is: 

Agent for Legal Process - Medical Plan 
Sample Company 
185 Asylum Street 
Hartford, CT 06053 
(860) 123-4567 

{PAGE} SECTION 15- ERISA 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT ITWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEAL THCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITEDHEAL THCARE IS 
PROHIBITED. 

1207 



SAMPLE MEDICAL CHOICE PLUS PLAN 

Legal process may also be served on the Plan Administrator. 

Other Administrative Infonnation 

This section of your SPD contains information about how the Plan is administered as 
required by ERISA. 

Type of Administration 

The Plan is a self-funded welfare Plan and the administration is provided through one or 
more third party administrators. 

Plan Name: Sample Company Welfare Benefit Plan 

Plan Number: 501 

Employer ID: 12-4561237 

Plan Type: Welfare benefits plan 

Plan Year: October 1 - September 30 

Plan Administration: Self-Insured 

Source of Plan Contributions: Employee and Company 

Source of Benefits: Assets of the Company 

Your ER/SA Rights 

As a participant in the Plan, you are entitled to certain rights and protections under ERISA. 
ERISA provides that all Plan participants shall be permitted to: 

• Receive information about Plan Benefits. 

• Examine, without charge, at the Plan Administrator's office and at other specified 
worksites, all plan documents - including pertinent insurance contracts, collective 
bargaining agreements (if applicable), and other documents available at the Public 
Disclosure Room of the Employee Benefits Security Administration. 

• Obtain copies of all Plan documents and other Plan information, including insurance 
contracts and collective bargaining agreements (if applicable), and updated Summary 
Plan Descriptions, by writing to the Plan Administrator. The Plan Administrator may 
make a reasonable charge for copies. Requests for available plan documents should be 
sent to the address provided under How to Appeal a Denied Claim in Section 9, Claims 
Procedures. 

You can continue health care coverage for yourself, Spouse or Dependents if there is a loss 
of coverage under the Plan as a result of a qualifying event. You or your Dependents may 
have to pay for such coverage. Review this Summary Plan Description and the Plan 
documents to understand the rules governing your COBRA continuation coverage rights. 
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In addition to creating rights for Plan participants, BRISA imposes duties on the people 
who are responsible for the operation of the Plan. The people who operate your Plan, who 
are called "fiduciaries" of the Plan, have a duty to do so prudently and in the interest of you 
and other Plan participants and beneficiaries. No one, including your Employer, your union, 
or any other person may fire you or otherwise discriminate against you in any way to prevent 
you from obtaining a Plan Benefit or exercising your rights under BRISA. 

If your claim for a Plan Benefit is denied or ignored, in whole or in part, you have a right to 
know why this was done, to obtain copies of documents relating to the decision without 
charge, and to appeal any denial, all within certain time schedules. See Section 9, Claims 
Procedures, for details. 

Under BRISA, there are steps you can take to enforce the above rights. For instance, if you 
request a copy of the plan document from the Plan, and do not receive it within 30 days, you 
may file suit in a federal court. In such a case, the court may require the Plan Administrator 
to provide the materials and pay you up to $147 a day until you receive the materials, unless 
the materials were not sent for reasons beyond the control of the Plan Administrator. 

If you have a claim for Benefits, which is denied or ignored, in whole or in part, and you 
have exhausted the administrative remedies available under the Plan, you may file suit in a 
state or federal court. In addition, if you disagree with the Plan's decision or lack thereof 
concerning the qualified status of a domestic relations order, you may file suit in federal 
court. If it should happen that the Plan's fiduciaries misuse the Plan's money, or if you are 
discriminated against for asserting your rights, you may seek assistance from the U.S. 
Department of Labor, or you may file suit in a federal court. 

The court will decide who should pay court costs and legal fees. If you are successful, the 
court may order the person you have sued to pay these costs and fees. If you lose, the court 
may order you to pay these costs and fees; for example, if it finds your claim is frivolous. 

If you have any questions about your Plan, you should contact the Plan Administrator. If 
you have any questions about this statement or about your rights under BRISA, or if you 
need assistance in obtaining documents from the Plan Administrator, you should contact the 
nearest office of the Bmp!qyee Benefits S ecuti!J Administration, U.S. Department of Labor, listed in 
your telephone directory, or write to the Division of Technical Assistance and Inq11ilics Bmp!qyee 
Benefits S ecuriry Administration, U.S. Department of Labor, 200 Constitution Avenue NW 
Washington, DC 20210. You may also obtain certain publications about your rights and 
responsibilities under BRISA by calling the publications hotline of the Bmplqyee Benefits 
S ecutiry Administration at 1-866-444-3272. 
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The Plan's Benefits are administered by Sample Company, the Plan Administrator. 
UnitedHealthcare is the Claims Administrator and processes claims for the Plan and 
provides appeal services; however, UnitedHealthcare and Sample Company are not 
responsible for any decision you or your Dependents make to receive treatment, services 
or supplies, whether provided by a Network or non-Network provider UnitedHealthcare 
and Sample Company are neither liable nor responsible for the treatment, services or 
supplies provided by Network or non-Network providers. 
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ATTACHMENT I - HEALTH CARE REFORM NOTICES 

Patient Protection and Affordable Care Act ("PPACA") 

Patient Protection Notices 

The Claims Administrator generally allows the designation of a primary care provider. You 
have the right to designate any primary care provider who participates in the Claims 
Administrator's network and who is available to accept you or your family members. For 
information on how to select a primary care provider, and for a list of the participating 
primary care providers, contact the Claims Administrator at the number on the back of your 
ID card. 

For children, you may designate a pediatrician as the primary care provider. 

You do not need prior authorization from the Claims Administrator or from any other 
person (including a primary care provider) in order to obtain access to obstetrical or 
gynecological care from a health care professional in the Claims Administrator's network 
who specializes in obstetrics or gynecology. The health care professional, however, may be 
required to comply with certain procedures, including obtaining prior authorization for 
certain services, following a pre-approved treatment plan, or procedures for making referrals. 
For a list of participating health care professionals who specialize in obstetrics or 
gynecology, contact the Claims Administrator at the number on the back of your ID card. 
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ATTACHMENT II - LEGAL NOTICES 

Women's Health and Cancer Rights Act of 1998 

As required by the Women's Health and Cancer Rights Act ef 1998, the Plan provides Benefits 
under the Plan for mastectomy, including reconstruction and surgery to achieve symmetry 
between the breasts, prostheses, and complications resulting from a mastectomy (including 
lymphedema). 

If you are receiving Benefits in connection with a mastectomy, Benefits are also provided for 
the following Covered Health Services, as you determine appropriate with your attending 
Physician: 

• All stages of reconstruction of the breast on which the mastectomy was performed. 

• Surgery and reconstruction of the other breast to produce a symmetrical appearance. 

• Prostheses and treatment of physical complications of the mastectomy, including 
lymphedema. 

The amount you must pay for such Covered Health Services (including Copayments and any 
Annual Deductible) are the same as are required for any other Covered Health Service. 
Limitations on Benefits are the same as for any other Covered Health Service. 

Statement of Rights under the Newborns' and Mothers' Health Protection Act 

Under Federal law, group health Plans and health insurance issuers offering group health 
insurance coverage generally may not restrict Benefits for any Hospital length of stay in 
connection with childbirth for the mother or newborn child to less than 48 hours following 
a vaginal delivery, or less than 96 hours following a delivery by cesarean section. However, 
the Plan or issuer may pay for a shorter stay if the attending provider (e.g., your physician, 
nurse midwife, or physician assistant), after consultation with the mother, discharges the 
mother or newborn earlier. 

Also, under Federal law, plans and issuers may not set the level of Benefits or out-of-pocket 
costs so that any later portion of the 48-hour (or 96-hour) stay is treated in a manner less 
favorable to the mother or newborn than any earlier portion of the stay. 

In addition, a plan or issuer may not, under Federal law, require that a physician or other 
health care provider obtain authorization for prescribing a length of stay of up to 48 hours 
(or 96 hours). However, to use certain providers or facilities, or to reduce your out-of-pocket 
costs, you may be required to obtain prior authorization or notify the Claims Administrator. 
For information on notification or prior authorization, contact your issuer. 

{PAGE} ATTACHMENT II -WHCRA & NMHPA NOTICES 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT ITWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEALTHCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITEDHEAL THCARE IS 
PROHIBITED. 

1212 



SAMPLE MEDICAL CHOICE PLUS PLAN 

ATTACHMENT Ill - NONDISCRIMINATION AND ACCESSIBILITY 
REQUIREMENTS 

When the Plan uses the words "Claims Administrator" in this Attachment, it is a reference to 
United Healthcare, Inc., on behalf of itself and its affiliated companies. 

The Claims Administrator on behalf of itself and its affiliated companies complies with 
applicable Federal civil rights laws and does not discriminate on the basis of race, color, 
national origin, age, disability, or sex. UnitedHealthcare does not exclude people or treat 
them differently because of race, color, national origin, age, disability, or sex. 

The Claims Administrator provides free aids and services to people with disabilities to 
communicate effectively with us, such as: 

• Qualified sign language interpreters 

• Written information in other formats (large print, audio, accessible electronic formats, 
other formats) 

• Provides free language services to people whose primary language is not English, such 
as: Qualified interpreters 

• Information written in other languages 

If you need these services, please call the toll-free member number on your health plan ID 
card, TIY 711 or the Plan Sponsor. 

If you believe that the Claims Administrator has failed to provide these services or 
discriminated in another way on the basis of race, color, national origin, age, disability, or 
sex, you can file a grievance in writing by mail or email with the Civil Rights Coordinator 
identified below. A grievance must be sent within 60 calendar days of the date that you 
become aware of the discriminatory action and contain the name and address of the person 
filing it along with the problem and the requested remedy. 

A written decision will be sent to you within 30 calendar days. If you disagree with the 
decision, you may file an appeal within 15 calendar days of receiving the decision. 

Claims Administrator 
Civil Rights Coordinator 

United HealthCare Services, Inc. Civil Rights Coordinator 

UnitedHealthcare Civil Rights Grievance 
P.O. Box 30608 
Salt Lake City, UT 84130 
The toll-free member phone number listed on your health plan ID card, TIY 711 

If you need help filing a grievance, the Civil Rights Coordinator identified above is available 
to help you. 
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You can also file a complaint directly with the U.S. Dept. of Health and Human services 
online, by phone or mail: 

Online https:/ / ocrportal.hhs.gov / ocr/portal/lobby.jsf 

Complaint forms are available at http://www.hhs.gov/ ocr/ office/ file/ index.html. 

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD) 

Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 
509F, HHH Building Washington, D.C. 20201 
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ATTACHMENT IV - GETTING HELP IN OTHER LANGUAGES OR FORMATS 

You have the right to get help and information in your language at no cost. To request an 
interpreter, call the toll-free member phone number listed on your health plan ID card, press 
0. TIY 711. 

This letter is also available in other formats like large print. To request the document in 
another format, please call the toll-free member phone number listed on your health plan ID 
card, press 0. TIY 711, Monday through Friday, 8 a.m. to 8 p.m. 

Language Translated Taglines 

1. Albanian Ju keni te drejte te merrni ndihme dhe informacion £alas ne gjuhen 
tuaj. Per te kerkuar nje perkthyes, telefononi ne numrin qe gjendet ne 
karten e planit tuaj shendetesor, shtypni 0. TIY 711. 

2. Amharic f ti. 91l"I 91l h ~ f n ~ 1 ~ rp -,.. C ~ :r 'i' an~ ~ \> ar:irs, 1 ,. Q1l.fl ,. 

~ " f l.r :: ~n+c~mt-,..1.1t-PCf16\rp h~?\1- nm.c, Tt\1 
an;r Cll ce f rp,. I\ .e. '1 A CJl.. n + .si. ann anc n 6' h ce rr>C .e. .e OM- 'i' 01 
.e. 6* :: TTY 711 

3. Arabic ..,.J.1.l .~ .;l J...:.:i WJ.) ~ .:.il..._,1...JIJ o.lc.WI ~ Jy,,=JI ~~I~ 
u~ 4..§~ e;:.J.l.o..11 ~~~4 U"'1WI ~~\ ~'t+ll /'"9Y. ~\ '($.JJ! ~fa 
711 (TTY) ~I ~'t+ll .0 ~ .b......:i\J ,~I ~ ~WI ~~I 

4. Armenian Io-wpqtf wb]i~ uiwhwb2q_nL hwtfwp, qwbqwhwpl:.' p ~hp 

wnmi2wuiwhwqwu bpwqp]:i ]iupunLJitJWb (ID) umtfu]:i l}pw 
hz4.wb- wb1l_<1wp Uluiwtfbtp]:i hl::nwp.muwhwtfwpn1l_, uhrp.fh'p 
0: TIY 711 

5. Bantu-Kirundi Urafise uburenganzira bwo kuronka ubufasha n'amakuru mu rurimi 
rwawe ku buntu. Kugira usabe umusemuzi, hamagara inomero ya 
telephone y'ubuntu yagenewe abanywanyi iri ku rutonde ku 
karangamuntu k'umugambi wawe w'ubuzima, fyonda 0. TIY 711 

6. Bisayan-Visayan Aduna kay katungod nga mangayo og tabang ug impormasyon sa 
(Cebuano) imong lengguwahe nga walay bayad. Aron mohangyo og tighubad, 

tawag sa toll-free nga numero sa telepono sa miyembro nga nakalista 
sa imong ID kard sa plano sa panglawas, pindota ang 0. TIY 711 

7. Bengali-Bangala \!5.trJ_<1l'1<PC-s1 ~-T~ ~, 15IT9RRT ~~ ~9RRT ~ \5-f 
~ ~ '-!)1/;'ff<Pl~<P\!5 ~ ~ ~ ~ ;::rT ~~ bC/;'ff~C·f.T "'1~<1-slC 

... c... ... "' 

<PC·f.T ~I (o) Xf!;f<f 15T9RI TIY 711 
'°" c... ... °' 
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SAMPLE MEDICAL CHOICE PLUS PLAN 

Language Translated Taglines 

8. Burmese CY?f~~<w:9f1,11d:> 88:D·xmocm:§~ ~G';j~t~ OJooC:8';l~8';lC\Xf>~p 
*10r~c§c: :).)~OJC~8';l8~mG9:§SOJ~i ocm:§+oo~:GO'])C:~9+0J6~01~(,l)G'):3'd~8';l0e 
rooS3~oS<ooT~8';lOJC:o6"ir:8';l~3'.1~?+~:~G~ .ffl: 0 ~¥Wu TTY 711 

9. Cambodian- Hnl:fll,:Htlsssruclsru s-l::lt1Rl:f1S Ci'lffinn1uwHn 
c:::t i:;a \.J 'W c:::t 

Mon-Khmer tl:tlruHBHftltd'1 ttl~tWWHnUntLU 
n.l c:t I c:::t 

n1Bsrn1vitsitru8 f"l ntGmidwnun1l:fli::1 n 
'U 'U cl ....., ru 

t~ rul:fl s nf'ltsin -l::lurui 10 i,m-l::ln18ffit1lUftJHn 
Ch 61,1'1 , c::::t .,. 

tGttnruqu 0'1 TTY 711 

10. Cherokee 8 D4c.a Jur J(Zi)J J4ouJ l'rA~W i~ c-vr VA JuR JJAVJ 
ACouVJ I8RouJT, #OuouL 0. TTY 711 

11. Chinese •*•~~-~-~-~-~-~~MAo ~~-1111n,~, 

~mn•M~tt••~~~~~«••~~~~a.M• 
Do ftjJ~~9l~Hi~~~ 711 

12. Choctaw Chim anumpa y.l!, apela micha nana aiimma yvt nan aivlli keyu hQ ish 
isha hinla kvt chim aiivlhpesa. T osholi Y.l! asilhha chi hokmvt chi 
achukm.l!ka holisso kallo iskitini Y.l! tvli aianumpuli holhtena Y.l! ibai 
achvffa yvt peh pila hQ ish i_p~ya cha O ombetipa. TTY 711 

13. Cushite-Oromo Kaffaltii male afaan keessaniin odeeffannoofi deeggarsa argachuuf 
mirga ni qabdu. Turjumaana gaafachuufis sarara bilbilaa kan bilisaa 
waraqaa eenyummaa karoora fayyaa keerratti tarreefame bilbiluun, 0 
tuqi. TTY 711 

14. Dutch U heeft het recht om hulp en informatie in uw taal te krijgen zonder 
kosten. Om een tolk aan te vragen, bel ons gratis nummer die u op uw 
ziekteverzekeringskaart treft, druk op 0. TTY 711 

15. French Vous avez le droit d'obtenir gratuitement de l'aide et des 
renseignements clans votre langue. Pour demander a parler a un 
interprete, appelez le numero de telephone sans frais figurant sur 
votre carte d'affilie du regime de soins de sante et appuyez sur la 
touche 0. ATS 711. 

16. French Creole- Ou gen dwa pou jwenn ed ak enfomasyon nan lang natifnatal ou 
Haitian Creole gratis. Pou mantle yon entepret, rele nimewo gratis manm lan ki 

endike sou kat ID plan sante ou, peze 0. TTY 711 
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SAMPLE MEDICAL CHOICE PLUS PLAN 

Language Translated Taglines 

17. German Sie haben das Recht, kostenlose Hilfe und lnformationen in lhrer 

Sprache zu erhalten. Um einen Dolmetscher anzufordern, rufen Sie 
die gebuhrenfreie Nummer auf lhrer 
Krankenversicherungskarte an und drucken Sie die 0. TTY 711 

18. Greek 'Exs,E TO Otxcxlwµcx vex Arx~ETE ~o~8EtCX XCXl 7IAYJQO(jJOQLEc; CTTYJ yAwaaa. aa.c; 
xwelc; XQEW<JY], I'tcx Vr:J. ~YJT~<JETE OlEQµY]VEr:t., Xr:J.AECTTE TO OWQEOCV r:1.Qt8µ6 
TYJAE<.pwvou nou ~elaxs,cxt CTTYJV xdcem µEAouc; cxa<.pocAtaYjc;, ncxT~CTTE 0. 
TTY 711 

19. Gujarati rl.~:::i. IA--t.L ~~lt ~t.t. :oi.:::i. rl.~L<1 ~L4.L~i ~L~rl.1 i{UJ,qqLc{L :oi.lA&l< 
<:-.. 

"' r..~l~lll ~l2 IA.-ir1.1 &<ql, rl.~L<l ti~~ "L~H ID &t1 'LL<--t.1 ~~1~[ :oJ.t'l!.~ t9. 
~ <:-.. 

21.~-~1 iti-ut< ~rl .-iut< G'LL< hl~ &~, o r..utLql TTY 711 

20. Hawaiian He pono ke kokua 'ana aku ia 'oe ma ka maopopo 'ana o keia 'ike ma 
loko o kau 'olelo pono'i me ka uku 'ole 'ana. 
E kama'ilio 'oe me kekahi kanaka unuhi, e kahea i ka helu kelepona 
kaki 'ole ma kou kaleka olakino, a e kaomi i ka helu 0. TTY 711. 

21. Hindi a:rrq- cfi 'l'.ffil a,q,ft- '+IT"fr it +1 Q 14 a I ~ "11 •·fi·.fi I £1 .,&~ l~Ul:~cPfi'~ cfiT 

3l'&fcfin: t1 '5;~ cfi ~ ~~ ~ cfi ~, ~~~~ID 
~~ ~-.fl~~~m-¢w~m~, 0 ~I TTY 711 

22. Hmong Koj muaj cai tau kev pab thiab tau cov ntaub ntawv sau ua koj horn 
lus pub dawb. Y og xav tau ib tug neeg txhais, hu tus xov tooj rau tswv 
cuab hu dawb uas sau muaj nyob ntawm koj claim yuaj them nqi kho 
mob, nias 0. TIY 711. 

23. Ibo Inwere ikike inweta enyemaka nakwa imvta asvsv gi n'efu n'akwughi 
vgwQ. Maka ikpQt\lf\l onye nsvghari okwu, kpQQ akara ekwentj nke di 
nakwvkwQ njirimara gi nke emere maka ahvike gi, pia 0. TTY 711. 

24. Ilocano Adda karbengam nga makaala ti tulong ken impormasyon iti 
pagsasaom nga libre. Tapno agdawat iti maysa nga agipatarus, 
tumawag iti toll-free nga numero ti telepono nga para kadagiti kameng 
nga nakalista ayan ti ID card mo para ti plano ti salun-at, ipindut ti 0. 
TTY 711 

25. Indonesian Anda berhak untuk meridapatkan bantuan clan informasi dalam 
bahasa Anda tanpa dikenakan biaya. Untuk meminta bantuan 
penerjemah, hubungi nomor telepon anggota, bebas pulsa, yang 
tercantum pada kartu ID rencana kesehatan Anda, tekan 0. TTY 711 
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SAMPLE MEDICAL CHOICE PLUS PLAN 

Language Translated Taglines 

26. Italian Hai il diritto di ottenere aiuto e informazioni nella tua lingua 
gratuitamente. Per richiedere un interprete, chiama il numero 
tclcfonico vcrdc indicato sulla tua tessera identificativa del piano 
sanitario e premi lo 0. Dispositivi per non udenti/TTY: 711 

27. Japanese .=-'1A"~(J) ~ ii-c:-ff~- ~ ~'.Ytltt:: LL 1wffl ~ J....-¥ Lt:: LJ 9 ~ 
.=ctl-c:~*9o :¥4~(j:f.J,f.J, LJ *it No a~~ ._-:M-~(J):11~ 
la:' ~~-J'7 /(/)ID 

n- ~-,::~cti ~n -c L ,~"' // ,-m(J) 7 1J -1Z''-1' ~ Jv*-c: as 
ffl i! (J) ...t ' o~:j:ijl l, t ( t=. ~ L 'o TTY.Wfflffiis"IJ: 711-C:"9 o 

28. Karen t~?l:ro\~:rolu:hro1+rp~:tl'.))?OJl111011!:ro'?lrolr4'}ro1+r4'fn?fbro,cooS?ll/?~ 
~l'.))?,2~1.ro10)\rpu:i,iy1rpr!J1r4'i:ooo-J.(1)()1~t{,,r8:x.?cM)&?.)~fCO'(pq18Dro~?"1??.)y\(1)1Z.,~~Cl)'td~2~?~?~;?.)0)'.~1?0Jl~r, 
?.)()):?.)c31hl?~l;1~1 0 ox,11.m 711 

29. Korean Tio~::: £§]!j- ~~~ Tlo~.9.I '2:JO~.£ til§ ¥@~.i!OI ~ ~ * 
21::: t! 217 ~ 21 e L..I c~. ~ '2.=IN ~ R ~ 0~ 71 ~, 5H A-I::: Tl 0~ .9.I 

~ic!l ID7~ c o~I 7IA!l-E! -!:j:!-E ~,~ ~~~it!~£ ~~~o~o~ oit! ~ 

T~~Al2..TlY711 

30. Kru- Bassa Ni gwe kunde I bat mahola ni mawin u hop nan nipehmes be to 
dolla. Yu kwel ni Kobol mahop seblana, soho ni sebel numba I ni 
tehe mu I ticket I docta I nan, bep O. TIY 711 

31. Kurdish-Sarani W__?- ~l....j ~ ~.J:!; I.S.Jy.ilj .J ~jy ,~\~ .i.S ~ wop 1.5-UI.... 
u-iJMk:i O.JI....J ~ ~ l.5~0.):!'\-:1 ,~o)j ~...J..)O_J u-i..l.fii.Ji..) ~ .~.J..JO.J 

o_}.l..l O (j\...;i~ .J W__?- ~.J.J..l..i4..:i ~~ ~U:!:1 _;i_JlS 1.5..l 1.5w .JlJ.i...l .Jl...)'-".J.J,i 

.TTY 711 

32. Laotian 
I C'.l. C"> C'.l. I 

~::io 
IV V I = '.., tf) ">UJJ ~ C)U) 5 UD">Uq ovcm 6CC=:)::e 

~ 
I C'.l.' V I ' I C'.l. 

Fi) I ">iq 
.., 

JJ., ue ">O~">Utf) cu UW">~">261tf) ">UU JJ 
I 

~ ">V. 
"1 I ' IV 

61U">VW">~">,itf)W6 
= t,)")t,)JJ")e)C=:)Ditf)=:)::~ Vu cw 62 5 

~~=:) 
.., C, DU) C'.l. I ~C) 

.., 
=:)::u , ~o .... iuu.., o~::JJ">q 

C, 

u~::JJ">q nee1tf) 
I " ">U,n OC=:)D 0. TTY 711 

33. Marathi 311qq_41&113llqq_41 ~clfrlll-~,<-(4 ~~J1Uh0(41-i::tl 

3ffflR ~-~~I t:li:filfi cf'f.tcft i:fi(0(4lf116l 311qq_41 a.ti ZH(4 ~ 
3fii'h©qq_(lcl{1&1 ~~ <fi<-1141 fl~fl4 lf1 clfrl P~t(4 ~ 461 (cl ( 

~i:fi(0(41~1tl ~O. TTY 711 
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SAMPLE MEDICAL CHOICE PLUS PLAN 

Language Translated Taglines 

34. Marshallese Eor arr, maron nan bok jipan im me!e!e ilo kajin eo arr, ilo 
ejje!ok wor:iaan. Nan kajjitok nan juon ri-ukok, kOr!ok norr,ba 
eo err,oj an jeje ilo kaat in ID in karok in ajmour eo arr,, jiped 
0. TTY711 

35. Micronesian- Komw ahneki manaman unsek komwi en alehdi sawas oh 
Pohnpeian mengihtik ni pein omwi tungoal lokaia ni soh isepe. Pwen peki 

sawas en soun kawehweh, eker delepwohn nempe ong towehkan 
me soh isepe me ntingihdi ni pein omwi doaropwe me pid 
koasoandi en kehl, padik 0. TTY 711. 

36. Navajo T'aa jiik'eh doo b44h 'alinig66 bee baa hane'igii t'aa ni nizaad bee 
nika'e'eyeego bee na'ahoot'i'. 'Ata' halne'i la yinikeedgo, ninaaltsoos 
nit['iz7 'ats'77s bee baa'ahayl bee n44hozin7g77 bikl 1' b44sh bee 
hane'7 t'l 1 j77k'eh bee hane'7 bikl '7g77 bich'8' hodiilnih d66 0 
bil 'adidiilchil. TTY 711 

37. Nepali a q I {<-I ~~llSll'il ~~ ~Q41~1 ~ Zill'19'il£1 '{(ll-(d 

~ 3f~ {~ aq1 ~~I ~I 3iijctlG.9'i 9,(1 '{d (l ~ ~I q13,; ~ 

~~ a q I {chi "" q(~4 ~. flcl If(~ 41'51'11 9'il\s'il 

«-;f") i-{! a ~ -~ ~ e: f(4 t€t-;, '1 '"l isl (Ji I ~ '"(q \91 ~ I \j~ f(, 0 

~~'j~~I TTY 711 

38. Nilotic-Dinka Yin n::,1J 161) be yi ku::,ny ne wfaeyic de th61J du abac ke cin weu taaue 
ke piny. Acan ba ran ye be ger thok thieec, ke yin c::,l namba yene yup 
abac de ran t61J ye be waar thok t::, ne ID kat duon de panakim yic, 
thany O yic. TIY 711. 

39. Norwegian Du har rett til a fa gratis hjelp og informasjon pa ditt eget sprak. 
For a be om en tolk, ring gratisnummeret for medlemmer som er 
oppf{l)rt pa helsekortet ditt og trykk O. TTY 711 

40. Pennsylvania Du hoscht die Recht fer Hilf unn Information in deine Schprooch 
Dutch griege, fer nix. Wann du en Iwwersetzer hawwe willscht, kannscht du 

die frei Telefon Nummer uff dei Gesundheit Blann ID Kaarde yuuse, 
dricke 0. TTY 711 

41. Persian-Farsi .~w wst,u~ uK:ll.J .J_,.b ~ 1.J ~~ u4J ~ -::.it.c)lbl J ..s....is ~ .l:i)~ ~ ~ 
(s.lL....W u)..S. .J~ o~ ~ uK:ll.J uill o) .... .::. 4 ~li.::. ~fa u....\~.J~ .sly, 

TTY 711 -~~ .Jt...:.i I.JO J o~_,..u ~6. L>"w ~~ ~I~ ..i....illy, 

42. Punjabi ~ -&H ~ ~ ~ HJ, fE 3, "»f3 ,-1, 2:o1 1 dl m l@Tl.f3 "ol'ac') tT 
- - ' 
r>fUfura ~I ~9,F.fi@ ~ ~ ~ m ~ m ~ cT8" ~ mJo 
~ it@ ti ti~,~ 711 3 'ol'T8" "ol"B", 0 ~I 
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SAMPLE MEDICAL CHOICE PLUS PLAN 

Language Translated Taglines 

43. Polish Masz prawo do uzyskania bezplatnej informacji i pomocy we 
wlasnym j~zyku. Po uslugi tlumacza zadzwon pod bezplatny numer 
umieszczony na karcie identyfikacyjnej planu meuycznego i wcisnij 0. 
TTY 711 

44. Portuguese Voce tern o direito de obter ajuda e informa~ao em seu idioma e 
sem custos. Para solicitar um interprete, ligue para o numero de 
telefone gratuito que consta no cartao de ID do seu piano de 
saude, pressione o. nv 711 

45. Romanian A veti dreptul de a ob tine gratuit ajutor ~i informatii in limba 
dumneavoastra. Pentru a cere un interpret, sunati la numarul de 

telefon gratuit care se gase~te pe cardul dumneavoastra de sanatate, 

apasati pe tasta 0. TTY 711 

46. Russian BbI HMeeTe rrpaBO Ha 6ecrrAaTHOe rroAyqeHHe IIOMOI.IJ:H H 
HHq>opMaUHH Ha BameM H3bIKe. '-Iro6bl IIOAaTb 3arrpoc rrepeBOA'fHKa 
Il03BOHHTe no 6ecrrAaTHOMf HOMepy TeAeq>oHa, y1rnJaHHOMY Ha 
o6paTHO:U: CTopoHe Bame:u: HAeHTHq>HKaUHOHHO:U: KapTbI n Ha:lKMHTe 
0. AHHHH TTY 711 

47. Samoan- E iai lou aia tatau e maua atu ai se fesoasoani ma 
Fa'asamoa fa'amatalaga i lau gagana e aunoa ma se totogi. Ina ia 

fa'atalosagaina se tagata fa'aliliu, viii i le telefoni mo sui e le 
totogia o loo lisi atu i lau peleni i lau pepa ID mo le soifua 
maloloina, oomi le 0. TTY 711. 

48. Serbo-Croatian lmate pravo da besplatno dobijete pomoc i informacije na Vasem 
jeziku. Da biste zatrazili prevodioca, nazovite besplatni broj 
naveden na iskaznici Vaseg zdravstenog osiguranja i pritisnite 0. 
TIY711. 

49. Spanish Tiene derecho a recibir ayuda e informaci6n en su idioma sin costo. 
Para solicitar un interprete, llame al numero de telefono gratuito para 
miembros que se encuentra en su tarjeta de identificaci6n del plan de 
salud y presione 0. 
TTY 711 

50. Sudanic- Dum hakke maacfa mballecfaa kadin ke6aa habaru nder wolde maacfa 
Fulfulde naa maa a yo6ii. To a yidi pirtoowo, noddu limngal mo telefol caahu 

limtaacfo nder kaatiwol ID maacfa ngol njamu, nyo"u 0. TTY 711. 
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SAMPLE MEDICAL CHOICE PLUS PLAN 

Language Translated Taglines 

51. Swahili Una haki ya kupata msaada na taarifa kwa lugha yako bila 
gharama. Kuomba mkalimani, piga nambariya wanachama ya bure 
iliyoorodheshwa kwenye TAM ya kadi yako ya mpango wa afya, 
bonyeza 0. TTY 711 

52. Syriac-Assyrian ~cu4=, rd-ic;w:..~~CI f<'~~(!' -_Cl~~ r<~~ --~~·~f<' -_a~i:<' 
~r<~ ~~ ~ ~ -_Cl"Ul .~;~ ~ ~ ~~ ~~ 

TTY 711. 0 ~" ~~~ i<c~ ,4~ 4,~ 

53. Tagalog May karapatan kang makatanggap ng tulong at impormasyon sa iyong 
wika nang walang bayad. Upang humiling ng tagasalin, tawagan ang 
toll-free na numero ng telepono na nakalagay sa iyong ID card ng 
planong pangkalusugan, pindutin ang 0. TTY 711 

54. Telugu Je,"""0W9 ~CSF ~ e,~~o~""" 'jJ9 ~"""~e,.--1, ;6"""dD02JJ 'jJti9dDJ ;6°jJ""" 

..::S"""ti ;:,~oc::5~"""<09~9 'jJr,~ ;s,~F ~ ~oc::59. 2...,~.::S~ct5 C::SJ2J"""~ 

~""".::S"""e:iow~ 'jJr, ;s,....,,e,F~F ;:,F e,"""c0F ::,~9 ~..,,6F~ 'jJr,c::5 
' 

2:3"""2.)9~-,, .,::S~QD2J~F ~ W.--1,e,F -:;iF C59 <0....,,02JL).)~ -:;i.--l;c0F ..::5~;69, Q 

;;.,Fe5-::,;6F ..::S~;6F~.--I;. TTY 711 

55. Thai folt:U:il ~VlfiVhJ::; 1~ilJA11lJ'111 ti L 'H ~e) LLn::;'lJeJl:jn 'I. U.f1Tlf161Ju'1 folt:U 1~1~ ti 

1:i.J:il'°h'I. "H'11 t1 "H1rn,'it1'1 n1"161Ju ~1" LLU n.n1'.lf1 

LU'l~ i: Vl'lAWvi ri'1"Hl.11 mn61JL VJ'lvl~v\u fJlJUU\,l'lU'l::;'11~1 ~1"Hi1J u~u~ 

61J.f11W61Ju'1{o'Jru u~-m~ o 
~1"Hi1J~v\:ili:i11l.!1Jnw~t1'1V11'1n1"11~uu"H~un1"1~~ 

i:iJ'l~LVJ'l'1ri'1"Hl-11mn61l 711 

56. Tongan- 'Oku ke ma'u 'a e totonu ke ma'u 'a e tokoni mo e 'u fakamatala 'i 
Fakatonga ho'o lea fakafonua ta'etotongi. Ke kale ha tokotaha fakatonulea, ta ki 

he fika telefoni ta'etotongi ma'ae kau memipa 'a ee 'oku lisi 'I ho'o 
kaati ID ki ho'o palani ki he mo'uilelei, Lomi'I 'a e 0. TTY 711 

57. Trukese Mi war omw pwung om kopwe nounou ika amasou noum ekkewe 
(Chuukese) aninis ika toropwen aninis nge epwe awewetiw non kapasen 

fonuom, ese kamo. lka ka mwochen tungoren aninisin chiakku, 
kori ewe member nampa, ese pwan kamo, mi pachanong won an 
noum health plan katen ID, iwe tiki "O". Ren TTY, kori 711. 

58. Turkish Kendi dilinizde iicretsiz olarak yardun ve bilgi alma haklruuz 
bulunmaktachr. Bir terciiman istemek is;in saghk plaru kimlik kartuuzm 
iizerinde yer alan iicretsiz telefon numarasuu arayuuz, sonra O' a 
basuuz. TTY (yaztli ileti~im) is;in 711 

{PAGE} ATTACHMENT IV - GETTING HELP IN OTHER LANGUAGES OR FORMATS 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT ITWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEALTHCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITEDHEAL THCARE IS 
PROHIBITED. 

1221 



SAMPLE MEDICAL CHOICE PLUS PLAN 

Language Translated Taglines 

59. Ukrainian Y Bae £ rrpaBo 01pttMaTH 6e3KOllITOBHY AOIIOMory Ta iHcpopMauim Ha 
Barnili piAHili MOBi. IU06 rroAaTM 3arrttT rrpo HaAaHHJI rrocAyr 
rrcpcKAaAaqa, 3aTeAecpoHyiiTe Ha 6e3KOilITOBHMH HOMep TeAecpotty 
yqaCHMKa, BKa3aHHH Ha Barnili iAeHTttq:>iKauiliHili KapTi IIAaHy 
MeAHqHoro CTpaxYBaHHJI, HaTHCHiTI, 0. TIY 711 
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TTY 711 .(.J:!-i~.1 0 , d r_;.1 J:1 3_;1.S ..s3 _;i u~ 

61. Vietnamese Quy Vi CO quyen dll'Q'C giup dO' Va cap thong tin b~ng ngon ngfr CUa 
quy vi mi~n phf. Oe yeu cau dl.l'Q'C thong dich vien giup d5', vui long 

goi so dien tha~i mi~n phf danh cha h<;>i vien dl.l'Q'C neu tren the ID 
chU'ang tr)nh baa hiem y te cua quy vi, barn so 0. nv 711 

62. Yiddish 11:) ''1!:l 1K1!:ltll 1V"K PK :ll'~K~1K!:IJ'K 11K C"J'';-J l:11~1j?KJ ,~ o:wi '1 UK;-J 1'K 

U!:111 , iV!JlO:ll~l;iK1 K l:17).JKl;iiK!:l 1~ . l;iK~!:IK 

ID lKl;i:) U?:11;-J 1V"K C')'1K O"Utll OK11 i:l.7~1J lK!:l:lll;i:110 1:11::J.~V;,_j :l.l"i!:l l;iKU tl:l.71 
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63. Yoruba 0 ni ~t9 lati ri iranwQ ati ifitonileti gha nf ede r~ laisanw6. Lati ba 
ogbuf9 kan s9r9, pe s6ri n9mba ~r9 ibanis9r9 laisanw6 ibode ti a to 
s6ri kadi idanim9 ti eto ilera r~, t~ 'O'. TIY 711 

{PAGE} ATTACHMENT IV - GETTING HELP IN OTHER LANGUAGES OR FORMATS 
THIS MATERIAL IS PROVIDED ON THE RECIPIENT'S AGREEMENT THAT ITWILL ONLY BE USED FOR THE PURPOSE 
OF DESCRIBING UNITEDHEALTHCARE'S PRODUCTS AND SERVICES TO THE RECIPIENT. ANY OTHER USE, 
COPYING OR DISTRIBUTION WITHOUT THE EXPRESS WRITTEN PERMISSION OF UNITEDHEALTHCARE IS 
PROHIBITED. 
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SAMPLE MEDICAL CHOICE PLUS PLAN 

ASSUMPTIONS 
Benefits Current as of January 1, 2019 

Claims Fiduciary 

Care Model 

Coordination of Benefits 

Cost Management Program 

Health Savings Account 

Bariatric Resource Services 

Cancer Resource Services 

Congenital Heart Disease Services 

Kidney Resource Services 

Reproductive Resource Services 

Outpatient Prescription Drugs 

Patient Protection and Affordable Care Act 

Personal Rewards 

Plan Sponsor 

Personal Health Support 2.0 

Non-Duplication of Benefits 

Outlier Cost Management (OCM) at the INN 

Outlier Cost Management non-Emergent (OCM
NE) OON Benefit Level 

No 

No 

Yes 

Yes 

Yes 

Yes 

Not Covered 

Non-Grandfathered 

Yes 

XXXXXX SET XX- XX/XX/XXXX 
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UnitedHealth care~ 
5500 12th Ave. East, Shakopee, MN 55379-1812 

[Parent/Guardian ext] 
[Ship to First Name] [Ship to Last Name] 
[Ship to Address 1] 
[Ship to Address 2] 
[Ship to City], [Ship to State] [Ship to Zip/PC] 

[Date] 

Dear [Ship to Salutation] : 

Thank you for recently speaking with me about your health care. I hope you found our conversation helpful. 

As we discussed, Personal Health Support is a program that's part of your health benefits. I'm the nurse 
case manager who's been assigned to help you manage your condition and discuss your health concerns. 
I'll be your main point of contact and can offer you information about a wide range of health topics 
including preventive care and condition management. I can also give you tips to help you work with your 
doctor more effectively. 

Please write down my name and number and put them in a onvenient place. If I'm unable to take your 
call, you can leave me a confidential voice mail message. Be sure to include the best day and time to 
reach you, and your daytime telephone number and area code. If you have an immediate need, my voice 
mail will direct you to another nurse case manager who can help. 

I know that managing a health condition can be challenging. UnitedHealthcare® and its team of nurse case 
managers are pleased to provide you with health information that can help you live your life to the fullest. 

Sincerely, 

[Contact First Name] [Contact Last Name] 
[Contact Title] 
Case Management Care Solutions Team 
UnitedHealthcare 
[Contact Phone] [Contact Ext.] (TTY: 711) 
[Contact Hours] [Contact Time Zone] 

Insurance coverage provided by or through United Healthcare Insurance Company or its affiliates. Administrative services provided by 

United HealthCare Services, Inc. or their affiliates. 

© '.201 '.2 United HealthCare Services, Inc. 
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Contact Us: 1-844-344-REAL(7325) I support@realappeal.com @•f§J§8 

0 
Member Information Lifestyle Class Calendar NextSteps 

Member Information 
Welcome to Real Appeal. Please complete the required fields to build your Real Appeal profile 

• • • • 

Email and Password 

Email AcXJress confirm Email Acijress 

:---: ·ic :1:..n- ... .f'r ,..,. 

Password Confirm Password ........ • ••••••• 
); p, ~,:; ·:,s; !"1P JJ 

Security Question Answer 

What was the make and mooe, of your first car? 

.,, I agree to Real Appoal H IPAA terms 

v' I agree to Real Appeal Tenns of Use &Privacy Policy 

Cop/,'igt,t i.l2017RealAppeal, lnc.AllRitfflsReser""'1 PrivacyPolicy I TennsofUse Conl:actU,,l-844-344-llfAl.(73ZS) I _.,s,...._.i.com • •WM+ 
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Real 
Appeal 

• Member Information 

First Name 

Month of Birth 

ContactUs:1-844-344-REAL(7325) I support@realappeal.com I Logout 

Lifestyle Class Calendar Next Steps 

Member Information 
Welcome to Real Appeal. Please complete the required fields to build your REa:al Appeal profile. 

• • • • 

Basic Information 

Last Name 

Day Year Gender 

• Male @Ji Female 

Copyright© 2017 Real Appeal, Inc. All Rights Reserved. Privacy Policy I Terms of Use Contact Us: 1-844-344-REAL (7325) I support@realappe,,1.com i •M=H+ 
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Member Information 

Contact Us: 1-844-344--REAL (7325) I support@realappeal.com I Log Out 

Lifestyle Class Calendar Next Steps 

Member Information 
Welcome to Real Appeal. Please complete the required fields to build your Real Appeal profile. 

• • • • 

Contact Information 

Real Appeal offers support by both phone and text message. Please provide the best contact numbers for both. You can opt out of 

these communications at any time. (You may incur carrier charges depending on your phone plan.) 

Phone Number 

.,, Real Appeal may contact me at this phone number. 

Text Message Number Same as Phone 

Real Appeal may contact me through text . 

Copyright@ 20f7 Real Appeal, Inc. All Rights Reserved. Privacy Policy I Tenns of Use Contact Us: 1-844-344-REAL (7325) I support@realappeal.com i•i• jj, :l4 i&S 
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Member Information 

Contact Us: Hl44-344-REAL (7325) I support@realappeal.com I Log out 

Lifestyle Class Calendar Next Steps 

Member Information 
Welcome to Real Appeal. Please complete the required fields to build your Real Appeal profile. 

• • • • 

Shipping Information 

Please provide a shipping address so we can ship the Real Appeal Success Kit to you. No PO Boxes. 

Please note, eligibility requirements do apply. We will ship your kit after you attend the Welcome Session and one group session. 

Addressl 

Address2(0ptional) e 
City 

State Zip Code 

Copyright©2017RealAppeal. lnc.AIIRightsReserved. PrivacyPclicy I TermsofUse ContactUs:1-844-344-l!EAL(7325] I suppon;l'realappeal.com 
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Real 
Appeal ContactUs:1-844~REAl.(7325) I support@realappeal.com I Logout 

0 
Member Information Lifestyle Class calendar NextSteps 

Member Information 
Welcome to Real Appeal. Please complete the required fields to build your Real Appeal profile. 

• • • • 

Insurance Information 

We just need to make sure that your insurance provider covers this program. Please complete the folowing fields (an example of yo<Jr 

insurance card wil appear automatically). 

First Name 

Last Name 

Select Your Insurance Plan 

UnitedHealthcare 

:;y:,v ;;o, ,· '-'._r , ~; ,:,c,u• 1n:::.cc:ar-r·c' 1,:,,~~·C> ddhere ~c. :::~:,..••::cn-,.,,::,:•1;< 

-:':T ::-ar-·. patm\ :;:.2f":' c~~ 

Member ID 

Group Number 

'i 
k;;;=~~~~I ~~-- I ~~~.. ·- '"'•·--- - - ~ ~=-~ :: ;;:.."~10\), . 

~-u,.. :t: :: ':: ~.1..n. I 
'-----~ · ---::-~*·"' . ..:~ 7;_} OB=• -------

Copyright El 2017 Real Appeal, Inc. AU Rights Reserved. Privacy Policy I Tenns of Use Contact Us, 1-(7325) I support@re.alappeal.com 
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Real 
Appeal Contact Us: 1-844-344-REAL (7325) I support@realappeal.com I Log OUt 

e e 
Member Information Lifestyle Class Calendar NextSteps 

Lifestyle 
Tell us about yourself. Below are some questions that will help us create the most effective program for you! 

Health Information 

Let's get your height and weight. 

Feet Inches Lbs 

5 11 160 

Exercise Level 
Do you get more than 150 minutes of exercise per week? . No eves 

Copyright© 2017 Real Appeal, Inc. All Rights Reserved. Privacy Policy I Terms of Use Contact Us: 1-844-344-REAL (7325) I suppc:rt@realappeal.com •·+MM+ 
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Member Information Lifestyle Class Calendar 

Lifestyle 
Tell us about yourself. Below are some questions that will help us create the most effective program for youi 

Health Information 

Do you have high cholesterol or do you take medication to keep your cholesterol down? 

Ye:: . • No 

Do you have high blood pressLWe or do you take medication for blood pressure? 

Yes • No 

Do you smoke? 

Yes • No 

Has a doctor ever told you that you have ek?vated blood sugar which is sometimes referred to as pre-diabetes or do you take 

medication to control your blood sugar? 

Yes • No 

Do you currently have diabetes? 

(ii Yes No 

NextSteps 

Cop'lfightto2016RealAppeal,lnC.All!iglltsResaM>d. PlivacyPollcy I Termsoluse CcntactUs:1-844-344-REAl..(7325) I support@roalappeal.com C•§§8 
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Real 
Appeal Contact Us: 1-844-344-REAL (7325) I support@realoc>Poolcom I Log OUt 

0 0 0 
MemberlnfOffll<lticn Lifestyle Class calendar Next Steps 

Weekly Session Schedule 
Hi ...D hn ooe , please choose a new time for your weekty group session. This will be the time that you meet with your coach and group each 
week. 

Available Classroom Time Slots 

PREFERRED TIME ZONE 

Pacific Time Zone Selected Class: .oc 

Tuesday 10/3 I Wednesday 10/4 I Thursday 10/5 I Friday 10/6 I Monday 10/9 

S.-OOam 

7:00am 

8:00am 8:00am 

9:00am 

• 

In order to confirm your coaching session, please check the email you used to set up your Real Appeal account between now and the day your 

session is scheduled to begin. If you opted out of receiving emails, please log in to your dashboard to confirm your start date and time. 

rl Add to your Calendar 

Copyright @ 2017 Real Appeal Inc. Al ll;gt,ts l!esen,ed. Privacy Pal icy I T"""" of U<e Contxt Us, H144-344-ll£Al.(7325) I support9,,.,1oppea1.c:om 
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Attachment B 
RFP 6102 Z1 

STATE OF NEBRASKA 

BUSINESS ASSOCIATE AGREEMENT 

THIS BUSINESS ASSOCIATE AGREEMENT ("Agreement'') amends and is made a part of all 
Services Agreements (as defined below) between United HealthCare Services. Inc. ("Business 
Associate") and State.of Nebraska ("Company'') on behalf of the Group Health Plans 
sponsored by Company (the "Plan"). This Agreement is effective or upon 
the effective date of the underlying Services Agreement, whichever is later ("Effective Date"). 
This Agreement supersedes and replaces any prior Business Associate Agreements between 
the parties. 

1. Definitions. 

a. Catch-all definitions. The following terms used in this Agreement shall have 
the same meaning as those terms in the HIPAA Rules: Breach, Covered Entity, Data 
Aggregation, Designated Record Set, Disclose or Disclosure, Electronic Protected 
Health Information, Health Care Operations, Minimum Necessary, Notice of Privacy 
Practices, Protected Health Information or PHI, Required By Law, Secretary, 
Security Incident, Subcontractor, Unsecured Protected Health Information, and Use. 
Other capitalized terms used but not otherwise defined in this Agreement shall have 
the meaning ascribed in the HIPAA Rules. 

b. Specific definitions. 

(1) "Business Associate" shall generally have the same meaning as the 
term "Business Associate" at 45 CFR 160.103, and in reference to the party to this 
Agreement, shall mean the party identified above as Business Associate. 

(2) "Business Associate Functions" means functions performed by 
Business Associate on behalf of the Plan in the course of providing or arranging for 
plan administration services which involve the creation, receipt, maintenance or 
transmission of PHI by Business Associate or its agents or Subcontractors. It is 
anticipated that the services provided by Business Associate will be performed as 
part of the Plan's "health care operations" as defined in the HIPAA Rules. 

(3) "HIPAA Rules" shall mean the Privacy, Security, Breach Notification, 
and Enforcement Rules at 45 CFR Part 160 and Part 164. A reference in this 
Agreement to a section in the HIPAA Rules means the section as in effect or as 
amended at the time the section is to be applied. 

(4) "Individual" shall generally have the same meaning ascribed in the 
HIPAA Rules and shall refer only to Individuals who are covered persons under the 
Plan. 

(5) "Services Agreements" means all agreements whether now in effect 
or hereafter entered into, between Company and Business Associate for the 
performance of Business Associate Functions by Business Associate on behalf of 
the Plan. 

Page 1 of 9 



2. Purpose. The Plan is a Covered Entity under HIPAA. The HIPAA Rules require the 
Plan to obtain, and Business Associate to provide, satisfactory written contractual 
assurances before Business Associate may create, receive, maintain, or Disclose PHI to 
perform Business Associate Functions on behalf of the Plan. This Agreement is entered 
into to provide the contractual assurances required under the HIPAA Rules. 

3. Obligations of Business Associate. As an express condition of performing 
Business Associate Functions, Business Associate agrees to: 

a. Not Use or Disclose PHI other than as permitted or required by this 
Agreement or as otherwise Required by Law. and/or the Services Agreements or as 
otherwise Required by Law provided that, to the extent Business Associate is to 
carry out Covered Entity's obligations under the Privacy Rule, Business Associate 
will comply with the requirements of the Privacy Rule that apply to Covered Entity in 
the performance of those obligations. 

b. Use appropriate safeguards, and comply with Subpart C of 45 CFR Part 164 
with respect to Electronic Protected Health Information, to prevent Use or Disclosure 
of PHI other than as provided for in this Agreement. 

c. Report to the Plan's designated privacy official, without unreasonable delay 
but in no event more than three (3) business days after discovery by Business 
Associate and determination that Covered Entity's data has been impacted, any Use 
or Disclosure of PHI not provided for by this Agreement of which Business Associate 
becomes aware, including any Breach of Unsecured Protected Health Information as 
required at 45 CFR 164.410, and any Security Incident of which it becomes aware, 
together with any remedial or mitigating action taken or proposed to be taken with 
respect thereto. If Business Associate does not have available complete information 
in satisfaction of 45 CFR 164.41 O(c) within three (3) business days of discovery of 
the impermissible Use or Disclosure, Business Associate shall provide all information 
it has at such time, and bromptlylFAFAeEllateMH011 update the Plan with additional 
information as it becomes available through prompt investigation. This Agreement 
serves as Business Associate's notice to the Plan that attempted but unsuccessful 
Security Incidents regularly occur and that no further notice will be made by Business 
Associate unless there has been a successful Security Incident or attempts or 
patterns of attempts that Business Associate determines to be suspicious. 

Business Associate shall cooperate with the Plan in mitigating any harmful effects of 
any impermissible Use or Disclosure. If Business Associate experiences a Breach 
that affects multiple customers, then the Company hereby delegates to Business 
Associate the responsibility for determining when any such incident is a Breach and 
for providing all legally required notifications to Individuals, HHS and/or the media, 
on behalf of Covered Entity. However, if a breach affects solely or primarily 
Individuals within the Company plan, then the Company may delegate to Business 
Associate the responsibility for determining when any such incident is a Breach and 
for providing atl legally required notifications to such Individuals, HHS and/or the 
media, on behalf of Company and the Plan, provided that the Company shall have 
final approval of all content of notifications to individuals, HHS and/or the media. In 
the case of a Breach as determined to exist in the sole discretion of the Plan which 
was due to a violation of this Agreement by Business Associate, Business Associate 
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shall pay for the reasonable costs of investigation, mitigation and notification to 
affected Individuals. As an alternative to Business Associate reimbursing Company 
and the Plan for the costs of notification, the Plan may elect to have Business 
Associate directly provide the notifications to Individuals for breaches that affect 
solely or primarily Individuals within the Company plan and is caused by Business 
Associate, provided that Company and the Plan shall have final approval of all 
content of notifications to Individuals. The Company shall respond or provide 
comments and/or feedback on the Business Associate's proposed notification within 
24 hours of receiving written draft from the Business Associate. 

d. In accordance with 45 CFR 164.502(e)(1 )(ii) and 164.308(b)(2), ensure that 
any Subcontractors that create, receive, maintain, or transmit PHI on behalf of 
Business Associate agree in writing to the same restrictions, conditions, and 
requirements that apply to Business Associate with respect to such information. 

e. Within thirty (30} calendarton (10) business days of request by an Individual 
or notification by the Plan, make available to the Individual such Individual's PHI 
maintained by Business Associate in a Designated Record Set in accordance with 
45 CFR 164.524. The parties agree that Individuals will be directed to Business 
Associate to make all requests for access to PHL Business Associate will provide 
such access according to its own procedures for such access in accordance with the 
requirements of 45 CFR 164.524. If the requested PHI is maintained in one or more 
Designated Record Sets electronically and if the Individual requests an electronic 
copy of such PHI, Business Associate must provide the Individual with access to PHI 
in the electronic form and format requested by the Individual, if it is readily producible 
in such form and format; or, if not, in a readable electronic form and format as 
agreed to between Business Associate and the Individual. Business Associate shall 
provide the requested information directly to the Individual, alon§ witt:I a notice to the 
ffielMeual that a eo13y of tho ineividual's mquost t:las boon furnist:lee to :tho Plan ane 
tt:lat tt:lo Plan FRay provide aeditianal inforFRation to tho Individual in response to tho 
~ quo·st R02J. 

If tho Individual's request covers roeores not FRaintained by Business Associate, 
Business Associate shall no~o Plan within throe (g) days of tt:le FSquost. Tho 
Plan will be responsible 'for pFSvldin§ aoooso or otherwise rosponding dlroolly to tho 
-lflEli.¥ieual pursuant to tho HIPAA Rules will=! rospest to PHI not in tho possossi8R----8f 
Business Associate or an agont or sutx;enti:aotor of Business Assooiate. Business 
Associate may charge the Individual reasonable fees related to this access, as 
determined by Business Associate, but only in such amounts as permitted by the 
HIPAA Rules. The Plan authorizes Business Associate to require payment of such 
fees from the Individual prior to releasing any records. 

f. Business Associate agrees to receive requests for amendment and amend 
PHI as required by 45 CFR 164.526 on the Plan's behalf for as long as such 
information is maintained by Business Associate. The parties agree that Individuals 
will be directed to Business Associate to make all such requests for amendment of 
PHI. Business Associate will amend such PHI according to its own procedures for 
such amendment in accordance with the requirements of 45 CFR 164.526. If the 
Individual's request covers records not maintained by Business Associate, Business 
Associate shall notify Individual at the time the Business AssociateGontraotor fulfills 
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the request. The Individual will be directed to tho Plan, w•U=»A-#lroo (3) days of su~ 
request. Tand the Plan will be responsible for amending or otherwise responding 
directly to the Individual pursuant to the HIPAA Rules with respect to PHI not in the 
possession of Business Associate or an agent or contractor of Business Associate. 
Business Associate shall notify the Plan of any amendments made to PHI. 

g. Business Associate agrees to process all requests for disclosure accounting 
by Individuals for as long as such information is maintained by Business Associate. 
Individuals will be directed to Business Associate to make all such requests. 
Business Associate will provide the accounting that is required under 45 CFR 
164.528 on the Plan's behalf directly to the Individual. Business Associate will 
provide such accounting according to its own procedures for such accounting in 
accordance with the requirements of 45 CFR 164.528. If an Individual requests a 
disclosure accounting of information that is created and maintained by other entities, 
providers, insurance companies or the employer group health plan, Business 
Associate will direct the Individual to contact that entity directly. 

Business Associate shall notify the Plan within three (3) days of an~86l--made 
by an lnelivieh,ial fer a elisclesure accountin§. The Plan will be rosponsielo for 
rospendin§ directly to tho lndl•1ldual (or the lndiviElual's personal representati\let 
pul'6uant to 46 CFR 164 .628 with rospoet to disslesuros of Pl-II by persons or entities 
other than Business Assosiate or a suboontraoter or agent of Business Assooiate. 
Business Assoeialo shall provide directly lo tho lndAAal:fai--1A9-FeEluo&ted aocoumlA§ 
of disolesuros made by Business Assosiate or a subcontraot8f-Or agent ot Business 
A6sooiato, aloAftW#~&-IRdivial:lal--that a copy of the Individual's request 
Aas been furnished to tho Plan anEI IAat the Plan may provide additional inleffflaliofl. 
to the Individual in rosponso to the reqoost,. 

h. Make its internal practices, books and records relating to this Agreement 
available to the Secretary of HHS and to the Plan for purposes of determining the 
Plan's and Business Associate's compliance with the HIPAA Rules. 

i. So that the Plan may meet its obligations to evaluate requests for restrictions 
and confidential communications in connection with the disclosure of PHI under 
45 CFR 164.522, Business Associate and the Plan agree that, to the extent that 
communications are within the control of Business Associate, Business Associate 
will perform these evaluations on behalf of the Plan. Business Associate will 
evaluate such requests according to its own procedures for such requests, in 
accordance with the requirements of 45 CFR 164.522, and shall implement such 
appropriate operational steps as are required by its own procedures. Such 
evaluation will not relieve the Plan of any additional and independent obligations to 
evaluate restrictions or implement confidential communications where requested by 
an Individual. Accordingly, Business Associate will evaluate requests for restrictions 
and requests for confidential communications, and will respond to these requests as 
appropriate under Business Associate's procedures. The Plan agrees that it will not 
agree to such restriction or request that would affect Business Associate without the 
approval of Business Associate, so that Business Associate can determine whether 
it can reasonably administer the request. 
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j. So that the Plan may meet its obligation to evaluate complaints from 
Individuals regarding their privacy rights or privacy practices of the Plan or Business 
Associate, the parties agree that Individuals shall be directed to submit any such 
complaint to Business Associate for review and evaluation. Business Associate will 
evaluate such complaints according to its own procedures for complaints, and shall 
implement appropriate operation steps as are required by its own procedures. The 
Privacy Officer of the Plan shall cooperate with Business Associate in the evaluation 
of any such complaint. &fsi.Ross Assosiato sl=tall pFOvido a oopy of all ooFRplaints to 
tho Plan within lhFOo (a) daye of FOsoipt ey B1,1sinoss Assosiato. If U:io ooR:iplaiflt 
appoaFS to iFWOlvo l:!andling of PHI by tl:!o Plan, Plan Sponsor, or other B1,1sinoss 
Associate of tho Plan, Business Associate shall notify tho Plan and it shall eo tho 
Plan's FOsponslbllity to review and o,..al1:1ato tho eomplaint. Business Associate will 
provide notice of any reported complaint to Covered Entity upon written request...J}Q 
more than annually. 

k. Limit the Uses and Disclosures of, or requests for, PHI for purposes 
described in this Agreement to the Minimum Necessary to perform the required 
Business Associate Functions. Business Associate shall comply with any additional 
requirements for the determination of Minimum Necessary as are required from time 
to time by the HIPAA Rules, as amended, or through additional guidance published 
by the Secretary. 

I. To the extent Business Associate is expressly obligated under the Services 
Agreements to carry out one or more of the Plan's obligation(s) under Subpart E of 
45 CFR Part 164, comply with the requirements of Subpart E that apply to the Plan 
in the performance of such obligation(s). 

m. Except for the specific Uses and Disclosures for the Business Associate's 
own management and administration or to carry out the legal responsibilities of 
Business Associate, Business Associate shall not Use or Disclose PHI in a manner 
that would violate the HIPAA Rules if done by the Plan. 

4. Permitted Uses and Disclosures of PHI. Business Associate shall only Use or 
Disclose PHI as follows: 

a. Business Associate may Use or Disclose PHI as Required by Law. 

b. Business Associate may Use or Disclose PHI as necessary to carry out 
Business Associate Functions. 

c. Business Associate may Use PHI for the proper management and 
administration of Business Associate or to carry out the legal responsibilities of 
Business Associate. 

d. Business Associate may Disclose PHI for the proper management and 
administration of Business Associate or to carry out the legal responsibilities of 
Business Associate, provided the Disclosures are Required by Law, or Business 
Associate obtains reasonable assurances from the person to whom the information is 
Disclosed that the information will remain confidential and be Used or further Disclosed 
only as Required by Law or for the purposes for which it was Disclosed to the person, 
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5. 

and the person notifies Business Associate in writing of any instances of which it is 
aware in which the confidentiality of the information has been breached or 
compromised. 

~- If spooifioally ldol'ltlfiod as a Business Assooiato Function In tt:lo S01Vioos 
Agro·oFAonts, Business Associate may provide Data Aggregation services relating to 
the Health Care Operations of Covered Entity, including through subcontractors and 
agents, in accordance with the Privacy Rule. 

f. If do idontltioation Is listed as a 81:1sinoss Assoeiate Funetlon in tt:le SoPJioos 
Agreements, or if Business ,l\ssooiate is expFessly peFRlitted lo de idonllfy Pl-II and 1:1so 
data t1'l1:1s de idenliliod fer Its own uses In tl=le SoFYioes Agreements, Business 
Associate may Use PHI to de-identify the information in accordance with 45 CFR 
164.514(a)-(c). Business Associate may use de-identified data only for the purposes 
specified in the Ser:vlces Agreements.{HD3J 

g. Business Associate may use the PHI to create a Limited Data Set ("LOS") in 
compliance with 45 C.F.R. 164.514(e). 

h. Business Associate may use and disclose the LOS referenced in Section 4.g solely 
for Health Care Operations, or Public Health purposes provided that Business 
Associate shall: (i) not use or further disclose the information other than as permitted by 
this Section or as otherwise Required by Law; (ii) use appropriate safeguards to 
prevent use or disclosure of the infonnation other than as provided for by this Section; 
(iii) report to Covered Entity any use or disclosure of the information not provided for by 
this Section of which Business Associate becomes aware; (iv) ensure that any agents 
or subcontractors to whom Business Associate provides the LOS agree to the same 
restrictions and conditions that apply to Business Associate with respect to such 
information; (v) not identify the infonnation or contact the individuals; and (vi) Business 
Associate wi ll use LOS only for public health, and health care operations purposes. 

Responsibilities of the Plan. The Plan agrees to: 

a. Notify Business Associate promptly of any restriction on the Use or 
Disclosure of PHI that the Plan has agreed to or is required to abide by under 
45 CFR 164.522, to the extent such restriction may affect Business Associate's Use 
or Disclosure of PHI. 

b. Notify Business Associate of any changes in, or revocation of, the permission 
by an Individual to Use or Disclose PHI, to the extent that such changes may affect 
Business Associate's Use or Disclosure of PHI. 

c. Provide Business Associate with a copy of any amendment to PHI which is 
accepted by Covered Entity under 45 CFR 164.526 which Covered Entity believes 
will apply to PHI maintained by Business Associate in a Designated Record Set. 

d. Not request Business Associate to Use or Disclose PHI in any manner that 
would not be permissible under the HIPAA Rules if done by the Plan, with exception 
for any Data Aggregation services permitted under Section 4. 
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e. With respect to PHI that Business Associate creates or receives, Business 
Associate will be responsible for receiving and acting upon requests for confidential 
communications from an Individual, provided directly or through the Covered Entity, 
in accordance with 45 C.F.R. 164.522(b). Business Associate will accommodate 
reasonable requests for confidential communications and will be responsible for 
adhering to all such accommodations. 

f. In the event that the Covered Entity honors a request to restrict the use or 
disclosure of PHI pursuant to 45 C.F.R. 164.522(a) or makes revisions to its notice 
of privacy practices of Covered Entity in accordance with 45 C.F.R. 164.520 that 
increase the limitations on uses or disclosures of PHI (b), Covered Entity agrees not 
to provide Business Associate any PHI that is subject to any of those restrictions or 
limitations to the extent any may limit Business Associate's ability to use and/or 
disclose PHI as permitted or required under this BAA unless Covered Entity notifies 
Business Associate of the restriction or limitation and Business Associate agrees in 
writing to honor the restriction or limitation. In addition, if those limitations or 
revisions materially increase Business Associate's cost of providing services under 
the Agreement, including this BAA, Covered Entity shall reimburse Business 
Associate for such increase in cost. 

6. Compliance with Electronic Transactions Rule. If Business Associate conducts 
in whole or part electronic Transactions (as defined in 45 CFR 160.103) on behalf of 
Covered Entity for which the Secretary of HHS has established standards, Business 
Associate will comply, and will require any Subcontractor involved with the conduct of such 
Transactions to comply, with each applicable requirement of the Electronic Transactions 
Rule at 45 CFR Parts 160 and 162 and of any operating rules adopted by the Secretary of 
HHS with respect to Transactions. 

7. Supervening Law. Upon the enactment of any applicable law or regulation affecting 
the Use or Disclosure of PHI, or the publication of any decision of a court of the United States or 
of this state relating to any such law, or the publication of any interpretive policy or opinion of 
any governmental agency charged with the enforcement of any such law or regulation, the 
parties agree to amend this Agreement in such manner as is necessary to comply with such law 
or regulation. If the parties are unable to agree on an amendment within thirty (30) days, either 
party may terminate the Services Agreements on not less than thirty (30) days' written notice to 
the other. 

8. Liability and Indemnification. Each party shall be responsible for the acts and 
omissions of its own agents, employees and contractors. Notwithstanding the foregoing, 
and notwithstanding any limitation of liability or disclaimer of damages in the Services 
Agreements or elsewhere, to the extent that the Secretary determines that Business 
Associate is acting as an agent of the Plan under the Services Agreements or this 
Agreement, Business Associate shall indemnify Company and the Plan for any fines, civil 
monetary penalties or monetary resolutions incurred by Company or the Plan, plus 
reasonable attorneys' fees of Company and the Plan, arising out of or relating to the actions 
or omissions of Business Associate which constitute a breach of this Agreement by 
Business Associate. This indemnification is in addition to any additional indemnification 
provided by Business Associate in the Services Agreement. 

9. Term and Termination. 
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a. Term. This Agreement shall become effective on the Effective Date and shall 
continue in effect until all obligations of the parties have been met, including return or 
destruction of all PHI in Business Associate's possession (or in the possession of 
Business Associate's agents and Subcontractors), unless sooner terminated as 
provided herein. It is expressly agreed that the terms and conditions of this 
Agreement designed to safeguard PHI shall survive expiration or other termination of 
the Services Agreements and shall continue in effect until Business Associate has 
performed all obligations under this Agreement and has either returned or destroyed all 
PHI. 

b. Termination. Company may immediately terminate this Agreement and the 
Services Agreements, if Company and/or the Plan makes the determination that 
Business Associate has breached a material term of this Agreement. Alternatively, 
Company may choose to provide Business Associate with written notice of the 
existence of an alleged material breach, and afford Business Associate an 
opportunity to cure the alleged material breach upon mutually agreeable terms. 
Failure to take reasonable steps to cure the breach is grounds for the immediate 
termination of this Agreement. 

c. Business Associate Obligations Upon Termination. Upon termination of 
this Agreement for any reason, Business Associate, with respect to PHI received 
from the Plan, or created, maintained, or received by Business Associate on behalf 
of the Plan, shall: 

(i) Retain only that PHI which is necessary for Business Associate to 
continue its proper management and administration or to carry out its 
legal responsibilities or as to which Business Associate reasonably 
determines such PHI is technically incapable of being returned or 
destroyed; 

(ii) Return to the Plan 8f-destroy the PHI retained under 8.c.(i) that the 
Business Associate maintains in any form; 

(iii) Continue to use appropriate safeguards and comply with Subpart C of 
45 CFR Part 164 with respect to Electronic Protected Health 
Information retained by Business Associate to prevent Use or 
Disclosure of the PHI , other than as provided for in this Section, for as 
long as Business Associate retains the PHI ; 

(iv) Not Use or Disclose the PHI retained by Business Associate other 
than for the purposes for which such PHI was retained and subject to 
the same conditions set out at Sections 4.c. and 4.d. which applied 
prior to termination; and 

(v) \Returr(HD4J to the Plan or, if not provided for in 1ho SoF\•ioes 
Agreements,_ destroy the PHI retained by Business Associate under 
Section 8.c.(i) when it is no longer needed by Business Associate for 
its proper management and administration or to carry out its legal 
responsibilities, except where Business Associate reasonably 
determines such PHI is not technically capable of being returned or 
destroyed. 
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10. Miscellaneous. 

a. Applicability. For purposes of this Agreement, and as applicable to the 
Business Associate Functions of Business Associate under the Services Agreements 
covered by this Agreement, references to the Plan shall include the named Plan and all 
other group health plans subject to HIPAA and sponsored by Company that participate 
in an organized health care arrangement which are participating under the Services 
Agreement. 

b. Survival. The respective rights and obligations of Business Associate and 
the Plan or Company hereunder shall survive termination of this Agreement 
according to the terms hereof and the obligations imposed on the Plan or Company 
and Business Associate under the HIPAA Rules. 

c. Interpretation; Amendment. This Agreement shall be interpreted and 
applied in a manner consistent with the Plan's and Business Associate's obligations 
under the HIPAA Rules. All amendments shall be in writing and signed by both 
parties, except that this Agreement shall attach to additional Services Agreements 
entered into between the parties in the future without the necessity of amending this 
Agreement each time. This Agreement is intended to cover the entire Business 
Associate relationship between the parties, as amended, from time to time, through 
Services Agreements or other means. 

d. Waiver. A waiver with respect to one event shall not be construed as 
continuing, or as a bar to or waiver of any right or remedy as to subsequent events. 

e. No Third-Party Beneficiaries. Nothing express or implied in this Agreement 
is intended to confer, nor shall anything herein confer, upon any person other than 
the parties and their respective successors or assigns, any rights, remedies or 
obligations. 

IN WITNESS WHEREOF, each of the undersigned has caused this Agreement to be duly 
executed in its name and on its behalf. 

Company: Business Associate: 

State of Nebraska 

Signature: ____________ _ Signature: ____________ _ 

Printed Name: ___________ _ Printed Name: ____ _______ _ 

Title: ______________ _ Title: _____________ _ 

Date Signed:------------ Date Signed: ------------
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CONFIDENTIALITY AND NON-DISCLOSURE AGREEMENT 

THIS CONFIDENTIALITY AND NON-DISCLOSURE AGREEMENT is between The Segal 
Group, Inc., on behalf of itself and operating subsidiaries and affiliates, including Segal Consulting and 
Sibson Consulting (hereafter "Segal") and United HealthCare Services, Inc., on behalf of itself and all its 
subsidiaries and affiliates, ("Bidder") and is executed in connection with various bids, proposals or other 
replies (each a "Bid") that Bidder intends to submit to Segal in response to various Requests for 
Proposals Information ( "RFPs/RFI") issued by Segal on behalf of one or more of its clients (hereafter 
each a "Client"). 

WHEREAS, in order to prepare its Bid, Bidder needs to receive certain plan information and 
data, which may include individually identifiable health information pertaining to a Client health plan 
participants and beneficiaries, ("Client Health Plan Information") and certain Segal proprietary 
information consisting of the RFP/RFI questionnaire and specifications and any associated financial 
spreadsheets (the Client Health Plan Information, together with the other Segal proprietary information 
are collectively referred to as "Segal's Proprietary Information"). For the avoidance of doubt, the term 
"individually identifiable health information" refers to any health information, including demographic 
information, that is not "de-identified," as defined in 45 C.F.R. Section 164.514(b)(2); 

WHEREAS, in order to evaluate Bidder's Bid, Segal and Client may need to receive certain 
confidential, proprietary information, trade secret and competitively sensitive information from Bidder 
including, but not limited to, claims repricing and certain data concerning Bidder's capabilities, processes, 
and financial provisions with network and non-network providers, which may include, but not be limited 
to: provider specific network allowances and reimbursement arrangements, discounts by service type, fee 
schedules, payment rates, discounts and payment methodologies, 3 digit zip average network and non
network discounts by service type for cettain zip codes), information and data regarding pricing of 
products that impact provider contract discounts, steerage and plan design on pricing of accountable care 
organizations and other similar benefit plans and other information designated by Bidder in writing as 
confidential and proprietary information of Bidder ("Bidder's Proprietary Information"); and 

WHEREAS, Segal's Proprietary Information and Bidder's Proprietary Information are 
collectively referred to as "Proprietary Information." Proprietary Information shall not include 
information: (i) generally available to the public or generally known in the insurance industry or 
employee benefit consulting community; or (ii) obtained from a third party who is under no obligation to 
Segal or Bidder not to disclose such information. Notwithstanding the foregoing, Proprietary Information 
shall include information provided hereunder regardless of whether Segal has obtained or later obtains 
such information from a customer or former customer of Bidder. Each party's supply of its respective 
Proprietary Information and the receiving party's use of disclosing party's Proprietary Information is at 
the sole discretion of respective disclosing party. The respective disclosing party's consent to supply and 
allow the Proprietary Information to be used can be withdrawn at any time with written notice to 
receiving party. 

NOW THEREFORE, in order to exchange Proprietary Information in connection with the RFP/RFI, the 
parties agree as follows: 

I. Bidder will use Segal's Proprietary Information only for the purpose of preparing its Bid. Segal 
will use Bidder's Proprietary Information only for the purpose of evaluating Bidder's Bid of this 
Agreement. For the avoidance of doubt, Segal shall not aggregate or incorporate any of Bidder's 
Proprietary Information across multiple employers or plans without Bidder's prior written 
permission. 



2. Except as contemplated in paragraph 9 below, Bidder and Segal agree that only those individuals 
employed by them who have a need to know Proprietary Information to prepare the Bid or 
evaluate the Bid and have been made aware of the terms of this Agreement and have agreed to 
abide by its terms will have access to Proprietary Information of the other party ("Bidder's 
Representatives" and "Segal' s Representatives"). 

3. Neither Bidder nor any Bidder Representatives will disclose Segal's Proprietary Information to 
any person or entity outside of Bidder, unless such a disclosure is: (a) necessary to prepare the 
Bid and the recipient first executes a confidentiality agreement with provisions substantially 
equivalent to this one; or (b) required by law. Neither Segal nor any Segal Representatives will 
disclose Bidder's Proprietary Information to any person or entity outside of Segal, unless such a 
disclosure is: (a) necessary to evaluate the Bid and the recipient first executes a confidentiality 
agreement with provisions equivalent to this one; or (b) required by law. For the avoidance of 
doubt, Segal may disclose to Client a summary report that includes analysis and 
recommendations derived from Bidder's Proprietary Information. 

4. Bidder and Segal agree to use commercially reasonable efforts to maintain the security of the 
Proprietary Information of the other party 

5. Each party will, to the extent feasible, return the other party's Proprietary Information to the other 
party or destroy it upon completion of the RFP process if such return or destruction is feasible. 
Each party may retain an archival copy of the other party's Proprietary Information solely to 
comply with its then existing document retention and business continuity programs. Each party 
agrees to (a) extend the protections of this Agreement to any retained information for as long as 
such party retains it; (b) limit further uses or disclosures to those that make the return or 
destruction infeasible and (c) return or destroy such information as soon as such return or 
destruction is feasible. 

6. Bidder will report to Segal, in writing, any use and/or disclosure of individually identifiable 
health information that is not permitted by this Agreement. 

7. Each party shall regard and preserve as confidential all of the other party's Proprietary 
Information that has been or may be obtained by such party during the course of any RFP/RFT, 
whether Bidder or Segal has such information in memory, or in writing or in other physical form. 
Neither party shall, without written authority from the other party, use for such party's benefit or 
purposes, including, but not limited to, sale or resale, either during the RFP/RFI process or 
thereafter, any Proprietary Information of the other party (whether or not such Proprietary 
Information is de-identified or aggregated), except as necessary to respond to the RFP/RFI or 
evaluate the RFP/RFI response. 

8. With respect to each RFP/RFI and the Proprietary Information exchanged in connection 
therewith, the obligations assumed by the parties in this Agreement shall continue beyond 
completion of the RFP process. 

9. In certain instances, each party may conduct the RFP/RFI process electronically through the use 
of a third party hosted Website. The host Website being used is owned by Proposal Technologies 
Network, Inc. ("Proposal Tech"). Proposal Tech and Segal have entered into a confidentiality 
agreement that protects the confidentiality of Segal's and Bidder's Proprietary Information, as 
well as Client's confidential information. If another host Website is selected, Segal will enter into 
a similar confidentiality agreement with the owner of any such host Website prior to conducting 
RFPs/RFJs on the host's Website. Segal will notify Bidder of any Website being used at the 
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commencement of the RFP/RFI process. Any third party used by Segal for Website hosting will 
be considered one of Segal's Representatives under this Agreement. 

10. Bidder and Segal shall and do hereby agree to indemnify, defend and hold harmless the other and 
its officers, directors, employees and shareholders from and against that portion of any and all 
claims, demands, losses, costs, expenses, obligations, liabilities, damages, recoveries, and 
deficiencies, including interest, penalties, and reasonable attorney fees and costs, that the other 
may incur or suffer and that result from any breach or failure of Bidder or Bidder's 
Representatives or Segal or Segal's Representatives to perform any of the representations, 
warranties and agreements contained in this Agreement that pertain to individually identifiable 
health information and/or the other party's Proprietary Information. 

11 . Each party recognizes that any breach of the covenants contained in this Agreement would 
irreparably injure the other party or Client. Accordingly, the non-breaching party may, in 
addition to pursuing its other remedies, seek an injunction from any court having jurisdiction of 
the matter restraining any further violation and no bond or other security shall be required in 
connection with such injunction. 

12. If any of the provisions herein become invalid or are declared invalid, such determination of 
invalidity as to the clause(s) shall not affect the other provisions of this Agreement. If any 
provision of this Agreement should be held invalid or unenforceable, the remaining provisions 
shall be unaffected by such a holding. If any provision is found inapplicable to any person or 
circumstance, it shall nevertheless remain applicable to all other persons and circumstances. 

13. This Agreement shall terminate each party ceases to maintain any Proprietary Information of the 
other. 

14. This Agreement shall be binding upon Segal and Bidder and their respective successors, assigns, 
heirs, executors and administrators. 

15. This Agreement contains the entire understanding of the parties hereto and supersedes all 
previous communications, representations, or agreements, oral or written, with respect to the 
subject matter hereof. No failure to exercise nor any delays in exercising any right or remedy 
hereunder shall operate as a waiver thereof; nor shall any single or partial exercise of any right or 
remedy hereunder preclude any other or further exercise thereof or the exercise of any other right 
or remedy. Neither this Agreement nor any of its provisions may be amended, supplemented, 
changed, waived or rescinded except by a written instrument signed by the party against whom 
enforcement thereof is sought. No waiver of any right or remedy hereunder on any one occasion 
shall extend to any subsequent or other matter. This Agreement may be executed in counterparts, 
which together shall be deemed one original, and delivery of copies of signatures of facsimile 
signatures shall be deemed of equal force as delivery of original signatures. 

16. This Agreement shall be governed by and construed in accordance with the laws of the State of 
New York applicable to contracts -made on and perfonned within the State of New York. Any 
action to enforce this Agreement shall be brought in State ofNew York, County of New York. 
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17. The written notices required herein shall be sent by certified mail, return receipt requested, 
postage prepaid or by overnight air express mail services to: 

Ifto Segal: General Counsel 
The Segal Group, Inc. 
333 West 34th Street 
New York, NY 10001 

Ifto Bidder: General Counsel 
United HealthCare Services, Inc. 
185 Asylum Street 
Hartford, CT 06103-3408 

Intending to be legally bound, the parties have executed this Agreement. 

TH I SEGAL GROUP, INC. 

6- 7'7 ~ 
Signed: - -------------

Print Name: _Ei_. ,_~_e_.v_ M __ F=""_,_,·c_: _~ ____ _ 

Title: ___ "S_V_,_0 
_________ _ 

l)ate: ___ L/_ /,_-,_ / _, _9 ______ ~ 

UNITED HEALTH ARE SERVICES, INC. 

Signed: ~~ )1.f. ?BJ;{(),(} 
Print Name: _ P_h_i_lip_M_. _B_a_rb_a_r_o ___ _ 

Title: SVP, Public Sector & Labor Trust 

l)ate: April 18, 2019 
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State of Nebraska RFP 6102 21 

Per the Instructions for Preparation of the Proposal 

Attachment D" 
Performance 
Guarantees 

These postings will include the entire proposal or response. Bidders must request that proprietary information 
be excluded from the posting. The bidder must identify the proprietary information, mark the proprietary 
information according to state law, and submit the proprietary information in a separate container or envelope 
marked conspicuously in black ink with the words "PROPRIETARY INFORMATION". The bidder must submit a 
detailed written document showing that the release of the proprietary information would give a business 
advantage to named business competitor(s) and explain how the named business competitor(s) will gain an 
actual business advantage by disclosure of information. The mere assertion that information is proprietary or 
that a speculative business advantage might be gained is not sufficient. (See Attorney General Opinion No. 
92068, April 27, 1992) THE BIDDER MAY NOT ASSERT THAT THE ENTIRE PROPOSAL IS PROPRIETARY. COST 
PROPOSALS WILL NOT BE CONSIDERED PROPRIETARY AND ARE A PUBLIC RECORD IN THE STATE OF 
NEBRASKA. The State will then determine, in its discretion, if the interests served by nondisclosure outweighs 
any public purpose served by disclosure. (See Neb. Rev. Stat.§ 84-712.05(3)) The Bidder will be notified of the 
agency's decision. Absent a State determination that information is proprietary, the State will consider all 
information a public record subject to release regardless of any assertion that the information is proprietary. 

We have included Attachment D- Performance Guarantees in the proprietary & 
confidential envelope included with this submission. 

UnitedHealthcare® 
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