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PLAN DESIGN
	NAME
	NETWORK
	COMMENTS**

	CHOICE
TRADITIONAL
BALANCED
	Choice
	Standard copay plan

	HSA/HDHP
	Choice
	Pharmacy and medical subject to deductible first; copays and coinsurance apply after deductible

	CHOICE ADVANCED
	Choice/ HMO
	Tiered benefits based on Premium Designated physicians

	NAVIGATE
	Choice/ HMO
	Gatekeeper/PCP driven product

	PRIMARY ADVANTAGE
	Heritage
	PCP and Rx copays first dollar access; all other subject to deductible/ coins

	FLEXFREE
	Choice
	3 free PCP/ Spec visits, subsequent visits subject to deductible/coins

	COPAY FIRST
	Choice
	3 PCP/ Spec visits at $30/$60 copay, subsequent visits subject to deductible/coins on medical

	FUSION
	Choice
	$0 PCP/ virtual visits; PCP, UC, and minor lab first dollar access, all other subject to deductible/ coins

	PROFORMANCE
	Choice
	Low PCP, Spec, & UC copays; $0 virtual visits, Premium designated tiering on specialists

	NEXUS ACO
	EPO/ POS
	Tiered benefits; Open Access and Gatekeeper/ PCP driven options available


** Benefits/coverage can vary based on actuarial value requirements
NETWORK
	NAME
	COMMENTS

	Choice
	Largest seamless national network

	Heritage
	CH+ less Mayo Clinic

	All Savers
	CH+ less Mayo Clinic 

	Plus
	Out of network benefits offered

	EPO
	Exclusive Provider Organization

	POS
	Point of Service


QUOTING/RENEWAL PARAMETERS
	Group segment
	Determined by ATNE (Average Total Net Employee)
2-50 ACR
51+ medically underwritten



	Participation
	2-50: 25% of eligibles
51+: 50% of eligibles (participation quote given for par less than 50)
All Savers 10-50: 50% of eligibles

	Management Carve Outs
	Yes, but must have at least 10 enrolled

	1099s
	Yes with at least 2 W2s

	Census requirements
	

Member level census needed for all group sizes

	

Quoting
	 

2-50: quoted directly on SAM with member level census
51+: sent to AE with member level census, 51-99 coversheet, and 12-24 months of claims experience


 
All Savers 10-50: quoted directly on myallsavers.com.  Need indiv apps for 10-19 enrolled; 20-50 can use member level census to underwrite

	Installation



	2-50: broker can install directly on SAM
51+: send direct to sales ops specialist (preferred) or sesub@uhc.com
Ded and OOPM credit given to FI*
Ded credit given to AS AF*
*group must be on a calendar deductible plan with any effective date

	Renewal
	2-50: available on UeS; call Jeremy Eide for questions
51+: released 60 days prior, negotiable, work directly with Hollie Meliet

	Reporting
	State mandate can be requested at anytime
Must have the forms below filled out
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	UHC Benefit Services
	For 20+ groups, COBRA, Section 125, and FSA offered at no additional cost



ANCILLARY
***All ancillary products can be written stand-alone except supp life
***For rate relief options, please reference the attached rate relief guide


	NAME
	COMMENTS

	


DENTAL
	Largest network in Louisiana
Most accurate UCR data of any carrier
Voluntary dental down to 2 lives; rates not based on participation
Integrated with myuhc.com
Available options: 
Consumer Max Multiplier (roll-over)
Flex Appeal Enhanced (implants, “X” plans)
Flex Appeal Preventive (preventive does not apply to annual max; “H”)

	
VISION
	One of the largest networks in USA
Best mix of private practice and retail, including Warby Parker
Voluntary vision down to 1 life; rates not based on participation
Different frame and contact lens allowance available
24 month rate guarantee

	LIFE
	Term and supplemental down to 2 lives
24 month rate guarantee

	
DISABILITY
	Strong Unum-based contracts
Integrated medical and disability management (IMDM)
Voluntary and contributory
24 month rate guarantee

	ACCIDENT PROTECTION PLAN
CRITICAL ILLNESS
HOSPITAL INDEMNITY
	
Available in 51+
Accident plan pays for organized sports
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UHC Coversheet

		Stephanie Lehmann - Small Business Account Executive

		Phone: 504.849.1526						Email: stephanie_lehmann@uhc.com

		51-100 Quote Request Form

		COMPANY INFORMATION

		Group Name:																Requested Effective Date:

		Group Tax ID #:																Agent Name:

		Physical Address:																Agency Name:

		City, State Zip:																AOR?				Yes				No

		Are you a multi-site employer?								Yes				No				UHC Appointed?				Yes				No

		Industry Description:																SIC Code (4 digits):

		COVERAGE INFORMATION

		Current Carrier:																Time with Current Carrier:

		Is the group currently Self Insured?								Yes				No				Current Renewal Date:

		Employer Contribution EE Only (%)																Carve Out?						Yes				No

		Employer Contribution Family (%)

		Total # Eligible*:												Total # Enrolling Active:										Participation:				0

		Total # Full Time:												Total # Enrolling Cobra*:										Members:				0

		ATNE:												Total # Enrolling Retiree:

		*Cobra should not be included in the eligible count

		Electronic Member Level Census (Excel) required

		CURRENT RATES AND PLAN DESIGN

		Please provide Current and Renewal Rates on Carrier Letterhead, if possible

		Current Plan 1				# EE's		Current Rates				Renewal Rates				Current Plan 2				# EE's		Current Rates				Renewal Rates

		Employee Only														Employee Only

		Employee Spouse														Employee Spouse

		Employee Child														Employee Child

		Family														Family

		Plan Type														Plan Type

		Office Visit Copay														Office Visit Copay

		Specialist Copay														Specialist Copay

		ER Copay														ER Copay

		Deductible														Deductible

		Coinsurance														Coinsurance

		Out of Pocket Max														Out of Pocket Max

		RX Copays														RX Copays

		PLANS TO QUOTE

		Products to quote				UHC Plan Codes to Quote

		Medical				Medical:

		Dental				Voluntary Dental:

		Vision				Employer Paid Dental:

		Life				Voluntary Vision:

		STD				Employer Paid Vision:

		LTD				Life Amount:

		CIPP														Comments

		APP

		Email all Information to:  sesub@uhc.com and copy your Account Executive

														For Internal Use Only

				Er Ap Received																		AE:

				Addendum Received												Agent License Expiration Date:						SOS:

				Claims Experience												Agency License Expiration Date:						Policy #:



Email all Information to:  sesub@uhc.com and copy your Account Executive

Email: stephanie_lehmann@uhc.com

Email: stephanie_lehmann@uhc.com



Internal Use

		

		Agency Contact Name:

		Agency Contact Email:

		Commission:

		CURRENT RATES AND PLAN DESIGN

		Please provide Current and Renewal Rates on Carrier Letterhead, if possible

		Current Plan 3				# EE's		Current Rates				Renewal Rates				Current Plan 4				# EE's		Current Rates				Renewal Rates

		Employee Only														Employee Only

		Employee Spouse														Employee Spouse

		Employee Child														Employee Child

		Family														Family

		Plan Type														Plan Type

		Office Visit Copay														Office Visit Copay

		Specialist Copay														Specialist Copay

		ER Copay														ER Copay

		Deductible														Deductible

		Coinsurance														Coinsurance

		Out of Pocket Max														Out of Pocket Max

		RX Copays														RX Copays

		Comments
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LOUISIANA STATE MANDATE CUSTOMER REPORTING

AGENT CERTIFICATION – FOR RECEIPT OF PROTECTED INFORMATION



Louisiana state law (R.S. 22:978) amended in the 2014 Regular Session (HB 852) and effective Aug. 1, 2014 requires a health insurance insurer to provide certain data, as defined by the law, within 14 business days of receipt of a request.  A plan sponsor or agent that does not provide required “certification” is not entitled to receive certain data, specifically large loss claimant information and potential future catastrophic claimant information, but is entitled to receive a report of claim information that includes the other information required by the law.

Required Certification

Plan Sponsor:  Must have an existing HIPAA Certification Form  on record with UnitedHealthcare or execute a current certification.  

Agent of a Policyholder: Agent must provide written certification (below), and Plan Sponsor must have a valid HIPAA Certification on record with UnitedHealthcare, for the Agent to receive the large loss claimant and potential catastrophic claimant information. 

		





Agent Certification

Serving in the capacity Agent, and with the knowledge and authorization of the policyholder/plan sponsor named below, I am requesting receipt of the group health plan information inclusive of  the following protected information:  Large loss claimant and potential catastrophic claimant information, as defined by the 2014 revised Louisiana statute (R.S. 22:978, Section E(1) (e) and E(1)(d), E(7), and E(8) as amended by HB 852 and enacted with an Aug. 1, 2014 effective date).   I acknowledge that a plan sponsor or agent that does not provide the required certification is not entitled to receive the protected information, but is entitled to receive a report of claim information that includes the other information required by the law.

As an Agent of the Plan Sponsor I certify, I will safeguard and limit the use and disclosure of protected health information to perform the plan administration functions in compliance with the requirements of 45 C.F.R. Section 164.504(f) of the Health Insurance Portability and Accountability Act (HIPAA) of 1996 and any other applicable provision of federal or state law.

Date: ______________

AgentName:________________________Phone:______________________email:__________________________

Agency Name (if applicable): _____________________________________________________________________

Policyholder/Plan Sponsor: _____________________________________________________________________

UHC Policy Number(s): _____________________________________________________________________

Agent Signature:  _____________________________________________________________________

LA State Mandate	Agent Certification	Template: 8/19/14
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HIPAA Certification Document v2.pdf
' UnitedHealthcare

PROTECTED HEALTH INFORMATION CERTIFICATION

I hereby certify that [ am an appropriately authorized representative of the plan sponsor and have the
authority to execute this certification. I further certify that the plan sponsor has in place appropriate plan
documents necessary to demonstrate compliance with applicable privacy requirements. I certify that the
plan documents meet the requirements described below:

(initial each box below)

a

Plan documents describe employees or classes of employees or other persons under the control of

the plan sponsor to be given access to the protected health information to be disclosed, provided
that any employee or person who receives protected health information relating to payment
under, health care operations of, or other matters pertaining to the group health plan in the
ordinary course of business must be included in such description;

Restrict the access to and use by such employees and other persons described in the paragraph A

above to the plan administration functions that the plan sponsor performs for the group health
plan;

Provide an effective mechanism for resolving any issues of noncompliance by persons described in

paragraph A above with the plan document provisions required by law; and

The plan documents comply with the requirements of 45 C.F.R. Section 164.504(f)(2) and that the
plan sponsor will safeguard and limit the use and disclosure of protected health information that
the plan sponsor may receive from UnitedHealthcare (hereafter referred to as the Company) to
perform the plan administration functions.

Specifically, the plan sponsor will:

1

Not use or further disclose the information other than as permitted or required by the plan documents
or as required by law;

Ensure that any agents, including a subcontractor, to whom it provides protected health information
received from the Company agree to the same restrictions and conditions that apply to the plan
sponsor with respect to such information;

Not use or disclose the information for employment-related actions and decisions or in connection
with any other benefit or employee benefit plan of the plan sponsor;

Report to the Company any use or disclosure of the information that is inconsistent with the uses or
disclosures provided for of which it becomes aware;

PROTECTED HEALTH INFORMATION CERTIFICATION
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Make available protected health information in accordance with 45 CFR §164.524;

Make available protected health information for amendment and incorporate any amendments to
protected health information in accordance with 45 CFR §164.526;

Make available the information required to provide an accounting of disclosures in accordance with 45
CFR §164.528;

Make its internal practices, books and records relating to the use and disclosure of protected health
information received from the Company available in response to an inquiry from the Company or an
appropriate regulatory entity for purposes of determining compliance with federal privacy
requirements;

If feasible, return or destroy all protected health information received from the Company that the plan
sponsor still maintains in any form and retain no copies of such information when no longer needed
for the purpose of which disclosure was made, except that, if such return or destruction is not feasible,
limit further uses and disclosures to those purposes that make the return or destruction of the
information infeasible.

On Behalf of

(Plan Sponsor)

Authorized Representative:

Name:

Signature:

Title:

Date:

Health plan coverage provided by or through UnitedHealthcare Insurance Company, PacifiCare Life and Health Insurance
Company, or its affiliates. Administrative services provided by PacifiCare Health Plan Administrators, Inc., United HealthCare
Services, Inc., Prescription Solutions, or OptumHealth Care Solutions, Inc. Behavioral health products are provided by U.S.
Behavioral Health Plan, California (USBHPC) United Behavioral Health (UBH).

PROTECTED HEALTH INFORMATION CERTIFICATION
Page2
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UnitedHealthcare ancillary discounts 4.25.2017.pdf
UnitedHealthcare ancillary discounts

_—

m Outliers and Exceptions
2to99 Stateswhere Pa::ka_ged Sa'uings_.:.i_gg?' not ap!'.t_ljr

States where Packaged Up to an additional 4% [n-'iaximum discount of 143%)
Savings does not apply. when sold with medical (MB & NCEA)
Exceptionis R

2 to 50 state Specific
AL, AR, GA, LA, MS, NC, Up to an additional 5% (maximum discount of 15%)
Vision 2099 =10% | SC, TN

2 to 50 State Specific

" FH |_4_B_‘§E_. maximum discount
| 2 to 93 Bundled Discount
= LA, MS, AL Up to an additional 5% when sold with Medical (MB &
NCEA)

3/1/2017 through 7/1/2017 Effective Dates

2 to 50 State Specific :

= RI 10% maximum discount

= WA Rate Bank iz not available

= ND,IN, M5 15% maximum discount

= TN, FL,DE 16% maximum discount

= MD, NV, NY, GA, MN 17.5% maximum discount
= C0,0H, NC 19.5% maximum discount
= WY 23% maximum discount
 51to 99 State Specific : -

= RI 10% maximum discount

= WA Rate Bank iz not available
= IN 14.5% maximum discount
= NM 20% maximum discount

Dental' 21033 =13% . 10% maximum discount

2 to 50 Speed to Market States

" A7 7% maximum discount

= A, IL {RV oniy) 13% maximum discount {connot be opplied to RV rate cards)
= NI No.CA,So0.CA 5% maximum discount

*  TX Expansion Markets | 7% maximum discount {connot be oppliedto rate cand rates)
T¥ Expansion Markets defined only by zips 776, 777 and 778.

= uUT 5% rmaximum discount

= Wil 10% maximum discount {connot be opplied to rote card rores)

2 to99 Bundle Discount - - - -

= LA, MS, AL Up to an additional 5% when sold with Medical (N &
MCEA)

3/1/2017 through 7/1/2017 Effective Dates

21050 =15%
51t099=10%

Basic Life

2to 50: Florida - rate bank is not available.

Zto99=10% | 51to 99: Florida — rate bank is not available unless approved by Underwriting and
case is moved to the new large group (= 50 lives) contract.

2 to 50: Florida - rate bank is not available.

2to00=15% | 51to 99: Florida — rate bank is not available unless approved by Underwriting and

case is moved to the new large group (> 50 lives) contract.
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ATNE Calculator

		ATNE Calculator

Enter total number of all employees on payroll during the last day of each month in previous calendar year.
For groups in business less than one year, enter months the group has been in business. 
Include full-time, part-time, seasonal, and eligible owners

				JAN		FEB		MAR		APR		MAY		JUN		JUL		AUG		SEP		OCT		NOV		DEC		ATNE

		Enter Total Number of ALL Employees on Payroll																										ERROR:#DIV/0!
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How to Determine ATNE (Average Total Number of Employees):

 The ATHE count should include all employees employed by the employer during the year in question,
including full-time, part-time and sessonsl workers, 35 well 35 those who do not qualify for medical
coverage. Generall duals receiving 3 W-2 qualify as "employees" whereas those who receive 3 1099
statement are not employees (but independent contractors] and may be excluded; however,
employer's obligation to dstermine who their employees are.

+ The ATHE count includes owners and partners who may not aluays get W-2s.

 Using whols numbers only. the employer should total the number of employees at the end of each month in
the year being requested for ATNE calculation.

+ The monthly totals for the full year should be added together and that total divided by the number of
months in which the employer was in business for that calendar year. For most employers, this will be 12

month

Bample:

Wonth [ Jan | Feb [ Mar [ Apr | Wy [June [ duy
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Total (sum ofjEmployees = 132
Divide Totsl Employees by Total Number of Months (n this example, 12 months)
132/12= 11 Aversge Total Employees Per Month
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Member Level Census Template.xlsx
Template

																Medical		Hire 		Dental 		Vision		Life				Salaries		LTD		Occupation		Location

		Employee 		Relationship		First		Last				DOB		Home		Coverage		Date		Coverage		Coverage		Coverage		STD		if Electing		Coverage		if Electing		if

		Identifier		Code		Name		Name		Gender		(not age)		Zip		Tier				Election		Election		Election				STD/LTD		Election		LTD		Multi-site

				EE/SP/CH												EE/ES/EC/F/W/

















































































































































































































































































































































































































































































































Example

																Medical		Hire 		Dental 		Vision		Life				Salaries		LTD		Occupation		Location

		Employee 		Relationship		First		Last						Home		Coverage		Date		Coverage		Coverage		Coverage		STD		if Electing		Coverage		if Electing		if

		Identifier		Code		Name		Name		Gender		DOB		Zip		Tier				Election		Election		Election				STD/LTD		Election		LTD		multiple

				EE/SP/CH												EE/ES/EC/F/W/C

		1		EE		Employee		Example		M		1/1/80		11111		F		1/1/00										10000				Sales		ABC

		1		SP		Spouse		Example		F		1/1/81		11111

		1		CH		Dependent		Example		M		1/1/00		11111

		2		EE		Another		Person		F		1/15/90		11112		EE		5/12/12

		COLORED CELLS INDICATES REQUIREMENT FOR MEMBER LEVEL Eligible Census





Definitions

		Employee Identifier should be used  for all family members of that employee (see example)

		Can be: 

		Employer issued ID number 

		Social of Subscriber

		Employee number on roster

		Sequential numbers

		1

		2

		3

		Medical Coverage Tier Definitions

		EE		Employee

		ES		Employee + Spouse

		EC		Employee + Child

		F		Family

		W		Waiver






