Transit Management of Volusia County
RFP # V2021-04GLDIP
Attachment 1: Worksheet for Group Life and Disability Insurance Plan Services


	Company Name
	



	General Information

	Company Contact
	

	Address
	

	Contact email
	

	Telephone
	



	A. Company Administrative Personnel 
	

	Indicate the personnel that will service the TMVC if your Company is awarded the contract.

	Client
	Name
	Location
	Years with Company
	Number of Clients

	Account Manager
	
	
	
	

	Local Account Service 
	
	
	
	

	Implementation Manager
	
	
	
	

	Other
	
	
	
	

	
	
	
	
	




	B. References

	List five (5) client references for which you currently provide insurance products similar to those requested by TMVC (Florida public sector over 300 employees preferred).

	Client
	Years Providing Services
	Products
Provided
	Contact Person
Phone Number/Email

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	




	C. Scope of Services – General

	

	Service
	Response
	Deviations

	
	Yes
	No
	

	1. Match and administer the TMVC’s current class descriptions, eligibility and waiting period definitions. 
	
	
	

	2. Provide integrated Life waiver of premium and Long-Term Disability claims. 
	
	
	

	3. Your Company has a minimum A or above financial strength rating by A.M. Best agency and is in a financial size category of Class X or higher.   Ratings of A- are not sufficient.  
	
	
	

	4. Proposal includes all coverage lines requested (Life, AD&D, LTD & STD).
	
	
	

	5. Company has at least five (5) years of experience servicing groups of 300 or more insureds for Life/AD&D and Disability insurance.
	
	
	

	6. Company has been licensed to transact the appropriate insurance products for at least five (5) years in the state of Florida.
	
	
	

	7. TMVC will have no minimum participation requirements for voluntary (employee paid) products.
	
	
	

	8. An open enrollment shall be offered for benefits effective October 1, 2021 that allows employees and their dependents to enroll in Supplemental Life/AD&D and Disability coverage up to the guaranteed issue maximums and without Evidence of Insurability requirements regardless of any prior denials.
	
	
	

	9. All enrolled employees and dependents shall be covered on October 1, 2021 on a “no loss, no gain” basis.
	
	
	

	10. The Respondent agrees to match the employer’s share of FICA taxes on payments made to disabled employees, without reimbursement from TMVC.
	
	
	

	11. The Respondent agrees to prepare W-2 forms at year-end for benefits paid to each disabled employee
	
	
	

	12. Provide representatives at annual enrollment benefit fairs and enrollment meetings.
	
	
	

	13.  Claim forms shall be accessible to enrollees online and by the TMVC’s Benefit’s department
	
	
	

	14. The Contractor shall acknowledge a filed claim within 24 hours of receipt and within one week of receiving required information needed for determination.
	
	
	




	[bookmark: _Hlk73983615] D.       Administrative Services

	Service
	Response

	1. Indicate location of local service and administration office, and hours of operation for Term Life Insurance.
	

	2. Indicate location of claims office, including hours of operation Term Life Insurance.
	

	3. Provide your company’s claim office administrative performance standards utilized in 2019 for the following: 
a. Average speed of answer
b. Call abandonment rate
c. Claim turnaround time  
	a.

	4. 
	b.

	5. 
	c.

	6. Are the locations the same for Disability Insurance?  If no, list the locations here.  
	

	7. Are the performance standards the same for Disability Insurance?  If no, list the standards here.
	





	E. Group Term Life / AD&D Benefits & Provisions

	Group Term Life Benefits

	Benefit
	Requested
	Proposed

	Employee Basic Life Insurance

	Schedule of Benefits 
	$10,000
	

	Guarantee Issue Amount
	$10,000
	

	Age Reductions
	Age 70 – 35%
Age 75 – 50%
	

	Waiver of Premium
	Elimination Period: 6 months
Duration: Lifetime
	

	Basic Dependent Life Insurance (Includes Spouse and Child(ren)

	Spouse Basic Life Insurance

	Schedule of Benefits 
	Flat $5,000
	

	Age Reductions
	Coverage terms at age 70
	

	Child(ren) Basic Life Insurance

	Schedule of Benefits
	14 days – 23 years, (25 if full time student) Flat $2,000
	

	
	
	

	Employee Voluntary Life Insurance

	Schedule of Benefits
	Plan A - $25,000 
Plan B - $50,000
Plan C - $75,000
Plan D - $100,000
	

	Plan Maximum
	$100,000
	

	Guarantee Issue Amount
	Less then 65- $100,000
65-69- $10,000
70+- $0
	

	Age Reductions
	Age 65  - 35%
Age 70 – 60%
Age 75 – 75%
Age 80 – 85%
	

	Waiver of Premium
	Elimination Period: 6 months
Duration: Lifetime
	

	Spouse Voluntary Insurance

	Schedule of Benefits
	50% of employee coverage up to $50,000
	

	Plan Maximum 
	Up to $50,000 (Not to exceed 50% of Employee coverage)
	

	Guarantee Issue Amount
	$10,000
	

	Dependent Child(ren) Voluntary Life Insurance

	Schedule of Benefits
	10% of employee coverage to a max of $10,000
	

	Evidence of Insurability
	Not Required
	



	Group Term Life Benefit Provisions

	Benefit Provision
	Included 
	Limitations/ Deviations

	
	Yes
	No
	

	Waiver of Premium
	
	
	

	Accelerated Death Benefit
	
	
	

	Suicide Exclusion
	
	
	

	Conversion
	
	
	

	Portability
	
	
	

	Survivor Financial Counseling
	
	
	

	Worldwide Travel Assistance
	
	
	

	Repatriation Benefits
	
	
	

	Other

	
	
	



	Group AD&D Benefits

	Benefit
	Requested
	Proposed

	Employee Basic AD&D

	Schedule of Benefits 
	Flat $10,000
	



	Group AD&D Benefit Provisions

	[bookmark: _Hlk73987318]Benefit Provision
	Included 
	Limitations/ Deviations

	
	
	

	
	Yes
	No
	

	Suicide Exclusion
	
	
	

	Conversion
	
	
	

	Portability
	
	
	

	Seat Belt Benefits
	
	
	

	Air Bag Benefits
	
	
	

	Child Care Benefits
	
	
	

	Higher Education Benefits
	
	
	

	Spouse Career Adjustment Benefits
	
	
	

	Common Carrier Benefits
	
	
	

	Paraplegic Benefits
	
	
	

	Quadriplegic Benefits
	
	
	

	Exposure and Disappearance Benefits
	
	
	

	Repatriation Benefits
	
	
	



	F. [bookmark: _Hlk73984544]Long Term Disability Benefits & Provisions

	Benefits
	Requested
	Proposed

	Benefit Percentage
	60% of Pre-Disability Earnings 
	

	Maximum Monthly Benefit
	$10,000
	

	Elimination Period
	180 Days
	

	Benefit Duration
	ADEA 
	

	Minimum Benefit
	$100
	

	Social Security Offset
	Primary + Family
	

	Own Occupation
	36 Months
	

	Zero Day Residual
	Included
	

	Return to Work Incentive
	12 Months
	

	Earnings Test First 36 Months
	Loss of at least 20% of Pre-disability earnings
	

	Earnings Test After 36 Months
	Loss of at least 40% of Pre-disability earnings
	

	Trial Work Days
	30 Days
	

	Pre-Existing Condition
	3 / 12
	

	Prudent Person Language
	Included in Pre-ex
	

	Mental / Nervous Limits
	24 Months
	

	Substance Abuse Limits
	24 Months
	

	Self-Reported or Limited Conditions Language
	Included
	

	Mandatory Rehabilitation
	Yes
	

	Survivor Benefits
	3 Month Lump Sum
	

	Waiver of Premium
	Included
	

	Limitations and Exclusions
	
	











	G. Short Term Disability Benefits & Provisions

	Benefits
	Requested
	Proposed

	Benefit Percentage 
	60% of Pre-Disability Earnings
	

	Weekly Benefit Maximum
	$1,500
	

	Elimination Period (Accident/Sickness)
	Plan 1: 30 days / 30 days
Plan 2: 90 days / 90 days
	

	Benefit Duration
	Plan 1: 22 weeks
Plan 2: 13 weeks
	

	Partial Benefit 

	Include
	

	Minimum Weekly Benefit
	$25
	

	Pre-existing Condition
	3 / 12
	

	Annual Enrollment Offer to 
Change Elimination Period Plan option
	Allowed

	

	Limitations and Exclusions that differ from the Long-Term Disability response
	
	








	H.        Additional Information

	Service
	Response

	1. Confirm that monthly premium rates for Term Life and Disability Insurance are guaranteed for Plan Years 2021-22, 2022-23, and 2023-24.
	

	2. Confirm that your Company will comply with RFP Section 3.41 regarding commissions.
	

	3. Confirm that Spouse Life rates are based on the Employee age.
	

	4. Regarding Employee Basic Life Insurance, what impact would eliminating the Age Reduction at age 70 and 75 have on your Company’s proposed monthly premium rate/$1,000 of coverage? 
	

	5. Regarding Employee Basic Life Insurance, will your Company permit TMVC to increase the benefit coverage amount in future Plan Years?  Would the benefit coverage increase have any impact on your Company’s proposed monthly premium rate/$1,000 of coverage?
	




As an officer of the Company, I certify that the information contained in the proposal worksheet is accurate, and Respondent shall be bound by the contents of the proposal.


Signature:	_______________________	   Date: ________________________


Name:	_____________________________	   Title:  _______________________

2

