Employee Health Care Benefits 2011

2010–11 Survey of College and University Benefits
Benefits I: Employee Health Care Benefits
Once you have completed these worksheets, please enter your data in SurveysOnLine at https://surveysonline.cupahr.org/.
INTRODUCTION 

The purpose of the survey is to collect data that can be used by institutions to benchmark their benefits for full-time staff and faculty against those provided by other higher education institutions. This year’s survey covers health care benefits only.  
PRE-LOADED DATA: If you completed last year's survey, your responses have, where appropriate, been pre-loaded into this year's survey. Please read the special instructions at the beginning of each section.

QUESTIONS OR PROBLEMS 

If you have questions or a problem regarding this survey, the primary contact is Ray Sizemore, CUPA-HR’s Director of Research. He may be reached at 
rsizemore@cupahr.org or at 865-862-2838.  The secondary contacts for the survey are Maria Calcagno, Senior Research Associate, and Suzi Bowen, Research Associate.  Maria may be reached at mcalcagno@cupahr.org or at 865-862-2840 and Suzi at sbowen@cupahr.org or 865-862-2842.

Please use email whenever possible, rather than the telephone. This is very important because we will need to forward technical questions about benefits to our benefits consultant. Using email also keeps us from being overwhelmed, as there are many of you and only three of us.

GUIDELINES

· Report data for your institution or system, as appropriate.  Important: Please note that in order to answer for your system as a whole, benefits must be the same across all entities within the system.

· Report benefits plan information as of January 1st, 2011. 

· Please answer all survey questions as they apply to your full-time, non-temporary staff and faculty, unless otherwise instructed. Student workers are not to be included.

· The survey collects detailed data for four types of health plans: PPO, HMO, POS and CDHP (Consumer Driven Health Plans), and also for prescription drug and dental care plans.  If your institution offers multiple plans for any plan type, report on the one with the highest enrollment.  

· If your institution has a tiered system for health care premiums based on salary, use the rate associated with the highest enrollment.
· Institutional Basics data (budget size, student enrollment and faculty size) have been preloaded. 
CONFIDENTIALITY AND PRIVACY STATEMENT 

All possible steps are taken to protect the confidentiality of each institution’s data. Confidential data are released only in aggregated form. For a complete statement of CUPA-HR policy regarding use of survey data, please click the Privacy Policy link at the bottom right corner of this page.

________________________________________________________________________________

​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​(C) Copyright 2011 by the College and University Professional Association for Human Resources (CUPA-HR). This questionnaire is protected by copyright and may be reproduced only for the purpose of submitting data to CUPA-HR or with prior written permission of CUPA-HR.

A. Health Care Basics    
________________________________________________________________________
Report information as of January 1 of the 2010–11 academic year.

If you can’t answer a question as asked, or if a question is not applicable, leave it blank unless requested to do otherwise. Please do not provide an answer that doesn’t match the question. Radio buttons can be unmarked by re-clicking. Click on underlined items (in online survey) for additional information.
PRE-LOADED DATA: If you completed last year's survey, your responses from this section have been pre-loaded for this year for many, but not all, of the questions. Please review all questions and update any responses that have changed since last year or that are currently blank.

________________________________________________________________________

1.
Active Faculty and Staff Health Care and Stand-Alone Plans (Employees)
	
	Institution offers this
 type of plan for
employees?
	If Yes: 
Number of plans available?
	Is plan 
Fully Insured (FI) or Self-Insured (SI)?
	Total # of employees enrolled 
in plan
	If Fully Insured
Total premium $s institution expects to pay this plan year for enrolled employees & dependents (in whole $)
	If Self-Insured 

Total claim $s paid last plan year (2009-10) for enrolled employees & dependents 
(in whole $)

	Health Care Plan Type
	
	
	
	
	
	

	a.
PPO Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	

	b. 
HMO Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	

	c. 
POS Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	

	d. 
Consumer Driven Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	

	e. 
Traditional Indemnity Plan
	O Yes  O No
	
	O FI  O SI 
	
	
	

	Stand-alone plans (not bundled with health care)
	
	
	
	

	f. 
Prescription Drug Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	

	g. 
Dental Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	

	h. 
Vision Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	


2. Retired Faculty and Staff Health Care and Stand-Alone Plans (Retirees)
	
	Institution offers this
 type of plan for 
retirees?
	If Yes: 
Number 
of plans available?
	Is plan 
Fully Insured (FI) or Self-Insured (SI)?
	Total # of retirees enrolled 
in plan
	% of enrolled retirees that are Medicare eligible?
	Institution pays part 
of the premium?
	If Fully Insured
Total premium $s institution expects to pay this plan year for enrolled retirees & dependents (in whole $)
	If Self-Insured 

Total claim $s paid last plan year (2009-10) for enrolled retirees & dependents 
(in whole $)

	Health Care Plan Type
	
	
	
	
	
	
	
	

	a.
PPO Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	O Yes  O No
	
	

	b. 
HMO Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	O Yes  O No
	
	

	c. 
POS Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	O Yes  O No
	
	

	d. 
Consumer Driven Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	O Yes  O No
	
	

	e. 
Traditional Indemnity Plan
	O Yes  O No
	
	O FI  O SI 
	
	
	O Yes  O No
	
	

	Stand-alone plans (not bundled with health care)
	
	
	
	
	
	

	f. 
Prescription Drugs Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	O Yes  O No
	
	

	g. 
Dental Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	O Yes  O No
	
	

	h. 
Vision Plan
	O Yes  O No
	
	O FI  O SI  
	
	
	O Yes  O No
	
	


Comments: Use the space below to clarify your responses to Q. 1-2. Indicate question number if applicable. A maximum of 2000 characters is allowed.

3.
How soon are new employees in each job category eligible for full health care coverage?
	
	Exempt/
Professional
	Non-Exempt/ Support
	Faculty

	All new employees eligible on date of hire
	O
	O
	O

	All new employees eligible on 1st of month after hire
	O
	O
	O

	Other 
	O
	O
	O


4. 
Does your institution offer health care benefits for each of the following?

	a.
Opposite sex domestic partners
	O Yes  O No

	b. 
Same sex domestic partners
	O Yes  O No

	c.
Children of domestic partners
	O Yes  O No

	d. 
Part-time faculty – either all or those that meet specific criteria
	O Yes  O No

	
If Yes:
For those working less than 20 
hours a week?   NEW
	O Yes  O No

	e. 
Part-time staff – either all or those that meet specific criteria
	O Yes  O No

	
If Yes:
For those working less than 20 
hours a week?    NEW
	O Yes  O No

	f 
Retirees under the age of 65 
	O Yes  O No

	g. 
Retirees 65 and older (Medicare-eligible)
	O Yes  O No


5. 
Does your institution:

	a.
Allow employees to opt out of health care benefits (with proof of other coverage)?
	O Yes  O No

	b. 
If Yes: Are they reimbursed either in part or in full? 
	O Yes  O No

	c.
Use a salary-based tiered system to determine health care premiums?  
	O Yes  O No

	d.
Continue to pay its portion of the health care premiums for employees on approved paid leaves of absence?
	O Yes  O No

	e.
Continue to pay its portion of the health care premiums for employees on approved unpaid leaves of absence (other than FMLA)?
	O Yes  O No

	f. 
Have a Mental Health/Nervous carve out plan? 
	O Yes  O No

	g. 
Have an Employee Assistance Program? 
	O Yes  O No

	h. 
Offer a Long Term Care plan for employees?  
	O Yes  O No

	i.
Offer a Health Care Flexible Spending Account?
	O Yes  O No

	j.
Offer a Dependent Care Flexible Spending Account?
	O Yes  O No

	k. 
Provide faculty/staff access to on-campus medical services (for other than emergency or work related situations)?
	O Yes  O No

	l. 
Provide a subsidy to cover the federal taxes associated with same-sex partner benefits? Please skip/leave blank if you do not offer same-sex benefits.
	O Yes  O No


6.
Do faculty/staff have access to an on-campus fitness center?  

	Access to on-campus fitness center?
	If Yes: Is 
access free?

	O Yes  O No
	O Yes  O No


7. 
Does your institution have a Wellness Program? 

	O Yes
	O No


If you answered No above, skip to Q. 14.

8. 
Is there a separate budget for your wellness initiatives?

	Separate budget?
	If Yes: Budget size in whole dollars

	O Yes  O No
	


9a. 
Do employees who participate in your wellness program receive a discount on their health insurances? 

	O Yes
	O No
	O Don’t know


9b. 
Does your institution expect to see lower health care costs because of your investment in a wellness program? 

	O Yes
	O No
	O Don’t know


10.
Who administers your wellness program?  

	Benefits area of HR
	O

	Area of HR dedicated to wellness
	O

	Another department outside of HR
	O

	Medical insurance carrier
	O


11.
Do you have a dedicated staff for your wellness initiatives? 
	Dedicated staff?
	If Yes: FTE number?

	O Yes  O No
	


12.
Do you offer faculty/staff access to any of the following as part of your wellness program?
	
	Offered?

	a. 
Wellness coaches/counselors? 
	O Yes  O No

	b.
24-hour nurse line?  
	O Yes  O No

	c. 
Exercise and fitness training programs?
	O Yes  O No

	d.
Diet and nutrition programs, e.g. eating healthy, weight mgmt?
	O Yes  O No

	e.
Tobacco cessation programs? 
	O Yes  O No

	f. 
Chronic disease management programs?
	O Yes  O No

	g.
Parenting programs – balancing work and family life?
	O Yes  O No

	h.
Stress recognition and management programs?
	O Yes  O No

	i.
Occupational wellness programs – e.g. emergency preparedness, first aid/CPR, illness and injury prevention
	O Yes  O No

	j.
Intellectual wellness programs – e.g. lunch and learn, lectures, personal interest skills development?
	O Yes  O No

	k.
Biometric screening?   NEW
	O Yes  O No


13.
About what percentage of your faculty/staff participates in one or more of your 
condition management programs – e.g. disease, smoking, weight, etc.? 
	Know the %?
	If Yes: What %?

	O Yes  O No
	


14. 
Has your institution reviewed the disease prevalence of your faculty/staff population in the last three years? 

	O Yes
	O No
	O Don’t know


15.
How important are the following to your institution in choosing its health plan(s)?

	
	Very
Important
	Important
	Somewhat Important
	Not Important

	a.
Network breadth
	
	
	
	

	b. 
Discounts/premium rates
	
	
	
	

	c. 
Accuracy of claims processing
	
	
	
	

	d. 
Ability to integrate benefits (e.g. health, Rx, disability)
	
	
	
	

	e. 
Reputation of provider
	
	
	
	


16. 
Does your institution offer a defined contribution program to help meet future retiree medical expenses? 

	O Yes
	O No


17. 
If no, are you considering implementing such a program?

	O Yes
	O No
	O Don’t know


18. 
Have there been any recent changes in your health care plans that substantially decrease this benefit in the eyes of the employee? 

	O Yes
	O No
	If yes, please indicate changes in comments below


19.
In the last year, have you conducted an audit of the dependents enrolled in your medical plan? 

	
	a. Was one conducted in the last year?
	b. If No: Are you considering doing one? 

	Dependent medical plan audit
	O Yes  O No
	O Yes  O No


20. 
By what percentage (%), to one decimal point, did your health care costs increase at your last renewal?
	
	%


21.
Did you seek competitive bids for your health care plan? 

	
	a. Did you seek competitive bids?
	b. If Yes: Did you change health care vendors? 

	Health care plan
	O Yes  O No
	O Yes  O No


22. 
Do you currently offer any “voluntary benefits” to your employees? 
(i.e. benefits that have no direct cost to the institution)  NEW
	O Yes
	O No


23.
If YES, do they include:  NEW
	
	Offered?

	a.
Disability
	O Yes  O No

	b.
Term life?  
	O Yes  O No

	c. 
Whole life?
	O Yes  O No

	d. 
Supplemental health insurance?
	O Yes  O No

	e.
Accident insurance?
	O Yes  O No

	f.
Specified disease/cancer insurance? 
	O Yes  O No


24. 
If NO, are you considering offering them in the future?  NEW
	O Yes
	O No
	O Don’t know


25. 
Has your institution developed a strategy for where you want your employee health benefits to be in 3 years?  NEW  

	O Yes
	O No


Comments: Use the space below to clarify your responses to Q. 3-23. Indicate question number if applicable. A maximum of 2000 characters is allowed.
	EMPLOYEE HEALTH PLANS – PLEASE READ

The Benefits I survey covers four different types of health care plans in sections B – E of the online survey. If you are not going to enter data for a given plan, you don’t need to open the section online. 

As the same questions are asked for each plan, we have included only one set in the worksheets, starting on the following page. If you are providing data for more than one plan, please make as many copies of pages 7 – 11 as you need. Questions 13-17 are for the Consumer Driven Health Plan only.
Report information as of Jan 1, 2011 (i.e. 2010-11 academic year) and for In-Network benefits only.

If your institution offers multiple versions of a plan (e.g. 2 PPO plans), report on the one with the highest enrollment.

If you can’t answer a question as asked, or if a question is not applicable to your plan, leave it blank unless requested to do otherwise. Please do not provide an answer that doesn’t match the question. Radio buttons can be unmarked by re-clicking. Click on underlined items (in online survey) for additional information.
PRE-LOADED DATA: If you completed last year's survey, your responses have been pre-loaded for this year for most questions - except for the questions regarding premiums. Please enter your premium data and review and update any responses that have changed since last year. Also, please answer any applicable questions left blank last year.



B – E: EMPLOYEE HEALTH PLANS

Indicate below the plan for which you are now entering data. To help you keep track of which plan you are working on, circle the plan type at the top right of the next three pages. If you are providing data for more than one plan please make as many copies of pages 7 – 11 as you need.

O
PPO Health Care Plan 
Section B of survey online
Preferred Provider Organization (PPO) plans have both in-network and out-of-network benefits.  Participants are free to choose out-of-network providers, but the benefits are lower.  A referral from a primary care physician is not required to receive specialty and hospital services.  PPO plans include open-access, open-ended HMOs as well as open-access POS plans. 
O
HMO/EPO Health Care Plan
Section C of survey online

Health Maintenance Organization (HMO) plans provide a full range of benefits and services within a certain geographic area. The provider is usually located in one facility/clinic or is connected by an administrative component. No benefits are available if the participant uses out-of-network providers.  HMO plans include Exclusive Provider Organizations (EPO). 
O
POS Health Care Plan
Section D of survey online
Point of Service (POS) Plans have both in-network and out-of-network benefits.  Services provided by out-of-network providers are covered, but the benefits are lower than for in-network providers. POS plans include open-ended HMOs. 
O
Consumer Driver Health Care Plan
Section E of survey online
A Consumer Driven Health Care (CDHC) plan is a health insurance plan that allows members to use personal Health Savings Accounts (HSAs), Health Reimbursement Arrangements (HRAs) or similar medical payment products to pay routine health care expenses directly, while a high-deductible health insurance policy protects them from catastrophic medical expenses.

Report information as of January 1 of 2011 (2010-11 academic year) AND for In-Network benefits only.

1.
___ Plan: Monthly premiums this year and last year
If your institution has a tiered system based on salary, use the rate associated with the greatest enrollment. 

	This year
	Do Employees 
Pay Premium 
This Year?
	If Yes: Employee 
Monthly Premium This Year? 
	Institution’s
Monthly Premium This Year?
	Total 
Monthly Premium This Year

	a.

Employee only
	O Yes  O No
	
	
	(calculated)

	b. 

Employee + Family
	O Yes  O No
	
	
	(calculated)

	
	
	
	
	

	Last year
	Did Employees Pay Premium 
Last Year?
	If Yes: Employee 
Monthly Premium Last Year? 
	Institution’s
Monthly Premium
Last Year?
	Total 
Monthly Premium Last Year

	c.

Employee only
	O Yes  O No
	
	
	(calculated)

	d. 

Employee + Family
	O Yes  O No
	
	
	(calculated)


2.
___ Plan: Does the plan also have these premium categories?
	a.  
Employee + 1
	O Yes  O No

	b.  
Employee + Spouse
	O Yes  O No

	c.  
Employee + Child(ren)
	O Yes  O No


3.
___ Plan: Does the plan premium include coverage for the following?
	a.  
Prescription drugs
	O Yes  O No

	b.  
Dental care
	O Yes  O No

	c.  
Vision care (beyond routine eye exam)
	O Yes  O No


4.
___ Plan: Deductibles and Maximums In-Network
Annual Deductible: Amount the insured must pay in a calendar year before plan pays medical benefits. 

Out-of-Pocket Maximum: Amount the insured must pay before plan covers 100% of eligible expenses.

Lifetime Maximum Benefit: Amount plan will pay during an individual’s lifetime.
	

	Is there a deductible or maximum?
	If Yes: 
$ Amount

	a.  
Annual Deductible $:  Individual
	O Yes  O No
	

	b.  
Annual Deductible $: Family
	O Yes  O No
	

	c.  
Annual out-of-pocket maximum $: Individual
	O Yes  O No
	

	d.  
Annual out-of-pocket maximum $: Family
	O Yes  O No
	

	e.  
Lifetime maximum benefit $
	O Yes  O No
	

	f.  
Separate lifetime maximum benefit $ for organ transplants
	O Yes  O No
	


5.
___ Plan: Coinsurance

	

	In-Network 
	Out-of Network 

	% of allowable charges paid by plan after deductible and any co-pay?
	
	


6.
___ Plan: Outpatient Services In-Network
Co-pay:
Dollar ($) amount the insured must pay out-of-pocket for a service at the time the service is rendered. Coinsurance is not a copay.
	
	Is Service covered 
by plan?
	If Yes:
Is Co-pay required?
	Co-pay
$?

	a.
Preventive Care/Scheduled services – regular checkups, routine screenings and immunizations
	O Yes O No
	O Yes O No
	

	b. 
Primary Care Physician Office Visit
	O Yes O No
	O Yes O No
	

	c.
Specialist Office Visits
	O Yes O No
	O Yes O No
	

	d. 
Outpatient Surgery
	O Yes O No
	O Yes O No
	

	e. 
Outpatient Radiation/Chemotherapy
	O Yes O No
	O Yes O No
	

	f.
Outpatient lab (except scheduled services)
	O Yes O No
	O Yes O No
	

	g.
Outpatient x-ray (except scheduled services) including CT and PET scans, MRIs, etc.
	O Yes O No
	O Yes O No
	


7.
___ Plan: Inpatient Services In-Network
If in-patient hospital and in-hospital physician co-pay is per day, enter the co-pay amount for one day. Coinsurance is not a copay. 
	
	Is Service covered 
by plan?
	If Yes: 
Is Co-pay required?
	Co-pay 
$?
	Is co-pay a per day amount? 
	If Yes, for how many days maximum?

	a. 
In-patient hospital 
	O Yes O No
	O Yes O No
	
	O Yes O No
	

	b.
In-hospital Physician Care
	O Yes O No
	O Yes O No
	
	O Yes O No
	

	c.  
In-patient Surgery
	O Yes O No
	O Yes O No
	
	
	

	d.  
Organ Transplant
	O Yes O No
	O Yes O No
	
	
	


8.
___ Plan: Emergency Care In-Network. Coinsurance is not a copay.
	
	Is Service covered 
by plan?
	If Yes: 
Is Co-pay required?
	Co-pay 
$?
	Co-pay waived if admitted? 
	If admitted, penalty for not notifying plan within “X” hours?
	Penalty $ maximum amount?

	a.
Emergency Care
	O Yes O No
	O Yes O No
	
	O Yes O No
	O Yes O No
	

	b.  
Ambulance (when medical necessity)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	


Comments: Use the space below to clarify your responses to Q. 1-8. Indicate question number if applicable. A maximum of 2000 characters is allowed. 
9.
___ Plan: Family Planning/Maternity In-Network. Coinsurance is not a copay.
	
	Is Service covered 
by plan?
	If Yes: 
Is Co-pay required?
	Co-pay 
$?
	Lifetime Limit?
	Max number 
per lifetime? 
	Max $
per lifetime?

	a.
Infertility treatment (cycles)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	

	b.  
In vitro fertilization (cycles)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	

	c.  
Artificial insemination (cycles)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	

	d.
First Pre-/Post-natal physician visit
	O Yes O No
	O Yes O No
	
	
	
	

	e.
Subsequent Pre-/Post-natal physician visits
	O Yes O No
	O Yes O No
	
	
	
	

	f.
Inpatient hospital delivery
	O Yes O No
	O Yes O No
	
	
	
	

	g.
Birthing center delivery
	O Yes O No
	O Yes O No
	
	
	
	

	h.
If covered by plan, are fertility-related limits (a, b, and c above) combined?
	O Yes O No
	
	
	
	
	


10.
___ Plan: Mental Health and Substance Abuse In-Network
If in-patient mental health or substance abuse co-pay is per day, enter the co-pay amount for one day. Coinsurance is not a copay.  
	
	Is Service covered 
by plan?
	If Yes: 
Is Co-pay required?
	Co-pay 
$ for 1st “x” visits?
	Annual Limit?
	Max number 
visits or days per year? 
	Max $ 
per year?
	Lifetime Limit?
	Max number of visits or days per lifetime? 
	Max $
per lifetime?
	Max # of admissions
per lifetime?

	a.
Outpatient Mental Health
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	
	O Yes O No
	
	
	

	b.
Outpatient Sub Abuse
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	
	O Yes O No
	
	
	

	c.
Inpatient Mental Health
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	
	O Yes O No
	
	
	

	d.
Inpatient Sub Abuse 
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	
	O Yes O No
	
	
	

	If covered by plan:
	
	
	
	
	
	
	
	
	
	

	e.
Are MH/SA limits combined?
	O Yes O No
	
	
	
	
	
	
	
	
	

	f.
Is inpatient co-pay a per day amount? 
	O Yes O No
	
	
	
	
	
	
	
	
	

	g.
If yes, for how many days maximum? 
	
	
	
	
	
	
	
	
	
	


11.
___ Plan: Hospice Care In-Network     Coinsurance is not a copay.
	
	Is Service covered 
by plan?
	If Yes: 
Is Co-pay required?
	Co-pay 
$? 
	Lifetime Limit?
	Max number of days
per lifetime? 
	Max $
per lifetime?

	a.
Outpatient Hospice Care (days)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	

	b.  
Inpatient Hospice Care (days)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	

	c.
Are Outpatient and Inpatient Hospice Care lifetime limits combined?
	O Yes O No
	
	
	
	
	


12.
___ Plan: Other Care In-Network
If inpatient nursing care co-pay is per day, enter the co-pay $ amount for one day. Coinsurance is not a copay.
	
	Is Service covered 
by plan?
	If Yes: 
Is Co-pay required?
	Co-pay 
$? 
	Annual Limit?
	Max number
per year? 
	Max $ 
per year?

	a. 
Phys/Occup/Speech Therapy (visits)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	

	b.
Acupuncture (visits)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	

	c.  
Chiropractor (visits)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	

	d.  
Home Health Care (visits)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	

	e.
Home Infusion Therapy (visits)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	

	f.
Private Duty Nursing Care (8 hr shifts)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	

	g.  
Inpatient Skilled Nursing Care (days)
	O Yes O No
	O Yes O No
	
	O Yes O No
	
	

	If covered by plan:
	
	
	
	
	
	

	h.
Are acupuncture and chiropractor annual limits combined?
	O Yes O No
	
	
	
	
	

	i.
Is inpatient skilled nursing care a per day amount? 
	O Yes O No
	
	
	
	
	

	j.
If yes, for how many days maximum? 
	
	
	
	
	
	


______________________Q. 13 – 17 for CDHC Plan Only _________________________________________________________________

13. 
Which of the following does your CDHC Plan use?        
	Employee Health Savings Account (HSA)
	O

	Health Reimbursement Arrangement (HRA)
	O

	Other medical payment product
	O


If CDHC Plan uses Health Savings Accounts:
14.
Does your institution contribute to the employee HSA?
	O Yes
	O No


15.
If Yes: How much does your institution contribute per year to the HSA?
	
	Annual $ Amount

	a.

Employee only coverage
	

	b. 

Employee + Family coverage
	


If CDHC Plan uses a Health Reimbursement Arrangement:
16.
How much does your institution put in the HRA annually per employee?

	
	Annual $ Amount

	a.

Employee only coverage
	

	b. 

Employee + Family coverage
	


17.
Can employees carry over all or a portion of unused HRA funds from year to year?

	O Yes
	O No


Comments: Use the space below to clarify your responses to Q. 9-12 (or 9-17). Indicate question number if applicable. A maximum of 2000 characters is allowed. 
F.
Prescription Drugs (Rx) – Bundled or Stand-Alone Plan
If you have more than one prescription drug plan, please report on the plan that has the highest enrollment. 
Report information as of January 1 of 2011 (2010-11 academic year) and for In-Network benefits only.
IF YOU CAN’T ANSWER A QUESTION AS ASKED, OR IF A QUESTION IS NOT APPLICABLE TO YOUR PLAN, LEAVE IT BLANK. Please do not provide an answer that doesn’t match the question. Radio buttons can be unmarked by re-clicking. Click on underlined items (in online survey) for additional information.
1. 
Is the premium for this prescription drug plan bundled with your health plan(s) premium? 

	O Yes
	O No



If Yes: Which plan or plans?    

	PPO
	O Yes
	O No

	HMO
	O Yes
	O No

	POS
	O Yes
	O No

	CDH
	O Yes
	O No


2.
If the prescription drugs premium is not bundled with a health plan (i.e. it is a stand-alone plan), what are the prescription drug plan monthly premiums this year and last year?  If your institution has a tiered system based on salary, use the rate associated with the greatest enrollment. 

	This Year
	Do Employees 
Pay a Premium 
This Year?
	If Yes: Employee 
Monthly Premium This Year? 
	Institution’s
Monthly Premium This Year?
	Total 
Monthly Premium

	a.

Employee only
	O Yes  O No
	
	
	(calculated)

	b. 

Employee + Family
	O Yes  O No
	
	
	(calculated)

	
	
	
	
	

	Last Year
	Did Employees Pay
 a Premium 
Last Year?
	If Yes: Employee 
Monthly Premium Last Year? 
	Institution’s
Monthly Premium
Last Year?
	Total 
Monthly Premium

	c.

Employee only
	O Yes  O No
	
	
	(calculated)

	d. 

Employee + Family
	O Yes  O No
	
	
	(calculated)


3.
Prescription drug plan out-of-pocket maximums
	
	Is there an annual out of pocket maximum $ amount just for drugs?
	If Yes: what is the annual out-of-pocket maximum $ amount just for drugs?

	a. 
Individuals

	O Yes  O No
	

	b.  
Families
	O Yes  O No
	


4.
Distribution of pharmacy scripts last year
	
	%?

	a. 
What % of your total number of pharmacy scripts last year were mail-order?
	

	b. 
What % of your total number of pharmacy scripts last year were for generic drugs?
	


5.
Is a co-pay required for in-network prescription drug purchases?

	O Yes
	O No


If you answered Yes, please answer Q. 6 and Q. 7
6.
What is the retail co-pay $ or % amount for each of the following? 

Co-pay:  Dollar ($) or percentage (%) amount the insured must pay out-of-pocket for a prescription at the time it is filled. 

	
	Retail 
Co-pay $
	Retail 
Co-pay %?
	If % - is there a max $ amount per script?
	If Yes: 
Retail max 
$ amount per script?

	a.  
Generic drugs

	
	
	O Yes  O No
	

	b.  
Preferred Brands, no generic drug available
	
	
	O Yes  O No
	

	c.  
Preferred Brands, generic drug available
	
	
	O Yes  O No
	

	d.  
Non-preferred Brands
	
	
	O Yes  O No
	

	
	
	
	
	

	e.
What is the supply limit in number of days? 
	
	
	
	


7.
What is the mail-order co-pay $ or % amount for each of the following? 

Co-pay:  Dollar ($) or percentage (%) amount the insured must pay out-of-pocket for a prescription at the time it is filled. 

	
	Mail-order 
Co-pay $
	Mail-order 
Co-pay %?
	If % - is there a max $ amount per script?
	If Yes: 
Retail max 
$ amount per script?

	a.  
Generic drugs

	
	
	O Yes  O No
	

	b.  
Preferred Brands, no generic drug available
	
	
	O Yes  O No
	

	c.  
Preferred Brands, generic drug available
	
	
	O Yes  O No
	

	d.  
Non-preferred Brands
	
	
	O Yes  O No
	

	
	
	
	
	

	e.
What is the supply limit in number of days? 
	
	
	
	


8.
Does this drug plan . . . 
	a.  
use a closed formulary?
	O Yes  O No

	b. 
require mail order?
	O Yes  O No

	c. 
Provide Rx benefits for dental or dental trauma?
	O Yes  O No

	d. 
cover oral contraceptives?
	O Yes  O No

	e. 
cover contraceptive devices?
	O Yes  O No

	f. 
cover fertility drugs?
	O Yes  O No

	g. 
cover erectile dysfunction drugs?
	O Yes  O No

	h. 
cover diabetic supplies – e.g. test strips and insulin?
	O Yes  O No

	i.
provide incentives for using mail order for maintenance drugs?
	O Yes  O No


9.
Does this plan lower or eliminate co-pays for certain drugs for members who need them for chronic conditions?

	O Yes
	O No


Comments: Use the space below to clarify your responses for this drug plan. Indicate question number if applicable. A maximum of 2000 characters is allowed.  
G. Dental Care – Bundled or Stand-Alone Plan
Please report on the dental care plan that has the highest enrollment. 
Report information as of January 1 of 2011 (2010-11 academic year) and for In-Network benefits only.
IF YOU CAN’T ANSWER A QUESTION AS ASKED, OR IF A QUESTION IS NOT APPLICABLE TO YOUR PLAN, LEAVE IT BLANK. Please do not provide an answer that doesn’t match the question. Radio buttons can be unmarked by re-clicking. Click on underlined items (in online survey) for additional information.
______________________________________________________________________________
1. 
Is the premium for this dental care plan bundled with your health plan(s) premium? 

	O Yes
	O No



If Yes: Which plan or plans?    

	PPO
	O Yes
	O No

	HMO
	O Yes
	O No

	POS
	O Yes
	O No

	CDH
	O Yes
	O No


2.
If the dental premium is not bundled with a health plan (i.e. it is a stand-alone plan), what are the dental plan monthly premiums this year and last year? If your institution has a tiered system based on salary, use the rate associated with the greatest enrollment. 

	This Year
	Do Employees 
Pay a Premium 
This Year?
	If Yes: Employee 
Monthly Premium This Year? 
	Institution’s
Monthly Premium This Year?
	Total 
Monthly Premium

	a.

Employee only
	O Yes  O No
	
	
	(calculated)

	b. 

Employee + Family
	O Yes  O No
	
	
	(calculated)

	
	
	
	
	

	Last Year
	Did Employees Pay
 a Premium 
Last Year?
	If Yes: Employee 
Monthly Premium Last Year? 
	Institution’s
Monthly Premium
Last Year?
	

	c.

Employee only
	O Yes  O No
	
	
	(calculated)

	d. 

Employee + Family
	O Yes  O No
	
	
	(calculated)


3.
Dental plan annual deductibles and maximums
	
	
	If Yes: What is the $ Amount?

	a.  
Is there an annual deductible?
	O Yes O No
	

	b.  
Does the deductible apply to preventive care? 
	O Yes O No
	

	c.  
Is there an annual maximum benefit for non-orthodontia services? 
	O Yes O No
	


4.
Dental plan co-payments, coinsurance and lifetime limits for selected services

Co-pay:
Dollar or percentage (%) amount the insured must pay out-of-pocket for a service at the time the service is rendered. 

Coinsurance: 
% of allowable charges paid by plan after deductible and any co-pay?

	
	Is service covered by the plan?
	If Yes: 
Is a co-pay required?
	Co-pay 
$ amount?
	Co-pay 
% amount?
	Plan Coinsurance %
	Is there a lifetime max benefit?
	Maximum $ amount per lifetime?

	a.
Diagnostic/preventive services
	O Yes O No
	O Yes O No
	
	
	
	
	

	b.  
Basic restorative services
	O Yes O No
	O Yes O No
	
	
	
	
	

	c.  
Major restorative services
	O Yes O No
	O Yes O No
	
	
	
	
	

	d.
Child orthodontia services
	O Yes O No
	O Yes O No
	
	
	
	O Yes O No
	

	e.  
Adult orthodontia services
	O Yes O No
	O Yes O No
	
	
	
	O Yes O No
	


Comments: Use the space below to clarify your responses for this dental plan. Indicate question number if applicable. A maximum of 2000 characters is allowed. 
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