




































APPENDIX D 

Participation by Minority and Women-Owned Business 
Enterprises: Requirements and Procedures (NYSIF) - 

RFP entitled: “Pharmacy Benefit Services for The 
Empire Plan, Excelsior Plan, Student Employee Health 

Plan, and NYS Insurance Fund Workers’ 

 

] 

I. General Provisions 
 

A. The NYS Insurance Fund (NYSIF) is required to implement the provisions of New York State Executive 
Law Article 15-A and Parts 140-145 of Title 5 of the New York Codes, Rules and Regulations (“NYCRR”) 
for all State contracts, as defined therein, with a value (1) in excess of $25,000 for labor, services, 
equipment, materials, or any combination of the foregoing or (2) in excess of $100,000 for real property 
renovations and construction. 

B. The contractor to the subject contract (the “Contractor” and the “Contract,” respectively) agrees, in 
addition to any other nondiscrimination provision of the Contract and at no additional cost to NYSIF, to 
fully comply and cooperate with NYSIF in the implementation of New York State Executive Law Article 
15-A and the regulations promulgated thereunder. Theserequirements include equal employment 
opportunities for minority group members and women(“EEO”) and contracting opportunities for New York 
State-certified minority and women-ownedbusiness enterprises (“MWBEs”). The Contractor’s 
demonstration of “good faith efforts” pursuant to 5 NYCRR § 142.8 shall be a part of these requirements. 
These provisions shall be deemed supplementary to, and not in lieu of, the nondiscrimination provisions 
required by NewYork State Executive Law Article 15 (the “Human Rights Law”) and other applicable 
federal, state, and local laws. 

C. Failure to comply with all of the requirements herein may result in a finding of non- responsiveness, 
non-responsibility and/or a breach of contract, leading to the assessment ofliquidated damages 
pursuant to Section VII of this Appendix and such other remedies are available to NYSIF pursuant to 
the Contract and applicable law. 

II. Contract Goals 
 

A. For purposes of this Contract, NYSIF hereby establishes an overall goal of 30% for MWBE participation, 
18% for New York State-certified minority-owned business enterprise (“MBE”) participation and 12% for 
New York State-certified women-owned business enterprise (“WBE”)participation (collectively, “MWBE 
Contract Goals”) based on the current availability of MBEs and WBEs. 

B. For purposes of providing meaningful participation by MWBEs on the Contract and achievingthe MWBE 
Contract Goals established in Section II-A hereof, the Contractor should referencethe directory of 
MWBEs at the following internet address: https://ny.newnycontracts.com. 

Additionally, the Contractor is encouraged to contact the Division of Minority and Women’sBusiness 
Development at (212) 803-2414 to discuss additional methods of maximizing participation by 
MWBEs on the Contract. 

C. The Contractor understands that only sums paid to MWBEs for the performance of a commercially useful 
function, as that term is defined in 5 NYCRR § 140.1, may be applied towards the achievement of the 
applicable MWBE participation goal. [FOR CONSTRUCTION CONTRACTS – The portion of a contract 
with an MWBE serving as a supplier that shall be deemed to represent the commercially useful function 
performed by the MWBE shall be 60% ofthe total value of the contract. The portion of a contract with an 
MWBE serving as a broker that shall be deemed to represent the commercially useful function performed 
by the MWBE 

https://ny.newnycontracts.com/
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shall be the monetary value for fees, or the markup percentage, charged by the MWBE]. [FORALL 
OTHER CONTRACTS - The portion of a contract with an MWBE serving as a broker that shall be 
deemed to represent the commercially useful function performed by the MWBE shall be 25% of the total 
value of the contract] 

D. The Contractor must document “good faith efforts,” pursuant to 5 NYCRR § 142.8, to provide 
meaningful participation by MWBEs as subcontractors and suppliers in the performance of the 
Contract. Such documentation shall include, but not necessarily be limited to: 

1. Evidence of outreach to MWBEs; 

2. Any responses by MWBEs to the Contractor’s outreach; 

3. Copies of advertisements for participation by MWBEs in appropriate general 
circulation, trade, and minority or women-oriented publications; 

4. The dates of attendance at any pre-bid, pre-award, or other meetings, if any, 
scheduled by NYSIF with MWBEs; and, 

5. Information describing specific steps undertaken by the Contractor to reasonably 
structure the Contract scope of work to maximize opportunities for MWBE participation. 

III. Equal Employment Opportunity (“EEO”) 
 

A. The provisions of Article 15-A of the Executive Law and the rules and regulations promulgated 
thereunder pertaining to equal employment opportunities for minority group members and women shall 
apply to the Contract. 

B. In performing the Contract, the Contractor shall: 

1. Ensure that each contractor and subcontractor performing work on the Contract shall undertake or 
continue existing EEO programs to ensure that minority group members andwomen are afforded 
equal employment opportunities without discrimination because of race, creed, color, national 
origin, sex, age, disability, or marital status. For these purposes, EEO shall apply in the areas of 
recruitment, employment, job assignment, promotion, upgrading, demotion, transfer, layoff, or 
termination and rates of pay or otherforms of compensation. 

2. The Contractor shall submit an EEO policy statement to NYSIF within seventy-two (72)hours 
after the date of the notice by NYSIF to award the Contract to the Contractor. 

3. If the Contractor, or any of its subcontractors, does not have an existing EEO policy 
statement, NYSIF may require the Contractor or subcontractor to adopt a model statement 
(see Form 106 – Equal Employment Opportunity Policy Statement). 

4. The Contractor’s EEO policy statement shall include the following language: 

a. The Contractor will not discriminate against any employee or applicant for 
employment because of race, creed, color, national origin, sex, age, disability,or 
marital status, will undertake or continue existing EEO programs to ensure that 
minority group members and women are afforded equal employment opportunities 
without discrimination, and shall make and document its conscientious and active 
efforts to employ and utilize minority group members and women in its work force. 

The Contractor shall state in all solicitations or advertisements for employees that, in the 
performance of the contract, all qualified applicants will be affordedequal employment 
opportunities without discrimination because of race, creed, color, national origin, sex, age, 
disability or marital status. 
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b. ONLY FOR CONTRACTS WITH A TOTAL EXPENDITURE IN EXCESS OF 
$250,000: The Contractor shall request each employment agency, labor union, or 
authorized representative of workers with which it has a collective bargainingor other 
agreement or understanding, to furnish a written statement that such employment 
agency, labor union, or representative will not discriminate on the basis of race, creed, 
color, national origin, sex age, disability or marital status and that such union or 
representative will affirmatively cooperate in the implementation of the Contractor's 
obligations herein. 

c. The Contractor will include the provisions of Subdivisions (a) through (c) of this 
Subsection 4 and Paragraph “E” of this Section III, which provides for relevant 
provisions of the Human Rights Law, in every subcontract in such a manner thatthe 
requirements of the subdivisions will be binding upon each subcontractor asto work in 
connection with the Contract. 

C. Form 101 - Staffing Plan 

To ensure compliance with this Section, the Contractor shall submit a staffing plan to document 
the composition of the proposed workforce to be utilized in the performance ofthe Contract by the 
specified categories listed, including ethnic background, gender, and Federal occupational 
categories. The Contractor shall complete the staffing plan form andsubmit it as part of their bid or 
proposal or within a reasonable time, as directed by NYSIF. 

D. Form 102 - Workforce Utilization Report 

1. The Contractor shall submit a Workforce Utilization Report and shall require each of its 
subcontractors to submit a Workforce Utilization Report, in such form as shall be requiredby 
NYSIF on a Quarterly basis during the term of the Contract, with the exception of Construction 
Contracts. For Construction Contracts, the Contractor is required to submit aWorkforce Utilization 
Report on a Monthly basis. 

2. Separate forms shall be completed by the Contractor and any subcontractors. 

3. Pursuant to Executive Order #162, contractors and subcontractors are also required to report the 
gross wages paid to each of their employees for the work performed by suchemployees on the 
contract on a quarterly basis. 

E. The Contractor shall comply with the provisions of the Human Rights Law, and all other State and 
Federal statutory and constitutional non-discrimination provisions. The Contractor and its 
subcontractors shall not discriminate against any employee or applicant for employment because of 
race, creed (religion), color, sex, national origin, sexual orientation, military status,age, disability, 
predisposing genetic characteristic, marital status or domestic violence victim status, and shall also 
follow the requirements of the Human Rights Law with regard to non- discrimination on the basis of 
prior criminal conviction and prior arrest. 

IV. MWBE Utilization Plan 

A. The Contractor represents and warrants that the Contractor has submitted an MWBE UtilizationPlan, or 
shall submit an MWBE Utilization Plan at such time as shall be required by NYSIF, to the designated 
contacts at mwbe_sdvob@nysif.com, provided, however, that the Contractor may arrange to provide 
such evidence via a non-electronic method to NYSIF, either prior to, orat the time of, the execution of the 
contract. 

B. The Contractor agrees to adhere to such MWBE Utilization Plan in the performance of the Contract. 

mailto:mwbe_sdvob@nysif.com
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C. The Contractor further agrees that failure to submit and/or adhere to such MWBE UtilizationPlan shall 
constitute a material breach of the terms of the Contract. Upon the occurrence of such a material 
breach, NYSIF shall be entitled to any remedy provided herein, including butnot limited to, a finding 
that the Contractor is non-responsive. 

V. Waivers 

A. If the Contractor, after making good faith efforts, is unable to achieve the MWBE Contract Goals stated 
herein, the Contractor may submit a request for a waiver to contracts@nysif.com or a non-electronic 
method provided by NYSIF. Such waiver request must be supported by evidenceof the Contractor’s good 
faith efforts to achieve the maximum feasible MWBE participation towards the applicable MWBE 
Contract Goals. If the documentation included with the waiver request is complete, NYSIF shall evaluate 
the request and issue a written notice of approval or denial within twenty (20) business days of receipt. 

B. If NYSIF, upon review of the MWBE Utilization Plan, quarterly MWBE Contractor Compliance Reports 
described in Section VI, or any other relevant information, determines that the Contractor is failing or 
refusing to comply with the MWBE Contract Goals, and no waiver hasbeen issued in regard to such 
non-compliance, NYSIF may issue a notice of deficiency to theContractor. The Contractor must 
respond to the notice of deficiency within seven (7) business days of receipt. Such response may 
include a request for partial or total waiver of MWBE Contract Goals. 

VI. Quarterly MWBE Contractor Compliance Report 

The Contractor is required to submit a quarterly MWBE Contractor Compliance Report to 
mwbe_sdvob@nysif.com, provided, however, that the Contractor may arrange to provide such 
report via a non-electronic method to NYSIF by the 10th day following the end of eachquarter during 
the term of the Contract. 

VII. Liquidated Damages - MWBE Participation 

A. Where NYSIF determines that the Contractor is not in compliance with the requirements of thisAppendix 
and the Contractor refuses to comply with such requirements, or if the Contractor is found to have 
willfully and intentionally failed to comply with the MWBE participation goals, theContractor shall be 
obligated to pay to NYSIF liquidated damages. 

B. Such liquidated damages shall be calculated as an amount equaling the difference between: 

1. All sums identified for payment to MWBEs had the Contractor achieved the contractualMWBE 
goals; and 

2. All sums actually paid to MWBEs for work performed or materials supplied under the 
Contract. 

C. In the event a determination has been made which requires the payment of liquidated damages and 
such identified sums have not been withheld by NYSIF, the Contractor shall paysuch liquidated 
damages to NYSIF within sixty (60) days after they are assessed. Provided, however, that if the 
Contractor has filed a complaint with the Director of the Division of Minority and Women’s Business 
Development pursuant to 5 NYCRR § 142.12, liquidated damages shall be payable only in the event of 
a determination adverse to the Contractor following the complaint process. 

mailto:contracts@nysif.com
mailto:mwbe_sdvob@nysif.com
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FORM 101 - INSTRUCTIONS APPENDIX D 

General Instructions: All Offerors and each subcontractor identified in the bid or proposal must complete an EEO 
Staffing Plan (Form 101) and submit it as part of the bid or proposal package. Where the work force to be utilized 
in the performance of the State contract can be separated out from the contractor’s and/or subcontractor’stotal 
work force, the Offeror shall complete this form only for the anticipated work force to be utilized on the State 
contract. Where the work force to be utilized in the performance of the State contract cannot be separated out from 
the contractor’s and/or subcontractor’s total work force, the Offeror shall complete this form for the contractor’s 
and/or subcontractor’s total work force. 

Instructions for completing: 

1. Enter the Solicitation number that this report applies to along with the name and address of the Offeror. 
2. Check off the appropriate box to indicate if the Offeror completing the report is the contractor or a 

subcontractor. 

3. Check off the appropriate box to indicate work force to be utilized on the contract or the Offerors’ total work 
force. 

4. Enter the total work force by EEO job category. 
5. Break down the anticipated total work force by gender and enter under the heading ‘Work force by Gender’ 
6. Break down the anticipated total work force by race/ethnic identification and enter under the heading ‘Work 

force by Race/Ethnic Identification’. Contact the MWBE Permissible contact(s) for the solicitation if you have 
any questions. 

7. Enter information on disabled or veterans included in the anticipated work force under the appropriate 
headings. 

8. Enter the name, title, phone number and email address for the person completing the form. Sign and date the 
form in the designated boxes. 

RACE/ETHNIC IDENTIFICATION 
Race/ethnic designations as used by the Equal Employment Opportunity Commission do not denote scientific 
definitions of anthropological origins. For the purposes of this form, an employee may be included in the group to 
which he or she appears to belong, identifies with, or is regarded in the community as belonging. However, no 
person should be counted in more than one race/ethnic group. The race/ethnic categories for this survey are: 

 

• WHITE (Not of Hispanic origin) All persons having origins in any of the original peoples 
of Europe, North Africa, or the Middle East. 

• BLACK a person, not of Hispanic origin, who has origins in any of the black racial groups 
of the original peoples of Africa. 

• HISPANIC a person of Mexican, Puerto Rican, Cuban, Central or South American or 
otherSpanish culture or origin, regardless of race. 

• ASIAN & PACIFIC 
ISLANDER 

a person having origins in any of the original peoples of the Far East, Southeast 
Asia, the Indian subcontinent or the Pacific Islands. 

• NATIVE INDIAN 
(NATIVE 
AMERICAN/ 
ALASKAN NATIVE) 

a person having origins in any of the original peoples of North America, and who 
maintains cultural identification through tribal affiliation or community recognition. 

OTHER CATEGORIES  

• DISABLED 
INDIVIDUAL 

any person who: - has a physical or mental impairment that substantially limits 
one or more major life activity(ies) 

- has a record of such an impairment; or 

- is regarded as having such an impairment. 

• VIETNAM ERA 
VETERAN 

a veteran who served at any time between and including January 1, 1963, 
andMay 7, 1975. 

• GENDER Male, Female, or X 
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FORM 101 – STAFFING PLAN APPENDIX D 

Submit with Bid or Proposal – Instructions on page 5 
 

Solicitation No.: Reporting Entity: 

Healthesystems 

Report includes Contractor’s/Subcontractor’s: 
□ Work force to be utilized on this contract 
X Total work force 

Offeror’s Name: MedImpact □ Offeror 

X Subcontractor 

Subcontractor’s name Healthesystems  
Offeror’s Address: 

Enter the total number of employees for each classification in each of the EEO-Job Categories identified 

 

 
EEO - Job Category 

 
 

Total 
Work 
force 

Work force by Gender 
       Work force by        Please note: Healthesystems has 15 

employees whose race/ethnicity does 

not fit into below categories, 

including: 1 female Pacific Islander, 6 

males and 8 females of two or more 

races (not Hispanic or Latino). 

     Race/Ethnic Identification       

Total Total Total                    

Male Female X  White   Black   Hispanic   Asian  
Native 

American 
  Disabled  Veteran  

(M) (F) (X) (M) (F) (X) (M) (F) (X) (M) (F) (X) (M) (F) (X) (M) (F)  (X) (M)  (F)  (X) (M) (F)  (X) 

Officials/Administrators  31 43  25 34  2 2  2 5  0 2           

Professionals  93 91  49 61  10 4  11 6  17 19   1        

Technicians  1 0  1 0  0 0  0 0  0 0           

Sales Workers  2 1  1 1  0 0  0 0  0 0           

Office/Clerical  11 61  4 26  3 18  1 8  1 2  1 1        

Craft Workers                          

Laborers                          

Service Workers                          

Temporary/Apprentices                          

Totals  138 196  86 120  12 23  14 19  19 23  1 2        

PREPARED BY (Signature):  

  

TELEPHONE NO.: 813-367-1651 DATE: 
6/14/2023 

EMAIL ADDRESS: lwood@healthesystems.com 

Participation by Minority and Women-Owned Business 
Enterprises: Requirements and Procedures (NYSIF) - 

RFP entitled: “Pharmacy Benefit Services for The 
Empire Plan, Excelsior Plan, Student Employee Health 

Plan, and NYS Insurance Fund Workers’ 



 

NAME AND TITLE OF PREPARER (Print or Type): 
Laura Wood, Chief People Officer 

Submit completed with bid or proposal Form 101 (Rev 01/2023) 
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FORM 102 - INSTRUCTIONS FOR SUBMITTING THE WORKFORCE UTILIZATION REPORT APPENDIX D 
 

The Workforce Utilization Report (“Report”) is to be submitted on a monthly basis for construction contracts1, and 
a quarterly basis for all other contracts, during the life of the contract to report the actual workforce utilized in the 
performance of the contract broken down by job title. When the workforce utilized in the performance of the 
contract can be separated out from the contractor’s and/orsubcontractor’s total workforce, the contractor and/or 
subcontractor shall submit a Report of the workforce utilized on the contract. When the workforce to be utilized on 
the contract cannot be separated out from the contractor’s and/or subcontractor’s total workforce, information on 
the contractor’s and/or subcontractor’s total workforce may be included in the Report. 

Reports are to be submitted electronically, using the provided Report worksheet, to mwbe_sdvob@nysif.com within 
ten (10) days following the end of each month or quarter, whichever isapplicable. 

Instructions for Completing the Workforce Utilization Report 

1. REPORTING ENTITY: Check off the appropriate box to indicate if the entity completing the Report isthe 
contractor or a subcontractor. 

2. FEDERAL EMPLOYER IDENTIFICATION NUMBER: Enter the Federal Employer Identification Number 
(FEIN) assigned by the IRS. Contractors utilizing their social security number in lieu of an FEIN should leave 
this field blank. 

3. CONTRACTOR NAME and CONTRACTOR ADDRESS: Enter the primary business address for the entity 
completing the Report. 

4. PROJECT NAME/NUMBER OR CONTRACT NUMBER: Enter the number of the contract to which the 
Report applies. 

5. REPORTING PERIOD: Check off the box that corresponds to the applicable quarterly or monthly 
reporting period for this Report. Only select one box. 

6. WORKFORCE IDENTIFIED IN REPORT: Check off the appropriate box to indicate if the workforcebeing 
reported is just for the contract or the contractor’s or subcontractor’s total workforce. 

7. OCCUPATION CLASSIFICATIONS and SOC JOB TITLE: Select the occupation classification and jobtitle 
that best describes each group of employees performing work on the state contract under columns A and B. 

8. EEO JOB TITLE and SOC CODE: These fields will populate automatically based upon the Occupation 
Classifications and SOC Job Titles selected. Do not modify the results generated in these fields. 

9. NUMBER OF EMPLOYEES and NUMBER OF HOURS: Enter the number of employees and total number 
of hours worked by such employees for each job title under the columns corresponding tothe gender and 
racial/ethnic groups with which the employees most closely identify. See below foradditional guidance on 
Race/Ethnic Identification. 

10. TOTAL GROSS WAGES: [TO BE REPORTED QUARTERLY] Enter the total gross wages paid to all 
employees for each job code, and each gender and racial/ethnic group, identified in the Report. Contractors 
and subcontractors should report only gross wages for work on the contract paid to employees during the 
period covered by the Report. “Gross wages” are those reported by employersto employees on their wage 
statements. Gross wages are defined more specifically by 20 NYCRR 
§2380.4 and typically include every form of compensation for employment paid by an employer tohis, her or its 
employees, whether paid directly or indirectly by the employer, including salaries, commissions, bonuses, tips 
and the reasonable value of board, rent, housing, lodging or similar advantage received. 

11. PREPARER’S INFORMATION: Enter the name and title for the person completing the form, enter thedate upon 
which the Report was completed, and check the box accepting the name entered into the Report as the digital 
signature of the preparer. 

 

 

1 The Gross Wages column is only required to be completed on a quarterly basis commencing 1/1/2018. 

mailto:mwbe_sdvob@nysif.com
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FORM 102 - INSTRUCTIONS FOR SUBMITTING THE WORKFORCE UTILIZATION REPORT APPENDIX D 
 

RACE/ETHNIC IDENTIFICATION 

Race/ethnic designations as used by the Equal Employment Opportunity Commission do not denote scientific 
definitions of anthropological origins. For the purposes of this form, an employee may be included in the group 
to which he or she appears to belong, identifies with, or is regarded in the community as belonging. However, 
no person should be counted in more than one race/ethnic group.The race/ethnic categories for this survey are: 

 

• WHITE (Not of Hispanic origin) All persons having origins in any of the originalpeoples of 
Europe, North Africa, or the Middle East. 

• BLACK a person, not of Hispanic origin, who has origins in any of the black racialgroups 
of the original peoples of Africa. 

• HISPANIC a person of Mexican, Puerto Rican, Cuban, Central or South American orother 
Spanish culture or origin, regardless of race. 

• ASIAN & PACIFIC 
ISLANDER 

a person having origins in any of the original peoples of the Far East, 
Southeast Asia, the Indian subcontinent or the Pacific Islands. 

• NATIVE INDIAN 
(NATIVE AMERICAN/ 
ALASKAN NATIVE) 

a person having origins in any of the original peoples of North America,and who 
maintains cultural identification through tribal affiliation or community recognition. 

 

OTHER CATEGORIES 

 

• DISABLED 
INDIVIDUAL 

any person who: - has a physical or mental impairment that substantiallylimits 
one or more major life activity(ies) 

- has a record of such an impairment; or 

- is regarded as having such an impairment. 

• VIETNAM ERA 
VETERAN 

a veteran who served at any time between and including January 1, 1963and 
May 7, 1975. 

• GENDER Male, Female, or X 

 
Resources 

If you have questions regarding these requirements, are unsure of the appropriate job titles to include inyour Report, 
or otherwise require assistance in preparing or submitting the Report, please contact mwbe_sdvob@nysif.com or 
contact Carrell Clarke-Europe at (212) 312-0089. 

mailto:mwbe_sdvob@nysif.com
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FORM 103 – M/WBE UTILIZATION PLAN APPENDIX D 
 

Offeror’s Name:   Federal Identification No.:          

Address:   Solicitation No.:         

City, State, Zip Code:   Project No.:         

Telephone No.:   M/WBE Goals in the Contract: MBE  % WBE  % 

Region/Location of Work: 

 
 

 
 

 
 

 

 
 

 
 

 

 
 

 

 

 

1. Certified M/WBE Subcontractors/SuppliersName, 

Address, Email Address, Telephone No. 

 

2. Classification 

 

3. Federal ID No. 4. Detailed Description of Work 

(Attach additional sheets, if 

necessary) 

5. Dollar Value of Subcontracts/ Supplies/Services 
and intended performancedates of each component 

of the contract. 

A. NYS ESD CERTIFIED    

 MBE 

 WBE 

B. NYS ESD CERTIFIED    

 MBE 

WBE 

 
6. IF UNABLE TO FULLY MEET THE MBE AND WBE GOALS SET FORTH IN THE CONTRACT, OFFEROR MUST SUBMIT A REQUEST FOR WAIVER FORM (M/WBE 104). 

 
PREPARED BY (Signature):  

 TELEPHONE NO.: EMAIL ADDRESS: 

DATE: 
  

NAME AND TITLE OF PREPARER (Print or Type): 
   

FOR M/WBE USE ONLY   

SUBMISSION OF THIS FORM CONSTITUTES THE OFFEROR’S ACKNOWLEDGEMENT AND AGREEMENT TO COMPLY 

WITH THE M/WBE REQUIREMENTS SET FORTH UNDER NYS EXECUTIVE LAW, ARTICLE 15-A, 5 NYCRR PART 143, 

AND THE ABOVE-REFERENCED SOLICITATION. FAILURE TO SUBMIT COMPLETE AND ACCURATE INFORMATION 

MAY RESULT IN A FINDING OF NONCOMPLIANCE AND POSSIBLE TERMINATION OF YOUR CONTRACT. 

REVIEWED BY: DATE: 

UTILIZATION PLAN APPROVED: YES NO DATE: 

 Contract No.:    

Project No. (if applicable):  

Contract Award Date:  

Estimated Date of Completion:  

Amount Obligated Under the Contract:  

Description of Work  

NOTICE OF DEFICIENCY ISSUED:  YES NO DATE:   

NOTICE OF ACCEPTANCE ISSUED: YES NO DATE: 

 

Participation by Minority and Women-Owned Business 
Enterprises: Requirements and Procedures (NYSIF) - 

RFP entitled: “Pharmacy Benefit Services for The 
Empire Plan, Excelsior Plan, Student Employee Health 

Plan, and NYS Insurance Fund Workers’ 

INSTRUCTIONS: This form must be submitted with any bid, proposal, or proposed negotiated contract or within a reasonable time thereafter, but prior to contract award. This Utilization 

Plan must contain a detailed description of the supplies and/or services to be provided by each certified Minority and Women-owned Business Enterprise (M/WBE) under the contract. Attach 

additional sheets if necessary. 



 

APPENDIX D 

 

FORM 104 – REQUIREMENTS AND DOCUMENT SUBMISSION INSTRUCTIONS APPENDIX D 

When completing the Request for Waiver Form please check all boxes that apply. To be considered,the Request 

for Waiver Form must be accompanied by documentation for items 1 – 11, as listed below. If box # 3 has been 

checked above, please see item 11. Copies of the following information and all relevant supporting 

documentation must be submitted along with the request: 

 
1. A statement setting forth your basis for requesting a partial or total waiver. 

 
2. The names of general circulation, trade association, and M/WBE-oriented publications in which you 

solicited certified M/WBEs for the purposes of complying with your participationgoals. 
 

3. A list identifying the date(s) that all solicitations for certified M/WBE participation werepublished 
in any of the above publications. 

 
4. A list of all certified M/WBEs appearing in the NYS Directory of Certified Firms that were 

solicited for purposes of complying with your certified M/WBE participation levels. 
 

5. Copies of notices, dates of contact, letters, and other correspondence as proof that solicitations 
were made in writing and copies of such solicitations, or a sample copy of thesolicitation if an 
identical solicitation was made to all certified M/WBEs. 

 
6. Provide copies of responses made by certified M/WBEs to your solicitations. 

 
7. Provide a description of any contract documents, plans, or specifications made availableto 

certified M/WBEs for purposes of soliciting their bids and the date and manner in which these 
documents were made available. 

 
8. Provide documentation of any negotiations between you, the Offeror/Contractor, andthe 

M/WBEs undertaken for purposes of complying with the certified M/WBE participation goals. 
 

9. Provide any other information you deem relevant which may help us in evaluating yourrequest 
for a waiver. 

 
10. Provide the name, title, address, telephone number, and email address of 

offeror/contractor’s representative authorized to discuss and negotiate this waiverrequest. 
 

11. Copy of notice of application receipt issued by Empire State Development (ESD). 

 
Note: Unless a Total Waiver has been granted, the Offeror/Contractor will be required to submit all reports and 
documents pursuant to the provisions set forth in the Contract, as deemed appropriate byNYSIF, to determine 
M/WBE compliance. 

Participation by Minority and Women-Owned Business 
Enterprises: Requirements and Procedures (NYSIF) - 

RFP entitled: “Pharmacy Benefit Services for The 
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Plan, and NYS Insurance Fund Workers’ 
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FORM 104 – REQUEST FOR WAIVER FORM APPENDIX D 

 
INSTRUCTIONS: SEE APPENDIX D FOR REQUIREMENTS AND DOCUMENT SUBMISSION INSTRUCTIONS. 

Offeror/Contractor Name: Federal Identification No.: 

Address: Solicitation/Contract No.: 

City, State, Zip Code: M/WBE Goals: 

MBE % WBE % 

By submitting this form and the required information, the offeror/contractor certifies that every Good Faith Effort has been taken to promote M/WBE participation 
pursuant to the M/WBE requirements set forth under the contract. 

Contractor is requesting a: 

1.  MBE Waiver – A waiver of the MBE Goal for this procurement is requested.  Total  Partial 

2.  WBE Waiver – A waiver of the WBE Goal for this procurement is requested.  Total  Partial 

3.  Waiver Pending ESD Certification – (Check here if subcontractors or suppliers of Contractor are not certified M/WBE, but an application 
for certification has been filed with Empire State Development). Date of such filing with Empire State Development: 

PREPARED BY (Signature): Date:   

SUBMISSION OF THIS FORM CONSTITUTES THE OFFEROR/CONTRACTOR’S 
ACKNOWLEDGEMENT AND AGREEMENT TO COMPLY WITH THE M/WBE REQUIREMENTS SET 
FORTH UNDER NYS EXECUTIVE LAW, ARTICLE 15-A AND 5 NYCRR PART 143. FAILURE TO 
SUBMIT COMPLETE AND ACCURATE INFORMATION MAY RESULT IN A FINDING OF 
NONCOMPLIANCE AND/OR TERMINATION OF THE CONTRACT. 

Name and Title of Preparer (Printed or Typed): 
Telephone Number: Email Address: 

  

 
Submit with the bid or proposal or if submitting after award submit to: 

 
New York State Insurance Fund 
Attn: Procurement Unit 

Email: contracts@nysif.com 

***************FOR M/WBE USE ONLY *************** 

REVIEWED BY: DATE: 

  

Waiver Granted: Yes MBE %  WBE % 

 Total Waiver  Partial Waiver 

 ESD Certification Waiver  *Conditional 

Notice of Deficiency Issued  

*Comments: 
 

Participation by Minority and Women-Owned Business 
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FORM 105 – INSTRUCTIONS APPENDIX D 

 
PRODUCT KEY CODE 

 
 

A = Agriculture/ Landscaping (e.g., all forms of landscaping services) 

B = Mining (e.g., geological investigations) 

C = Construction 

C15 = Building Construction – General Contractors 

C16 = Heavy Construction (e.g., highway, pipe laying) 

C17 = Special Trade Contractors (e.g., plumbing, heating, electrical, carpentry) 

D = Manufacturing 

E = Transportation, Communication and Sanitary Services (e.g., delivery services,warehousing, 
broadcasting 

  and cable systems) 

F/G = Wholesale/Retail Goods (e.g. hospital supplies and equipment, food stores,computer 
stores, office supplies 

G52 = Construction Materials (e.g., lumber, paint, law supplies) 

H = Financial, Insurance and Real Estate Services 

I = Services 

I73 = Business Services (e.g., copying, advertising, secretarial, janitorial, rentalservices of 

equipment, computer 

  programming, security services) 

I81 = Legal Services 

I82 = Education Services (e.g., AIDS education, automobile safety, tutoring, publicspeaking) 

I83 = Social Services (Counselors, vocational training, child care) 

I87 = Engineering, architectural, accounting, research, management and related 

services 

Participation by Minority and Women-Owned Business 
Enterprises: Requirements and Procedures (NYSIF) - 
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FORM 105 – M/WBE QUARTERLY REPORT APPENDIX D 

Is this the final report? 
Check one: 

NYS AGENCY Contract No. Project No.  
Yes: 

 No:  

 
The following information indicates the payment amounts made by the grantee/contractor to the NYS Certified M/WBE subcontractor on this project. The payments as shown made are in compliance with contract 

documents for the above referenced project. 

Contractors Name and Address Federal ID# Goals/$ Amt. Contract Type:   

  MBE  % =  Paid to Contractor This Quarter:  

WBE  % =  Total Paid to Contractor To Date:  

 -   

Project Completion Date Work Location Reporting Period (Check One): 

 1st Quarter (4/1-6/30)  3rd Quarter (10/1-12/31) 

 2nd Quarter (7/1-9/30)  4th Quarter (1/1-3/31) 

  

 
M/WBE 

Subcontractor/Vendor 

 
Product 
Code* 

 

Work Status This Report 

Total Subcontractor 
Contract Amount 

 

Payments this Quarter 
 

Previous Payments 
Total Payment Made to 

Date 

MBE WBE MBE WBE MBE WBE MBE WBE 

Name: 
  Active 

Inactive 

Complete 

        

FED ID# 
 

Name: 
  Active 

Inactive 

Complete 

        

FED ID# 
 

Name: 
  

 Active 

Inactive 

Complete 

        

FED ID# 
 

Name: 
  Active 

Inactive 

Complete 

        

FED ID# 
 

 

Total 
         

*See ABOVE for Product Codes 

 
Date Name Title Signature  
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FORM 106 – MINORITY AND WOMEN-OWNED BUSINESS ENTERPRISES 
EQUALEMPLOYMENT OPPORTUNITY POLICYSTATEMENT APPENDIX D 

M/WBE AND EEO POLICY STATEMENT 
 

I, , the (awardee/contractor) agree to 
adopt the following policies with respect to the project being developed or services rendered at 

. 
 

 
This organization will and will cause its 

M/WBE contractors and subcontractors to take 

good faith actions to achieve the M/WBE 
contract participations goals set by the State for that area in 
which the State-funded project is located, by taking the 
following steps: 

(1) Actively and affirmatively solicit bids for contracts and 
subcontracts from qualified State certified MBEs or 
WBEs, including solicitations to M/WBE contractor 
associations. 

(2) Request a list of State-certified M/WBEs 
fromAGENCY and solicit bids from them 
directly. 

(3) Ensure that plans, specifications, request for 
proposals and other documents used to secure bids 
will be made available in sufficient time for review by 
prospective M/WBEs. 

(4) Where feasible, divide the work into smaller portions 
to enhanced participations by M/WBEs and 
encourage the formation of joint venture and other 
partnerships among M/WBE contractors to enhance 
their participation. 

(5) Document and maintain records of bid solicitation, 
including those to M/WBEs and the results thereof. 
The Contractor will also maintain records of 
actionsthat its subcontractors have taken toward 
meeting M/WBE contract participation goals. 

(6) Ensure that progress payments to M/WBEs are 
madeon a timely basis so that undue financial 
hardship is avoided, and that bonding and other 
credit requirements are waived, or appropriate 
alternatives developed to encourage M/WBE 
participation. 

(a) This organization will not discriminate 

EEO against any employee or applicant for 
employment because of race, creed, 

color, national origin, sex, age, disability or marital status, will 
undertake or continue existing programs of affirmative action 
to ensure that minority group members are afforded equal 
employment opportunities without discrimination, and shall 
make and document its conscientious and active effortsto 
employ and utilize minority group members and women inits 
work force on state contracts. 

(b) This organization shall state in all solicitation or 
advertisements for employees that in the performance of 
the State contract all qualified applicants will be afforded 
equal employment opportunities without discrimination 
because of race, creed, color, national origin, sex disability 
or marital status. 

(c) At the request of the contracting agency, this organization 
shall request each employment agency, labor union, or 
authorized representative will not discriminate on the 
basis of race, creed, color, national origin, sex, age, 
disability or marital status and that such union or 
representative will affirmatively cooperate in the 
implementation of this organization’s obligations herein. 

(d) The Contractor shall comply with the provisions of the 
Human Rights Law, all other State and Federal statutory 
and constitutional non- discrimination provisions. The 
Contractor and subcontractors shall not discriminate 
against any employee or applicant for employment 
because of race, creed (religion), color, sex, national 
origin, sexual orientation, military status, age, disability, 
predisposing genetic characteristic, marital status or 
domestic violence victim status, and shall also follow the 
requirements of the Human Rights Law with regard to 
non-discrimination on the basis of prior criminal 
conviction and prior arrest. 

(e) This organization will include the provisions of sections 
(a) through (d) of this agreement in every subcontract in 
such a manner that the requirements of the subdivisions 
will be binding upon each subcontractor as to work in 
connection with the State contract. 

 

Agreed to this day of , 2  

By:    

Print: Title:  
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FORM 106 – MINORITY AND WOMEN-OWNED BUSINESS ENTERPRISES 
EQUALEMPLOYMENT OPPORTUNITY POLICYSTATEMENT APPENDIX D 

 
 

 
  is designated as the Minority Business Enterprise Liaison. 

(Name of Designated Liaison) 

responsible for administering the Minority and Women-Owned Business Enterprises- Equal EmploymentOpportunity 
(M/WBE-EEO) program. 

 
 

M/WBE Contract Goals 
 
 

 % Minority and Women’s Business Enterprise Participation 
 
 

 % Minority Business Enterprise Participation 
 
 

 % Women’s Business Enterprise Participation 
 
 
 
 

 
(Authorized Representative) 

 
 

Title:  
 

 

Date:  



 NYSIF Vendor Profile - RFP entitled: “Pharmacy Benefit 
Services for The Empire Plan, Student Employee Health 
Plan, and NYS Insurance Fund Workers’ Compensation 

Prescription Drug Programs” 

ATTACHMENT 16 

NYSIF VENDOR 
PROFILE 

VENDOR COMPANY INFORMATION VENDOR RESOURCE COMPLETING QUESTIONNAIRE 

Vendor Name: Name Of Vendor Assignee: 

Vendor Website: Role Or Title: 

Vendor Address: Phone Number: EXT: 

City: State: Zip: Email Address: 

Instructions: Please answer the questions making entries in the Response area. 

VENDOR SERVICE STATUS RESPONSE 

1 

Is your organization currently providing services to NY State Insurance Fund (NYSIF), 

either actively or on an intermittent (ad-hoc) basis? 

Note: If no longer providing services in any capacity, please provide details of service 

termination, dates, etc. for review and consideration. 

SERVICE OVERVIEW RESPONSE 

2 Is there an executed contract between NYSIF and your organization? 

3 

What is the current business relationship? (I.e. What services does your organization 

currently provide to NYSIF? (*Please be detailed*) 

4 

Will the business relationship between NYSIF and your organization change within the 

next year? If so, please describe the changes. 

5 

From what physical location(s) does your organization provide services to NYSIF? 

(Please include all locations providing services.) 

DATA EXCHANGE RESPONSE 

6 Does your organization receive data from NYSIF? 

(6a) 
By what means is NYSIF data exchanged and in what direction; from NYSIF to your 

organization or both directions? 

7 Of the following, what types of data are transmitted/stored/processed by your organization during the course of providing services to NYSIF? 

(7a) Protected Health Information ("PHI")? 

(7b) Payment Card Information ("PCI")? 

(7c) Personally Identifiable Information ("PII")? 

(7d) Social Security Number ("SSN")? 

(7e) Financial information, or information that could be covered under SOX? 

(7f) Other, not included above? 

8 
On average, what is the volume of NYSIF data transmitted, processed, received, etc. 

per month by your organization? 

9 
On average, what is the volume of NYSIF data stored by your organization? 

Healthesystems 

healthesystems.com

5404 Cypress Center Dr.

Tampa FL 33609

Todd Pisciotti

SVP, Sales, Marketing & Customer Experience

800-921-1880

NO

NO

N/A

N/A

N/A

NO

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

tpisciotti@healthesystems.com
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ATTACHMENT 16 

10 

In the past 12 months has your organization, or any of your sub-contractors, 

experienced a material breach or unauthorized disclosure of any data? If yes, please 

describe situation, data exposed and timing in detail. 
NO

































ATTACHMENT 9 

 
INSTRUCTION: Prepare this form for each Subcontractor or Affiliate. Subcontractors 
include all vendors who will provide $100,000 or more in Project Services over the term of 
the Agreement that results from this RFP, as well as any vendor who will provide Project 
Services in an amount lower than the $100,000 threshold, and who is a part of the Offeror’s 

Account Team. 

Offeror’s Name:  

 

The Offeror: 

X is 
□ is not 
proposing to utilize the services of a Subcontractor(s) or Affiliate(s) to provide Project 
Services 

 

Subcontractor or Affiliate’s 
Legal Name: 

Health E Systems, LLC 

Business Address: 5404 Cypress Center Drive, Suite 210, Tampa, FL, 33609 

Subcontractor’s Legal 
Form: 

□ Corporation  Partnership  Sole Proprietorship 
X Other – Limited Liability Compancy 

 

As of the date of the Offeror’s Proposal, a subcontract or agreement 
□ has 

x has not 
been executed between the Offeror and the subcontractor(s) or Affiliate for services to be provided 
by such subcontractor(s) or Affiliate(s) relating to the Project. 

 

In the space provided below, describe the Subcontractor’s or Affiliate’s role(s) and responsibilities 
regarding Project Services to be provided: 

Worker’s compensation related pharmacy benefits management services 

 

Relationship between Offeror and Subcontractor or Affiliate for Current Engagements: 
(Complete items 1 through 5 for each client engagement identified) NOT APPLICABLE 

1.  Client:  

2. Client Reference Name 
and Phone # 

 

3.  Project Title:  

4.  Project Start Date:  

5.  In the space provided below, Project Status: 
 

6. In the space provided below, describe the roles and responsibilities of the Offeror and 
Subcontractor or Affiliate in regard to the project identified in 3, above: 
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AC 3290-S (Rev. 03/2022) 

NEW YORK ST A TE 

VENDOR RESPONSIBILITY QUESTIONNAIRE 
FOR-PROFIT BUSINESS ENTITY 

Certification 

NYS Vendor ID: 000000000 

The undersigned: ( 1) recognizes that this questionnaire is submitted for the express purpose of assisting New York State government 
entities (including the Office of the State Comptroller (OSC)) in making responsibility determinations regarding award or approval of 
a contract or subcontract and that such government entities will rely on information disclosed in the questionnaire in making 
responsibility determinations; (2) acknowledges that the New York State government entities and OSC may, in their discretion, by 
means which they may choose, verify the truth and accuracy of all statements made herein; and (3) acknowledges that intentional 
submission of false or misleading information may result in criminal penalties under State and/or federal law, as well as a finding of 
non-responsibility, contract suspension or contract termination. 

It being acknowledged and agreed that all responses included in this questionnaire are to the knowledge, information and belief of the 
Business Entity, the undersigned certifies under penalties of perjury that they: 

The undersigned certifies that he/she: 

• are knowledgeable about the submitting Business Entity's business and operations;
• have legal authority to bind the Business Entity;
• have read and understand all of the questions contained in the questionnaire, including all definitions;
• have not altered the content of the questionnaire in any manner;
• have reviewed and/or supplied full and complete responses to each question;
• have provided true, accurate and complete responses, including all attachments, if applicable;
• understand that New York State government entities will rely on the information disclosed in the questionnaire when entering

into a contract with the Business Entity; and
• are under an obligation to update the information provided herein to include any material changes to the Business Entity's

responses at the time of bid/proposal submission through the contract award notification, and may be required to update the
information at the request of the New Yo State ovemment entities or OSC prior to the award and/or approval of a
contract, or during the term f th co r c .

Signature of Owner/Official 

Printed Name of Signatory 

Title 

Name of Business 

Address 

City, State, Zip 

Date 

Fred Howe 

 

 

 

 

June 20, 2024 
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He 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Healthesystems Vendor Responsibility Form  
Prepared for: New York State Insurance Fund 

 
 

Kristi Klecka 
National Sales Director 
813-463-1269 
kklecka@healthesystems.com 
www.healthesystems.com 

NYSIF  |  CONFIDENTIAL  |  NOT FOR DISTRIBUTION 

mailto:tpisciottil@healthesystems.com
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You have selected the For-Profit Non-Construction questionnaire which may be printed and completed in this format or, for your 

convenience, may be completed online using the New York State VendRep System. 

COMPLETION & CERTIFICATION 

The person(s) completing the questionnaire must be knowledgeable about the vendor’s business and operations.  An owner or 

owner’s official representative authorized to legally bind the Reporting Entity must certify the truth of the questionnaire answers.  

 

NEW YORK STATE VENDOR IDENTIFICATION NUMBER (VENDOR ID) 

The Vendor ID is a ten-digit identifier issued by New York State when the vendor is registered on the Statewide Vendor File.  This 

number must now be included on the questionnaire.  If the business entity has not obtained a Vendor ID, contact the IT Service 

Desk at ITServiceDesk@osc.state.ny.us or call 866-370-4672. 

 

DEFINITIONS 

All underlined terms are defined in the “New York State Vendor Responsibility Definitions List,” found at 

https://www.osc.state.ny.us/files/vendors/2017-11/vendor-questionnaire-definitions.pdf.  These terms may not have their ordinary, 

common or traditional meanings.  Each vendor must read the respective definitions for any and all underlined terms.  By submitting 

this questionnaire, the vendor agrees to be bound by the terms as defined in the "New York State Vendor Responsibility Definitions 

List" existing at the time of certification. 

 

RESPONSES 

Every question must be answered fully.  Each response must provide all relevant information to appropriately explain the answer. If 

you have concerns as to the legal requirements behind your answers, please seek clarification from your counsel.  However, 

information regarding a determination or finding made in error which was subsequently corrected or overturned, and/or was 

withdrawn by the issuing government entity is not required to be identified. Individuals and Sole Proprietors may use a Social 

Security Number but are encouraged to obtain and use a federal Employer Identification Number (EIN). 

 

REPORTING ENTITY 

Each vendor must indicate if the questionnaire is filed on behalf of the entire Legal Business Entity or an Organizational Unit 

within or operating under the authority of the Legal Business Entity and having the same EIN.  Generally, the Organizational Unit 

option may be appropriate for a vendor that meets the definition of “Reporting Entity” but due to the size and complexity of the 

Legal Business Entity, is best able to provide the required information for the Organizational Unit, while providing more limited 

information for other parts of the Legal Business Entity and Associated Entities.  

 

ASSOCIATED ENTITY 

An Associated Entity is one that owns or controls the Reporting Entity, or any entity owned or controlled by the Reporting Entity.  

However, the term Associated Entity does not include “sibling organizations” (i.e., entities owned or controlled by a parent 

company that owns or controls the Reporting Entity), unless such sibling entity has a direct relationship with or impact on the 

Reporting Entity. Please refer to the Definitions List for the complete definition. 

 

STRUCTURE OF THE QUESTIONNAIRE 

The questionnaire is organized into eleven sections.  Section I is to be completed for the Legal Business Entity.  Section II requires 

the vendor to specify the Reporting Entity for the questionnaire.  Section III refers to the individuals of the Reporting Entity, while 

Sections IV-VIII require information about the Reporting Entity.  Section IX pertains to any Associated Entities, with one question 

about their Officials/Owners.  Section X relates to disclosure under the Freedom of Information Law (FOIL). Section XI requires 

an authorized contact for the questionnaire information. 

  

http://www.osc.state.ny.us/vendrep/
mailto:ITServiceDesk@osc.state.ny.us
https://www.osc.state.ny.us/files/vendors/2017-11/vendor-questionnaire-definitions.pdf
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I. LEGAL BUSINESS ENTITY INFORMATION 

Legal Business Entity Name* 

Health E Systems, LLC 

EIN 

42-1571782 

Address of the Principal Place of Business (street, city, state, zip code) 

5404 Cypress Center Drive 

Suite 210 

Tampa, FL  33609 

New York State Vendor Identification 

Number 

      

Telephone 

800-921-

1880 

 

Ext.       

Fax  

      

Email 

      

Website 

www.healtheystems.com 

Additional Legal Business Entity Identities:  If applicable, list any other DBA, Trade Name, Former Name, Other Identity, or EIN 

used in the last five (5) years and the status (active or inactive). 

Type Name EIN Status 

                                     

                                     

1.0 Legal Business Entity Type – Check appropriate box and provide additional information: 

 Corporation (including PC) Date of Incorporation        

 Limited Liability Company (LLC or PLLC) Date of Organization  05/31/2002 

 Partnership (including LLP, LP or General)  

 

Date of Registration or 

Establishment 
      

 Sole Proprietor How many years in business?       

 Other  Date Established       

If Other, explain:       

1.1 Was the Legal Business Entity formed or incorporated in New York State?  Yes     No 

If ‘No,’ indicate jurisdiction where Legal Business Entity was formed or incorporated and attach a Certificate of Good 

Standing from the applicable jurisdiction or provide an explanation if a Certificate of Good Standing is not available. 

 United States State FL 

 Other Country       

Explain, if not available:       

1.2 Is the Legal Business Entity publicly traded?  Yes     No 

If “Yes,” provide CIK Code or Ticker Symbol       

1.3 Does the Legal Business Entity have a DUNS Number?    Yes     No 

 

 
*All underlined terms are defined in the “New York State Vendor Responsibility Definitions List,” which can be found at  

https://www.osc.state.ny.us/files/vendors/2017-11/vendor-questionnaire-definitions.pdf 

https://www.osc.state.ny.us/files/vendors/2017-11/vendor-questionnaire-definitions.pdf
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I. LEGAL BUSINESS ENTITY INFORMATION 

If “Yes,” Enter DUNS Number 13-754-4552 

1.4 If the Legal Business Entity’s Principal Place of Business is not in New York State, does the Legal 

Business Entity maintain an office in New York State?  

(Select “N/A,” if Principal Place of Business is in New York State.) 

 Yes     No 

 N/A 

If “Yes,” provide the address and telephone number for one office located in New York State. 

       

1.5 Is the Legal Business Entity a New York State certified Minority-Owned Business Enterprise 

(MBE), Women-Owned Business Enterprise (WBE), Service-Disabled Veteran-Owned Business 

(SDVOB), New York State Small Business (SB) or a federally certified Disadvantaged Business 

Enterprise (DBE)? 

 

If “Yes,” check all that apply: 

 New York State certified Minority-Owned Business Enterprise (MBE) 

 New York State certified Women-Owned Business Enterprise (WBE)  

 New York State certified Service-Disabled Veteran-Owned Business (SDVOB) 

 New York State Small Business (SB) 

 Federally certified Disadvantaged Business Enterprise (DBE) 

 Yes     No 

1.6 Identify Officials and Principal Owners of the Reporting Entity, if applicable. For each person, include name, title, date of birth, 

and percentage of ownership. For each Business Entity that is a Principal Owner, include name, address, EIN, and percentage 

ownership. Identify all Business Entities owning 25% or more of the Reporting Entity and include name, address, EIN and 

percentage of ownership. Attach additional pages if necessary. If applicable, reference to relevant SEC filing(s) containing the 

required information is optional. Each Business Entity identified as a Principal Owner must also submit a vendor responsibility 

questionnaire.  

 

If there is no person or Business Entity that owns 25% or more of the Reporting Entity (or 10% or more if the Reporting Entity 

is publicly traded), check here.   

 

Name of Officials and Principal 

Owners (for each person, please 

include a middle initial) 

 

Title 

 

 

 

Date of Birth Percentage Ownership  

(Enter 0% if not 

applicable) 

 
Ron G. Roma Executive Chairman 01-28-1958 14.29%* Jointly owned 

as T/E 

Julie I. Roma Owner 02-09-1960 14.29%* Jointly owned 

as T/E 

Daryl G. Corr CEO 03-02-1967 0% 

Stephanie B. Narvades CFO 11-19-1970 0% 

Name of each Business Entity 

owning 25% or more of Reporting 

Entity  

Address 

 

 

EIN 

 

 

Percentage Ownership 

 

 

Roma III LTD 5404 Cypress Center Drive, Tampa, FL 

33609 
59-3617263 85.71% 
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II. REPORTING ENTITY INFORMATION 

2.0 The Reporting Entity for this questionnaire is: 

Note:  Select only one. 

  Legal Business Entity 

Note:  If selecting this option, “Reporting Entity” refers to the entire Legal Business Entity for the remainder of the 

questionnaire. (SKIP THE REMAINDER OF SECTION II AND PROCEED WITH SECTION III.) 

  Organizational Unit within and operating under the authority of the Legal Business Entity 

SEE DEFINITIONS OF “REPORTING ENTITY” AND “ORGANIZATIONAL UNIT” FOR ADDITIONAL 

INFORMATION ON CRITERIA TO QUALIFY FOR THIS SELECTION. 

Note:  If selecting this option, “Reporting Entity” refers to the Organizational Unit within the Legal Business Entity for 

the remainder of the questionnaire. (COMPLETE THE REMAINDER OF SECTION II AND ALL REMAINING 

SECTIONS OF THIS QUESTIONNAIRE.) 

IDENTIFYING INFORMATION 

a)    Reporting Entity Name        

Address of the Primary Place of Business (street, city, state, zip code) Telephone 

            ext.       

b)    Describe the relationship of the Reporting Entity to the Legal Business Entity        

c)    Attach an organizational chart  

 

 

 

 

 

d)    Does the Reporting Entity have a DUNS Number?  Yes     No 

If “Yes,” enter DUNS Number         

 

 e)    Identify the designated manager(s) responsible for the business of the Reporting Entity. 

       For each person, include name and title.  Attach additional pages if necessary. 

 
Name Title 
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INSTRUCTIONS FOR SECTIONS III THROUGH VII 

For each “Yes,” provide an explanation of the issue(s), relevant dates, the government entity involved, any remedial or corrective 

action(s) taken and the current status of the issue(s). For each “Other,” provide an explanation which provides the basis for not 

definitively responding “Yes” or “No.” Provide the explanation at the end of the section or attach additional sheets with numbered 

responses, including the Reporting Entity name at the top of any attached pages.  

III. LEADERSHIP INTEGRITY 

Within the past five (5) years, has any current or former reporting entity official or any individual currently or formerly having 

the authority to sign, execute or approve bids, proposals, contracts or supporting documentation on behalf of the reporting entity 

with any government entity been: 

3.0  Sanctioned relative to any business or professional permit and/or license?  Yes     No    Other   

3.1  Suspended, debarred, or disqualified from any government contracting process?  Yes     No    Other   

3.2  The subject of an investigation, whether open or closed, by any government entity for a civil or 

criminal violation for any business-related conduct?  

 

 Yes     No    Other   

3.3  Charged with a misdemeanor or felony, indicted, granted immunity, convicted of a crime or 

subject to a judgment for: 

a) Any business-related activity; or  

b) Any crime, whether or not business-related, the underlying conduct of which was related to 

truthfulness? 

 Yes     No    Other 

For each “Yes” or “Other” provide an explanation for the response and attach additional sheets with numbered responses if 

necessary: 

      

 

 

 

 

 

 

IV. INTEGRITY – CONTRACT BIDDING 

Within the past five (5) years, has the reporting entity: 

4.0  Been suspended or debarred from any government contracting process or been disqualified on any 

government procurement, permit, license, concession, franchise or lease, including, but not limited to, 

debarment for a violation of New York State Workers’ Compensation or Prevailing Wage laws or New 

York State Procurement Lobbying Law?  

 Yes     No  

4.1  Been subject to a denial or revocation of a government prequalification?  Yes     No  

4.2  Been denied a contract award or had a bid rejected based upon a non-responsibility finding by a 

government entity?  
 Yes     No  

4.3 Had a bid rejected on a government contract for failure to make good faith efforts on any Minority-

Owned Business Enterprise, Women-Owned Business Enterprise, Service-Disabled Veteran-Owned 

Business or Disadvantaged Business Enterprise goal or statutory affirmative action requirements on a 

previously held contract? 

 Yes     No 

4.4  Agreed to a voluntary exclusion from bidding/contracting with a government entity?   Yes     No 

4.5  Initiated a request to withdraw a bid submitted to a government entity in lieu of responding to an 

information request or subsequent to a formal request to appear before the government entity? 
 Yes     No  

For each “Yes,” provide an explanation for the response and attach additional sheets with numbered responses if necessary:  
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V. INTEGRITY – CONTRACT AWARD 

Within the past five (5) years, has the reporting entity: 

5.0  Been suspended, cancelled or terminated for cause on any government contract including, but not limited 

to, a non-responsibility finding?  
 Yes     No 

5.1  Been subject to an administrative proceeding or civil action seeking specific performance or restitution in 

connection with any government contract? 
 Yes     No 

5.2  Entered into a formal monitoring agreement as a condition of a contract award from a government entity?  Yes     No 

For each “Yes,” provide an explanation for the response and attach additional sheets with numbered responses if necessary:  

      

VI. CERTIFICATIONS/LICENSES 

Within the past five (5) years, has the reporting entity: 

6.0  Had a revocation, suspension or disbarment of any business or professional permit and/or license?  Yes     No 

6.1  Had a denial, decertification, revocation or forfeiture of New York State certification of Minority-Owned 

Business Enterprise, Women-Owned Business Enterprise, Service-Disabled Veteran-Owned Business  or 

federal certification of Disadvantaged Business Enterprise status for other than a change of ownership? 

 Yes     No 

For each “Yes,” provide an explanation for the response and attach additional sheets with numbered responses if necessary:  

6.0  In 2013, Health E Systems, LLC was late in filing for licensure in Minnesota.  Minnesota investigated and Health E Systems, 

LLC was fined and then issued a license.  In Hawaii, Health E Systems, LLC’s license was inactivated on 3/31/2019 due to not 

getting application in on time.  Application was filed and license reactivated on 4/5/2019. 

VII. LEGAL PROCEEDINGS 

Within the past five (5) years, has the reporting entity: 

7.0  Been the subject of an investigation, whether open or closed, by any government entity for a civil or 

criminal violation?  
 Yes     No 

7.1  Been the subject of an indictment, grant of immunity, judgment or conviction (including entering into a 

plea bargain) for conduct constituting a crime? 
 Yes     No 

7.2  Received any OSHA citation and Notification of Penalty containing a violation classified as serious or 

willful? 
 Yes     No 

7.3  Had a government entity find a willful prevailing wage or supplemental payment violation or any other 

willful violation of New York State Labor Law?   
 Yes     No 

7.4  Entered into a consent order with the New York State Department of Environmental Conservation, or 

received an enforcement determination by any government entity involving a violation of federal, state or 

local environmental laws? 

 Yes     No 

7.5  Other than previously disclosed: 

a) Been subject to fines or penalties imposed by government entities which in the aggregate total 

$25,000 or more; or 

b) Been convicted of a criminal offense pursuant to any administrative and/or regulatory action taken by 

any government entity? 

 Yes     No 

For each “Yes,” provide an explanation for the response and attach additional sheets with numbered response if necessary: 

7.0  In 2020, the Massachusetts (MA) Attorney General (AG) filed claims against many entities, including Health E Systems, 

that process workers’ compensation pharmacy transactions within the Commonwealth for what the AG defined as 

overpayments to pharmacies per their interpretation of MA workers’ compensation fee schedule rules.  While Health E 

Systems vigorously defended itself against the claims and continues to disagree with the AG’s interpretation of MA’s fee 
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VIII. FINANCIAL AND ORGANIZATIONAL CAPACITY 

8.0  Within the past five (5) years, has the Reporting Entity received any formal unsatisfactory performance 

assessment(s) from any government entity on any contract?   
 Yes     No 

If “Yes,” provide an explanation of the issue(s), relevant dates, the government entity involved, any remedial or corrective 

action(s) taken and the current status of the issue(s).  Provide answer below or attach additional sheets with numbered 

responses. 

      

8.1 Within the past five (5) years, has the Reporting Entity had any liquidated damages assessed over $25,000 

for any reason, including failure to meet Minority-Owned Business Enterprise, Women-Owned Business 

Enterprise, Service-Disabled Veteran-Owned Business, or Disadvantaged Business Enterprise goals? 

 Yes     No 

If “Yes,” provide an explanation of the issue(s), relevant dates, contracting party involved, the amount assessed and the current 

status of the issue(s).  Provide answer below or attach additional sheets with numbered responses. 

      

8.2  Within the past five (5) years, have any liens, claims or judgments (not including UCC filings) over 

$25,000 been filed against the Reporting Entity which remain undischarged?   
 Yes     No 

If “Yes,” provide an explanation of the issue(s), relevant dates, the Lien holder or Claimant’s name(s), the amount of the 

lien(s), the current status of the issue(s), and the balance of the lien or judgment not yet paid.  Provide answer below or attach 

additional sheets with numbered responses. 

      

8.3  In the last seven (7) years, has the Reporting Entity initiated or been the subject of any bankruptcy 

proceedings, whether or not closed, or is any bankruptcy proceeding pending?  
 Yes     No 

If “Yes,” provide the bankruptcy chapter number, the court name and the docket number.  Indicate the current status of the 

proceedings as “Initiated,” “Pending” or “Closed.”  Provide answer below or attach additional sheets with numbered responses.  

      

8.4  During the past three (3) years, has the Reporting Entity failed to file or pay any tax returns required by 

federal, state or local tax laws? 
 Yes     No 

If “Yes,” provide the taxing jurisdiction, the type of tax, the liability year(s), the tax liability amount the Reporting Entity failed 

to file/pay and the current status of the tax liability.   Provide answer below or attach additional sheets with numbered 

responses. 

      

8.5  During the past three (3) years, has the Reporting Entity failed to file or pay any New York State 

unemployment insurance returns?    
 Yes     No 

If “Yes,” provide the years the Reporting Entity failed to file/pay the insurance, explain the situation and any remedial or 

corrective action(s) taken and the current status of the issue(s).  Provide answer below or attach additional sheets with 

numbered responses. 

      

8.6  During the past three (3) years, has the Reporting Entity had any government audit(s) completed?  Yes     No 

VII. LEGAL PROCEEDINGS 

Within the past five (5) years, has the reporting entity: 

schedule, in December 2022 we agreed to a monetary settlement in which we admitted no wrongdoing in order to continue to 

focus on doing right by our customers and their injured worker patients within MA. 
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VIII. FINANCIAL AND ORGANIZATIONAL CAPACITY

a) If “Yes,” did any audit of the Reporting Entity identify any reported significant deficiencies in

internal control, fraud, illegal acts, significant violations of provisions of contract or grant

agreements, significant abuse or any material disallowance?

 Yes   No 

If “Yes” to 8.6 a), provide an explanation of the issue(s), relevant dates, the government entity involved, any remedial or 

corrective action(s) taken and the current status of the issue(s).  Provide answer below or attach additional sheets with 

numbered responses.  

IX. ASSOCIATED ENTITIES

This section pertains to any entity(ies) that either controls or is controlled by the reporting entity. 

(See definition of “associated entity” for additional information to complete this section.) 

9.0 Does the Reporting Entity have any Associated Entities? 

Note: All questions in this section must be answered if the Reporting Entity is either: 

− An Organizational Unit; or  

− The entire Legal Business Entity which controls, or is controlled by, any other entity(ies). 

If “No,” SKIP THE REMAINDER OF SECTION IX AND PROCEED WITH SECTION X. 

If “Yes,” provide the name, address and EIN of each Associated Entity and its relationship to the 

Reporting Entity. 

 Yes   No 

9.1 Within the past five (5) years, has any Associated Entity Official or Principal Owner been charged with a 

misdemeanor or felony, indicted, granted immunity, convicted of a crime or subject to a judgment for: 

a) Any business-related activity; or

b) Any crime, whether or not business-related, the underlying conduct of which was related to

truthfulness?

 Yes   No 

If “Yes,” provide an explanation of the issue(s), the individual involved, their title and role in the Associated Entity, identify 

the Associated Entity’s name(s), EIN(s), primary business activity, the individual’s relationship to the Reporting Entity, 

relevant dates, the government entity involved, any remedial or corrective action(s) taken and the current status of the issue(s). 

9.2  Does any Associated Entity have any currently undischarged federal, New York State, New York City or 

New York local government liens or judgments (not including UCC filings) over $50,000? 
 Yes   No 

If “Yes,” provide an explanation of the issue(s), identify the Associated Entity’s name(s), EIN(s), primary business activity, 

relationship to the Reporting Entity, relevant dates, the Lien holder or Claimant’s name(s), the amount of the lien(s) and the 

current status of the issue(s).  Provide answer below or attach additional sheets with numbered responses. 

9.3  Within the past five (5) years, has any Associated Entity: 

a) Been disqualified, suspended or debarred from any federal, New York State, New York City or

other New York local government contracting process?

 Yes   No 

b) Been denied a contract award or had a bid rejected based upon a non-responsibility finding by any

federal, New York State, New York City, or New York local government entity?

 Yes   No 

c) Been suspended, cancelled or terminated for cause (including for non-responsibility) on any federal,

New York State, New York City or New York local government contract?

 Yes   No 

d) Been the subject of an investigation, whether open or closed, by any federal, New York State, New

York City, or New York local government entity for a civil or criminal violation with a penalty in

excess of $500,000?

 Yes   No 
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IX. ASSOCIATED ENTITIES

This section pertains to any entity(ies) that either controls or is controlled by the reporting entity. 

(See definition of “associated entity” for additional information to complete this section.) 

e) Been the subject of an indictment, grant of immunity, judgment, or conviction (including entering

into a plea bargain) for conduct constituting a crime?

 Yes   No 

f) Been convicted of a criminal offense pursuant to any administrative and/or regulatory action taken

by any federal, New York State, New York City, or New York local government entity?

 Yes   No 

g) Initiated or been the subject of any bankruptcy proceedings, whether or not closed, or is any

bankruptcy proceeding pending?

 Yes   No 

For each “Yes,” provide an explanation of the issue(s), identify the Associated Entity’s name(s), EIN(s), primary business 

activity, relationship to the Reporting Entity, relevant dates, the government entity involved, any remedial or corrective 

action(s) taken and the current status of the issue(s). Provide answer below or attach additional sheets with numbered 

responses. 

X. FREEDOM OF INFORMATION LAW (FOIL)

10. Indicate whether any information supplied herein is believed to be exempt from disclosure under the

Freedom of Information Law (FOIL).

Note: A determination of whether such information is exempt from FOIL will be made at the time of any

request for disclosure under FOIL.

 Yes   No 

If “Yes,” indicate the question number(s) and explain the basis for the claim. 

1.6  Contains personal and confidential identifying information of individual and other shareholders. 

XI. AUTHORIZED CONTACT FOR THIS QUESTIONNAIRE

Name   
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Certification 

The undersigned: (1) recognizes that this questionnaire is submitted for the express purpose of assisting New York State government 

entities (including the Office of the State Comptroller (OSC)) in making responsibility determinations regarding award or approval of 

a contract or subcontract and that such government entities will rely on information disclosed in the questionnaire in making 

responsibility determinations; (2) acknowledges that the New York State government entities and OSC may, in their discretion, by 

means which they may choose, verify the truth and accuracy of all statements made herein; and (3) acknowledges that intentional 

submission of false or misleading information may result in criminal penalties under State and/or federal law, as well as a finding of 

non-responsibility, contract suspension or contract termination. 

It being acknowledged and agreed that all responses included in this questionnaire are to the knowledge, information and belief of the 

Business Entity, the undersigned certifies under penalties of perjury that they: 

The undersigned certifies that he/she: 

• are knowledgeable about the submitting Business Entity's business and operations;

• have legal authority to bind the Business Entity;

• have read and understand all of the questions contained in the questionnaire, including all definitions;

• have not altered the content of the questionnaire in any manner;

• have reviewed and/or supplied full and complete responses to each question;

• have provided true, accurate and complete responses, including all attachments, if applicable;

• understand that New York State government entities will rely on the information disclosed in the questionnaire when entering

into a contract with the Business Entity; and

• are under an obligation to update the information provided herein to include any material changes to the Business Entity's

responses at the time of bid/proposal submission through the contract award notification, and may be required to update the

information at the request of the New York State government entities or OSC prior to the award and/or approval of a

contract, or during the term of the contract.

Signature of Owner/Official 

Printed Name of Signatory Todd Pisciotti 

Title SVP, Sales, Marketing & Customer Experience 

Name of Business  

  

  

Date June 20, 2024
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CERTIFICATE OF LIABILITY INSURANCE
 DATE(MM/DD/YYYY)        

 06/12/2024

IMPORTANT: If the certificate holder is an ADDITIONAL INSURED, the policy(ies) must have ADDITIONAL INSURED provisions or be endorsed. 

If SUBROGATION IS WAIVED, subject to   the terms and conditions of the policy, certain policies may require an endorsement. A statement on 

this certificate does not confer rights to the certificate holder in lieu of such endorsement(s).

THIS CERTIFICATE IS ISSUED AS A MATTER OF INFORMATION ONLY AND CONFERS NO RIGHTS UPON THE CERTIFICATE HOLDER. THIS 

CERTIFICATE DOES NOT AFFIRMATIVELY OR NEGATIVELY AMEND, EXTEND OR ALTER THE COVERAGE AFFORDED BY THE POLICIES 

BELOW. THIS CERTIFICATE OF INSURANCE DOES NOT CONSTITUTE A CONTRACT BETWEEN THE ISSUING INSURER(S), AUTHORIZED 

REPRESENTATIVE OR PRODUCER, AND THE CERTIFICATE HOLDER.

PRODUCER

Aon Risk Insurance Services West, Inc.
Los Angeles CA Office
707 Wilshire Boulevard
Suite 2600
Los Angeles CA 90017-0460 USA 

PHONE
(A/C. No. Ext):

E-MAIL
ADDRESS:

INSURER(S) AFFORDING COVERAGE NAIC #

(866) 283-7122

INSURED 31194Travelers Casualty&Surety Co of AmericaINSURER A:

22667ACE American Insurance CompanyINSURER B:

20281Federal Insurance CompanyINSURER C:

INSURER D:

INSURER E:

INSURER F:

FAX
(A/C. No.): (800) 363-0105

CONTACT
NAME:

MedImpact Holdings, Inc
10181 Scripps Gateway Court
San Diego CA 92131-5152 USA 

COVERAGES CERTIFICATE NUMBER: 570106315952 REVISION NUMBER:

THIS IS TO CERTIFY THAT THE POLICIES OF INSURANCE LISTED BELOW HAVE BEEN ISSUED TO THE INSURED NAMED ABOVE FOR THE POLICY PERIOD 

INDICATED. NOTWITHSTANDING ANY REQUIREMENT, TERM OR CONDITION OF ANY CONTRACT OR OTHER DOCUMENT WITH RESPECT TO WHICH THIS 

CERTIFICATE MAY BE ISSUED OR MAY PERTAIN, THE INSURANCE AFFORDED BY THE POLICIES DESCRIBED HEREIN IS SUBJECT TO ALL THE TERMS, 
Limits shown are as requested

POLICY EXP 
(MM/DD/YYYY)

POLICY EFF 
(MM/DD/YYYY)

SUBR
WVD

INSR 
LTR

ADDL 
INSD POLICY NUMBER  TYPE OF INSURANCE LIMITS

COMMERCIAL GENERAL LIABILITY

CLAIMS-MADE OCCUR

POLICY LOC

EACH OCCURRENCE

DAMAGE TO RENTED 
PREMISES (Ea occurrence)

MED EXP (Any one person)

PERSONAL & ADV INJURY

GENERAL AGGREGATE

PRODUCTS - COMP/OP AGG

X

X

X

GEN'L AGGREGATE LIMIT APPLIES PER: 

$1,000,000

$1,000,000

$10,000

$1,000,000

$2,000,000

$2,000,000

C 04/30/2024 04/30/202536085140

PRO-
JECT

OTHER:

AUTOMOBILE LIABILITY

ANY AUTO

OWNED 
AUTOS ONLY

SCHEDULED
 AUTOS

HIRED AUTOS 
ONLY

NON-OWNED 
AUTOS ONLY

BODILY INJURY ( Per person)

PROPERTY DAMAGE
(Per accident)

X

BODILY INJURY (Per accident)

$1,000,000C 04/30/2024 04/30/2025 COMBINED SINGLE LIMIT
(Ea accident)

7364-17-49

EXCESS LIAB

X OCCUR 

CLAIMS-MADE AGGREGATE

EACH OCCURRENCE

DED 

$10,000,000

$10,000,000

04/30/2024UMBRELLA LIABC 04/30/202556721432

RETENTION

X

E.L. DISEASE-EA EMPLOYEE

E.L. DISEASE-POLICY LIMIT

E.L. EACH ACCIDENT $1,000,000

X OTH-
ER

PER STATUTEB 04/30/2024 04/30/2025

$1,000,000

Y / N

(Mandatory in NH)

ANY PROPRIETOR / PARTNER / 
EXECUTIVE OFFICER/MEMBER N / AN

WORKERS COMPENSATION AND 
EMPLOYERS' LIABILITY

If yes, describe under 
DESCRIPTION OF OPERATIONS below

$1,000,000

71840064

Aggregate Limit108040508 04/30/2024 04/30/2025
Claims Made

Managed Care LiabilityA

SIR applies per policy terms & conditions

$5,000,000

DESCRIPTION OF OPERATIONS / LOCATIONS / VEHICLES (ACORD 101, Additional Remarks Schedule, may be attached if more space is required)

Department and their officers, agents, and employees are included as Additional Insured in accordance with the policy 
provisions of the General Liability, Automobile Liability and Umbrella Liability policies. A Waiver of Subrogation is granted 
in favor of Department and their officers, agents, and employees  in accordance with the policy provisions of the General 
Liability, Automobile Liability, Workers Compensation Liability and Umbrella Liability policies. General Liability, Automobile 
Liability policies evidenced herein are Primary and Non contributory to other insurance available to an Additional Insured, but
only in accordance with the policy's provisions.

CANCELLATIONCERTIFICATE HOLDER

AUTHORIZED REPRESENTATIVENew York State Department of Civil
Service Attn: Office of Financial Admin.
Empire State Plaza, Swan Street Building
Core 1
Attn: Ben Leavitt
Albany NY 12239 USA 

ACORD 25 (2016/03)

©1988-2015 ACORD CORPORATION. All rights reserved

The ACORD name and logo are registered marks of ACO

SHOULD ANY OF THE ABOVE DESCRIBED POLICIES BE CANCELLED BEFORE THE EXPIRATION 
DATE THEREOF, NOTICE WILL BE DELIVERED IN ACCORDANCE WITH THE POLICY PROVISIONS.



ATTACHMENT 12 

Offeror Name: MedImpact Healthcare Systems, Inc. 
_______________________________________________________ 

As stated in Section 2 of this RFP, an Offeror is encouraged to use New York State 
businesses in the performance of Project Services.  Please complete the following attachment 
to reflect the Offeror’s proposed utilization of New York State businesses. 

Name(s) of New York 
Subcontractors and/or 

Suppliers 

Address, City, 
State, and Zip Code 

Description of 
Services or 

Supplies Provided 

Estimated 
Value 
Over 

1-Year
Contract 
Period 

Identify if 
Subcontractor 

and/or 
Supplier 

New York State Subcontractors and   Suppliers RFP entitled: 
“Pharmacy Benefit Services for The Empire Plan, Student 
Employee Health Plan, and     NYS Insurance Fund Workers’ 

Compensation Prescription Drug Programs” 

N/A    N/A N/A N/A N/A
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Freedom of Information Law Request for Redaction Chart 
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Student Employee Health Plan, and NYS Insurance Fund Workers’ 
Compensation  Prescription Drug Programs” 
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Proposal Dated _J_u_l_y_2_,_2_0_2_4   
 
  M_e_d_I_m  p_a_c_t_H_e_a_l_th_c_a_r_e  S_y_s_te_m   s_, Inc.  

(Name of Company) 
 

In response to the Request for Proposals entitled Pharmacy Benefit Services 
for The Empire Plan, Student Employee Health Plan, and NYS Insurance 

Fund Workers’ Compensation Prescription Drug Programs: 
 

□X Offeror asserts that the information noted in the table below constitutes proprietary 
and/or trade secret information or critical infrastructure information or otherwise 

falls within one of the statutory exemptions pursuant the New York State Freedom 
of Information Law, Article 6 of the Public Officers Law (FOIL). The Offeror desires 
that such information not be disclosed if requested pursuant to FOIL. 

 

□ Offeror makes NO assertion that any information in its Proposal, in whole or in 
part, should be protected from FOIL disclosure. 
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