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2023 Legal Notices

When key parts of the health care law took effect in 2014, there was a new way to buy health insurance: the Health Insurance
Marketplace. To assist you as you evaluate options for you and your family, this notice provides some basic information about the
Marketplace and employment-based health coverage offered by your employer.

What is the Health Insurance Marketplace? The Marketplace is designed to help you find health insurance that meets your needs
and fits your budget. The Marketplace offers “one-stop shopping” to find and compare private health insurance options. You may
also be eligible for a tax credit that lowers your monthly premium right away. Open enrollment for health insurance coverage
through the Marketplace begins in November 2022 for coverage starting as early as January 1, 2023.

Can | Save Money on my Health Insurance Premiums in the Marketplace? You may qualify to save money and lower your
monthly premium, but only if your employer does not offer coverage, or offers coverage that doesn’t meet certain standards. The
savings on your premium that you’re eligible for depends on your household income.

Does Employer Health Coverage Affect Eligibility for Premium Savings through the Marketplace? Yes. If you have an offer of
health coverage from your employer that meets certain standards, you will not be eligible for a tax credit through the Marketplace
and may wish to enroll in your employer’s health plan. However, you may be eligible for a tax credit that lowers your monthly
premium or a reduction in certain cost-sharing if your employer does not offer coverage to you at all or does not offer coverage
that meets certain standards. If the cost of a plan from your employer that would cover you (and not any other members of your
family) is more than 9.12% of your household income for the year, or if the coverage your employer provides does not meet the
“minimum value” standard set by the Affordable Care Act, you may be eligible for a tax credit. An employer- sponsored health
plan meets the “minimum value standard” if the plan’s share of the total allowed benefits costs covered by the plan is no less
than 60% of such costs.

Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered by your employer,
then you may lose the employer contribution (if any) to the employer-offered coverage. Also, this employer contribution -as well
as your employee contribution to employer-offered coverage- is often excluded from income for Federal and State income tax
purposes. Your payments for coverage through the Marketplace are made on an after- tax basis.

How Can | Get More Information? For more information about your coverage offered by your employer, please check your
summary plan description; contact the Member Services Department of your health care provider as shown on your benefit ID
card, or contact your plan administrator, Melinda Kayan at 650-216-0120.

The Marketplace can help you evaluate your coverage options, including your eligibility for coverage through the Marketplace and
its cost. Please visit HealthCare.gov, or if you reside in California, www.CoveredCA.com, for more information, including an online
application for health insurance coverage and contact information for a Health Insurance Marketplace in your area.
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This section contains information about any health coverage offered by your employer. If you decide to complete an
application for coverage in the Marketplace, you will be asked to provide this information. This information is numbered to
correspond to the Marketplace application.

3. Employer Name: Pulmonx Corporation 4. EIN: 77-0424412
5. Employer Street Address: 700 Chesapeake Drive 6. Phone: 650-216-0120
7. City: Redwood City 8. State: CA 9. Zip: 94063

10. Who can we contact about employee health coverage at this job?

11. Phone No. (if different from above): 12. Email: MKayan@pulmonx.com

Here is some basic information about health coverage offered by this employer:

As your employer, we offer a health plan to:
All Employees. Eligible employees are:
Some Employees. Eligible employees are: those who work more than 20 hours per week.

With respect to dependents:
We do offer coverage. Eligible dependents are spouses or domestic partners, and your children, up to the age of 26,
regardless of their student status, residency, martial status or financial dependence, or to any age if verifiably disabled.

We do not offer coverage.

If checked, this coverage meets the minimum value standard, and the cost of this coverage to you is intended to be
affordable, based on employee wages.

* An employer-sponsored health plan meets the “minimum value standard” if the plan’s share of the total allowed benefit
costs covered by the plan is no less than 60% of such costs (Section 36B(c)(2)C)(ii) of the Internal Revenue Code of 1986).

** Even if your employer intends your coverage to be affordable, you may still be eligible for a premium discount through
the Marketplace. The Marketplace will use your household income, along with other factors, to determine whether you
may be eligible for a premium discount. If, for example, your wages vary from week to

week (perhaps you are an hourly employee or you work on a commission basis), if you are newly employed mid- year, or if
you have other income losses, you may still qualify for a premium discount.

If you decide to shop for coverage in the Marketplace, www.healthcare.gov/, or if you reside in California, www.
CoveredCA.com, will guide you through the process.


mailto:MKayan%40pulmonx.com%20?subject=
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The Health Insurance Portability and Accountability Act of 1996 (HIPAA). HIPAA places limitations on a group health plan’s ability
to impose preexisting condition exclusions, provides special enrollment rights for certain individuals and prohibits discrimination
in group health plans based on health status. In addition, HIPAA establishes a set of national standards to address the use and
disclosure of individuals’ health information — called protected health information.

This Plan is required by law to provide notice of the Plan’s duties and privacy practices with respect to covered individuals’
protected health information by providing a Notice of Privacy Practices (NOPP) to participants. The Plan’s NOPP is available upon
request. To obtain a copy of the NOPP, or for more information regarding the Plan’s privacy policies or your rights under HIPAA,
contact Human Resources at 650-216-0120.

HIPAA requires we notify you about your right to later enroll yourself and eligible dependents for coverage in Pulmonx’s health
plan under “special enrollment provisions” briefly described below.

[ Loss of Other Coverage. If you decline enrollment for yourself or for an eligible dependent because you have other group
health plan coverage or other health insurance, you may be able to enroll yourself and your dependents under Pulmonx’s
health plan if you or your dependents lose eligibility for that other coverage, or if the other employer stops contributing
toward your or your dependents’ other coverage. You must request enrollment within 31 days after you or your dependents’
other coverage ends, or after the other employer stops contributing toward the other coverage.

O New Dependent by Marriage, Birth, Adoption, or Placement for Adoption. If you gain a new dependent as a result of a
marriage, birth, adoption, or placement for adoption, you may be able to enroll yourself and your new dependents under
Pulmonx’s health plan. You must request enrollment within 31 days after the marriage, birth, adoption, or placement for
adoption. In the event you acquire a new dependent by birth, adoption, or placement for adoption, you may also be able to
enroll your spouse, if your spouse was not previously covered.

O Enrollment Due to Medicaid/CHIP Events. If you or your eligible dependents are not already enrolled in Pulmonx’s health plan,
you may be able to enroll yourself and your eligible dependents if: (i) you or your dependents lose coverage under a state
Medicaid or children’s health insurance program (CHIP), or (ii) you or your dependents become eligible for premium assistance
under state Medicaid or CHIP. You must request enrollment within 60 days from the date of the Medicaid/CHIP event. The
CHIP Model Notice containing additional information about this right as well as contact information for state assistance is
included below. You may also request a copy from Human Resources.

Please contact Human Resources at 650-216-0120 for details, including the effective dates of coverage applicable to each of these
special enrollment provisions. Additional information regarding your rights to enroll in group health coverage is found in the
applicable group health plan summary plan description(s) or insurance contract(s).

Blue Shield of California and Kaiser Permanente generally require the designation of a primary care provider. You have the right
to designate any primary care provider who participates in the network and who is available to accept you and/or your family
members. Until you make this designation, Blue Shield of California and Kaiser will designate one for you. For information

on how to select a primary care provider, and for a list of participating primary care providers, contact Kaiser Permanente at
800-464-4000 or Blue Shield of California at 888-256-1915.

For children, you may designate a pediatrician as the primary care provider.

You do not need prior authorization from Blue Shield of California or Kaiser Permanente or from any other person (including a
primary care provider) in order to obtain access to obstetrical or gynecological care from a health care professional in our network
who specializes in obstetrics or gynecology. The health care professional, however, may be required to comply with certain
procedures, including obtaining prior authorization for certain services, following a pre-approved treatment plan, or procedures
for making referrals. For a list of participating health care professionals who specialize in obstetrics or gynecology,

contact Kaiser Permanente at 800-464-4000 or Blue Shield of California at 888-256-1915.
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In the event that Pulmonx qualifies and receives a return of premium (Rebate) as a result of an insurance issuer’s failure to
meet the Medical Loss Ratio requirements under the Affordable Care Act, Pulmonx at its option, shall either:
[ Reimburse Plan participants through a payroll adjustment in the amount determined under the Affordable Care Act regulations;

[ Reduce employee contributions by an amount determined under Affordable Care Act regulations to reflect the employee’s share
of the Rebate; or

[0 Use the Rebate to enhance benefits under the Plan by an amount determined under Affordable Care Act regulations.

If you have had or are going to have a mastectomy, you may be entitled to certain benefits under the Women'’s Health and Cancer
Rights Act of 1998 (WHCRA). For individuals receiving mastectomy-related benefits, coverage will be provided in a manner
determined in consultation with the attending physician and the patient, for:

[ All stages of reconstruction of the breast on which the mastectomy was performed;
[0 Surgery and reconstruction of the other breast to produce a symmetrical appearance;
O Prostheses; and,

[ Treatment of physical complications of the mastectomy, including lymphedema.

These benefits will be provided subject to the same deductibles and coinsurance or copays applicable to other medical and
surgical benefits provided under this Plan. Therefore, the deductibles and coinsurance shown in the medical section of this guide

apply.

If you would like more information on WHCRA benefits, contact Human Resources.

Group health plans and health insurance issuers generally may not, under federal law, restrict benefits for any hospital length of
stay in connection with childbirth for the mother or newborn child to less than 48 hours following a vaginal delivery, or less than
96 hours following a cesarean section. However, federal law generally does not prohibit the mother’s or newborn’s attending
provider, after consulting with the mother, from discharging the mother or her newborn earlier than 48 hours (or 96 hours as
applicable). In any case, plans and issuers may not, under federal law, require that a provider obtain authorization from the plan
or the issuer for prescribing a length of stay not in excess of 48 hours (or 96 hours).

Group health plans and health insurance issuers with policies or contracts issued in the State of California generally may not,
under California law, restrict benefits for inpatient hospital care to a time period less than 48 hours following a normal vaginal
delivery and less than 96 hours following a delivery by caesarean section. However, coverage for inpatient hospital care may be for
a time period less than 48 or 96 hours if both of the following conditions are met: (a) the decision to discharge the mother and
newborn before the 48 or 96 hour time period is made by the treating physicians in consultation with the mother; (b) the contract
or policy covers a post discharge follow-up visit for the mother and newborn within 48 hours of discharge, when prescribed by the
treating physician. Furthermore, the Plan may not:

[ Reduce or limit the reimbursement of the attending provider for providing care to an individual enrollee/insured in accordance
with the coverage requirements.

[ Provide monetary or other incentives to an attending provider to induce the provider to provide care to an individual enrollee/
insured in a manner inconsistent with the coverage requirements.

[0 Deny a mother or her newborn eligibility, or continued eligibility, to enroll or to renew coverage solely to avoid the coverage
requirements.

[ Provide monetary payments or rebates to a mother to encourage her to accept less than the minimum coverage requirements.

[0 Restrict inpatient benefits for the second day of hospital care in a manner that is less than favorable to the mother or her
newborn than those provided during the preceding portion of the hospital stay.

[ Require the treating physician to obtain authorization from the health care service plan or insurer prior to prescribing any
services
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Group health plans and health insurance issuers with policies or contracts issued in the State of Nevada that include maternity
care and pediatric care for newborn infants generally may not, under Nevada law, restrict benefits for any length of stay in a

hospital in connection with childbirth for a mother or newborn infant covered by the plan or coverage to:
[ Less than 48 hours after a normal vaginal delivery; and

O Less than 96 hours after a cesarean section.

O If a different length of stay is provided in the guidelines established by the American College of Obstetricians and
Gynecologists, or its successor organization, and the American Academy of Pediatrics, or its successor organization, the group
health plan or health insurance coverage may follow such guidelines in lieu of following the length of stay set forth above. The
length-of-stay provisions do not apply to any group health plan or health insurance coverage in any case in which the decision
to discharge the mother or newborn infant before the expiration of the minimum length of stay set forth above is made by the
attending physician.

Group health plans and health insurance issuers with policies or contracts issued in the State of Utah that cover maternity

benefits generally may not, under Utah law, limit benefits for inpatient hospital care to a time period of:
[ Less than 48-hours for both mother and newborn with a normal vaginal delivery; and,

[ Less than 96-hour benefit for both mother and newborn with a caesarean section delivery.

Please read this notice carefully and keep it where you can find it. This notice has information about your current prescription
drug coverage offered by the group health plan through Pulmonx and about your options under Medicare’s prescription drug
coverage. This information can help you decide whether or not you want to join a Medicare drug plan. If you are considering
joining, you should compare your current coverage, including which drugs are covered at what cost, with the coverage and
costs of the plans offering Medicare prescription drug coverage in your area. Information about where you can get help to
make decisions about your prescription drug coverage is at the end of this notice.

1. Medicare prescription drug coverage became available in 2006 to everyone with Medicare. You can get this coverage if

you join a Medicare Prescription Drug Plan or join a Medicare Advantage Plan (like an HMO or PPO) that offers prescription
drug coverage. All Medicare drug plans provide at least a standard level of coverage set by Medicare. Some plans may also
offer more coverage for a higher monthly premium.

2. Pulmonx has determined that the prescription drug coverage offered by the group health plans through Pulmonx is, on
average for all plan participants, expected to pay out as much as standard Medicare prescription drug coverage pays and
is therefore considered Creditable Coverage. Because your existing coverage is Creditable Coverage, you can keep this
coverage and not pay a higher premium (a penalty) if you later decide to join a Medicare drug plan.

You can join a Medicare drug plan when you first become eligible for Medicare and each year from October 15th through
December 7th. However, if you lose your current creditable prescription drug coverage, through no fault of your own, you will
also be eligible for a two (2) month Special Enroliment Period (SEP) to join a Medicare drug plan.
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If you decide to join a Medicare drug plan, your current coverage through Pulmonx will be affected. Should you join a Medicare
drug plan, you can keep your Pulmonx group coverage and your Medicare Part D plan will coordinate with the group plan. Please
see your group plan policies for full coordination details. See the CMS Disclosure of Creditable Coverage To Medicare Part D
Eligible Individuals Guidance (available at http://www.cms.hhs.gov/CreditableCoverage/), which outlines the prescription drug
plan provisions/options that Medicare eligible individuals may have available to them when they become eligible for Medicare
Part D.

If you do decide to join a Medicare drug plan and drop your current group health coverage through Pulmonx, be aware that you
and your dependents will not be able to get this coverage back until the next open enrollment period or after a qualifying event,
subject to the terms and requirements of such group medical plan.

You should also know that if you drop or lose your current group health coverage through Pulmonx and don’t join a Medicare drug
plan within 63 continuous days after your current coverage ends, you may pay a higher premium (a penalty) to join a Medicare
drug plan later.

If you go 63 continuous days or longer without creditable prescription drug coverage, your monthly premium may go up by at
least 1% of the Medicare base beneficiary premium per month for every month that you did not have that coverage. For example,
if you go nineteen months without creditable coverage, your premium may consistently be at least 19% higher than the Medicare
base beneficiary premium. You may have to pay this higher premium (a penalty) as long as you have Medicare prescription drug
coverage. In addition, you may have to wait until the following October to join.

Contact the person listed below for further information. NOTE: You’ll get this notice each year. You will also get it before the next
period you can join a Medicare drug plan, and if this coverage through Pulmonx changes. You also may request a copy of this
notice at any time.

More detailed information about Medicare plans that offer prescription drug coverage is in the “Medicare & You” handbook. You'll
get a copy of the handbook in the mail every year from Medicare. You may also be contacted directly by Medicare drug plans.

O Visit www.medicare.gov

[ Call your State Health Insurance Assistance Program (see the inside back cover of your copy of the “Medicare &
You” handbook for their telephone number) for personalized help

[ Call 1-800-MEDICARE (1-800-633-4227). TTY users should call 1-877-486-2048.

If you have limited income and resources, extra help paying for Medicare prescription drug coverage is available. For information
about this extra help, visit Social Security on the web at www.socialsecurity.gov, or call 1-800-772-1213 (TTY 1-800-325-0778).

REMEMBER: KEEP THIS CREDITABLE COVERAGE NOTICE. IF YOU DECIDE TO JOIN ONE OF THE MEDICARE DRUG
PLANS, YOU MAY BE REQUIRED TO PROVIDE A COPY OF THIS NOTICE WHEN YOU JOIN TO SHOW WHETHER OR NOT
YOU HAVE MAINTAINED CREDITABLE COVERAGE AND, THEREFORE, WHETHER OR NOT YOU ARE REQUIRED TO PAY A
HIGHER PREMIUM (A PENALTY).

Melinda Kayan
Human Resources
650-216-0120
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YOUR RIGHTS AND PROTECTIONS AGAINST SURPRISE MEDICAL BILLS

When you get emergency care or get treated by an out-of-network provider at an in-network hospital or ambulatory surgical
center, you are protected from surprise billing or balance billing.

What is “balance billing” (sometimes called “surprise billing”)?

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, such as a copayment,
coinsurance, and/or a deductible. You may have other costs or have to pay the entire bill if you see a provider or visit a health
care facility that isn’t in your health plan’s network.

“Out-of-network” describes providers and facilities that haven’t signed a contract with your health plan. Out-of-network
providers may be permitted to bill you for the difference between what your plan agreed to pay and the full amount charged
for a service. This is called “balance billing.” This amount is likely more than in-network costs for the same service and might
not count toward your annual out-of-pocket limit.

“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved in your care—like
when you have an emergency or when you schedule a visit at an in-network facility but are unexpectedly treated by an out-of-
network provider.

You are protected from balance billing for:

Emergency services

If you have an emergency medical condition and get emergency services from an out-of-network provider or facility, the most
the provider or facility may bill you is your plan’s in-network cost-sharing amount (such as copayments and coinsurance). You
can’t be balance billed for these emergency services. This includes services you may get after you’re in stable condition, unless
you give written consent and give up your protections not to be balanced billed for these post-stabilization services.

California law also protects consumers from surprise medical bills and prohibits balance billing when you receive emergency
services provided by an out-of-network doctor or hospital. (See a summary of your rights and how to file a complaint below).

Certain services at an in-network hospital or ambulatory surgical center

When you get services from an in-network hospital or ambulatory surgical center, certain providers there may be out-of-
network. In these cases, the most those providers may bill you is your plan’s in-network cost-sharing amount. This applies to
emergency medicine, anesthesia, pathology, radiology, laboratory, neonatology, assistant surgeon, hospitalist, or intensivist
services. These providers can’t balance bill you and may not ask you to give up your protections not to be balance billed.

If you get other services at these in-network facilities, out-of-network providers can’t balance bill you, unless you give written
consent and give up your protections.

You’re never required to give up your protections from balance billing. You also aren’t required to get care out-of-network.
You can choose a provider or facility in your plan’s network.

California law protects consumers from surprise medical bills and prohibits balance billing when you receive emergency
services provided by an out-of-network doctor or hospital. California law also protects consumers from surprise medical bills
when they receive non-emergency services at an in-network facility but are treated there by a professional who is out-of-
network.

A summary of your rights can be found at the following website:
https://www.dmhc.ca.gov/Portals/0/HealthCarelnCalifornia/FactSheets/fsab72.pdf
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When balance billing isn’t allowed, you also have the following protections:
[ You are only responsible for paying your share of the cost (like the copayments, coinsurance, and deductibles that you would
pay if the provider or facility was in-network). Your health plan will pay out-of-network providers and facilities directly.

[ Your health plan generally must:
[0 Cover emergency services without requiring you to get approval for services in advance (prior authorization).
[0 Cover emergency services by out-of-network providers.

[0 Base what you owe the provider or facility (cost-sharing) on what it would pay an in network provider or facility and show
that amount in your explanation of benefits.

O Count any amount you pay for emergency services or out-of-network services toward your deductible and out-of-pocket
limit.

If you believe you’ve been wrongly billed, you may contact:
Department of Managed Health Care’s Help Center at 1-888-466-2219, or file a complaint at
https://www.dmhc.ca.gov/file-a-complaint/contact-your-health-plan.aspx
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If you or your children are eligible for Medicaid or CHIP and you’re eligible for health coverage from your employer, your state
may have a premium assistance program that can help pay for coverage, using funds from their Medicaid or CHIP programs. If
you or your children aren’t eligible for Medicaid or CHIP, you won’t be eligible for these premium assistance programs but you
may be able to buy individual insurance coverage through the Health Insurance Marketplace. For more information, visit www.
healthcare.gov.

If you or your dependents are already enrolled in Medicaid or CHIP and you live in a State listed below, contact your State Medicaid
or CHIP office to find out if premium assistance is available.

If you or your dependents are NOT currently enrolled in Medicaid or CHIP, and you think you or any of your dependents might be
eligible for either of these programs, contact your State Medicaid or CHIP office or dial 1-877-KIDS NOW or www.insurekidsnow.gov
to find out how to apply. If you qualify, ask your state if it has a program that might help you pay the premiums for an employer-
sponsored plan.

If you or your dependents are eligible for premium assistance under Medicaid or CHIP, as well as eligible under your employer plan,
your employer must allow you to enroll in your employer plan if you aren’t already enrolled. This is called a “special enrollment”
opportunity, and you must request coverage within 60 days of being determined eligible for premium assistance. If you have
guestions about enrolling in your employer plan, contact the Department of Labor at www.askebsa.dol.gov or call 1-866-444-EBSA
(3272).

If you live in one of the following states, you may be eligible for assistance paying your employer health plan premiums. The
following list of states is current as of July 31, 2022. Contact your State for more information on eligibility —

Website: http://myalhipp.com/
Phone: 1-855-692-5447 Health First Colorado Website: https://www.
healthfirstcolorado.com/

Health First Colorado Member Contact Center:

The AK Health Insurance Premium Payment Program
Website: http://myakhipp.com/

Phone: 1-866-251-4861

Email: CustomerService@MyAKHIPP.com

Medicaid Eligibility: https://health.alaska.gov/dpa/Pages/
default.aspx

Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP 855-692-7447

Website:

Health Insurance Premium Payment (HIPP) Program
http://dhcs.ca.gov/hipp

Phone: 916-445-8322

Fax: 916-440-5676

Email: hipp@dhcs.ca.gov

1-800-221-3943/ State Relay 711

CHP+: https://www.colorado.gov/pacific/hcpf/child-health-
plan-plus

CHP+ Customer Service: 1-800-359-1991/ State Relay 711
Health Insurance Buy-In Program (HIBI): https://www.colorado.
gov/pacific/hcpf/health-insurance-buy-program

HIBI Customer Service: 1-855-692-6442

Website: https://www.fimedicaidtplrecovery.com/
fimedicaidtplrecovery.com/hipp/index.html
Phone: 1-877-357-3268

GA HIPP Website: https://medicaid.georgia.gov/health-
insurance-premium-payment-program-hipp

Phone: 678-564-1162, Press 1

GA CHIPRA Website: https://medicaid.georgia.gov/programs/
third-party-liability/childrens-health-insurance-program-
reauthorization-act-2009-chipra

Phone: (678) 564-1162, Press 2



Healthy Indiana Plan for low-income adults 19-64
Website: http://www.in.gov/fssa/hip/

Phone: 1-877-438-4479

All other Medicaid

Website: https://www.in.gov/medicaid/

Phone 1-800-457-4584

Medicaid Website:

https://dhs.iowa.gov/ime/members

Medicaid Phone: 1-800-338-8366

Hawki Website: http://dhs.iowa.gov/Hawki

Hawki Phone: 1-800-257-8563

HIPP Website: https://dhs.iowa.gov/ime/members/medicaid-a-
to-z/hipp

HIPP Phone: 1-888-346-9562

Website: http://www.kancare.ks.gov/
Phone: 1-800-792-4884

Kentucky Integrated Health Insurance Premium Payment
Program (KI-HIPP) Website:
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.aspx
Phone: 1-855-459-6328

Email: KIHIPP.PROGRAM@ky.gov

KCHIP Website: https://kidshealth.ky.gov/Pages/index.aspx
Phone: 1-877-524-4718

Kentucky Medicaid Website: https://chfs.ky.gov

Website: www.medicaid.la.gov or www.ldh.la.gov/lahipp
Phone: 1-888-342-6207 (Medicaid hotline) or 1-855-618-5488
(LaHIPP)

Enroliment Website: https://www.maine.gov/dhhs/ofi/applica-
tions-forms

Phone: 1-800-442-6003

TTY: Maine relay 711

Private Health Insurance Premium Webpage:
https://www.maine.gov/dhhs/ofi/applications-forms

Phone: -800-977-6740

TTY: Maine relay 711

Website: https://www.mass.gov/masshealth/pa
Phone: 1-800-862-4840
TTY: (617) 886-8102
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Website:
https://mn.gov/dhs/people-we-serve/children-and-families/
health-care/health-care-programs/programs-and-services/
other-insurance.jsp

Phone: 1-800-657-3739

Website: http://www.dss.mo.gov/mhd/participants/pages/
hipp.htm
Phone: 573-751-2005

Website: http://dphhs.mt.gov/MontanaHealthcarePrograms/
HIPP

Phone: 1-800-694-3084

Email: HHSHIPPProgram@mt.gov

Website: http://www.ACCESSNebraska.ne.gov
Phone: 1-855-632-7633

Lincoln: 402-473-7000

Omaha: 402-595-1178

Medicaid Website: http://dhcfp.nv.gov
Medicaid Phone: 1-800-992-0900

Website: https://www.dhhs.nh.gov/oii/hipp.htm

Phone: 603-271-5218

Toll free number for the HIPP program: 1-800-852-3345, ext
5218

Medicaid Website:
http://www.state.nj.us/humanservices/
dmahs/clients/medicaid/

Medicaid Phone: 609-631-2392

CHIP Website: http://www.njfamilycare.org/index.html
CHIP Phone: 1-800-701-0710

Website: https://www.health.ny.gov/health_care/medicaid/
Phone: 1-800-541-2831

Website: https://medicaid.ncdhhs.gov/
Phone: 919-855-4100
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Website: http://www.nd.gov/dhs/services/medicalserv/
medicaid/
Phone: 1-844-854-4825

Website: http://www.insureoklahoma.org
Phone: 1-888-365-3742

Website: http://healthcare.oregon.gov/Pages/index.aspx
http://www.oregonhealthcare.gov/index-es.html
Phone: 1-800-699-9075

Website: https://www.dhs.pa.gov/Services/Assistance/Pages/
HIPP-Program.aspx
Phone: 1-800-692-7462

Website: http://www.eohhs.ri.gov/
Phone: 1-855-697-4347, or 401-462-0311 (Direct Rite Share
Line)

Website: https://www.scdhhs.gov
Phone: 1-888-549-0820

Website: http://dss.sd.gov
Phone: 1-888-828-0059

Website: http://gethipptexas.com/
Phone: 1-800-440-0493

Medicaid Website: https://medicaid.utah.gov/
CHIP Website: http://health.utah.gov/chip
Phone: 1-877-543-7669

Website: http://www.greenmountaincare.org/
Phone: 1-800-250-8427

Website: https://www.coverva.org/en/famis-select
https://www.coverva.org/en/hipp

Medicaid Phone: 1-800-432-5924

CHIP Phone: 1-800-432-5924

Website: https://www.hca.wa.gov/
Phone: 1-800-562-3022

Website: https://dhhr.wv.gov/bms/
http://mywvhipp.com/

Medicaid Phone: 304-558-1700

CHIP Toll-free phone: 1-855-MyWVHIPP (1-855-699-8447)

Website:
https://www.dhs.wisconsin.gov/badgercareplus/p-10095.htm
Phone: 1-800-362-3002

Website: https://health.wyo.gov/healthcarefin/medicaid/
programs-and-eligibility/
Phone: 1-800-251-1269

To see if any other states have added a premium assistance program since July 31, 2022, or for more information on special

enrollment rights, contact either:

U.S. Department of Labor

Employee Benefits Security Administration
www.dol.gov/agencies/ebsa
1-866-444-EBSA (3272)

U.S. Department of Health and Human Services
Centers for Medicare & Medicaid Services
www.cms.hhs.gov

1-877-267-2323, Menu Option 4, Ext. 61565
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