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Welcome to Your 2026 
Benefits Guide

This guidebook outlines our benefit options with the goal 
of helping you navigate your benefits with confidence. 

Our benefits are an important component in our well-being 
and total compensation package at GMHEC. From learning 
about to utilizing the benefits you elect, we hope that you 
are able to confidently select the benefit package that 
meets you and your family’s needs.

We encourage you to review this year’s options carefully 
and take advantage of the resources provided to make 
informed decisions. The Benefits Team is available 
throughout the enrollment period, and at any point during 
the year, to answer your questions at benefits@gmhec.org
or 802.443.5485.

Wishing you all the best in your health and well-being!



 

Employee Benefits Guide                                                           4

 

Eligibility, Enrollment and Mid-Year Changes   
Eligibility 

 Full-time employees, working 30 or more hours per week, are eligible to enroll in the benefits described in 
this guide. Spouse’s & dependent children are eligible to enroll in the medical, dental, and vision plans.  

 Part-time employees, working 20 or more hours per week, are eligible to enroll in the 403(b) Retirement 
plan.  

 Benefits start 1st of the month following date of hire. If your date of hire is on the 1st of the month your 
benefits are effective that day.  

Enrollment 

During annual open enrollment, all employees must complete online enrollment in Oracle between November 
17th and November 21st, 2025. All enrollment changes will be effective January 1, 2026.

Once you have made your elections, you will not be able to change them until the next open enrollment period 
unless you have a qualifying life event.   

New employees will have 30 days from their date of hire to enroll in benefits.  

Mid-Year Changes   

Health, dental and vision benefits are paid for on a pre-tax basis and federal law limits your ability to make 
changes to these coverages outside open enrollment unless you experience a qualifying life event. Examples 
include marriage, divorce, legal separation, birth or adoption of a child, death of a dependent, and change in 
spouse's employment status.    

If you experience a qualifying life event you must notify The Benefits Team within 30 days of the date the event 
occurring in order to make a change to your current elections.   

Disclaimer:  

The information in this Benefits Guide is designed to provide an overview of the benefits offered through Green 
Mountain Higher Education Consortium. While every effort was taken to accurately report your benefits, 
discrepancies or errors are always possible.  

Official plan documents, policies and certificates of insurance contain the details, conditions, maximum benefit 
levels and restrictions on benefits. These official documents govern your benefits program.

If there is any discrepancy between the Benefits Guide and the official documents, the official documents prevail. 
These documents are available upon request through The Benefits Team and on the employee website. 
Information provided in this brochure is not a guarantee of benefits. Green Mountain Higher Education 
Consortium reserves the right to modify, change, revise, amend or terminate these benefits plans at  any time. 
If you have any questions about this summary, email benefits@gmhec.org.   
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2026 Open Enrollment 
November 17, 2025 to November 21, 2025  

Please log into Oracle no later than November 21, 2025 to make your 
2026 benefit elections even if you don’t plan on making changes. 

Plan year is from to January 1, 2026 to December 31, 2026.  
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The plans you enroll in will be effective from 1/1/26 (or your benefits eligibility effective date) through 12/31/26. 

LOGIN TO ORACLE 

1. To get started with self-service enrollment, you will need to navigate to Oracle. Click Oracle.

2. From the Me tab, click Benefits. 

3. Click Make Changes, or Start Enrollment (if you are new to benefits), under your name in the middle 
of the screen.

BEFORE YOU ENROLL,

UPDATE BENEFICIARIES

AND DEPENDENTS 

Collect your dependents’information if 
you intend to add them to your plans 
or name them as beneficiaries. You’ll 
need full 
names and dates of birth. 

1. If you need to add dependents not listed, click Add to add each individual you intend to add as a 
dependent on your insurance plans and/or name as a beneficiary on your life insurance.

– Enter required information. 

– Important: In the What’s the start date of this relationship? box, enter a birthday or anniversary date 
prior to your benefits effective date.

– To not enroll a contact, do not select them when you enroll in a benefit. 

– Click Submit. 

2. Once all of your people have been added, click Continue. 

ELECTING BENEFITS 

Be sure to select your beneficiaries 
for all Life & AD&D plans. 

1. Click on your Health & Welfare Program icon. 

2. Read and Accept the Authorization. 

3. Click the Edit button next to each group of benefits to enroll in. 

– Click the check box next to each benefit you would like to enroll in. 

– Click the check box next to each dependent you would like to enroll. 

– If you are editing who is enrolled in a plan, click the pencil next to the plan to modify your enrollment. 

– Click OK then Continue. 

4. Follow the steps in 3 above for each benefit you wish to enroll in or make changes to. 

– If enrolling in a Flexible Spending (medical or dependent care) or Health Savings 

Account, you will need to include annual contribution amounts. The IRS requires you to enroll in these 
each year. 

– Once you have selected all benefits you would like to enroll in, scroll to the top and click

Submit. Right click in the Confirmation Page and choose to print a paper copy or save as a pdf. 

If you view a confirmation page, you have successfully completed your enrollment. If you do not see a 
confirmation page, ensure you have clicked the Submit button. 

REVIEW AND RESOLVE ACTION 
ITEMS 

1. Navigate back to the Benefits page. 

2. Click Pending Actions. 

3. Review any actions requiring resolution. 

– Click the item, make necessary changes, and click on Submit. 

– If you have enrolled in Life Insurance requiring an Evidence of Insurability form, the benefits team will 
reach out to you with a link to the form and resolve this Pending Action for you once requirements have 
been met. 

 

ENROLL IN RETIREMENT PLAN 

1. Click on your Retirement Program icon.  

2. Click Continue on the Before You Enroll page.  

3.Click the Edit button. Select the plan(s) you would like to contribute to. Enter the percentage of your 
pay you would like to contribute.  

4. Click OK.  

5. Click Continue.  

6.Click Submit. 
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Benefits You Receive:   

The medical plans provide coverage for physician office visits, hospitalization, emergency care, and more.  Coverage for 
prescription drugs is also included.  The plans offer an extensive network of providers that have met the credentialing standards of 
MVP and allow the  flexibility of choosing from In-Network and Out-of-network  providers.  By utilizing In-Network providers, you 
have the added advantage of  network-negotiated pricing which can save you money.   

As a member of our MVP medical plan, you have the following resources available:    

24/7 Nurse Advice Line at 1-800-204-4712    
If you do not need care, but need advice, you have access to MVP’s 24/7 Nurse Advice Line. Nurses are available to assist you in 
finding  information and resources about prevention, wellness, treatments, chronic conditions and other health topics   

 
Gia ® - available by mobile app , web or phone 24/7  

Gia by MVP is available when and where you need it.  Gia can connect you to MVP’s free virtual care 
services, in-person care from nearby doctors, specialists, labs, pharmacies and more.    

You can visit GoAskGia.com or call 1-877-GoAskGia (1-877-462-7544).  
Plan Highlights include: 

1. Network Strength  

2. 24/7 Acess to Quality Care, Plan Details & Cost Savings   

3. $600 Well-Being Reimbursement   

4. $500 Acupuncture Allowance   

5. Take advantage of the annual hearing aid exam and equipment benefit that was added it 2024 and is covered under the durable 
medical equipment benefit and subject to deductible and out-of-pocket maximum. 

Visit mvphealthcare.com/newthisyear or contact MVP Customer Service to learn more. You can also find more information on Gia on the 
following page.  

Find a Doctor or Facility Online    
Visit www.mvphealthcare.com/findadoctor to watch an online video with step-by-step instructions.   

Living Well Programs   
MVP offers a variety of in-person and virtual classes and workshops to help you live well. Classes include but are not limited to 
mediation, tai chi and tobacco cessation. Visit www.mvphealthcare.com/LWCalendar for more information.   

Summary of Benefits and Coverage (SBC)   
As required by The Patient Protection and Affordable Care Act, Green Mountain Higher Education Consortium  is required to provide each employee a 
summary of benefits and coverage (SBC) in a standardized format. The SBC is on the GMHEC internal Employee Page.  The information provided in 
the Benefits Overview is presented for illustrative purposes. For more detailed information, please refer to your summary plan description. In the case of 
a discrepancy, the actual plan documents will prevail.    

 

Provided by: MVP 
Phone: 888.687.6277
Website: https://www.mvphealthcare.com/ 
Policy #: 431316 
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MVP Non-Standard Gold Qualified High Deductible Health Plan (QHDHP)   

If you enroll in GMHEC’s medical plan, we will contribute $1,700 for employee-only coverage and $3,400 for 2-person / 
family coverage.  This amount will be divided over 26 pay periods. Employees may contribute the difference, up to the 
annual HSA contribution limit, through payroll deductions.   

 

 

PLAN BENEFITS  
QHDHP with HSA

 

In-Network  

Complimentary Account Health Savings Account (HSA)

Calendar Year Deductible  

Individual   $3,200   

Family   $6,400   

Out of Pocket Maximum (includes deductible)   

Individual $3,200  

Family   $6,400   

Preventive Care Services   0% no deductible   

Primary Physician   0% after deductible   

Emergency Services  
(must be true emergency)   

0% after deductible   

Hospital-Inpatient Stay  0% after deductible   

Certain Diagnostic Procedures: Bone Scan,   
Cardiac Stress Test, CT Scan, ltrasound   

0% after deductible   

Prescription Drugs Retail (up to 30-day supply)   

Generic    0% after deductible   

Preferred Brand Name   0% after deductible   

Non-Preferred Brand     0% after deductible   

Specialty Drugs   0% after deductible   

Mail Order (up to 90-day supply)  

Generic   0% after deductible   

Preferred Brand Name   0% after deductible   

Non-Pref Brand Name  0% after deductible   

Rx Out-of Pocket Maximum   
$1,700 Individual   

$3,400 Family   

Employer HSA Contributions  
   

Annual   Bi – Weekly   

Employee Only $1,700   $65.38 

2 – Person / Family $3,400   $130.77 
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Vision coverage through VSP includes a wide range of services including exams, lenses, and prescription glasses. This plan offers   
an affordable eye care plan to help you see well and stay healthy. Discounts are also available for other eye care services.   

Employees electing medical coverage will be automatically enrolled in the vision plan. Employees waiving coverage in GMHEC’s 
medical plan may enroll in the vision plan. VSP does not issue ID cards. In-network VSP providers will only need your name to locate 
you, or a family member, in their system. 

Vision 

 

 

Provided by: VSP 
Phone: 800.877.7195
Website: https://www.vsp.com 
Policy #: 30082365 

 

TYPE OF EXPENSE Signature Plan B Frequency 

Exam $0 copay 12 Months 

Prescription Glasses 
Standard Lenses: Single, Bifocal, 
Trifocal and Lenticular 

 
$0 copay 

 
12 Months 

 
Frames

Covered up to $130 for a wide selection of frames   

 $150 allowance for featured frame brands 

 20% discount on amount over your allowance 

Every 24 Months 

Contact Lens (elective) Covered up to $130 
Every calendar 

year 

Lens Enhancements 

Standard progressive lenses  

 Premium progressive lenses 

 Custom progressice lenses 

Average savings of 35 – 40% on other lens enhancements 

12 Months 

Extra Savings   

Glasses and Sunglasses   
 Extra $20 to spend on featured frame brands.

 30% savings on additional glasses and sunglasses, 

incuding lens enhancements, from the same VSP 

providor on same day as Exam.  

 Retinal Screening   

 No more than a $39 copay on routine retinal screening   

 Laser Vision Correction   

 Average 15% off the regular price of 5% off 

promotional price; available from contracted facilities   
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The dental plan through Northeast Delta Dental allows you to receive care from any dentist; however, 
utilizing a contracted provider helps you reduce your out-of-pocket costs. Should you choose an out-of-
network dentist, you will be responsible for the difference in what the out-of-network dentist charges for 
procedures and the contracted rate with network dentists.   

Dental  
 

 

 

 

 

 

 

 

 

 

 

 

 
 

*A participant has to satisfy a 6-month waiting period for Major Restorative and Orthodontia coverage to be applicable.   
There are no waiting periods for Preventative and Basic Restorative Services.   

Provided by: Northeast Delta Dental 
Phone: 800-832-5700 
Website: https://www.nedelta.com/Home
Policy #: 70738-1000 

 

   PPO + Premier   

Calendar Year Maximum Benefit (per person)   $2,000 per person

One Time Deductible   $100 individual / $300 family 

Preventive Services: Cleanings twice in a 12-month period, Oral  

Exams,Sealants, X-rays   0% no deductible
 

Basic Services: Fillings, Periodontal Maintenance   80% after deductible 

Major Services: Crowns, Bridges, Dentures, Inlays, Onlays, Root Canal   50% after deductible* 

Orthodontia:  

Lifetime Maximum  

Benefit   

Adults & Children*

$1,500 

50% 
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2026 Medical / Vision Rates^

TOTAL  

Monthly 

Premium 

Medical /  

Vision

Employer 

Bi-Weekly  

Medical/Vision  

Premium

Employee 

Bi-Weekly  

Medical/Vision  

Premium

Employer Bi-Weekly 

HSA Contribution

Single $1,086.53 $417.03 $84.44 $65.38

Employee + Spouse $2,167.94 $781.66 $218.94 $130.77

Employee + Children $2,093.20 $762.83 $203.28 $130.77

Family $3,050.88 $1,076.09 $332.01 $130.77

Employees enrolling in medical plan are automatically enrolled in vision plan.
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 Employees opting out of medical plan may enroll in vision only coverage

2026 Vision Rates^^

TOTAL  Monthly

Premium  Vision
Employer Bi-Weekly   

Vision Premium
Employee Bi-Weekly 

Vision Premium

Single  $12.79 $4.72                           $1.18

Employee +  

Spouse  $20.46 $6.99                           $2.46

Employee +  

Children  $20.88 $7.23                      $2.41

Family  $33.67 $11.19                         $4.35

2026 Dental Rates

TOTAL  Monthly

Premium  Dental
Employer Bi-Weekly   

Dental Premium
Employee Bi-Weekly Dental 

Premium 

Single  $55.17 $20.37                                    $5.09

2 Person  $101.11  $35.00 $11.67  

Family  $178.05  $57.52 $24.65  
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Group Life Insurance  
GMHEC provides eligible employees with Group Term Life and Accidental Death and Dismemberment (AD&D) insurance equal to 
one-and-a-half (1.5) times your annual salary up to $200,000, with evidence of insurability being required for benefit amounts over   
$140,000. Coverage is automatic and requires no election by the employee, though beneficiary designation is required.    

The policy offers an Accelerated Death Benefit, waiver of premium for disability, and continuation options in the event your employment   
ends.  The AD&D plan pays a benefit in the event of death as a result of an accident.  The policy also offers benefits in the event of   
dismemberment or paralysis as a result of an accident or injury.     

Under current tax law, the value of group life insurance coverage over $50,000 is taxable income, called imputed income. Because   
GMHEC pays for the cost of group life insurance, you are responsible for paying taxes on the value of the coverage in excess of $50,000.   
The value is determined from tables published by the IRS.  Imputed income will be reflected on your paychecks and on your W-2 form. 

The Group Term Life Insurance plan pays the following benefit in the event of your death: 
 

    

*Coverage amount reduces at age 65 to 65% of the original benefit. At age 70, coverage amount reduces to 50% of the original benefit. 

Designating a Beneficiary: 
You must name the person(s) or entity to receive benefits in the event of your death.  The beneficiary designation applies to your 
Group Term Life and AD&D Insurance.  Please log into Oracle to update your beneficiary information. You are able to update your 
life insurance  beneficiary at any time throughout the year, and as many times as needed.   

Disability Insurance 

Disability insurance is designed to ensure you receive a portion of your income while you are out of work so that you can focus on 
recovery. 

Our company provides full-time employees with Short-Term and Long-Term Disability income benefits and pays the full cost of this  
coverage. In the event that you become disabled from a non-work-related injury or sickness, disability income benefits are provided as a 
source of income.   

 

 

Provided by: Unum/Provident 
Phone: 800.887.2180 
Website: https://services.unum.com 
Policy #: 0751272 

 

PROVIDED FOR   Coverage Amount*  

Employee Only 1.5x annual salary to $200,000 

  Short-term Disability   Long-term Disability   

Benefit Amount 60% of your weekly earnings to a maximum 
benefit of $1,500 per week 

60% of monthly earnings to a maximum 
benefit of $7,000 per month 

When Do Benefits Begin? On the 1st day for Accident / Injury 
On the 8th day for Sickness / Illness 

On the 91st day 

How Long Are Benefits Paid? Up to 12 weeks Up to 5 years 
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What is a Flexible Spending Account?  
A Flexible Spending Account or FSA, also known as a flexible spending arrangement, is one of a number of tax-advantaged 
financial accounts. Money deducted from an employee's pay into an FSA is not subject to payroll taxes. However, FSA funds 
that are not used by the end of the year or grace period will be forfeited.   

If you are enrolled in an HSA, then you still can enroll in the Limited-Purpose FSA (LPFSA). This LPFSA allows you to set 
money aside in an FSA, but it is limited to expenses for dental and vision only.    

Benefits You Receive:   
FSAs provide you with an important tax advantage that can help you pay eligible health care and dependent care expenses 
on a pre-tax basis. By anticipating your family’s health care and dependent care costs for the upcoming year, you can 
actually lower your taxable  income.   

What is an eligible expense?    
For a Health Care FSA, deductibles, coinsurance amounts, co-pays, and other expenses that are described in IRS Publication 
502 - Medical and Dental Expenses, are considered eligible or qualified expenses. Premiums for health and other insurance 
aren't eligible expenses. You can use an FSA to pay for copayments, deductibles, some drugs, and some other health care 
costs, prescription medications, as well as over-the-counter medicines with a doctor's prescription.   

For a Dependent Care FSA, expenses must be incurred for the care of eligible members of your family. See the complete list 
in IRS Publication 503—Child and Dependent Care Expenses. All expenses must take place within the benefit plan year.   

FSAs may also be used to cover costs of medical equipment like crutches, supplies like bandages, and diagnostic devices like 
blood sugar test kits.   

Rollover 
Up to $680 of unused funds will go into your next plan year’s account (2026 to 2027). In 2025 participants may rollover $660 
of unused funds into 2026.  

Dependent Care FSA   
A dependent care FSA (DCFSA) is a pre-tax benefit account used to pay for eligible dependent care services, such as 
preschool, summer day camp, before or after school programs, and child or adult daycare.   

 

 

Provided by: Navia Solutions 
Phone: 1-800-669-3539 
Website: https://app.naviabenefits.com/app/#/login 
 

 

ACCOUNT 2026 CONTRIBUTION LIMITS   

Flexible Spending Account $3,400 

Limited-Purpose Flexible Spending Account $3,400 

Dependent Care Account $7,500 per household 
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 What is a Health Savings Account?   
A Health Savings Account or HSA is a tax-advantaged medical savings account available to taxpayers in the United States who 
are enrolled in a high deductible health plan - HDHP.   

Funds contributed to an account are not subject to federal income tax at the time of deposit. Unlike a flexible spending account 
(FSA), funds roll over and accumulate year to year, if not spent.  

HSA funds may currently be used to pay for qualified medical expenses at any time without federal tax liability or penalty.   

If you exceed the annual limit, the IRS imposes a tax penalty on excess contributions. Additionally, you will be required to pay tax on the  
interest earned on those excess funds.  You are responsible for tracking your contributions to ensure you do not exceed the 
maximum allowable contribution.    

 

Provided by: Health Equity 
Phone: (866) 346-5800 
Website: www.healthequity.com
Policy #: 77015704 

 

 

HSA Limits for 2026 Total IRS Limit GMHEC Contribution You May 
Contribute Up To

Employee Only $4,400 $1,700 $2,700 

EE + 1 / Family $8,750 $3,400 $5,350 

55 + Catch Up + $1,000 No additional + $1,000 

Individuals who are 55 or older are permitted to make an additional $1,000 “catch up” contribution to their HSA.

Manage your account online 
At myhealthequity.com, you can:  

 Check your account balances 

 Invest your savings 

 Add or edit beneficiaries 

 Make payments to providers 

 Set up monthly payments to providers 

 Transfer funds to your personal checking account 

Use the HSA Tool Kit as an additional resource 
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Voluntary Pet Insurance for 2026 through Nationwide! 

Pet-loving employees can fetch the best health coverage for their pets with My Pet Protection Choice, available exclusively through your 
workplace benefit programs.  

Nationwide offers two ready-made employee plans and the ability to customize a coverage plan for individual pets and their specific care 
needs.  

Benefits of Pet Insurance through Nationwide: Comprehensive Coverage: Options include coverage for accidents, illnesses, and wellness 
(annual visits, vaccinations). Flexible Premiums: Your premium is based on your pet’s age, breed, and location. Reimbursement Options: 
Choose from 50%, 70%, or 80% reimbursement levels for your covered pet claims.  

Wide Range of Pets: Coverage is available not only for dogs and cats but also for avian and exotic pets.  

You can visit any vet, anywhere. You will also have access to the VetHelpline® app—a 24/7 video chat service with licensed veterinary 
professionals.  

See plan documents and contact Nationwide for complete details.  

ENROLL DIRECTLY WITH NATIONWIDE, PAY THROUGH PAYROLL DEDUCTION  

Visit benefits.petinsurance.com/middlebury or call 877.738.7874 to get a quote and sign up for Nationwide Pet Insurance.  

After you sign up, you will see the premiums deducted each paycheck. CONTACT INFORMATION FOR CLAIMS & QUESTIONS 
submitmyclaim@petinsurance.com  

 

 

 

 

 

 

 

Provided by: Nationwide Pet Insurance 
Phone: (877) 738.7874 
Website:  www.benefits.petinsurance.com/gmhec  
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Employee Assistance Program (EAP)  
GMHEC provides employees and anyone residing in their home an Employee and Family Assistance Program (EAP) through Invest EAP. 

No one is immune from life’s challenges. Family dynamics, worries over illness, money, work/life balance, and substance abuse are a few 

areas where EAP can help. EAP provides free, confidential services with a personalized approach to any challenge you and every member of 

your household may be facing. No problem is too big or too small. 

Not sure what to do about a problem or who to turn to? Not sure if it’s something the EAP can help with? Call anyway! Their approach is 

positive and proactive and they offer services to answer any need. We encourage you to explore this free, confidential support. 

Provided by: InvestEAP
Phone: 1-866-660-9533, available 24/7/365
Website: https://www.investeap.org/
Password:       gmhec

LIFE RESOURCES 

Unlimited consultation, assessment and 

customized referrals for major life events such 

as childcare, eldercare, adoption, housing, 

transportation and more. 

BEHAVIORAL HEALTH 

There is no health without mental health. Our 

approach takes a holistic approach to your total 

well-being and increases your resiliency. 

FINANCIAL AND LEGAL HELP 

Free referrals to attorneys and free advice from 

financial professionals ready to help with your 

needs. 

COUNSELING 

Solution-focused sessions help you with any 

problem you may be facing: parenting, divorce, 

anxiety, depression and more. 
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What is well-being? 

Well-being is “the combination and interaction between our love of what we 

do each day, the vibrancy of our physical health, the security of our 

finances, the quality of our relationships and the pride we take in what we 

have contributed to our communities” (Rath & Harter, 2010). High levels of 

well-being are what enable each of us to flourish and bring our best selves 

to life and work every day. At GMHEC, the well-being of our employees is a 

top priority and is what enables the Consortium to fulfill its mission to serve 

our customers with energy, enthusiasm and creativity.

Investing in our employees

To support our employees, the Green Mountain Higher Education 

Consortium offers a wide range of resources to support all five  domains of 

well-being: career, physical, financial, social and  community. We encourage 

you to take advantage of all that we  have to offer and thank you for all you 

do to support our member  colleges, your coworkers and the community at 

large.

Get moving and get supported to make healthy choices

• Daily well-being programming and events are posted on the calendar. To 

sign up for the “What’s on Tap” newsletter and stay in the know about 

upcoming events, contact rebecca.schubert@gmhec.org. 

• Discounted individual and family membership to The Edge  

• MVP Well-being Rewards: Earn up to $600 annually 

• MVP Telemedicine “My Visit Now”  

• MVP Care Management and 24 hour nurse advice line  

• Free, local tobacco cessation support offered through the Vermont 

Department of Health. 

Stay Connected

• Support groups to manage chronic conditions and other

health and social challenges.  

• Eldercare support, referral and respite available through 

AgeWell.  

• Volunteer opportunities available through United Way of 

Northwest Vermont.  

• Addison Community Action offers fuel assistance, free tax 

preparation, matched savings program, Growing money 

program, financial futures program, and weatherization 

services for income qualified individuals.  

• Addison County HOPE improve the lives of low income 

people in Addison County, Vermont by working with 

individuals to identify and secure the resources needed to 

meet their basic needs. 

GMHEC Employee 
Well-Being Resource 

Guide 
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403(b) Retirement Plan   

Green Mountain Higher Education Consortium 403(b) Plan (“Plan”) provides you with the opportunity to 

save for retirement on a tax advantaged basis.    

 

The following types of contributions are allowed under this Plan:    

 

 1% mandatory employee contributions   

 Employee elective deferrals including both pre-tax and Roth Deferrals    

 Employer matching contributions - GMHEC provides a generous match to your 403(b) contributions 

of 1:2 up to 8%. (i.e. you contribute 2%, GMHEC will contribute 4%)!  

 Educational sessions with Financial Advisors   

 Opportunity to meet one-on-one with a Financial Planner   

 

See Summary Plan Description posted on the GMHEC Employee Website for more information.  

 

Provided by: Ascensus 
Phone: 844.749.9981 
Website: https://www.newportgroup.com 
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Paid Time Off (PTO) Includes any time taken for vacation, sick time, personal time, etc. In addition 
GMHEC is closed on the following  holidays:    

 New Year’s Day    

 Martin Luther King Day 

 Memorial Day 

 Juneteenth 

 Independence Day 

 Labor Day 

 Day before Thanksgiving    

 Thanksgiving Day  

 Day after Thanksgiving 

 Christmas Day    

 Winter Break (6 days between Christmas and New Year’s)    

Paid Time Off starts immediately, if scheduled to work at least 25 hours per week, and accrues each pay 
period.  Utilization of time off is encouraged.  However, up to 77.5 hours of unused PTO will automatically 
carry over at the end of the fiscal year. 

 

Completed Full Years of Services Accrual Factor (Hourly) Annualized Accrual (Days)

Less than Two Years 0.0885 23 

2 0.0923 24 

3 0.0962 25 

4 0.100 26 

5 0.1038 27 

6 0.1077 28 

7 0.1115 29 

8 0.1154 30 

9 0.1192 31 

10 0.1231 32 

11 0.1269 33 

12 0.1308 34 

13 0.1346 35 

14 0.1385 36 

15 0.1423 37 
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Green Mountain Higher Education Consortium

120 Graham Way
Shelburne, VT 05482
benefits@gmhec.org

Acrisure, LLC

802.488.8726
462 Shelburne Road

Burlington, Vermont  05402

Contact us for assistance with benefits, or claims issues that you have 
been unable to resolve with the carrier’s customer service. 

Contact Information

Refer to this list when you need to contact one of the benefit vendors.  
For general information, contact the Benefits Team.
AD&D provided by Unum/Provident
Policy #: 0751272
Phone: 800.887.2180 Website:  https://services.unum.com

Dental Benefits provided by Northeast Delta Dental

Policy #: 70738-1000

Phone: 800.832.5700            Website:          https://www.nedelta.com/home

Disability provided by Unum/Provident

Policy #: 0751272

Phone: 800.887.2180 Website: https://services.unum.com

EAP provided by InvestEAP 

Phone: 1-866-660-9533 Website: https://www.investeap.org/

FSA provided by Navia Solutions
Phone: 1-800-669-3539 Website: https://app.naviabenefits.com/app/#/login

Group Life provided by Unum/Provident

Policy #: 0751272

Phone: 800.887.2180 Website: https://services.unum.com

HSA provided by Health Equity

Policy #: 77015704

Phone: 866.346-5800 Website: www.healthequity.com

Medical Benefits provided by MVP

Policy #: 431316

Phone: 888.687.6277 Website: www.mvphealthcare.com/

Pet Insurance provided by Nationwide
Phone: 877.738.7874          Website:         www.benefits.petinsurance.com/gmhec

Retirement provided by Newport Group
Phone: 844.749.9981 Website: https://www.newportgroup.com

Vision provided by VSP

Policy #: 30082365
Phone: 800.877.7195 Website: https://www.vsp.com

Wellness provided by The Edge

Phone: 802.658.0002 Website: https://edgevt.com/  
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Important Notices  
Health Insurance Marketplace Coverage Options & Your Health Coverage—ACA Exchange Notice   

General Information Even if you are offered health coverage through your employment, you may have other coverage options through the 
Health Insurance Marketplace (“Marketplace”).  To assist you as you evaluate options for you and your family, this notice provides some 
basic information about the Marketplace and health coverage offerted through your employment.   

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 in your geographic area.  

Can I Save Money on my Health Insurance Premiums in the Marketplace?  You may qualify to save money and lower your monthly 
premium and other out-of-pocket costs, but only if your employer does not offer coverage, or offers coverage that is not considered affordable 
for you and doesn’t meet certain minimum value standards (discussed below).  The savings that you’re eligible for depends on your 
household income.  You may also be eligible for a tax credit that lowers your costs.   

Does Employer-Based Health Coverage Affect Eligibility for Premium Savings through the Marketplace?  Yes. If you have an offer of 
health coverage from your employer that is considered affordable for you and meets certain minimum value standards, you will not be 
eligible for a tax credit, or advance payment of the tax credit, for your Marketplace coverage and may wish to enroll in your employment-
based health plan. However, you may be eligible for a tax credit, and advance payments of the 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 is considered 
affordable for you or meet minimum value standards. If your share of the premium cost of all plans offered to you through your 
employment is more than 9.96% of your annual household income, or if the coverage through your employment does not meet the 
"minimum value" standard set by the Affordable Care Act, you may be eligible for a tax credit, and advance payment of the credit, if you 
do not enroll in the employment-based health coverage. For family members of the employee, coverage is considered affordable if the 
employee’s cost of premiums for the lowest-cost plan that would cover all family members does not exceed 9.96% of the employee’s 
household income.. Note: If you purchase a health plan through the Marketplace instead of accepting health coverage offered through 
your employment, then you may lose access to whatever the employer contributes to the employment-based coverage. Also, this 
employer contribution -as well as your employee contribution to employment-based coverage- is generally excluded from income for 
federal and state income tax purposes. Your payments for coverage through the Marketplace are made on an after-tax basis. In addition, 
note that if the health coverage offered through your employment does not meet the affordability or minimum value standards, but you 
accept that coverage anyway, you will not be eligible for a tax credit. You should consider all of these factors in determining whether to 
purchase a health plan through the Marketplace. 

When Can I Enroll in Health Insurance Coverage through the Marketplace?  You can enroll in a Marketplace health insurance plan 
during the annual Marketplace Open Enrollment Period. Open Enrollment varies by state but generally starts November 1 and continues 
through at least December 15.Outside the annual Open Enrollment Period, you can sign up for health insurance if you qualify for a 
Special Enrollment Period. In general, you qualify for a Special Enrollment Period if you’ve had certain qualifying life events, such as 
getting married, having a baby, adopting a child, or losing eligibility for other health coverage. Depending on your Special Enrollment 
Period type, you may have 60 days before or 60 days following the qualifying life event to enroll in a Marketplace plan. To learn more, 
visit HealthCare.gov or call the Marketplace Call Center at 1-800-318-2596. TTY users can call 1-855-889-4325. 

The Affordable Care Act – Medical Loss Ratio (MLR) Rule   

The Affordable Care Act requires health insurers in the individual and small group markets to spend at least 80 percent of the premiums they 
receive on health care services and activities to improve health care quality (in the large group market, this amount is 85 percent). This is 
referred to as the Medical Loss Ratio (MLR) rule or the 80/20 rule. If a health insurer does not spend at least 80 percent of the premiums it 
receives on health care services and activities to improve health care quality, the insurer must rebate the difference.   

Women’s Health and Cancer Rights Act of 1998   

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   
• Surgery and reconstruction of the other breast to produce a symmetrical appearance   
• Prostheses  
• Treatment of physical complication of the mastectomy, including lymph edema   

These benefits will be provided subject to the same deductibles and co-insurance applicable to other medical and surgical benefits provided  
under this plan.  Please review your group health plan summary plan description for details of the Plan’s deductible and co-payment   
requirements for mastectomies.  If you would like more information on WHCRA benefits, please call BlueCross BlueShield.   

Newborns’ and Mother’s Health Protection Act (NMHPA)   

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 insurance issuer for prescribing a length of stay not in  
excess of 48 hours (or 96 hours).  For additional information regarding this coverage, refer to the Summary Plan Description (SPD).   
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Notice of Privacy Practices   

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET 
ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.   

Our Company’s Pledge to You This notice is intended to inform you of the privacy practices followed by the Green Mountain Higher

Education Consortium Health Plan and the Plan’s legal obligations regarding your protected health information under the Health Insurance 
Portability and Accountability Act of 1996 (HIPAA). The notice also explains the privacy rights you and your family members have as participants of 
the Plan. It is effective on January 1, 2017.

The Plan often needs access to your protected health information in order to provide payment for health services and perform plan administrative 
functions.  We want to assure the plan participants covered under the Plan that we comply with federal privacy laws and respect your right to 
privacy.  Green Mountain Higher Education Consortium requires all members of our workforce and third parties that are  provided access to 
protected health information to comply with the privacy practices outlined below.   

Protected Health Information:  Your protected health information is protected by the HIPAA Privacy Rule. Generally, protected health information 
is information that identifies an individual created or received by a health care provider, health plan or an employer on behalf of a  group health 
plan that relates to physical or mental health conditions, provision of health care, or payment for health care, whether past, present or future.   

How We May Use Your Protected Health Information:  Under the HIPAA Privacy Rule, we may use or disclose your protected health 
information for certain purposes without your permission. This section describes the ways we can use and disclose your protected health 
information.    

Payment:  We use or disclose your protected health information without your written authorization in order to determine eligibility for benefits,  
seek reimbursement from a third party, or coordinate benefits with another health plan under which you are covered. For example, a health care 
provider that provided treatment to you will provide us with your health information.  We use that information in order to determine whether those 
services are eligible for payment under our group health plan.   

Health Care Operations:  We use and disclose your protected health information in order to perform plan administration functions such as quality 
assurance activities, resolution of internal grievances, and evaluating plan performance. For example, we review claims experience in  order to 
understand participant utilization and to make plan design changes that are intended to control health care costs.    

Treatment:  Although the law allows use and disclosure of your protected health information for purposes of treatment, as a health plan we  
generally do not need to disclose your information for treatment purposes. Your physician or health care provider is required to provide you with an 
explanation of how they use and share your health information for purposes of treatment, payment, and health care operations.   

As permitted or required by law: We may also use or disclose your protected health information without your written authorization for other  
reasons as permitted by law. We are permitted by law to share information, subject to certain requirements, in order to communicate information 
on health-related benefits or services that may be of interest to you, respond to a court order, or provide information to further public health 
activities (e.g., preventing the spread of disease) without your written authorization. We are also permitted to share protected health information 
during a corporate restructuring such as a merger, sale, or acquisition. We will also disclose health information about you  when required by law, 
for example, in order to prevent serious harm to you or others.   

Pursuant to Your Authorization: When required by law, we will ask for your written authorization before using or disclosing your protected  health 
information. If you choose to sign an authorization to disclose information, you can later revoke that authorization to prevent any future  uses or 
disclosures.   

To Business Associates: We may enter into contracts with entities known as Business Associates that provide services to or perform functions 
on behalf of the Plan. We may disclose protected health information to Business Associates once they have agreed in writing to safeguard the 
protected health information. For example, we may disclose your protected health information to a Business Associate to administer claims. 
Business Associates are also required by law to protect protected health information.   

To the Plan Sponsor: We may disclose protected health information to certain employees of Green Mountain Higher Education Consortium  for 
the purpose of administering the Plan. These employees will use or disclose the protected health information only as necessary to perform plan 
administration functions or as otherwise required by HIPAA, unless you have authorized additional disclosures. Your protected  health information 
cannot be used for employment purposes without your specific authorization.   

Your Rights  

Right to Inspect and Copy: In most cases, you have the right to inspect and copy the protected health information we maintain about you. If you 
request copies, we will charge you a reasonable fee to cover the costs of copying, mailing, or other expenses associated with your request. Your 
request to inspect or review your health information must be submitted in writing to the person listed below. In some circumstances, we may deny 
your request to inspect and copy your health information. To the extent your information is held in an electronic  health record, you may be able to 
receive the information in an electronic format.   

Right to Amend: If you believe that information within your records is incorrect or if important information is missing, you have the right to request 
that we correct the existing information or add the missing information. Your request to amend your health information must be submitted in writing 
to the person listed below. In some circumstances, we may deny your request to amend your health information. If we deny your request, you may 
file a statement of disagreement with us for inclusion in any future disclosures of the disputed information.   
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Right to an Accounting of Disclosures: You have the right to receive an accounting of certain disclosures of your protected health information. 
The accounting will not include disclosures that were made (1) for purposes of treatment, payment or health care operations; (2)  to you; (3) 
pursuant to your authorization; (4) to your friends or family in your presence or because of an emergency; (5) for national security  purposes; or (6) 
incidental to otherwise permissible disclosures.   

Your request for an accounting must be submitted in writing to the person listed below. You may request an accounting of disclosures made  within 
the last six years. You may request one accounting free of charge within a 12-month period. 

 

Right to Request Restrictions:  You have the right to request that we not use or disclose information for treatment, payment, or other  
administrative purposes except when specifically authorized by you, when required by law, or in emergency circumstances. You also   
have the right to request that we limit the protected health information that we disclose to someone involved in your care or the payment  for 
your care, such as a family member or friend.   

Your request for restrictions must be submitted in writing to the person listed below. We will consider your request, but in most cases are not  
legally obligated to agree to those restrictions. However, we will comply with any restriction request if the disclosure is to a health plan for purposes 
of payment or health care operations (not for treatment) and the protected health information pertains solely to a health care item or service that 
has been paid for out-of-pocket and in full.   
 

Right to Request Confidential Communications. You have the right to receive confidential communications containing your health information. 
Your request for restrictions must be submitted in writing to the person listed below. We are required to accommodate reasonable requests.  For 
example, you may ask that we contact you at your place of employment or send communications regarding treatment to an alternate address   

Right to be Notified of a Breach:  You have the right to be notified in the event that we (or one of our Business Associates) discover a breach of 
your unsecured protected health information. Notice of any such breach will be made in accordance with federal requirements.   

Right to Receive a Paper Copy of this Notice:  If you have agreed to accept this notice electronically, you also have a right to obtain a   
paper copy of this notice from us upon request. To obtain a paper copy of this notice, please contact the person listed below.   

Our Legal Responsibilities:  We are required by law to protect the privacy of your protected health information, provide you with certain   
rights with respect to your protected health information, provide you with this notice about our privacy practices, and follow the information   
practices that are described in this notice.    

Complaints:  If you are concerned that we have violated your privacy rights, or you disagree with a decision we made about access to your  
records, you may contact the person listed above. You also may send a written complaint to the U.S. Department of Health and Human   
Services — Office of Civil Rights.  The person listed above can provide you with the appropriate address upon request or you may visit   
www.hhs.gov/ocr for further information. You will not be penalized or retaliated against for filing a complaint with the Office of Civil Rights or with 
us.   

We may change our policies at any time. In the event that we make a significant change in our policies, we will provide you with a revised   
copy of this notice. You can also request a copy of our notice at any time. For more information about our privacy practices, contact the   
person listed below.   

Special Enrollment Notice   

This notice is being provided to insure that you understand your right to apply for group health insurance coverage.   

You should read this notice even if you plan to waive coverage at this time.   

Loss of Other Coverage: If you are declining coverage for yourself or your dependents (including your spouse) because of other health
insurance or group health plan coverage, you may be able to enroll yourself and your dependents in this plan if you or your dependents lose  
eligibility for that other coverage (or if the employer stops contributing toward your or your dependents’ other coverage).  However, you must  
request enrollment within 30 days after your or your dependents’ other coverage ends (or after the employer stops contributing toward the   
other coverage).   

In addition, if you have a new dependent as a result of marriage, birth, adoption, or placement for adoption, you may be able to enroll   
yourself and your dependents. However, you must request enrollment within 30 days after the marriage, birth, adoption, or placement for   
adoption.   

Medicaid or CHIP:  If you or your dependents lose eligibility for coverage under Medicaid or the Children’s Health Insurance Program (CHIP) or 
become eligible for a premium assistance subsidy under Medicaid or CHIP, you may be able to enroll yourself and your dependents.  You must 
request enrollment within 60 days of the loss of Medicaid or CHIP coverage or the determination of eligibility for a premium assistance subsidy.   

If you have any questions or complaints, request special enrollment, or obtain more information, please contact:   benefits@gmhec.org   
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Green Mountain Higher Education Consortium 403(B) Plan 
UNIVERSAL AVAILABILITY NOTICE 
 
Green Mountain Higher Education Consortium maintains the Green Mountain Higher Education Consortium 403(B) Plan 
(“Plan”) to provide a convenient way for eligible employees to save for retirement.  All GMHEC employees are eligible to 
participate except: 

 Employees who normally work less than 20 hours per week 

Eligible employees may contribute to this 403(b) Plan by way of paycheck deductions only.  Participants may choose 
traditional pre-tax and/or Roth after-tax contribution types. 

Eligible part-time and full-time employees qualify for a match, for Fiscal Year 2025 participants receive a 200% Employer 
match up to 8% match.  See Plan documentation for more information. 

Enrolling in the Plan, Deferral Elections & Investments 

To enroll in the Plan, or to change your existing deferral, log into your Oracle account to specify your contribution 
percentage(s).  Deferral elections can be changed at any time during the year.  Elections become effective in the pay 
period during which the election is made. 

The instructions for using Oracle to make a deferral election can be found in the Benefits Guide on the GMHEC website 
page 6. Alternatively, you may reach out to the GMHEC Benefits Team at Benefits@gmhec.org or call 802-443-5485 for 
assistance.  

Upon enrollment, contributions are deposited to your Ascensus account.  Ascensus will create an account for a new Plan 
participant when the first contributions are received.  If you don’t choose investments contributions are made to a default 
fund.  Plan participants may make their own investment choices at any time. 

You may register for secure online access to your Ascensus account here https://secure.ascensus.com/login/participant.  

Information about the investment options available under the Plan can be found 
https://secure.ascensus.com/login/participant. From the Home page choose Plans and then Investments. You may also 
contact Ascensus at 844-749-9981. 

How much can you contribute? 

The Internal Revenue Code limits the amount you may contribute to the Plan each year.  For 2025, the 403(b) contribution 
limit is $23,500.  If you are age 50 or older in 2025, you may contribute an additional $7,500 in “catch-up” contributions, 
for a maximum of $31,000.  If you are age 60-63 as of December 31, you may contribute an additional $11,250 in “super 
catch-up” contributions, for a maximum of $34,750 in 2025.  For more information about enrolling in the Plan, changing 
your contribution amount, or determining your maximum contribution amount, please contact Benefits@gmhec.org or call 
802-443-5485. 

Additional Information 

Additional details about the Plan, including information about the employer matching contribution, are described in the 
Green Mountain Higher Education Consortium 403(B) Plan Summary Plan Description (SPD).  You can obtain a copy of 
the SPD on the GMHEC website or by contacting the Benefits@gmhec.org.   

Withdrawals from the plan are limited prior to your retirement or separation from service from the GMHEC.  See the SPD 
or contact GMHEC for more information. 

This Notice is not intended as tax or legal advice.  Employees are encouraged to contact their financial representative or 
tax professional with any questions. 
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Premium Assistance Under Medicaid and the Children’s 
Health Insurance Program (CHIP) 
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 questions 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, 2025.  Contact your State for 
more information on eligibility – 

ALABAMA – Medicaid ALASKA – Medicaid
Website: http://myalhipp.com/
Phone: 1-855-692-5447 

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 

ARKANSAS – Medicaid CALIFORNIA – Medicaid 
Website: http://myarhipp.com/
Phone: 1-855-MyARHIPP (855-692-7447) 

Health Insurance Premium Payment (HIPP) Program Website: 
http://dhcs.ca.gov/hipp 
Phone: 916-445-8322 
Fax: 916-440-5676 
Email: hipp@dhcs.ca.gov 

COLORADO – Health First Colorado (Colorado’s 
Medicaid Program) & Child Health Plan Plus 

(CHP+) 
FLORIDA – Medicaid 

Health First Colorado Website: 
https://www.healthfirstcolorado.com/  
Health First Colorado Member Contact Center:  
1-800-221-3943/State Relay 711 
CHP+: https://hcpf.colorado.gov/child-health-plan-plus  
CHP+ Customer Service: 1-800-359-1991/State Relay 711 
Health Insurance Buy-In Program 
(HIBI):  https://www.mycohibi.com/ 
HIBI Customer Service: 1-855-692-6442 

Website: 
https://www.flmedicaidtplrecovery.com/flmedicaidtplrecove
ry.com/hipp/index.html 
Phone: 1-877-357-3268 
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GEORGIA – Medicaid  INDIANA – Medicaid 

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

Health Insurance Premium Payment Program 
All other Medicaid Website: https://www.in.gov/medicaid/ 
http://www.in.gov/fssa/dfr/  
Family and Social Services Administration   
Phone: 1-800-403-0864  
Member Services Phone: 1-800-457-4584 

IOWA – Medicaid and CHIP (Hawki) KANSAS – Medicaid 

Medicaid Website: 
https://dhs.iowa.gov/ime/members 
Medicaid Phone: 1-800-338-8366 
Hawki Website:  
Hawki - Healthy and Well Kids in Iowa | Health & Human 
Services
Hawki Phone: 1-800-257-8563 
HIPP Website: Health Insurance Premium Payment (HIPP) | 
Health & Human Services (iowa.gov) 
HIPP Phone: 1-888-346-9562

Website: https://www.kancare.ks.gov/ 
Phone: 1-800-792-4884 
HIPP Phone: 1-800-967-4660 

KENTUCKY – Medicaid LOUISIANA – Medicaid 
Kentucky Integrated Health Insurance Premium Payment 
Program (KI-HIPP) Website: 
https://chfs.ky.gov/agencies/dms/member/Pages/kihipp.asp
x 
Phone: 1-855-459-6328 
Email: KIHIPP.PROGRAM@ky.gov 
KCHIP Website: https://kynect.ky.gov  
Phone: 1-877-524-4718 
Kentucky Medicaid Website: 
https://chfs.ky.gov/agencies/dms 

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

MAINE – Medicaid MASSACHUSETTS – Medicaid and CHIP
Enrollment Website:  
https://www.mymaineconnection.gov/benefits/s/?language=
en_US 
Phone: 1-800-442-6003
TTY: Maine relay 711 
Private Health Insurance Premium Webpage: 
https://www.maine.gov/dhhs/ofi/applications-forms 
Phone: 1-800-977-6740  
TTY: Maine relay 711

Website: https://www.mass.gov/masshealth/pa  
Phone: 1-800-862-4840 
TTY: 711 
Email: masspremassistance@accenture.com 

MINNESOTA – Medicaid MISSOURI – Medicaid 
Website:  
https://mn.gov/dhs/health-care-coverage/ 
Phone: 1-800-657-3672

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

MONTANA – Medicaid NEBRASKA – Medicaid  
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  
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NEVADA – Medicaid NEW HAMPSHIRE – Medicaid 
Medicaid Website: http://dhcfp.nv.gov 
Medicaid Phone: 1-800-992-0900 

Website: https://www.dhhs.nh.gov/programs-
services/medicaid/health-insurance-premium-program 
Phone: 603-271-5218 
Toll free number for the HIPP program: 1-800-852-3345, ext. 
15218 
Email: DHHS.ThirdPartyLiabi@dhhs.nh.gov

NEW JERSEY – Medicaid and CHIP NEW YORK – Medicaid
Medicaid Website: 
http://www.state.nj.us/humanservices/ 
dmahs/clients/medicaid/ 
Phone:  1-800-356-1561 
CHIP Premium Assistance Phone: 609-631-2392 
CHIP Website: http://www.njfamilycare.org/index.html 
CHIP Phone: 1-800-701-0710 (TTY: 711)

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

NORTH CAROLINA – Medicaid NORTH DAKOTA – Medicaid
Website: https://medicaid.ncdhhs.gov/
Phone: 919-855-4100 

Website: https://www.hhs.nd.gov/healthcare 
Phone: 1-844-854-4825 

OKLAHOMA – Medicaid and CHIP OREGON – Medicaid and CHIP
Website: http://www.insureoklahoma.org 
Phone: 1-888-365-3742

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

PENNSYLVANIA – Medicaid and CHIP RHODE ISLAND – Medicaid and CHIP 

Website: https://www.pa.gov/en/services/dhs/apply-for-
medicaid-health-insurance-premium-payment-program-
hipp.html 
Phone: 1-800-692-7462 
CHIP Website: Children's Health Insurance Program (CHIP) 
(pa.gov) 
CHIP Phone: 1-800-986-KIDS (5437) 

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

SOUTH CAROLINA – Medicaid SOUTH DAKOTA - Medicaid 
Website: https://www.scdhhs.gov 
Phone: 1-888-549-0820

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

TEXAS – Medicaid UTAH – Medicaid and CHIP 
Website:  Health Insurance Premium Payment (HIPP) 
Program | Texas Health and Human Services
Phone: 1-800-440-0493 

Utah’s Premium Partnership for Health Insurance (UPP) 
Website: https://medicaid.utah.gov/upp/
Email: upp@utah.gov 
Phone: 1-888-222-2542 
Adult Expansion Website: 
https://medicaid.utah.gov/expansion/ 
Utah Medicaid Buyout Program Website: 
https://medicaid.utah.gov/buyout-program/ 
CHIP Website: https://chip.utah.gov/ 

VERMONT– Medicaid VIRGINIA – Medicaid and CHIP 
Website: Health Insurance Premium Payment (HIPP) Program 
| Department of Vermont Health Access 
Phone: 1-800-250-8427 

Website: https://coverva.dmas.virginia.gov/learn/premium-
assistance/famis-select 
                 https://coverva.dmas.virginia.gov/learn/premium-
assistance/health-insurance-premium-payment-hipp-
programs  
Medicaid/CHIP Phone: 1-800-432-5924 
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To see if any other states have added a premium assistance program since July 31, 2025, or for more information on 
special enrollment rights, contact either: 

U.S.  Department of Labor U.S.  Department of Health and Human Services 
Employee Benefits Security Administration Centers for Medicare & Medicaid Services 
www.dol.gov/agencies/ebsa www.cms.hhs.gov 
1-866-444-EBSA (3272) 1-877-267-2323, Menu Option 4, Ext.  61565 

Paperwork Reduction Act Statement 

According to the Paperwork Reduction Act of 1995 (Pub.  L.  104-13) (PRA), no persons are required to respond to a 
collection of information unless such collection displays a valid Office of Management and Budget (OMB) control number.  
The Department notes that a Federal agency cannot conduct or sponsor a collection of information unless it is approved 
by OMB under the PRA, and displays a currently valid OMB control number, and the public is not required to respond to a 
collection of information unless it displays a currently valid OMB control number.  See 44 U.S.C.  3507.  Also, 
notwithstanding any other provisions of law, no person shall be subject to penalty for failing to comply with a collection of 
information if the collection of information does not display a currently valid OMB control number.  See 44 U.S.C.  3512. 

The public reporting burden for this collection of information is estimated to average approximately seven minutes per 
respondent.  Interested parties are encouraged to send comments regarding the burden estimate or any other aspect of 
this collection of information, including suggestions for reducing this burden, to the U.S. Department of Labor, Employee 
Benefits Security Administration, Office of Policy and Research, Attention: PRA Clearance Officer, 200 Constitution 
Avenue, N.W., Room N-5718, Washington, DC 20210 or email ebsa.opr@dol.gov and reference the OMB Control 
Number 1210-0137. 

OMB Control Number 1210-0137 (expires 1/31/2026)

WASHINGTON – Medicaid WEST VIRGINIA – Medicaid and CHIP
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)

WISCONSIN – Medicaid and CHIP WYOMING – Medicaid 

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 
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Military Family Leave Entitlements: Eligible employees whose spouse, son, daughter or parent is on covered active duty or call to covered active
duty status may use their 12-week leave entitlement to address certain qualifying exigencies. Qualifying exigencies may  include attending certain 
military events, arranging for alternative childcare, addressing certain financial and legal arrangements, attending certain counseling sessions, and 
attending post-deployment reintegration briefings.   

FMLA also includes a special leave entitlement that permits eligible employees to take up to 26 weeks of leave to care for a covered  service- member 
during a single 12-month period. A covered service member is:   

(1) a current member of the Armed Forces, including a member of the National Guard or Reserves, who is undergoing medical treatment, 
recuperation or therapy, is otherwise in outpatient status, or is otherwise on the temporary disability retired list, for a serious injury or illness*; or (2) a 
veteran who was discharged or released under conditions other than dishonorable at any time during the five year period prior to the first date the 
eligible employee takes FMLA leave to care for the covered veteran, and who is undergoing medical  treatment, recuperation, or therapy for a serious 
injury or illness.*   
*The FMLA definitions of “serious injury or illness” for current service members and veterans are distinct from the FMLA definition of “serious health 
condition”.   

Benefits and Protections  During FMLA leave, the employer must maintain the employee’s health coverage under any “group health plan” on the 
same terms as if the employee had continued to work. Upon return from FMLA leave, most employees must be restored to their original or 
equivalent positions with equivalent pay, benefits, and other employment terms. Use of FMLA leave cannot result in the loss of any employment benefit 
that accrued prior to the start of an employee’s leave.   
 
Eligibility Requirements:  Employees are eligible if they have worked for a covered employer for at least 12 months, have 1,250 hours of service in the 
previous 12 months*, and if at least 50 employees are employed by the employer within 75 miles.   
*Special hours of service eligibility requirements apply to airline flight crew employees.   
 

Definition of Serious Health Condition:  A serious health condition is an illness, injury, impairment, or physical or mental condition that involves either 
an overnight stay in a medical care facility, or continuing treatment by a health care provider for a condition that either  prevents the employee from 
performing the functions of the employee’s job, or prevents the qualified family member from participating in school or other daily activities.   

Subject to certain conditions, the continuing treatment requirement may be met by a period of incapacity of more than 3 consecutive calendar days 
combined with at least two visits to a health care provider or one visit and a regimen of continuing treatment, or incapacity due to pregnancy, or 
incapacity due to a chronic condition. Other conditions may meet the definition of continuing treatment.   
 
Use of Leave:  An employee does not need to use this leave entitlement in one block. Leave can be taken intermittently or on a reduced leave 
schedule when medically necessary. Employees must make reasonable efforts to schedule leave for planned medical treatment so as  not to unduly 
disrupt the employer’s operations. Leave due to qualifying exigencies may also be taken on an intermittent basis.   
 
Substitution of Paid Leave for Unpaid Leave:  Employees may choose or employers may require use of accrued paid leave while taking  FMLA 
leave.  In order to use paid leave for FMLA leave, employees must comply with the employer’s normal paid leave policies.   
 
Employee Responsibilities:  Employees must provide 30 days advance notice of the need to take FMLA leave when the need is foreseeable. When 
30-days notice is not possible, the employee must provide notice as soon as practicable and generally must comply with an employer’s normal call-in 
procedures.   
 
Employees must provide sufficient information for the employer to determine if the leave may qualify for FMLA protection and the anticipated timing and 
duration of the leave. Sufficient information may include that the employee is unable to perform job functions; the family member is  unable to perform 
daily activities, the need for hospitalization or continuing treatment by a health care provider, or circumstances supporting the need for military family 
leave. Employees also must inform the employer if the requested leave is for a reason for which FMLA leave was previously taken or certified. Employees 
also may be required to provide a certification and periodic recertification supporting the need for leave.
 
Employer Responsibilities:  Covered employers must inform employees requesting leave whether they are eligible under FMLA. If they  are, the 
notice must specify any additional information required as well as the employees’ rights and responsibilities. If they are not eligible, the employer 
must provide a reason for the ineligibility.  
  
Covered employers must inform employees if leave will be designated as FMLA-protected and the amount of leave counted against the   
employee’s leave entitlement. If the employer determines that the leave is not FMLA-protected, the employer must notify the  employee.   
 
Unlawful Acts by Employers:   FMLA makes it unlawful for any employer to: Interfere with, restrain, or deny the exercise of any right provided under 
FMLA; and discharge or discriminate against any person for opposing any practice made unlawful by FMLA or for involvement in any proceeding under 
or relating to FMLA.   
 

Enforcement:  An employee may file a complaint with the U.S. Department of Labor or may bring a private lawsuit against an employer. FMLA does 
not affect any Federal or State law prohibiting discrimination, or supersede any State or local law or collective bargaining agreement which provides 
greater family or medical leave rights.   
 
FMLA section 109 (29 U.S.C. § 2619) requires FMLA covered employers to post the text of this notice. Regulation 29 C.F.R. § 825.300(a)  may require 
additional disclosures.   
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Your Rights and Protections Against Surprise Medical Bills 

 

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.   

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.   

The contents of this document do not have the force and effect of law and are not meant to bind the public in any way, unless 
specifically incorporated into a contract.  This document is intended only to provide clarity to the public regarding existing 
requirements under the law.  

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.   

 

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.   
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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:   

o Cover emergency services without requiring you to get approval for services in advance (prior authorization).  

o Cover emergency services by out-of-network providers.   

o 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 the No Surprises Helpdesk, operated by the U.S. Department of Health and 

Human Services, at 1-800-985-3059.   

Visit https://www.cms.gov/files/document/memo-no-surprises-act-phone-number-and-website-url-clean-508-mm2.pdf for more information 

about your rights under federal law.   

Michelle’s Law 
Michelle’s Law is a federal law that requires certain group health plans to continue eligibility for adult dependent children who are 
students attending a post-secondary school, where the children would otherwise cease to be considered eligible students due to a 
medically necessary leave of absence from school  In such a case, the Plan must continue to treat the child as eligible up to the earlier of: 

The date that is one year following the date the medically necessary leave of absence began; or the date coverage would otherwise 
terminate under the Plan. 

For the protections of Michelle’s Law to apply, the child must: 

Be a dependent child, under the terms of the Plan, or a participant or beneficiary, and 

Have been enrolled in the Plan, and as a student at a post-secondary educational institution, 

Immediately preceding the first day of the medically necessary leave of absence. 

“Medically necessary leave of absence” means any change in enrollment at the post-secondary school that begins while the child is 
suffering from a serious illness or injury, is medically necessary, and causes the child to lose student status for purposes of coverage 
under the Plan. 

If you believe your child is eligible for this continued eligibility, you must provide to the Plan a written certification by his or her treating 
physician that the child is suffering from a serious illness or injury and that the leave of absence is medically necessary. 

If you have any questions regarding the information contained in this notice or your child’s right to Michelle’s Law’s continued coverage, 
you should contact the Plan Administrator. 

    

 


