OSCGr Nongroup Enrollment/Change Request Pennsylvania Off-Exchange

Choose your plan

© Oscar Classic Bronze O Oscar Saver Silver O Individual © Parent & Child(ren) O child Only
© Oscar Classic Gold O Oscar Simple Bronze O Individual & Spouse O Family
© Oscar Classic Silver O Oscar Simple Silver ype of Activity
[J Add dependent [ ch benefit pl
(O Oscar Saver Bronze O Oscar Simple Secure P ange benefit plan [J Update name
] Remove dependent ] Marital status change and/or address
O Oscar Classic Bronze Next O Oscar Classic Silver Next [J New enrollment
[J special enroliment period (following a triggering event, see list in instructions)
Requested
Note: Pediatric Dental coverage is included in all medical plans Start Date / / Date of QLE / /
Oscar ID (if changing an existing plan) Qualifying life event (if applicable)
Who's Covered
Name (First, Middle Initial, Last) Is dependen| Sex Social Security No. Date of Birth Phone number | Email Eligible for | smoker?**
disabled?* [(M/F) (MM/DD/YYYY) Medicare?
Applicant 0 O O
Spouse O
Child N 0 0
dependent(s)
O O O
O O O
O O O
O O O
O O O

* If you have a disabled dependent over age 26, please contact us at brokers@hioscar.com to request a disabled dependent form
** Within the past 6 months have you used any tobacco products 4 or more times per week, on average, excluding religious or ceremonial use? Tobacco products include products such as cigarettes, e-
cigarettes, cigars, chewing tobacco, snuff, pipe tobacco, and others. Note that when determining your premium, Oscar may consider whether you smoke or use tobacco.

Just a few more questions

Home address (P.O. box does not qualify) Apt # City County State Zip code
Home phone Cell phone Email address
Primary language (if other than English) Marital status O Single O Married O Domestic Partner

If your mailing address is different than your home address, please enter it below

Name Address Apt # City County State Zip code
Do you maintain ahome in another state or county? O Yes O No Are you a Pennsylvania O Yes O No

resident?
Doyou have a Primary Care Physician? O Yes O No If yes, please provide your Primary Care Physician’s phone number (Optional)

GA / Broker info (if applicable)

Name Writing number Agency name Phone Email
orNational Producer Number (NPN)

GA

Broker

Co-broker




Please Read the Following Terms & Conditions Carefully

| understand that upon review of my Contract that | may cancel it. Any request to cancel must be made in writing within 10 days from the date | receive the Contract. On behalf of myself and any covered
dependents, to the extent permitted by law, | hereby authorize all health care providers who have rendered service to any of us and any payers of claims to provide to Oscar any records pertaining to care
provided, claims paid and/or our medical history. | authorize Oscar to provide such information to network physicians for the purpose of continuity of care, medical management, etc. Any person who knowingly
and with intent to defraud any insurance company or other person files an application for insurance or statement of claim containing any materially false information or conceals for the purpose of misleading,
information concerning any fact material thereto commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties (18 Pa.C.S.A. s 4117(k)(1)). | am applying for coverage
for myself, my spouse and my eligible dependent children named on this application. All statements made within this form are true and accurate to the best of my knowledge.

Signature Date

By typing your name, you are signing this Agreement electronically and consenting to its terms & conditions. You agree your electronic signature is the legal equivalent of your manual signature on this
Agreement. Note that Oscar will use either your qualifying event date or date the application was submitted to Oscar to determine your effective date of coverage. We will not use the signature date on this

application.



Instructions

« With the exception of the last question, you must complete all
sections, and sign and date this form.

« Please print except when a signature is requested.

« If a dependent child is disabled and you want to continue his or
her coverage beyond age 26, attach proof of disability and contact
Oscar for a Disabled Dependent form.

« Ifyouare applyingto add aspouse, civil union partner, domestic
partner, or child outside of Open Enroliment please check “Add
dependent” in the “Type of Activity” section and identify the
applicable Qualifying Life Event.

= Eligible for Medicare means the person satisfies the requirements
for Medicare but has not yet enrolled in Medicare. Entitled or
Enrolled under Medicare parts Aor B means you have Medicare and
CANNOT enroll in an individual plan.

= If you have any questions concerning the benefits or services
provided by or excluded under this policy, contact a customer
service representative by navigating to “Get help” on hioscar.com
oremailing help@hioscar.com before signing this form.

« Keep acopy of this completed application!

* Youcan print out a temporary ID card on hioscar.com if needed.
Coverage must be verified with Oscar prior to visiting with a
specialist or admission to ahospital.

Qualifying Life Eventsinclude, but
are not limited to:

1. Involuntary loss of minimum essential coverage

2. Dependent attained age 26 and lost coverage

3. Marketplace changed your subsidydetermination
4

Change in household due to marriage, domestic partnership,
birth, adoption or placement for adoption, placement in
foster care or a child support order or other court order

5. Gainedaccess to plans as aresult of permanentmovetoa
new state

6. No longerincarcerated
7. Became lawfully present
8. Holds or gainedstatus as an Native American or Alaska Native

For a list of Qualifying Life Event documentation,
please see hioscar.com/brokers

Eligibility

You must not be enrolled in or entitled to Medicare Parts A or B.

If application is made for the Secure Plan the following additional
requirements apply:

1. Youmust be under 30 years old at the beginning of the plan
year; OR

2. Youmusthave a Certificate of Hardship Exemption from the
Marketplace. Attach a copy to yourapplication.

The Annual Open Enroliment Period is the designated period of
time each year during which you may apply for, or change
coverage for, yourself and your dependents. Your application must
be received during the designated Annual Open Enrollment
Period, unlessyou've experienced aQualifying Life Event. For2020
coverage, the Annual Open Enroliment Period runs from
November 1, 2019 through December 15, 2019.

A Special Enrollment Period lasts for 60 days following a Qualifying
Life Event. In certain cases, the applicant may also apply during the
60 days leading up to the Qualifying Life Event.

Pediatric dentalis a mandatory Essential Health Benefit underthe
Affordable Care Act (ACA) andis included in all plans. Benefits are
provided to any covered person under the age of 19.

Note: If you currently have coverage, and the plan for which
you are applying will replace the current coverage, you should
not terminate your current policy until the new coverage isactive.

oscar


mailto:help@hioscar.com
mailto:help@hioscar.com

Non-Discrimination

Notice of Non-Discrimination:

Discrimination is Against the Law

Oscar complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color,
national origin, age, disability, or sex, including sex stereotypes and gender identity. Coverage for medically
necessary health services is made available on the same terms for all individuals, regardless of sex assigned
at birth, gender identity, or recorded gender. Oscar will not deny or limit coverage to any health service based
on the fact that an individual's sex assigned at birth, gender identity, or recorded gender is different from the
one to which such health service is ordinarily available. Oscar will not deny or limit coverage for a specific
health service related to gender transition if such denial or limitation results in discriminating against a
transgender individual.

Oscar:
+  Provides free aids and services to people with disabilities to communicate effectively with us, such as:
« Qualified sign language interpreters
«  Written information in other formats (large print, audio, accessible electronic formats, other formats)

«  Provides free language services at all times to people whose primary language is not English, such as:
+ Qualified interpreters
+ Information written in other languages

If you need these services, contact Member Services at 1-855-OSCAR-55 (TTY: 7-1-1).

If you believe that Oscar has failed to provide these services or discriminated in another way on the basis of
race, color, national origin, age, disability, or sex, you can file a grievance with:

CA Members: Oscar Health Plan of California, Attention Grievances 9942 Culver City Blvd., PO Box 1279,
Culver City, CA 90232

All other Members: Oscar Insurance, Attention: Grievances, PO Box 52146, Phoenix, AZ 85072

1-855-OSCAR-55 (TTY: 7-1-1), Mon - Fri 8 am - 8 pm/ Sat - Sun 9 am - 5 pm (EST), Fax: 1-888-977-2062, Email:
help@hioscar.com. You can file a grievance in person or by mail, fax, or em ail. If you need help filing a
grievance, Oscar's Grievances Department is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for
Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.nhs.gov/ocr/portal/lobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services
200 Independence Avenue, SW Room 509F,
HHH Building Washington, D.C. 20201
1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Language Assistance Services for the Deaf or Hard of Hearing
ATTENTION: If you are deaf or hard of hearing, talk to text services, free of charge, are available to you. Call
1-855-Oscar-55 and dial 711 to receive TTY/TDD services.

OSCOr hioscar.com
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Multi-language interpreter services

Espafiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingiiistica. Llame al 1-855-OSCAR-55.
ZREPX (Chinese): T8 MRBEAERIX, BAINRBERSESEERS. BHE 1-855-05CAR-55.

Pycckuii (Russian): BHYIMAHVIE: Ecnv Bbl FOBOpUTE Ha PYCCKOM $i3blKe, TO BaM LOCTYMHbI 6ecniaTHble ycnyrn nepesopa. 38oHuTe 1-855—
OSCAR-55.

Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyodl Ayisyen, gen sevis éd pou lang ki disponib gratis pou ou. Rele 1-855-
OSCAR-55.

80 (Korean): F2|: 511015 Al&35HAl= Z2, A0 X[ MH|AE B2 2 0|&5HA 4 AUFLICE 1-855-0SCAR-55 M= Hstsl FHAIL.
Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia I'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il
numero 1-855-OSCAR-55.

1-855-OSCAR-55. D11 .HRNAN 119 ™A DYDMIYD 991 TRIAW TN IR INNIRA WIVT TR DTY 1R 2K ONTpIvnanx :(Yiddish) e

<&l (Bengali):
-855-0SCAR-55.
Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwor pod numer 1-855-OSCAR-55.
B5-RACSO-558-1 ai s el oyladls el 53l &ygalll Suelial) wlosas s &alll K31 a1 iligale ((Arabic) gyl
Francais (French): ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-855-

OSCAR-55. .
1-855-0SCAR-55 LS JIS - oy wliians o o lass 58 ss 68 0L 58 T 55 ot 2ilss sl ol 812,10, (Urdu) 9!

Tagalog (Tagalog - Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-855-OSCAR-55.

AANViKa (Greek): MPOZOXH: Av HIAATe EANANVLIKG, otn SLaBeor) oag Bplokovtal uttnpeoteg YAWOOLKNAG UTTOCTHPLENG, OL
otoleg tapéyovtat Swpeav. Karéote 1-855-OSCAR-55.

Shqip (Albanian): KUJDES: Nése flitni shqip, pér ju ka né dispozicion shérbime té asistencés gjuhésore, pa pagesé. Telefononi né 1-855-

OSCAR-55.
Tiéng Viét (Vietnamese): CHU Y: Néu ban néi Tiéng Viét, c6 cac dich vu hd trg ngdn ngtr mién phi danh cho ban. Goi s6 1-855-0OSCAR-55.
f&&Y (Hindi): 1-855-0SCAR-55

1-855-0SCAR-55 & w1, Lack (51 50T, & yams ol e (i€ goo KA geca s )y 20 S 1am 55 s(FAFST) oyl

Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung.
Rufnummer: 1-855-OSCAR-55.

yexRidll (Gujarati): 1-855-0OSCAR-55.
HZ:E (Japanese): SIBEIE: HAEFZEINZIEES. BHOSEXEEZ CFIBVCEIFET, 1-855-0SCAR-55 £T. HEFICTIBELLLEST
(AR

959290 (Lao): Wag9v: 71999 1hancdIwrm9 290, NINdSNIVZo8cEdIVWIHI, Eo@i)cé’)y‘w, w)uJDenlBnIv. s 1-855-OSCAR-55.

Portugués (Portuguese): ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 1-855-OSCAR-55.
ho9C% (Amharic): 09040: Q0957+ £k A09CE NP R+C79° hC%F SCEFTFI NI AS7THP T +HIZ+PA: @3 07h+Am- P 3.0 ¢
1-855-OSCAR-55.

2uwkpkL (Armenian): NhGUAPNRESNR Y bPbE pununud bp Gwbpbl, wow dbg wlfwp Gupng BU mpudwgpd b g wlub wywlgnd ol
Swnwnifdyniilbp: g.milq.luf.luphp 1-855-OSCAR-55.

UwrEt (Punjabi): 1-855-0SCAR-55

2

121 (Cambodian): 1-855-OSCAR-55.
Hmoob (Hmong): LUS CEEV: Yog tias koj hais lus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-855-OSCAR-55.
aelng (Thai): § 1eaamanslngausnnsald usnse 1smdamanule W5 Tns 1-855-0SCAR-55.

Deitsch (Pennsylvania Dutch: Wann du [Deitsch (Pennsylvania German / Dutch)] schwetzscht, kannscht du mitaus Koschte ebber gricke, ass
dihr helft mit die englisch Schprooch. Ruf selli Nummer uff: Call 1-855-OSCAR-55 (TTY: 711).

Oroomiffa (Oromo): XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-855-
OSCAR-55.

Nederlands (Dutch): AANDACHT: Als u nederlands spreekt, kunt u gratis gebruikmaken van de taalkundige diensten. Bel 1-855-OSCAR-55.
YkpaiHcbka (Ukrainian): YBATA! KLU0 B/ pO3MOBASiETe YKPAiHCbKOK MOBOHO, B MOXeTe 3BEPHYTUCA A0 6e3KOLITOBHOI
CNyx6u MOBHOI MiATPMMKN. TenedoHyriTe 3a Homepom 1-855-OSCAR-55.

Romana (Romanian): ATENTIE: Daca vorbiti limba romana, va stau la dispozitie servicii de asistentd lingvistica, gratuit.
Sunati la 1-855-OSCAR-55

Srpsko-hrvatski (Serbo-Croatian): OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezitke pomo¢i dostupne su vam
besplatno. Nazovite 1-855-OSCAR-55

OSC-NDN-2020
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