Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2019 - 12/31/2019
Oscar Platinum 90 EPO

Coverage for: Individual + Family Plan Type: EPO

The Summary of Benefits and Coverage (SBC) document will help you choose a health plan. The SBC shows you how you
and the plan would share the cost for covered health care services. NOTE: Information about the cost of this plan (called

{4 the premium) will be provided separately. This is only a summary. For more information about your coverage, or to get a copy of the
ﬂ complete terms of coverage, call 1-855-OSCAR-55 or visit https://lwww.hioscar.com/forms/2019/ca. For general definitions of common terms,

such as allowed amount, balance billing, coinsurance, copayment, deductible, provider, or other underlined terms see the Glossary. You can
view the Glossary at www.dol.gov/ebsalhealthreform or call 1-855-OSCAR-55 to request a copy.

‘ Important Questions m Why this Matters:

What is the overall
deductible?

Are there services covered
before you meet your
deductible?

Are there other deductibles
for specific services?

What is the out-of-pocket
limit for this plan?

What is not included in the
out-of-pocket limit?

Will you pay less if you use
a network provider?

Do you need a referral to
see a specialist?

$0 individual / $0 family

Yes. Preventive care,
pre- and post-natal care,
outpatient rehab/hab,
labs, hospice, PCP,

specialist and
telemedicine.

No.

$3,350 individual /
$6,700 family

Premiums and
healthcare this plan
does not cover.

Yes. See
www.hioscar.com or
call 1-855-OSCAR-55 for

See the Common Medical Events chart below for your costs for services this plan covers.

This plan covers some items and services even if you haven't yet met the deductible amount. But a
copayment or coinsurance may apply. For example, this plan covers certain preventive services
without cost sharing and before you meet your deductible. See a list of covered preventive
services at https:/iwww.healthcare.govicoveragel/preventive-care-benefits/.

You don't have to meet deductibles for specific services.

The out-of-pocket limit is the most you could pay in a year for covered services. If you have other
family members in this plan, they have to meet their own out-of-pocket limits until the overall family

out-of-pocket limit has been met.

Even though you pay these expenses, they don’t count toward the out-of-pocket limit.

This plan uses a provider network. You will pay less if you use a provider in the plan’s network.
You will pay the most if you use an out-of-network provider, and you might receive a bill from a

a list of network
providers.

No.

provider for the difference between the provider’'s charge and what your plan pays (balance
billing). Be aware your network provider might use an out-of-network provider for some services
(such as lab work). Check with your provider before you get services.

You can see the specialist you choose without a referral.
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ﬁ All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Medical
Event

If you visit a
health care
provider’s office
or clinic

Services You May Need

Primary care visit to treat an injury or

What You Will Pay

Network Provider (You
will pay the least)

$15.00 copay/visit not

Out-of-Network
Provider (You will pay
the most)

Limitations, Exceptions, & Other
Important Information

illness subject to deductible Not Covered none
Specialist visit $30.00 copay/visitnot |\~ .

subject to deductible

Preventive
care/screening/immunization

$0.00 copay!/visit not
subject to deductible

Not Covered

You may have to pay for services that
aren't preventive. Ask your provider if
the services you need are preventive.
Then check what your plan will pay for.

If you have a test

Diagnostic test (x-ray, blood work)

$30.00 copay/visit not
subject to deductible (x-
ray), $15.00 copay/visit
not subject to deductible
(lab work)

Not Covered

Preauthorization may be required. If

you don't get preauthorization, payment
for care may be denied.

Imaging (CT/PET scans, MRIs)

$75.00 copay/visit not
subject to deductible

Not Covered

Preauthorization is required. If you don't

get preauthorization, payment for care
may be denied.
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Common Medical
Event

If you need drugs
to treat your
illness or
condition

More information

about prescription

drug coverage is
available at

www.hioscar.com/
search/CAl/drugs?

Services You May Need

What You Will Pay

Network Provider (You
will pay the least)

$5.00 copay/30 day
supply not subject to

deductible (retail),

Out-of-Network
Provider (You will pay
the most)

Limitations, Exceptions, & Other
Important Information

Covers up to 30 day supply at retail and
up to 90 day supply for mail order.
Preauthorization/ step therapy may be

Tier 1 $12.50 copay/90 day Not Covered required. If you don't get
supply not subject to preauthorization, payment for care may
deductible (mail order) be denied
$15.00 copay/30 day Covers up to 30 day supply at retail and
supply not subject to up to 90 day supply for mail order.

Tier 2 deductible (retail), Not Covered Preauthorization/ step therapy may be

$37.50 copay/90 day
supply not subject to
deductible (mail order)

required. If you don't get
preauthorization, payment for care may
be denied

Tier 3

$25.00 copay/30 day
supply not subject to
deductible (retail),
$62.50 copay/90 day

Not Covered

Covers up to 30 day supply at retail and
up to 90 day supply for mail order.
Preauthorization/ step therapy may be
required. If you don't get

ear=2019 supply not subject to preauthorization, payment for care may

deductible (mail order) be denied

10% sainsurance o e
Tier 4 subject to deductible Not Covered y supply 9 car Sp y

; : Pharmacy. Preauthorization/step
(retail/mail order) .
therapy may be required.
Facility fee (e.g., ambulatory surgery $100.00 copay/visit not Preautharization may be required. If
center) subject to deductible Not Covered you don't get preaut_horlzatlon payment
If you have = for care may be denied.

outpatient surgery

Physician/surgeon fees

$25.00 copay/surgery not

subject to deductible

Not Covered

Preauthorization may be required. If

you don't get preauthorization, payment
for care may be denied.
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Common Medical
Event

If you need
immediate
medical attention

Services You May Need

What You Will Pay

Network Provider (You
will pay the least)

$150.00 copay/visit not
subject to deductible (ER
Facility Fee), $0.00

Out-of-Network
Provider (You will pay
the most)

$150.00 copay/visit not
subject to deductible (ER
Facility Fee), $0.00

Limitations, Exceptions, & Other
Important Information

Emergency room care - . . . none
copay/visit not subject to | copay/visit not subject to
deductible (ER Physician | deductible (ER Physician
Fee) Fee)

. . $150.00 copay/transport | $150.00 copay/transport
gency p X . : . none
=nereray nod cal rars o na 9 not subject to deductible | not subject to deductible non
Urgent care $15.00 copayhvisit not Not Covered none

subject to deductible

If you have a
hospital stay

Facility fee (e.g., hospital room)

$250.00 copay/day for up
to five days not subject to
deductible

Not Covered

Copayment applies per day up to 5
days. Preauthorization is required for

inpatient stays, except for emergency
admissions. If you don't get

preauthorization, payment for care may
be denied.

Physician/surgeon fees

$0.00 copay/visit not
subject to deductible

Not Covered

Preauthorization required. If you don't

get preauthorization, payment for care
may be denied.

If you need mental
health, behavioral
health, or
substance abuse
services

Mental/Behavioral health outpatient
services

$15.00 copay/visit not
subject to deductible
(office visit/for other
outpatient services)

Not Covered

none

Mental/Behavioral health inpatient
services

$250.00 copay/day for up
to five days not subject to
deductible

Not Covered

Copayment applies per day upto 5
days. Preauthorization is required for

inpatient stays, except for emergency
admissions. If you don't get

preauthorization, payment for care may
be denied.
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Common Medical
Event

If you are
pregnant

Services You May Need

Office Visit

What You Will Pay

Network Provider (You
will pay the least)

$0.00 copay/visit not
subject to deductible

Out-of-Network
Provider (You will pay
the most)

Not Covered

Childbirth/delivery professional services

$0.00 copay!/visit not
subject to deductible

Not Covered

Limitations, Exceptions, & Other
Important Information

Cost-sharing does not apply to certain
preventive services. Depending on the
type of services, cost-sharing may
apply. Maternity care may include tests
and services described elsewhere in the
SBC (i.e. ultrasound).

Childbirth/delivery facility services

$250.00 copay/day for up
to five days not subject to

Not Covered

Copayment applies per day up to 5
days. Preauthorization is not required if

patient stay <48 hours (<96 hours for a
cesarean). If you don't get

If you need help
recovering or
have other special
health needs

Home health care

subject to deductible

deductible 2
preauthorization, payment for care may
be denied.
Up to 100 visits/year. Preauthorization
$20.00 copay/visit not is required. If you don't get

Not Covered

preauthorization, payment for care may
be denied.

Rehabilitation services

$15.00 copay/visit not
subject to deductible

Not Covered

Preauthorization is required. If you don't

get preauthorization, payment for care
may be denied.

Habilitation services

$15.00 copay/visit not
subject to deductible

Not Covered

Preauthorization is required. If you don't

get preauthorization, payment for care
may be denied.

Skilled nursing care

$150.00 copay/day for up
to five days not subject to

deductible

Not Covered

Up to 100 visits per Plan Year.
Preauthorization is required. If you don't

get preauthorization, payment for care
may be denied.

Durable medical equipment

10% coinsurance not
subject to deductible

Not Covered

Preauthorization is required for
purchases and rentals >$500. If you don't

get preauthorization, payment for care
may be denied.
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What You Will Pay

Limitations, Exceptions, & Other
Important Information

Common Medical
Event

Services You May Need Network Provider (You Out-t_)f-Network _
Provider (You will pay

the most)

will pay the least)

Inpatient hospice care is subject to the
- inpatient hospital cost-sharing.
Hospice services $0'QO copay/visit _not Not Covered Preauthorization may be required. If
subject to deductible

you don't get preauthorization, payment
for care may be denied.

If you need help
recovering or
have other special
health needs

$0.00 copay/visit not : .
Eye exam subject to deductible Not Covered 1 exam in a 12 month period.
If your child $0.00 copay/item not 1 pair of glasses or contact lenses in a
needs dental or Glasses subject to deductible Not Covered 12 month period.
eye care -
- Limited to 1 exam every 6 months.
$0.00 copay/visit not . .
Dental check-up subject to deductible Not Covered 3:&1:ctlble does not apply to preventive

Excluded Services & Other Covered Services:

Services Your Plan Generally Does NOT Cover (Check your policy or plan document for more information and a list of any other excluded services.)

e Chiropractic care e Hearing aids e Non-emergency care when traveling outside the
u.s.

* Routine eye care (Adult)
e Weight loss programs

e Cosmetic surgery ¢ [nfertility treatment
e Dental care (Adult) e Long-term care

Other Covered Services (Limitations may apply to these services. This isn’t a complete list. Please see your plan document.)

e Abortion e Bariatric surgery e Routine foot care
e Acupuncture ¢ Private-duty nursing
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Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. To contact Oscar call 1-855-OSCAR-55, or the contact information for
those agencies is: California Department of Managed Health Care, California Help Center, 980 9th Street, Suite 500 Sacramento, CA 95814 at 1-888-466-2219
or http:/lwww.HealthHelp.ca.gov. Other coverage options may be available to you too, including buying individual insurance coverage through the Health
Insurance Marketplace. For more information about the Marketplace, visit www.HealthCare.gov or call 1-800-318-2596.

Your Grievance and Appeals Rights:

There are agencies that can help if you have a complaint against your plan for a denial of a claim. This complaint is called a grievance or appeal. For more
information about your rights, look at the explanation of benefits you will receive for that medical claim. Your plan documents also provide complete information
to submit a claim, appeal, or a grievance for any reason to your plan. For more information about your rights, this notice, or assistance, contact:
http://Iwww.HealthHelp.ca.gov

Does this plan provide Minimum Essential Coverage? Yes.

If you don’t have Minimum Essential Coverage for a month, you’ll have to make a payment when you file your tax return unless you qualify for an exemption
from the requirement that you have health coverage for that month.

Does this plan meet the Minimum Value Standards? Yes.

If your plan doesn’t meet the Minimum Value Standards, you may be eligible for a premium tax credit to help you pay for a plan through the Marketplace.

To see examples of how this plan might cover costs for a sample medical situation, see the next page.
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About these Coverage Examples:

i
&

1\

note these coverage examples are based on self-only coverage.

Peg is Having a Baby

(9 months of in-network pre-natal care and a
hospital delivery)

= The plan’s overall deductible: $0

= Specialist: $30.00 copay/visit not subject to
deductible

= Hospital (facility): $100.00 copay/visit not
subject to deductible

= Other: 10% coinsurance not subject to
deductible

This EXAMPLE event includes services like:
Specialist office visits (prenatal care)
Childbirth/delivery professional services
Childbirth/delivery facility services

Diagnostic tests (ultrasounds and blood work)
Specialist visit (anesthesia)

Total $7,500
In this example, Peg would pay:
Cost Sharing

Deductibles $0
Copays $600
Coinsurance $0

What isn’t covered
Limits or exclusions $200
Total $800

The plan would be responsible for the other costs of these EXAMPLE covered services.

Managing Joe’s Type 2 Diabetes
(a year of routine in-network care of a well-
controlled condition)

= The plan’s overall deductible: $0

= Specialist: $30.00 copay/visit not subject to
deductible

= Hospital (facility): $100.00 copay/visit not
subject to deductible

= Other: 10% coinsurance not subject to
deductible

This EXAMPLE event includes services like:
Primary care physician office visits (including disease
education)

Diagnostic tests (blood work)

Prescription drugs

Durable medical equipment (glucose meter)

Total $5,500
In this example, Joe would pay:
Cost Sharing

Deductibles $0
Copays $500
Coinsurance $100

What isn’t covered
Limits or exclusions $80
Total $680

This is not a cost estimator. Treatments shown are just examples of how this plan might cover medical care. Your actual costs will be different depending

on the actual care you receive, the prices your providers charge, and many other factors. Focus on the cost sharing amounts (deductibles, copayments and
coinsurance) and excluded services under the plan. Use this information to compare the portion of costs you might pay under different health plans. Please

Mia’s Simple Fracture

(in-network emergency room visit and follow up
care)

= The plan’s overall deductible: $0

= Specialist: $30.00 copay/visit not subject to
deductible

= Hospital (facility): $100.00 copay/visit not
subject to deductible

= Other: 10% coinsurance not subject to
deductible

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic test (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total $1,925
In this example, Mia would pay:
Cost Sharing

Deductibles $0
Copays $500
Coinsurance $20

What isn’t covered
Limits or exclusions $0
Total $520
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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.
Oscar does not exclude people or treat them differently because of race, color,
national origin, age, disability, or sex.

Oscar:

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

electronic formats, other formats)

e Provides free language services, at all points of contact, at all times, to
people whose primary language is not English, such as:
e Qualified interpreters
e 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:

NY/NJ/TX/OH/TN Members: Oscar Insurance, Attention Grievances PO Box
52146, Phoenix AZ, 85072

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

HIOSCAR.COM

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 email. 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.hhs.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.
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Nése ju, ose dikush gé po ndihmoni, ka pyetje pér Oscar, keni té€ drejté t& merrni ndihmé dhe informacion falas né gjuhén
tuaj. Pér té folur me njé pérkthyes, telefononi numrin 1-855-OSCAR-55.

1-855-OSCAR-55 28 1Ly sl o sio ace iamill A4lS5 4l (553 (e Lt

Gpt Tnip Jud Qtp §nnuhg ogunipinit utnwugnn wtdp hupgkp niith Oscar dwuht, Fnip hpunitp niubp unwbtiug wygwp
oqunipjnih b nkinklnipnit Qbp hwjuplinpus (kqind: Pupguwish htwn junubnt hwdwp quuquihwpk p 1-855-OSCAR-55

M i, SRET AFE AT FIO@ 2O A, Oscar, @ TT AR APHE ANIFEF Aq®R {97 3G® AT forey
BHAT® MRS TEAE AR O SIF| NI AW FAT JAR T, I P 5- B CC-AFE-C.

WRE - s E B S » HRE Oscar HHEIME-E - A EM e N RRESZIEAERE. - Jas— M FEE
SHTREEEE 1-855-OSCAR-55°

iy o 80 sk 4]y a5 Gl Cle Ml 5 Sl aS 3yl ) Gl B (2l 4151 Oscarase )0 (s ¢ 3 0 S gy ladaS 23 1 el S
284 i 1-855-OSCAR-550 jbadi Ly il e

Si vous, ou une personne que vous aidez, a des questions a propos d'Oscar, vous avez le droit d'obtenir de l'aide et des
informations dans votre langue gratuitement. Pour parler a un interpréte, appelez le 1-855-OSCAR-55.

Falls Sie oder jemand, dem Sie helfen, Fragen zu Oscar haben, haben Sie das Recht, kostenlose Hilfe und Informationen
in Ihrer Sprache zu erhalten. Um mit einem Dolmetscher zu sprechen, rufen Sie bitte 1-855-OSCAR-55 an.

Edv eocig i kATTO10G TTOU BoNBATE £XETE ATTOPiEG OXETIKA YE TNV Oscar, €xeTe 10 dIKaiwpa va AaBeTe BoriBeia kai
TTANPOYOPIEG OTN YAWOOO 0ag XWPIig Kauia xpéwon. Na va WIARoeTe Pe évav diepunved, KOAEOTE OTOV apIOPo 1-855-
OSCAR-55.

ol AR MUl AN HEE 53| @ &l ALl SlEFA Oscar [AA Yl flat AL, M A3l elMl [(Aes Hee wal U@l
Anaclell WEsR B, geual A did $cll HIZ 1-855-0SCAR-55 UR Slol 53.

Si oumenm oswa yon moun w ap ede gen kesyon konsenan Oscar, se dwa w pou resevwa asistans ak enfomasyon nan
lang ou pale a, san ou pa gen pou peye pou sa. Pou pale avek yon entéprét, rele nan 1-855-OSCAR-55.

AT T, AT AT g7 HRAAT 60 ST 7 TRl =17F % 9T Oscar  a1X § ¥4 €, AT A9 906 AU W00 & qhA |
FEIAT ¥ AT I FA &1 AfTw g1 Bt Imiue & 919 F31 % o, 1-855-OSCAR-55 9% Ffd H7 |

Yog koj, los yog tej tus neeg uas koj pab ntawd, muaj lus nug txog Oscar, koj muaj cai kom lawv muab cov ntsiab lus ghia
uas tau muab sau ua koj hom lus pub dawb rau koj. Yog koj xav nrog ib tug neeg txhais lus tham, hu rau 1-855-OSCAR-55.

Se tu o qualcuno che stai aiutando avete domande su Oscar, hai il diritto di ottenere aiuto e informazioni nella tua lingua
gratuitamente. Per parlare con un interprete, puoi chiamare 1-855-OSCAR-55.



B EITEBOE SN TWAEHTYH, OscarlZ oW T ZEMN TS VWE LS, ZHEDSETHR— 22720
BHEAF LTV T AN TEFET, BT ¥ A, B E BiEE2 SN 554 1-855-OSCAR-55 F THEE< 71
Sy,

W SITINAEA USTAMEATIUIANAEAT DG N8 AIANISISHN Oscar INNAHAMSISFFUMSHSWwSn

ARTmsmmenivesiagRNwEaAaIg 1T IHg S un WMy WwHATANY ayu§ieu)IFiinig 1-855-0SCAR-55 1
Flot £= Aot 810 U= AHE 0l Oscar 0l 2+l Al —E—QIAP@OI U= B2, AottiH= Olefst s E2E F 6t
POz HE 2E80l ME2= delJt JASULCL S AHIAS 26HAIP1-855-0SCAR-55 HC = Mol F=EAIL.

Ny & aummumé’ﬂvﬁmnéosLﬁsguaﬂnﬂunJanu Oscar, nuf§02Banavzoufio was 2yuuwagazegnauto

Yosdbaalgaae. deduiugudwaga, Titmma 1-855-OSCAR-55.

Jesli Ty lub osoba, ktorej pomagasz, macie pytania odnosnie Oscar, macie prawo do uzyskania bezptatnej informac;i i
pomocy we witasnym jezyku. Aby porozmawiac z ttumaczem, zadzwon pod numer 1-855-OSCAR-55.

+ 3073 38, A 3t A & HEE 99 IJ J, Oscar ¥7d et HE'S TG, 3T 3T7% it I FH3 '3 MruSt 9T g Hee w3 Fredrdt Ygru3
IS € MUfag J| Z9THI® 1% 9% a3 Bel, 1-855-OSCAR-55 '3 13 3|

Ecnu y Bac nnun nuua, KOTOpomy Bbl MOMOraeTe, MMeTCH BOMPOCh! MO NoBOAY Oscar, TO Bbl UMeeTe rnpaBo Ha
GecnnaTHoe nonyyYeHne NoMoLLM U MHpopMaumm Ha BalleM A3bike. [Ang pasroBopa ¢ NepeBogyYMKOM NO3BOHNUTE MO
TenegoHy 1-855-OSCAR-55.

Si usted, o alguien a quien usted esta ayudando, tiene preguntas acerca de Oscar, tiene derecho a obtener ayuda e
informacién en su idioma sin costo alguno. Para hablar con un intérprete, llame al 1-855-OSCAR-55.

Kung ikaw o0 ang iyong tinutulungan ay may mga tanong tungkol sa Oscar, may karapatan kang makatanggap ng libreng
tulong at impormasyon nang nasa iyong wika. Upang makipag-usap sa isang tagasalin, tumawag sa 1-855-OSCAR-55.

inAUIaAunAn 1avTIaaalia 10NLAEINY Oscar
AlianaNar lesumnumamdauasdayaluniruasnos le 1ne a1 lg31a wananuaiu Tns 1-855-OSCAR-55.

Akwo y Bac um y korocbk, XT0 oTpumye Bally gonomory, BUHMKaOTb NMTaHHSA nNpo nporpamy OSCAR, Yy Bac € npaso
oTpumaTtn 6e3KoLLTOBHY AonoMory Ta iHopmauito Ha Bawin pigHin mosi. LLLo6 3B8’a3aTnch 3 nepeknagadvyem, 3a43BOHITb 3a
Homepom 1-855-OSCAR-55.

G 18 S Juals laglaa gl 230 e e b ) S ) e o e SV g 2 b S Oscar S Ol op )/ =0 S 2% S eSalbal Al
«2 S JS L 1-855-OSCAR-55 o S S8 <l wpa e

Néu quy vi, hay ngwo’l ma quy vi dang gitp d&, c6 cau hai vé Oscar, quy vi s& cé quyén duoc gilp va cé thém théng tin
bang ngdn ngir ctia minh mién phi. D& noi chuyén véi mot théng dich vién, xin goi 1-855-OSCAR-55.
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