oscar

Employee Enrollment Application /
Change Request Form - California 2018

Instructions: You (the employee) must complete this application. You are solely responsible for its accuracy and completeness. To avoid the
possibility of delay, answer all questions and be sure to sign and date your application. Please complete this form in blue or black ink and submit to
your employer when complete.

Section A: Employer information

Employer name Employer group ID (ex: BIZ12345678 - if unavailable, leave blank)
Employee’s status (check all options that apply): El Active D Union |:| Non-union
D Hourly D Salary |:| Other (please explain):

Hours worked by employee per week Date of hire (mm/dd/yyyy) Hours worked per week

Section B: Application type

Application type [] New group application [] change benefits plan [] Information update (name, address, etc.)
[] Add/remove a dependent [] Termination

Application reason I:I Open enrollment I:I New hire I:I Rehire
[] coBra [] cal-coBra [] Qualifying Life Event

|:| Other (please explain):

If you selected COBRA or Cal-COBRA as the application reason above, please If you selected Qualifying Life Event as the application reason above, please select
select one of the following qualifying events: one of the following applicable qualifying life events and its date:

Left employment Loss of coverage*

Reduction in hours Marriage
Death Birth
Divorce or legal separation Adoption*

Loss of dependent child status Court-ordered dependent addition*

Ooogogo

Medicare entitlement Moved to service area*

oooogot

Other (please specify):

Continuation qualifying event date (mm/dd/yyyy): Qualifying event date (mm/dd/yyyy):

* Indicates that appropriate documentation must be submitted along with this form to be
eligible for coverage.
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Section C: Member information

Instructions: The below information must be completed for the subscriber and any additional family members to be covered. An eligible
dependent may be your spouse, domestic partner, your children, your spouse’s children or your domestic partner’s children.

Coverage of a child dependent will continue to the end of the month in which the child turns age 26 unless he or she qualifies as a disabled person
(if you have a disabled dependent, please call us at (855) 672-2784 to request a disabled dependent form, or visit hioscar.com/forms).

If you would like to add additional dependents, please print another copy of this page and attach it to your application.

Employee Spouse Child Child 2
First name
Middle initial
Last name
Social security number - - - - - - - -
[] NossN [] NosSsN [] NosSsN [] NossN

Gender |:| Male D Female D Male D Female D Male D Female |:| Male D Female

Date of birth (mm/dd/yyyy)

[] Domestic partner [] Disabled [] Dpisabled
Check all that apply D Employee of this business D Employee of this business |:| Employee of this business

For the section below, if all members share the same details - only fill out the first column. However, if there are differences, fill out the other
respective columns. Please note: PO Boxes do not count as a valid address.

Residential address, line 1

Residential address, line 2

City and state

ZIP code

County

Email

Phone (xxx) Xxx - XXxx

Preferred language (optional)
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section below.

On the day your coverage begins, if you or any of your family members will be eligible or covered by Medicare or other coverage fill out the

Carrier name:

Policy number:

Bronze 60 EPO $6,300/$75 + Child Dental
Bronze 60 HDHP EPO $4,800/40% + Child Dental
Saver Bronze EPO + Child Dental

Classic Bronze EPO + Child Dental

gooooooood

Silver 70 EPO $2,000/$45 + Child Dental
Silver 70 HDHP EPO $2,000/20% + Child Dental
Classic Silver $1,500 EPO + Child Dental
Classic Silver $2,000/$7,000 50% EPO + Child Dental
Classic Silver $2,000/$7,350 30% EPO + Child Dental
Classic Silver $2,000/$7,350 50% EPO + Child Dental

Carrier name:

Policy number:

Carrier name:

Policy number:

Gold 80 EPO $0/$25 + Child Dental

Classic Gold $1,000 EPO + Child Dental
Classic Gold $2,000 EPO + Child Dental
Classic Gold $500/$5,000 EPO + Child Dental
Classic Gold $500/$7,000 EPO + Child Dental

Oogooogo

Platinum 90 EPO $0/$15 + Child Dental
Classic Platinum $0/$4,000 EPO + Child Dental

Eligible for Medicare? ] No [ Yes ] No [] Yes ] No [] Yes ] No [] Yes
If yes, why? If yes, why? If yes, why? If yes, why?
|:| Age |:| Age |:| Age |:| Age
[] Disability [] Disability [] Dpisability [] Disability
[] EsrD [] EsrD [] EsrD [] EsrD
Onset date: /7 Onset date: /7 Onset date: / Onset date: /7
Medicare coverage |:| Part A: / / D Part A: / / D Part A: / / |:| Part A: / /
Check appropriate box and . . . .
st effoctive date (mm/dd/yyy) [] PartB: /7 / [] PartB: /7 / [] PartB: 7/ / [] PartB: /7 /
and Medicare ID number [] Partc: /1 [] Partc: /o [] Partc: /7 [] Partc: /o
|:| Part D: / / I:I Part D: / / I:I Part D: / / |:| Part D: / /
ID number: ID number: ID number: ID number:
Other health coverage [] Individual [] Individual [] Individual [] Individual
Check appropriate box and
list coverage dates L] Group L] Group L] Group L] Group
(mm/dd/yyyy), carrier name
and Policy number Start date: / Start date: /o Start date: / Start date: /o
End date: /o End date: /o End date: / End date: /7

Carrier name:

Policy number:

Section D: Choose your plan

Not all plans listed may be available - check with your employer for more details.
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Section E: Terms, conditions, and authorizations

Please read this section carefully before signing the application:

Eligible Employee means:

An active employee of the Employer who works the number of hours per week to be eligible for benefits as defined by the Employer, who
meets the definition of “employee” under California State and Federal laws, and approved by Oscar Health Plan of California (“Oscar”) as of the
effective date. Employment must be verifiable from state or federal wage tax reports;

* An employee, as defined above, who enters into employment after the coverage effective date and who completes the group imposed waiting
period for eligibility (if any) and applies for coverage within 30 days;

e Any other class of persons identified by the Employer, provided that written approval of their eligibility is obtained from the Company(ies); or
¢ An employee, who is eligible for continued coverage under California State or Federal laws.

Eligible Dependent means:

Your spouse, or child age 26 or younger, including a newborn, natural child, or a child placed with You for adoption, a stepchild or any other
child for whom You have legal guardianship or court ordered custody. Coverage for children will end on the last day of the month in which the
children reach age 26.

e An unmarried child (at any age during initial or continued enrollment), who cannot support himself or herself because of mental retardation,
mental illness, or physical incapacity that began prior to the child reaching the age limit for coverage. Coverage may be obtained for the child
who is beyond the age limit at the initial enrollment if You provide proof of handicap and dependence at the time of enrollment. You may be
asked to provide a physician’s certification (HAC 506) of the dependent’s condition.

¢ Dependents eligible for continued coverage under California State or Federal laws.

W-9 Certification:

As part of the W-9 Certification required by the Internal Revenue Service (IRS), | certify that the Social Security number shown on this form is my
correct taxpayer identification number (or | am waiting for a number to be issued to me) and | am not subject to backup withholding because:
(a) I am exempt from backup withholding, or (b) | have not been notified by the IRS that | am subject to backup withholding as a result of a failure
to report all interest or dividends, or (c) the IRS has notified me that | am no longer subject to backup withholding and | am a U.S. citizen or other
U.S. person.

In signing this, | represent that:

e | am an Eligible Employee (as defined above), and | am requesting coverage for myself and all Eligible Dependents (as defined above) listed
and authorize my Employer to deduct any required contributions for this insurance from my earnings.

e | understand all benefits are subject to conditions stated in the Group Contract and coverage document.

e | have read or have had read to me the completed application, and | realize any false statement or misrepresentation in the application may
result in loss of coverage.

Please read this section carefully before signing the application:

Eligible Employee means:

An active employee of the Employer who works the number of hours per week to be eligible for benefits as defined by the Employer, who meets
the definition of “employee” under California State and Federal laws, and approved by Oscar Health Plan of California (“Oscar”) as of the effective
date. Employment must be verifiable from state or federal wage tax reports;

* An employee, as defined above, who enters into employment after the coverage effective date and who completes the group imposed waiting

period for eligibility (if any) and applies for coverage within 30 days;

e Any other class of persons identified by the Employer, provided that written approval of their eligibility is obtained from the Company(ies); or

¢ An employee, who is eligible for continued coverage under California State or Federal laws.

Applicant signature Printed name Date (mm/dd/yyyy)

Note: Oscar reserves the right to collect and review supporting documentation.
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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:
e 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 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

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. 202071
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.



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.
ZHPX (Chinese): [T5: MREEMAEEHPN, BAIMEEESESEIRS, HE 1-855-0S5CAR-55.

Pycckuii (Russian): BHUIMAHWE: Ecnu Bbl roBopuTe Ha pyCCKOM A3biKe, TO BaM JOCTYMHbI 6ecnnaTHble ycayrn nepesoga. 3soHnte 1-855-
OSCAR-55.

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

8=0{ (Korean): F2|: 5t=0{5 AFE5tAl= E R, §10] X MH|AS R 22 0|&5HA & AELICH 1-855-0SCAR-55 HO 2 HM3la FHAIL.

Italiano (Italian): ATTENZIONE: In caso la lingua parlata sia l'italiano, sono disponibili servizi di assistenza linguistica gratuiti. Chiamare il
numero 1-855-OSCAR-55.

1-855-OSCAR-55. L1 .ORXAN N M DMIYD 927N IRIAY TN IR INNIRD WIVT ,WITR DTV 1R AN DR Ivnank :(Yiddish) er

aieat (Bengali): TH FFa: IM AqHF IRAL, FYT IO NG, ORE ATCT ST TaFe! IHFIT SFTF AW & FFa S
-855-0SCAR-55.

Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz skorzystac z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-855-OSCAR-55.
B55-RACSO-558-1 ai s Jheail .oladls I Lals55 Lsilll Baeliadl losss o &alll S5 &ouals oS 15) dlisals ((Arabic) da yall

Francais (French): ATTENTION : Si vous parlez francais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-855-

OSCAR-55. L
-855-0SCAR-55 L SUK . (nolivs e cdeslonn € e S5l S 00 5o zilss suyl 01 S1iluya i(Urdu) gay

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 pihdte eEMNVLKG, otn SLdBeon oag Bpiokovtal uttnpeaieq YAWoOoLKNG UTtooTrpLéng, ot
ottoleg apéyovrat Swpedv. Kahéote 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 hé trg ngén ngif mién phi danh cho ban. Goi s6 1-855-OSCAR-55.
&8} (Hindi): &7 3 af% s &4 Frerd § a1 s forg G § 9197 qeraT J910 376 81 1-855-0SCAR-55 TT Fie F4
.1-855-0SCAR-55 & wiye. w5l OIS, o psems (il odand (S o SO o) L5 0 ST ias g i(Farsi) wu)ld

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

oje2ucll (Gujarati): YUsll: B AN YAl el &, Al [:yes etnl Al AU dAMRL W2 GUAsd B, Hot 53 1-855-OSCAR-55.

H#EE (Japanese): j(IEEIE: HABZHEINDIEE. BROSEXIEZ CHMBAVCEITET, 1-855-0SCAR-55 £ T, PEFEICTIEE LS
LY,

w999290 (Lao): WWagow: 7999 19039959 999, NIWOBNIWEoLCTHIVWIDI, ?oai)c%gs‘w, couTneuldiIn. tns 1-855-OSCAR-55.

Portugués (Portuguese): ATENCAO: Se fala portugués, encontram-se disponiveis servicos linguisticos, gratis. Ligue para 1-855-OSCAR-55.

ho9CT (Amharic): 090F07A: 09974+ &% A09CF P +C79° h(SF LCEFTF N1A AS7THPT +HIZ+PA: 02 0 n+Am- RPL 2.0
1-855-OSCAR-55.

Zwbpkl (Armenian): NhkGULH"NREBNR T bk fununud bp Gubpbl, wuyw dbg win] fwp Gupng U mpwdwgpd b Egd wlpwl wewlgnodpuul
Swrwnnibbbp: Quigwlwpkp 1-855-OSCAR-55.

drret (Punjabi): fimyres fe8: 7 3T Urrsh S8 3, 37 3 &g AOTfesT AT 3973 B8 He3 QuBEY J| 1-855-0SCAR-55 '3 & F3|

ig1 (Cambodian): s iGasmysSuWw Manigl wnSSwigAman IwEsSASWN SHMSEISINUUITESY 1 §1100 1-855-0SCAR-55. 4
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.

A lne (Thai): dgayanis inaamusuisa lgusnsgrsmasnenielans 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.

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! SIkLL0 BV pO3MOB/SIETE YKPAIHCLKOK MOBO, BV MOXETe 3BEPHYTUCS A0 6€3KOLLTOBHOT
CNyX6m MOBHOI NiATPUMKN. TenepoHyTe 3a Homepom 1-855-OSCAR-55.

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



