
Disabled Adult Dependent Request Form

SUBSCRIBER INFORMATION
ID Number (if already enrolled)

Street Address

Phone Number
( ) -

DEPENDENT INFORMATION

Name (First, Middle initial, Last)

Dependent Relationship to Subscriber  

M __ __ __ - __ __ - __ __ __ __

Child Other

The dependent listed above is the unmarried child, stepchild or adoptive child of the subscriber and is age 26 or older. Yes No

The dependent listed above resides with me or my spouse. Yes No

Has the dependent ever been employed for wages?

Yes NoCurrently working at / Worked in the past at

Hours per week Wages per week

Is the dependent eligible for care under Medicare? Yes No

Has the dependent been found eligible as disabled by supplemental security income (SSI) or social security disability insurance (SSDI)? Yes No
If yes, documentation is required to evaluate disabled dependent coverage. Example: Notice of award letter.

Please read the following carefully. 
I certify that I have carefully and fully read the information on the next page of this form. I also certify that the statements and answers given are complete 
and correct to the best of my knowledge. No information required to be given, either expressly or by implication, has been knowingly withheld. I have provided 
supportive documentation on my dependent’s disability as requested above and I am aware that without proper documentation coverage may be denied. I am also 
aware that additional information may be required to make a determination of coverage and that presenting this documentation does not imply automatic 
coverage. 
!
I agree to promptly advise Oscar Insurance within 30 days of any change that affects the adult dependent’s eligibility. I understand that any person who knowingly 
and with intent to defraud any insurance company or other person files an application for insurance or statement of claims containing any materially false 
information, or who conceals, for the purpose of misleading information concerning any fact material thereto, commits a fraudulent insurance act. This is a crime 
and shall be subject to a civil penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.

Subscriber Signature Date

PO Box 52146 | Phoenix, AZ 85072 

__ __ __ - __ __ - __ __ __ __
Name (First, Middle initial, Last)  Social Security Number

Apt/Floor City State Zip Code

Email Address

Date of Birth Gender Social Security Number

F

Instructions 
Please complete this form to request continued coverage for a disabled adult dependent age 26 or above. 

1. Fill out the fields below, sign and date the form

2. Attach the physician’s summary. If this is a new enrollment, please also include evidence of continuous coverage for your dependent.
(See the back of this form for details.)

3. Return the form and documentation to the following address:   Oscar Insurance Corporation Attn: Member Services
PO Box 52146,
Phoenix, AZ 85072

 Or 
 email help@hioscar.com  Attn: Eligibility. 



Physician’s Summary 
The physician’s summary must include the following information: 

• Description of the disabling condition, including symptoms associated with the disability;
• The extent to which the disability prevents self-sustaining employment and whether accommodation is possible;
• Date at which the disability began; and
• Current prognosis, including an estimate of when self-sustaining employment may be possible.!

Please note that the physician’s summary must be written on the physician’s office stationery and be signed by the dependent’s physician. It 
should include the physician’s contact information (phone number, address, and email). !
New Enrollments Only 
To be eligible for coverage with Oscar, the dependent must have been continuously covered by another carrier as a child 
dependent prior to reaching the age of 26.  This coverage must also have remained in effect until the date on which coverage 
with Oscar is requested to begin. Please attach a certificate of creditable coverage or evidence of prior coverage with this form. !
Date by Which Paperwork Must be Received (Existing Members Only) 
Submission of this application and proof of the dependent’s disability must be sent to Oscar within 31 days of the dependent reaching the 
age of 26. !
Eligibility Requirements 
Under California law, an adult dependent may be eligible for continued coverage if he or she: 

• Is not married;
• Is incapable of self-sustaining employment due to physical handicap or developmental disability; and
• Became so incapable before reaching the age of 22 for the purpose of the Diagnosis and Treatment of Autism and other

Developmental Disabilities; or
• Age 26 for all other disabilities!

Developmental disability - Means a severe, chronic disability that: 
a. is attributable to a mental or physical impairment or a combination of mental and physical impairments;
b. is manifested before the Covered Person:

1. attains age 22 for purposes of the Diagnosis and Treatment of Autism and Other Developmental Disabilities provision; or
2. attains age 26 for all other provisions.

c. is likely to continue indefinitely;
d. results in substantial functional limitations in three or more of the following areas of major life activity: self-care; receptive and

expressive language; learning; mobility; self-direction; capacity for independent living; economic self-sufficiency; 
e. reflects the Covered Person’s need for a combination and sequence of special interdisciplinary or generic care, treatment or other

services which are of, lifelong or extended duration and are individually planned and coordinated. Developmental disability includes but is 
not limited to severe disabilities attributable to mental retardation, autism, cerebral palsy, epilepsy, spina-bifida and other neurological 
impairments where the above criteria are met.  !
Physical handicap - This term refers to a condition, function or physical disability that makes participation in certain usual activities of daily 
living difficult or impossible. A physical handicap may be present at birth or develop over an individual’s lifespan. !!!!!
Return the form and documentation to: help@hioscar.com,  Attn: Eligibility !
Please be aware that completed paperwork is required within 31 days of your dependent reaching the terminating age of 26.  
Additionally, a recertification of disability may be required annually to ensure ongoing coverage.
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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. Oscar does not exclude people or treat them di erently 
because of race, color, national origin, age, disability, or sex. 

Oscar: 
• Provides free aids and services to people with disabilities to communicate e ectively 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 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:

NY/NJ/TX Members: Oscar Insurance, Attention Grievances PO Box 278, New York, NY 10013

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, O ce for 
Civil Rights, electronically through the O ce 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/o ce/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.



Ky njoftim përmban informacion të rëndësishëm. Ky njoftim përmban informacion të rëndësishëm për aplikimin ose 
mbulimin tuaj nëpërmjet Oscar. Kontrolloni për data të rëndësishme në këtë njoftim. Mund t'ju duhet të ndërmerrni veprim 
brenda afateve të caktuara për të mbuluar koston shëndetësore ose për ndihmën. Keni të drejtë ta merrni këtë 
informacion dhe ndihmë falas në gjuhën tuaj. Telefononi numrin 1-855-OSCAR-55.

. الإشعارھذافيالھامةالتواریخعنابحث. Oscarخلال منأو تغطیتكطلبكبخصوصمھمةعلى معلوماترالإشعاھذایحتوي. مھمةعلى معلوماتالإشعارھذایحتوي
 دفعفيللمساعدةأوالصحیةتغطیتكعلىللحفاظنھائیة معینةتواریخفياجراءلاتخاذتحتاجقد

 .OSCAR-55-855-1بالرقماتصل. تكلفةأيدونمنبلغتكوالمساعدةھذه المعلوماتعلىالحصولفيالحقلك. التكالیف
Սույն ծանուցումը պարունակում է կարևոր տեղեկություն։ Սույն ծանուցումը կարևոր տեղեկություն է պարունակում 
Ձեր դիմումի կամ Oscar ապահովագրական ծածկույթի մասին։ Փնտրե՛ք ծանուցման մեջ ներկայացված էական 
ամսաթվերը։ Ձեզնից կարող է պահանջվել մինչև որոշակի վերջնաժամկետները ձեռնարկել գործողություններ Ձեր 
առողջության ապահովագրական ծածկույթը պահպանելու կամ ծախսերի հետ կապված օգնություն ստանալու համար։ 
Դուք իրավունք ունեք այս տեղեկատվությունն ու օգնությունն անվճար ստանալու Ձեր նախընտրած լեզվով։ 
Զանգահարե՛ք 1-855-OSCAR-55։ 
এই েĂািটেশ গর�পূýর্ þÿয্ আেছ। এই েĂািটেশ আপĂার আেবĀĂপ� অÿবা কভােরজ  স�েকর্ Oscar –এ গর�পূýর্ þÿয্ রেয়েছ। এই 
েĂািটেশর গর�পূýর্ þািরখগেলা েĀখুĂ। আপĂােক হয়েþা সুিĂিĀর্� েকাĂ সময়সমীয়ার েভþের েকাĂ পĀে�প িĂেþ হেþ পাের আপĂার �া�য্ 
বীমা চাল ুরাখেþ অÿবা বয্য় বহেĂর সাহােযয্। আপĂার অিāকার আেছ িবĂা খরেচ আপĂার িĂজ� ভাষােþ সাহাযয্ পাবার এবং þÿয্ 
জাĂবার। কল করĂ ১-৮৫৫-অ�ার-৫৫  
本通知有重要的訊息。本通知有關於您透過 Oscar 提交的申請或保險的重要訊息。請留意本通知內的重要日期。您可能需要

在截止日期之前採取行動，以保留您的健康保險或者費用補貼。您有權利免費以您的母語得到本訊息和幫助。請撥電話 1-
855-OSCAR-55。 

مھم در یتاریخ ھاھب .می باشدOscarتوسط شما یاھدرباره فرم تقاضا و یا پوشش بیمیاطلاعات مھمویحاھباشد. این اعلامیی میاطلاعات مھمویحاھاین اعلامی
را انجام ی خاصیکارھایمشخصیمخارج ممکن است لازم باشد تا در تاریخ ھادر زمینھ یا کمک ی سلامتی خود وظ پوشش مزایافحی. شما براکنیدھتوجھاین اعلامی

 بگیرید.تماس  OSCAR-55-855-1اره لطفا با شمنمایید. دریافتطور رایگانھبو زبان خود ھاین اطلاعات و کمک را بھ. شما حق این را دارید کدھید
Cet avis contient des informations importantes. Cet avis contient des informations importantes concernant votre demande 
ou couverture par l'intermédiaire d'Oscar. Recherchez les dates clés dans le présent avis. Vous devrez peut-être prendre 
des mesures avant une échéance spécifiée afin de conserver votre couverture santé ou aide financière. Vous avez le droit 
d'obtenir ces informations et de l’aide dans votre langue gratuitement. Appelez le 1-855-OSCAR-55.

Diese Benachrichtigung enthält wichtige Informationen. Diese Benachrichtigung enthält wichtige Informationen bezüglich 
Ihres Antrags auf Krankenversicherungsschutz über Oscar. Suchen Sie nach wichtigen Terminen in dieser 
Benachrichtigung. Es ist möglicherweise notwendig, bis zu bestimmten Stichtagen zu handeln, um Ihren 
Krankenversicherungsschutz oder Hilfe mit den Kosten zu behalten. Sie haben das Recht, kostenlose Hilfe und 
Informationen in Ihrer Sprache zu erhalten. Rufen Sie an unter 1-855-OSCAR-55.
ǹȣĲȒ Ș İȚįȠʌȠȓȘıȘ ʌİȡȚȜĮȝȕȐȞİȚ ıȘȝĮȞĲȚțȑȢ ʌȜȘȡȠĳȠȡȓİȢ. ǹȣĲȒ Ș İȚįȠʌȠȓȘıȘ ʌİȡȚȜĮȝȕȐȞİȚ ıȘȝĮȞĲȚțȑȢ ʌȜȘȡȠĳȠȡȓİȢ 
ıȤİĲȚțȐ ȝİ ĲȘȞ ĮȓĲȘıȒ ıĮȢ Ȓ ĲȘȞ țȐȜȣȥȒ ıĮȢ Įʌȩ ĲȘȞ Oscar. Ǽįȫ� șĮ ȕȡİȓĲİ ȕĮıȚțȑȢ ȘȝİȡȠȝȘȞȓİȢ. ǼȞįȑȤİĲĮȚ ȞĮ ȤȡİȚĮıĲİȓ 
ȞĮ İȞİȡȖȒıİĲİ İȞĲȩȢ ȠȡȚıȝȑȞȦȞ ʌȡȠșİıȝȚȫȞ ȖȚĮ ȞĮ įȚĮĲȘȡȒıİĲİ ĲȘȞ ĮıĳĮȜȚıĲȚțȒ țȐȜȣȥȘ ȣȖİȓĮȢ Ȓ ĲȘȞ ȣʌȠıĲȒȡȚȟȒ ıĮȢ ȝİ 
țȐʌȠȚȠ țȩıĲȠȢ. ǲȤİĲİ ĲȠ įȚțĮȓȦȝĮ ȞĮ ȜȐȕİĲİ ĮȣĲȑȢ ĲȚȢ ʌȜȘȡȠĳȠȡȓİȢ� țĮșȫȢ țĮȚ ȕȠȒșİȚĮ� ȤȦȡȓȢ țĮȝȓĮ ȤȡȑȦıȘ. ȀĮȜȑıĲİ 
ıĲȠȞ ĮȡȚșȝȩ �-855-OSCAR-55.
આ �ચુના મહત્વની છે. આ �ચુના તમાર� અર� અથવા Oscar માટ�ની મહત્વની મા�હતી ધરાવે છે. આ �ચુનામા ંમહત્વની તાર�ખો 
�ુઓ. તમાર� તમારા હ�લ્થ કવર�જ અથવા ખચર્ માટ�ની મદદની સમયમયાર્દામા ંજ�ર પડ� શક� છે. તમને તમાર� ભાષામા ંિન�લૂ્ક મદદ 
અને મા�હતી મેળવવાનો અિધકાર છે. 1-855-OSCAR-55 પર ફોન કરો.  
Avi sila a gen Enfòmasyon Enpòtan ladann. Avi sila a gen enfòmasyon enpòtan konsènan aplikasyon w lan oswa 
konsènan kouvèti asirans lan atravè Oscar. Chèche dat ki enpòtan nan avi sila a. Ou ka gen pou pran kèk aksyon avan 
sèten dat limit pou ka kenbe kouvèti asirans sante w la oswa pou yo ka ede w avèk depans yo. Se dwa w pou resevwa 
enfòmasyon sa a ak asistans nan lang ou pale a, san ou pa gen pou peye pou sa. Rele nan 1-855-OSCAR-55.
թ֚ ֊֫ᳯց֚ ᱶ ֛᭜֗օ֢ᭅ վ֞֊շ֞֒֠ ֛।֨ թ֚ ֊֫ᳯց֚ ᱶ ըշ֧ ը֧֗ֈ֊ ֑֞ Oscar շ֧ ֞᭟֑֠֎֧ ֚  ֧շ֧ ֎֧֞֒ ᱶ ֛᭜֢֗օᭅ վ֞֊շ֞֒֠ ֛।֨ թ֚ 
֊֫ᳯց֚ ᱶ ֑֡ ֆ֞֒֠ոᱶ ֈո֧ᱶ। է֊֞ ᭭֗֞᭭᭝֑ ֎֠֞ ֎֊֞ձ ֒ո֊ ֧֑֞ ֔֞չֆᲂ ᱶ ֈֈ շ֧ ֟֔ձ ըշ֫ շ֡ս ֟֊᳟֟ֆ ֚֚֞֠ ֑ ֆշ շ֞ ᭅ֒֗֞ժ 
շ֒֊ ֧շᳱ ֶᱨ֒ֆ ֛֫ ֚շֆ֠ ֛।֨ ըշ֫ շ֫ժ շᳱֆ ᳰֈձ ֟֎֊֞ ֑֛ վ֞֊շ֞֒֠ ն֒ ֛֑֚֞ֆ֞ է֊֠ ֏֞֙֞ ᱶ ᮧ᳙֞ շ֒֊ ֧շ֞ է֟։շ֞֒ ֛।֨ 1-
855-OSCAR-55  ֒ շ֩֔ շ ᱶ֒। 
Tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb. Tsab ntawv tshaj xo no muaj cov ntsiab lus tseem ceeb txog koj 
daim ntawv thov kev pab los yog koj qhov kev pab cuam los ntawm Oscar. Saib cov caij nyoog los yog tej hnub tseem 
ceeb uas sau rau hauv daim ntawv no kom zoo. Tej zaum koj kuj yuav tau ua qee yam uas peb kom koj ua tsis pub dhau 
cov caij nyoog uas teev tseg rau hauv daim ntawv no mas koj thiaj yuav tau txais kev pab cuam kho mob los yog kev pab 
them tej nqi kho mob ntawd. Koj muaj cai kom lawv muab cov ntsiab lus no uas tau muab sau ua koj hom lus pub dawb 
rau koj. Hu rau 1-855-OSCAR-55.
Questo avviso contiene informazioni importanti sulla tua domanda o copertura attraverso Oscar. Cerca le date chiave in
questo avviso. Potrebbe essere necessario un tuo intervento entro una scadenza determinata per consentirti di mantenere
la tua copertura o sovvenzione. Hai il diritto di ottenere queste informazioni e assistenza nella tua lingua gratuitamente.
Chiama 1-855-OSCAR-55.
この通知には重要な情報が含まれています。Oscar の申請または補償範囲に関する大切な情報です。通知に記載されてい

る重要な日付をご確認ください。健康保険を継続したり費用支援を受けるには、特定の期日までに行動を取らなければな

らない場合があります。この情報やサポートを無料でご希望の言語によって受けることができます。1-855-OSCAR-55 まで

お電話ください。 
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េសចក�ីជូនដំណឹងេនះ មានព័ត៌មានយ៉ាងសំខន់។ េសចក�ីជូនដំណឹងេនះ មានព័ត៌មានយ៉ាងសំខន់ អំពីទ្រមង់ ឬករធានានរ៉ប់រង
របស់េលកអ�កតមរយៈ Oscar។ សូមែស�ងរកកលបរេិច�ទសំខន់េនក�ុងេសចក�ីជូនដំណឹងេនះ។ េលកអ�ក្របែហលជា្រត�វចត់
វធិានករេទតមកលបរេិច�ទផុតកំណត់ជាក់លក់ណាមួយ េដ́ម្ីបរក្សោទុកករធានារ៉ប់រងសុខភាពរបស់អ�ក ឬជំនួយក�ុងបង់្របាក់
។  េលកអ�កមានសិទ�ិទទួលព័ត៌មានេនះ និងជំនួយេនក�ុងភាសរបស់េលកអ�កេដយឥតគិតៃថ�។ សូមទូរសព�េទេលខ 1-855-
OSCAR-55។ 
본 통지서에는 중요한 정보가 포함되어 있습니다. 이 통지서에는 귀하의 신청 또는 Oscar를 

 통한 커버리지에 관한 중요한 정보가 포함되어 있습니다. 
본 통지서에서 핵심이 되는 날짜들을 찾으십시오. 귀하의 의료 커버리지를 계속 유지하거나 비용을 절감하기 위해서 

일정한 마감일까지 조치를 취해야 할 필요가 있을 수 있습니다. 귀하에게는 이러한 정보와 도움을 귀하의 언어로 비용 

부담없이 제공받을 권리가 있습니다. 1-855-OSCAR-55번으로 전화해 주십시오. 

ແຈງ້ການນີມ້ຂີໍມ້ນູທ່ີສາໍຄນັ. ແຈງ້ການນີມ້ຂີໍມ້ນູທ່ີສາໍຄນັກຽ່ວກບັໃບຄາໍຮອ້ງ ຫືຼ ການຄຸມ້ຄອງຂອງທາ່ນຜາ່ນ Oscar. ຊອກເບິ່ ງວນັທີສາໍຄນັຢູໃ່ນ
ແຈງ້ການນີ.້ ທາ່ນອາດຈະຕອ້ງໄດດ້າໍເນນີການຕາມກາໍນດົເວລາທ່ີກາໍນດົໄວ ້ເພ່ືອຮກັສາການຄຸມ້ຄອງສຂຸະພາບຂອງທາ່ນ ຫືຼ ການຊວ່ຍເຫືຼອພອ້ມ
ຄາ່ໃຊຈ້າ່ຍໄວ.້ ທາ່ນມສີດິໄດຮ້ບັຂໍມ້ນູ ແລະ ຄວາມຊວ່ຍເຫືຼອເປັນພາສາຂອງທາ່ນໄດໂ້ດຍບ່ໍເສຍຄາ່. ໃຫໂ້ທຫາ 1-855-OSCAR-55. 
7R RJáRV]HQLH ]DZLHUD ZDĪQH LQIRUPDFMH. 7R RJáRV]HQLH ]DZLHUD ZDĪQH LQIRUPDFMH RGQRĞQLH 3DĔVWZD ZQLRVNX OXE 
]DNUHVX ĞZLDGF]HĔ SRSU]H] 2VFDU. 3URVLP\ ]ZUyFLü XZDJĊ QD NOXF]RZH GDW\ ]DZDUWH Z W\P RJáRV]HQLX� DE\ QLH 
SU]HNURF]\ü WHUPLQyZ Z SU]\SDGNX XWU]\PDQLD SROLV\ XEH]SLHF]HQLRZHM OXE SRPRF\ ]ZLą]DQHM ] NRV]WDPL. 0DFLH 3DĔVWZR 
SUDZR GR EH]SáDWQHM LQIRUPDFML RUD] SRPRF\ ZH ZáDVQ\P MĊ]\NX. =DG]ZRĔFLH SRG QXPHU �-855-OSCAR-55.
ਇਸ ਨੋਟਿਸ ਵਿਚੱ ਖਾਸ ਜਾਣਕਾਰੀ ਹੈ। ਇਸ ਨੋਟਿਸ ਵਿੱਚ Oscar ਵਲੋ ਤੁਹਾਡੀ ਕਵਰੇਜ ਅਤੇ ਅਰਜੀ ਬਾਰੇ ਮਹੱਤਵਪੂਰਨ ਜਾਣਕਾਰੀ ਹੈ। ਇਸ ਨੋਟਿਸ ਵਿੱਚ ਖਾਸ ਤਾਰੀਖਾਂ ਲਈ 
ਵੇਖੋ। ਜੇਕਰ ਤੁਸੀਂ ਸਿਹਤ ਕਵਰੇਜ ਰੱਖਣੀ ਹੋਵੇ ਜਾਂ ਉਸ ਦੀ ਲਾਗਤ ਵਿੱਚ ਮਦਦ ਦੇ ਇਛੱੁਕ ਹੋ ਤਾਂ ਤੁਹਾਨੰੂ ਅੰਤਮ ਤਾਜਰਖ਼ ਤੋਂ ਪਹਿਲਾਂ ਕੁਝ ਖਾਸ ਕਦਮ ਚੱੁਕਣ ਦੀ ਲੋੜ ਹੋ ਸਕਦੀ ਹੈ। 
ਤੁਹਾਨੰੂ ਮੁਫ਼ਤ ਵਿੱਚ ਅਤੇ ਆਪਣੀ ਭਾਸਾ ਵਿੱਚ ਜਾਣਕਾਰੀ ਅਤੇ ਮਦਦ ਪਰ੍ਾਪਤ ਕਰਨ ਦਾ ਅਧਿਕਾਰ ਹੈ। 1-855-OSCAR-55 ’ਤ ੇਕਾਲ ਕਰੋ। 
ɇɚɫɬɨɹɳɟɟ ɭɜɟɞɨɦɥɟɧɢɟ ɫɨɞɟɪɠɢɬ ɜɚɠɧɭɸ ɢɧɮɨɪɦɚɰɢɸ. ɗɬɨ ɭɜɟɞɨɦɥɟɧɢɟ ɫɨɞɟɪɠɢɬ ɜɚɠɧɭɸ ɢɧɮɨɪɦɚɰɢɸ ɨ 
ɜɚɲɟɦ ɡɚɹɜɥɟɧɢɢ ɢɥɢ ɫɬɪɚɯɨɜɨɦ ɩɨɤɪɵɬɢɢ ɱɟɪɟɡ Oscar. ɉɨɫɦɨɬɪɢɬɟ ɧɚ ɤɥɸɱɟɜɵɟ ɞɚɬɵ ɜ ɧɚɫɬɨɹɳɟɦ ɭɜɟɞɨɦɥɟɧɢɢ.
ȼɚɦ, ɜɨɡɦɨɠɧɨ� ɩɨɬɪɟɛɭɟɬɫɹ ɩɪɢɧɹɬɶ ɦɟɪɵ ɤ ɨɩɪɟɞɟɥɟɧɧɵɦ ɩɪɟɞɟɥɶɧɵɦ ɫɪɨɤɚɦ ɞɥɹ ɫɨɯɪɚɧɟɧɢɹ ɫɬɪɚɯɨɜɨɝɨ
ɩɨɤɪɵɬɢɹ ɢɥɢ ɩɨɦɨɳɢ ɫ ɪɚɫɯɨɞɚɦɢ. ȼɵ ɢɦɟɟɬɟ ɩɪɚɜɨ ɧɚ ɛɟɫɩɥɚɬɧɨɟ ɩɨɥɭɱɟɧɢɟ ɷɬɨɣ ɢɧɮɨɪɦɚɰɢɢ ɢ ɩɨɦɨɳɶ ɧɚ
ɜɚɲɟɦ ɹɡɵɤɟ. Ɂɜɨɧɢɬɟ ɩɨ ɬɟɥɟɮɨɧɭ 1-855-OSCAR-55.
Este Aviso contiene información importante. Este aviso contiene información importante acerca de su solicitud o cobertura 
a través de Oscar. Preste atención a las fechas clave que contiene este aviso. Es posible que deba tomar alguna medida 
antes de determinadas fechas para mantener su cobertura médica o ayuda con los costos. Usted tiene derecho a recibir 
esta información y ayuda en su idioma sin costo alguno. Llame al 1-855-OSCAR-55.
Ang Paunawang ito ay may Mahalagang Impormasyon. Ang paunawang ito ay may mahalagang impormasyon tungkol sa 
iyong aplikasyon o saklaw sa pamamagitan ng Oscar. Hanapin ang mahahalagang petsa sa paunawang ito. Maaaring 
may kailangan kang gawin bago sumapit ang ilang partikular na deadline upang mapanatili ang iyong saklaw o tulong sa 
kalusugan nang walang bayad. May karapatan kang makuha ang impormasyong ito at makatanggap ng tulong nang nasa 
iyong wika nang walang bayad. Tumawag sa 1-855-OSCAR-55.
࡙ࡻ࠸ࡳࡄࡨ࠻ࡩ ࡡࡻࡎࡰࡘࡤᕎ࠹ࡘᕎ  ࡐࡩ࠸ࡧ࡚ࡒ ࡄࡨ࠻ࡩ ࡡࡰࡘࡤᕎ࠹ࡘᕎ  ࡐࡩ࠸ࡧ࡚ࡒ ࡢ࡚࠻ࡨࡘࡡ࡚ࡩ࠸ࡑࡨ࠸࡞  ࠸ࡰࡋ Oscar ࡐࡩᕍࡓࡊ࠻࠾ࡤ࠹ࡕࡩࡗ࠹ࡡࡐࡨ࠸ࡧ࡚ࡒ࠾ࡤ࡚࠻ࡘᕎ࠻࡚ࡩ࠸ࡐࡶࡌ࠹ࡳࡑࡤ࠹ࡤ࡚
 ࡋ࠾ࡤᕎࡌࡧࡩࡤࡊ࠻ ᕎ  ࡐࡩ࠸ࡧ࡚ࡒࡐࡶ࡚ࡩ࠸ࡋࡐࡢࡩ
ࡧࡤࡻࡕࡳࡐࡤࡐᕍࡐࡴࡻࡎࡩ࡞ࡋࡐࡢࡩ࠸ࡐࡶ࡙ࡩࡗ࡚ࡩ࠸ࡐࡐࡳࡩ ࡢࡊ࠻࠾ࡤ࠹ࡕࡩࡗ࠹ࡡࡐࡨ࠸ࡧ࡚ࡒࡩࡠ࠸ࡨ࡚  ࡙ࡩᕍᕎࡁࡶࡩᕍ࠻ࡐࡶࡤࡢࡳ࡙࡞ᕍࡁ࡚ࡩ࠸ࡤ࡚
ᕎࡋࡷࡧࡻࡎࡏࡎࡡࡘࡊ࠻  OSCAR-55-1-855 ࡚ࡎࡵ ࡙ࡩᕍᕎࡁࡶࡩᕍ࠻ࡘᕍࡘࡷ࡙ࡋࡵࡊ࠻࠾ࡤ࠹ࡩࡠࡩࡗࡐࡶᕎ  ࡤࡢࡳ࡙࡞ᕍࡁࡘࡩ࡞࠻ࡧࡴࡰࡘࡤᕎ࠹ࡑࡨ࡚
ɐɟ ɩɨɜɿɞɨɦɥɟɧɧɹ ɦɿɫɬɢɬɶ ɜɚɠɥɢɜɭ ɿɧɮɨɪɦɚɰɿɸ. ɐɟ ɩɨɜɿɞɨɦɥɟɧɧɹ ɦɿɫɬɢɬɶ ɜɚɠɥɢɜɭ ɿɧɮɨɪɦɚɰɿɸ ɩɪɨ ȼɚɲɟ  
ɡɜɟɪɧɟɧɧɹ ɳɨɞɨ ɫɬɪɚɯɭɜɚɥɶɧɨɝɨ ɩɨɤɪɢɬɬɹ ɱɟɪɟɡ ɩɪɨɝɪɚɦɭ OSCAR. Ɂɜɟɪɧɿɬɶ ɭɜɚɝɭ ɧɚ ɤɥɸɱɨɜɿ ɞɚɬɢ� ɜɤɚɡɚɧɿ ɭ ɰɶɨɦɭ 
ɩɨɜɿɞɨɦɥɟɧɧɿ.  ȱɫɧɭɽ ɿɦɨɜɿɪɧɿɫɬɶ ɬɨɝɨ� ɳɨ ȼɚɦ ɬɪɟɛɚ ɛɭɞɟ ɡɞɿɣɫɧɢɬɢ ɩɟɜɧɿ ɤɪɨɤɢ ɭ ɤɨɧɤɪɟɬɧɿ ɤɿɧɰɟɜɿ ɫɬɪɨɤɢ ɞɥɹ ɬɨɝɨ� 
ɳɨɛ ɡɛɟɪɟɝɬɢ ȼɚɲɟ ɦɟɞɢɱɧɟ ɫɬɪɚɯɭɜɚɧɧɹ ɚɛɨ ɨɬɪɢɦɚɬɢ ɮɿɧɚɧɫɨɜɭ ɞɨɩɨɦɨɝɭ. ɍ ȼɚɫ ɽ ɩɪɚɜɨ ɧɚ ɨɬɪɢɦɚɧɧɹ ɰɿɽʀ 
ɿɧɮɨɪɦɚɰɿʀ ɬɚ ɞɨɩɨɦɨɝɢ ɛɟɡɤɨɲɬɨɜɧɨ ɧɚ ȼɚɲɿɣ ɪɿɞɧɿɣ ɦɨɜɿ. Ⱦɡɜɨɧɿɬɶ ɡɚ ɧɨɦɟɪɨɦ ɬɟɥɟɮɨɧɭ 1-855-OSCAR-55.

کے ذریعے آپ کو حاصل بیمے کے تحفظ کے بارے میں اہم معلومات ہے۔ اس Oscarاس نوڻس میں اہم معلومات ہے ۔ اس نوڻس میں آپ کی درخواست یا پھر 
ہلے کچھ پڻس میں اہم تاریخوں کو دیکھیں۔ ہو سکتا ہے آپ کو اپنی صحت کی خدمات کو برقرار رکھنے یا پھر لاگت کے سلسلے میں بعض حتمی تاریخوں سےنو

OSCAR-55-855-1ےیمفت مدد اور معلومات حاصل کرنے کا حق  ہے۔ مترجم سے بات کرنے کے لںیزبان میآپ کو اپناقدامات کرنے کی ضرورت ہو۔ 
۔ںیکال کرپر 

Thông báo này cung cҩp thông tin quan trӑng. Thông báo này có thông tin quan trӑng bàn vӅ ÿѫQ Qӝp hoһc hӧS ÿӗng bҧo
hiӇP TXD FKѭѫQJ WUuQK 2VFDU. ;LQ [HP QJj\ WKHQ FKӕt trong thông báo này.  Quý vӏ có thӇ phҧi thӵc hiӋn theo thông báo 
ÿ~QJ WURQJ WKӡi hҥQ ÿӇ duy trì bҧo hiӇm sӭc khӓe hoһF ÿѭӧc trӧ trúp thêm vӅ chi phí.  Quý vӏ có quyӅQ ÿѭӧc biӃt thông 
WLQ Qj\ Yj ÿѭӧc trӧ giúp bҵng ngôn ngӳ cӫa mình miӉn phí.  Xin gӑi sӕ 1-855-OSCAR-55.

ʱʠʣʢʰʥʣʬʲʮʨʠʤʷʩʨʫʩʥʥʲʩʶʠʮʸʠʴʰʩʠ .ʱʠʣʢʰʥʣʬʲʮʨʠʤʷʩʨʫʩʥʥʲʩʶʠʮʸʠʴʰʩʠʯʢʲʥʥʸʲʩʩʠʲʩʶʷʩʬʴʠʸʣʥʠʢʰʥʷʲʣʪʸʥʣOscar .ʷʥʷʳʩʥʠ
ʲʷʩʨʫʩʥʥʱʲʨʠʣʯʩʠʱʠʣʢʰʥʣʬʲʮ .ʱʲʦʩʠʪʲʬʢʩʮʨʱʠʯʲʦʩʮʯʲʬʣʰʠʤʳʩʥʠʸʲʸʲʫʩʦʯʲʰʩʮʸʲʨʥʶʯʨʬʠʤʸʲʩʩʠʨʰʥʦʲʢʢʰʥʷʲʣʸʣʥʠʳʬʩʤʨʩʮ

ʸʠʣʨʱʠʷ .ʸʩʠʨʠʤʱʠʣʨʫʲʸʥʶʯʡʠʤʱʠʣʲʩʶʠʮʸʠʴʰʩʠʣʰʥʠʳʬʩʤʯʥʠʸʲʩʩʠʪʠʸʴʹʨʱʩʦʮʥʠ . ʢʰʥʬʷ1-855-OSCAR-55. 
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