Summary of Benefits and Coverage: What this Plan Covers & What You Pay For Covered Services Coverage Period: 01/01/2019 - 12/31/2019
Oscar Classic Silver Off-Ex Only Plan 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/tx. 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?

$4.,400 individual /
$8,800 family

Yes. Preventive
care, pre- and
post-natal care,
and telemedicine.

No.

$7,900 individual /
$15,800 family

Premiums,
balance billing

charges, and
healthcare this
plan does not
cover.

Yes. See
www.hioscar.com
or call 1-855-
OSCAR-55 for a
list of network

roviders.

No.

Generally, you must pay all the costs from providers up to the deductible amount before this plan begins
to pay. If you have other family members on the plan, each family member must meet their own individual
deductible until the total amount of deductible expenses paid by all family members meets the overall
family deductible.

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:/ilwww.healthcare.gov/coveragelpreventive-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 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)

$50.00 copay/visit not

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

Limitations, Exceptions, & Other
Important Information

illness subject to deductible Not Covered none
$75.00 copay/visit not N one

Specialist visit

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)

50% coinsurance subject
to deductible (x-ray),
$75.00 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)

50% coinsurance 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
iliness or
condition

More information

about prescription
drug coverage is

Services You May Need

Generic drugs

What You Will Pay

Network Provider (You
will pay the least)

$10.00 copay/prescription
not subject to deductible
(retail), $25.00
copay/prescription not
subject to deductible
(mail order)

Out-of-Network
Provider (You will pay

the most)

Not Covered

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
required. If you don't get

preauthorization, payment for care may
be denied.

Preferred brand drugs

50% coinsurance subject
to deductible (retail/malil
order)

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

preauthorization, payment for care may
be denied.

50% coinsurance subject

Covers up to 30 day supply at retail and
up to 90 day supply for mail order.

available at - N Preauthorization/ step therapy may be
www.hioscar.com/ Non-preferred brand drugs toc;(;ieer;iuctlble (retail/mail | Not Covered required. If you don't get
search/TX/drugs? preauthorization, payment for care may
ear=2019 be denied.
Covers up to 30 day supply through
50% coinsurance subject Preauthorizaton/step terapy may be
Specialty drugs to deductible (retail/mail |Not Covered — P Py may
order) required. If.yoq don't get
preauthorization, payment for care may
be denied.
Facility fee (e.g., ambulatory surgery 50% coinsurance subject —Preautl'nlorlzatlon may pe re:quwed. I
- Not Covered you don't get preauthorization, payment
center) to deductible ;
If you have for care may be denied.

outpatient surgery

Physician/surgeon fees

50% coinsurance 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

Emergency room care

What You Will Pay

Network Provider (You
will pay the least)

50% coinsurance subject
to deductible (ER Facility
Fee/ER Physician Fee)

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

50% coinsurance subject
to deductible (ER Facility
Fee/ER Physician Fee)

Limitations, Exceptions, & Other
Important Information

none

Emergency medical transportation

50% coinsurance subject
to deductible

50% coinsurance subject
to deductible

Preauthorization required for non-

emergency ambulance transportation.

Urgent care

$100.00 copay/visit not
subject to deductible

Covered at in-network
level

none

If you have a
hospital stay

Facility fee (e.g., hospital room)

50% coinsurance subject
to deductible

Not Covered

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

50% coinsurance 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

$50.00 copay/visit not
subject to deductible
(office visit), 50%
coinsurance subject to
deductible (for other
outpatient services)

Not Covered

none

Mental/Behavioral health inpatient

services

50% coinsurance subject
to deductible

Not Covered

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

50% coinsurance 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

50% coinsurance subject
to deductible

Not Covered

Preauthorization is not required if
patient stay <48 hours (<96 hours for a
cesarean). If you don't get
preauthorization, payment for care may
be denied.

If you need help
recovering or
have other special
health needs

Home health care

$75.00 copay/visit not
subject to deductible

Not Covered

100 visits per year. Limit does not apply
to Private Duty Nursing, which is limited
to 90 visits per year. Preauthorization
may be required. If you don't get
preauthorization, payment for care may
be denied.

Rehabilitation services

$50.00 copay/visit not
subject to deductible

Not Covered

35 visits per year, combined therapies.
Preauthorization may be required. If

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

Habilitation services

$50.00 copay/visit not
subject to deductible

Not Covered

35 visits per year, combined therapies;
refer to Your Policy for coverage of
Autism Spectrum disorders and
applicable limits. Preauthorization may
be required. If you don't get
preauthorization, payment for care may
be denied.

Skilled nursing care

50% coinsurance subject
to deductible

Not Covered

90 days per year. Preauthorization is
required. If you don't get
preauthorization, payment for care may
be denied.

Durable medical equipment

50% coinsurance 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

Common Medical . Limitations, Exceptions, & Other
. Out-of-Network ; :
Event Services You May Need Network Provider (You . . Important Information
. Provider (You will pay
will pay the least)
the most)
tyou ned help o e
- - . - .
recovering or . . 50% coinsurance subject P OSpit ;
., | Hospice services - Not Covered Preauthorization may be required. If
have other special to deductible X .
you don't get preauthorization, payment
health needs :
for care may be denied.
$0.00 copay!/visit not
Eye exam subject to deductible Not Covered 1 exam per year.

If your child 50% coinsurance subject
needs dental or Glasses 0 - ) Not Covered 1 prescribed lenses and frames per year.

to deductible
eye care

Dental check-up $O'QO copayfvisit _not Not Covered Limited to 1 exam every 6 months.
subject to deductible

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 Abortion e Infertility treatment e Private-duty nursing
e Bariatric surgery e Long-term care * Routine eye care (Adult)
e Cosmetic surgery ¢ Non-emergency care when traveling outside the e Routine foot care

e Dental care (Adult) u.s.

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

e Acupuncture e Hearing aids e Weight loss programs

e Chiropractic care
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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: Texas Department of Insurance, 333 Guadalupe Street, Austin, TX 78701 at 1-800-578-4677 or http://www.tdi.texas.gov/index.html. 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://www.tdi.texas.gov/index.html

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: $4,400

= Specialist: $75.00 copay/visit not subject to
deductible

= Hospital (facility): 50% coinsurance subject to
deductible

= Other: 50% coinsurance 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 $4,400
Copays $200
Coinsurance $700

What isn’'t covered
Limits or exclusions $200
Total $5,500

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: $4,400

= Specialist: $75.00 copay/visit not subject to
deductible

= Hospital (facility): 50% coinsurance subject to
deductible

= Other: 50% coinsurance 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 $3,000
Copays $700
Coinsurance $0

What isn’'t covered
Limits or exclusions $80
Total $3,780

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: $4,400

= Specialist: $75.00 copay/visit not subject to
deductible

= Hospital (facility): 50% coinsurance subject to
deductible

= Other: 50% coinsurance 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 $1,900
In this example, Mia would pay:
Cost Sharing

Deductibles $1,600
Copays $200
Coinsurance $0

What isn’'t covered
Limits or exclusions $0
Total $1,800
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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:

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

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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Multi-language interpreter services

Espafiol (Spanish): ATENCION: si habla espafiol, tiene a su disposicién servicios gratuitos de asistencia lingtiistica. Llame al 1-855-OSCAR-55.
ZRPX (Chinese): T : MRBEAEETXY, BINUREESESEIRE. BWE 1-855-0SCAR-55.
Pycckuii (Russian): BHYUMAHWE: Ecnuv Bbl rOBOpUTE Ha PYCCKOM fA3biKe, TO BaM AOCTYMHbI 6ecriaTHble ycayrn nepesona. 3soHnte 1-855-OSCAR-55.
Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed pou lang ki disponib gratis pou ou. Rele 1-855-OSCAR-55.
8t20{ (Korean): 2|: St=0{E At8otAl= Z2, A0 X|@ MH|AS 222 0|85 5 AUSLICE 1-855-OSCAR-55 o2 Msle FHAL.
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.
.1-855-0OSCAR-55 12171 .DXXAN 119 118 DYDMIYD 990 TN1AW TR IND INNIRA WIVT TR DTV 1)K 2N DRpavnank :(Yiddish) e
<&l (Bengali): Ty Sz I SHf IRAY, FAT M@ AEA, ©IRE 461 AT N2Te! A(EI THF& ORI (T FF9 S -855-05CAR-55.
Polski (Polish): UWAGA: Jezeli mdéwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-855-OSCAR-55.
H5-RACSO-558-1 ad s duail .Gladls ell 58155 Lsalll Sacbed | wlosa (L8 Bl K31 &uat oS 1) rdlsgals ((Arabic) da yadl
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 - ot oliiens yso o Slosas oS ae 58 Ol oS 01 55 et il 5350 o K1l (Urdu) 9oy
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 plhdte eMNVLKG, otn SLabeor| oag Bpilokovtal uttnpeoteg YAWOOLKAG UTIOOTAPLENG, OL oTtoleg TTapexovtal Swpedv. Kaléote 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 ngit mién phi danh cho ban. Goi s6 1-855-OSCAR-55.
&t (Hindi): eame & af% om0 & Frerd & a7 s fore qo § ST SgTaT JAT0 S9ese g1 1-855-0SCAR-55 9% i F3|
1-855-0SCAR-55 & wa e Lo (6153 OIK15 s (5315 odboneds i€ e SO (o)l L 9 S annsi 2(FarSi) (sl
Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-855-OSCAR-55.

AUl (Gujarat): ya g, o il il dletett &, Al Reges et Aptel Azl 2 wd Guciodt B, fat 52 1-855-OSCAR-S5.
B#3E (apanese): TREIE: AFBEHEINZES. BROSEXEE CHAVEFTET, 1-855-05SCAR-55 £ T, HEBFEICTIEEIEEL),

w999299 (Lao): Wog9w: 11299 Hancdowrm 299, NIndENIWEoecHodrvwam, ?oef)c%;e’)s), wHuTweultinov. tns 1-855-OSCAR-55.

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

ho9CE (Amharic): 090} 0A: R09574.+ £k A09CE NP1 RTC79° hCEF SCEFTIN1% ASTHP+ +HIZ+PAH: 02 09 h+Am- P 3.0y 1-855-OSCAR-55.

2w kpkl (Armenian): NhGUHPNREBNRY bk fununud kp Gugbpkly, wupw dby win] fuwp Gupan B mpunfwngpd b g wlw b wgwlgned ol swnwgn@noiibp: Quiigwbupkp 1-855-0SCAR-55.

UrArEt (Punjabi): fimrs fe€: 7 3/ Uarsh 882 9, 37 377 &9 AT A< 3973 &8 Hes QuUBET J1 1-855-0SCAR-55. '3 % &I

{81 (Cambodian): Wtis: 10AsSgmSuUNW Manigl iwhdswigmaman InwSSARWN SMSEISNUUITEAY G §iedn 1-855-OSCAR-55.

oob (Hmong): LUS CEEV: Yog tias koj hais Jus Hmoob, cov kev pab txog lus, muaj kev pab dawb rau koj. Hu rau 1-855-0SCAR-55.
awlng (Thai): 0 1 a e s inaauannsa g USNs 2 2ardan 1w le WS Ins 1-855-0OSCAR-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! IO BY pO3MOBASIETE YKPATHCLKOK MOBOH), B/ MOXeTe 3BePHYTUCS L0 6e3KOLLTOBHOI C1yX6y MOBHOI NigTPUMKN. TenedpoHyrTe 3a Homepom 1-855-
OSCAR-55.

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

Navajo Diné Bizaad: Dii baa aké ninizin: Dii saad bee yanilti’go Diné Bizaad, saad bee aka’dnida’awo’deé’, t'aa jiik’eh, éi na holg, koji” hodiilnih 1-855-OSCAR-55 (TTY: 711.)





