OscAR SIMPLE SiLVER EPO ScHEDULE oF BENEFITS

All services and supplies must be provided by an Oscar In-Network Provider, unless an Out-of-Network provider is
authorized by Oscar, and except in the case of an Emergency or Urgent Care. If you receive covered services at an In-
Network facility at which or as a result of which you receive services provided by an Out-of-Network provider, you will pay
no more than the same cost sharing you would pay for the same covered services received from an In-Network provider.
This schedule is intended to help you compare covered benefits and is a summary only. The Subscriber Agreement and
Combined Evidence of Coverage and Disclosure Form should be consulted for a detailed description of covered benefits
and limitations.

Deductible

This is the amount of Covered Charges that a Covered Person must pay before this Subscriber Agreement and Combined
Evidence of Coverage and Disclosure Form pays any benefits for such charges. Deductible does not include Coinsurance,
Copayments, and Non-Covered Charges.

Maximum Out of Pocket

This is the annual maximum dollar amount that a Covered Person must pay as Copayment, Deductible, and Coinsurance
for all covered services and supplies in a Plan Year. All amounts paid as a Copayment, Deductible, and Coinsurance shall
count toward the Maximum Out of Pocket. Once the Maximum Out of Pocket has been reached, the Covered Person has
no further obligation to pay any amounts as Copayment, Deductible, or Coinsurance for In-Network covered services and
supplies for the remainder of the Plan Year

Copayment

This is a specified dollar amount a Covered Person must pay for specified Covered Charges.

Coinsurance

This is the percentage of a Covered Charge that must be paid by a Covered Person.

Deductible Out-of-Pocket Maximum
Individual $7,900.00 Individual $7,900.00

Family $15,800.00 Family $15,800.00



Participating Provider Member

Medical Professional Services Responsibility for Cost-Sharing Limits

Primary Care Office Visits $25.00 copayment not subject to
deductible

Specialist Office Visits $50.00 copayment not subject to
deductible

All other Practitioner Visits $25.00 copayment not subject to
deductible

Acupuncture $25.00 copayment not subject to
deductible

Complex Imaging Services CT/PET $300.00 copayment not subject to

scans, MRIs deductible

Preauthorization may be required

Allergy Testing

Performed in a PCP office $50.00 copayment not subject to
deductible
Performed in a Specialist office $50.00 copayment not subject to

deductible



Anesthesia Services
Outpatient
Inpatient

Chemotherapy
Preauthorization may be required

Outpatient Rehabilitation Physical Medicine
Services (Physical Therapy, Occupational
Therapy or Speech Therapy)
Preauthorization may be required

Outpatient Habilitation Physical Medicine
Services (Physical Therapy, Occupational
Therapy or Speech Therapy)
Preauthorization may be required

Laboratory Procedures
Preauthorization may be required

Maternity and Newborn Care

Routine Prenatal and Postnatal Care

Diagnostic and other Prenatal and Postnatal
Care

Inpatient Hospital Services and Birthing
Center

Physician and Midwife Services for Delivery

Breast Pump

Preventive care

X-rays and Diagnostic Imaging
Preauthorization may be required

Medical Outpatient Services

Ambulatory Surgical Center Facility Fee
Preauthorization may be required

Outpatient Physician / Surgeon Fees
Preauthorization may be required

$0 copayment after deductible
$0 copayment after deductible

$0 copayment after deductible

$25.00 copayment not subject to
deductible

$25.00 copayment not subject to
deductible

$50.00 copayment not subject to
deductible

$0 copayment not subject to
deductible

$50.00 copayment not subject to
deductible

$0 copayment after deductible

$0 copayment after deductible

$0 copayment not subject to
deductible

$0 copayment not subject to
deductible

$50.00 copayment not subject to
deductible

Participating Provider Member
Responsibility for Cost-Sharing

$0 copayment after deductible

$0 copayment after deductible

Cost-sharing for oral anti-cancer
drugs limited to $200 per 30 day

supply

Limits



Outpatient Visits
Preauthorization may be required

With a PCP

With a Specialist

Medical Hospitalization Services

Inpatient Facility Fee
Preauthorization required. However,
Preauthorization is not required for,
emergency admissions

Inpatient Physician / Surgeon Fees
Preauthorization required. However,
Preauthorization is not required for
emergency admissions

Skilled Nursing Facility
Preauthorization required

Emergency Health Coverage

Emergency Room Facility Fee
Waived if admitted

Emergency Room Physician Fee
Waived if admitted

Urgent Care Center

$25.00 copayment not subject to
deductible

$50.00 copayment not subject to
deductible

Participating Provider Member
Responsibility for Cost-Sharing Limits

$0 copayment after deductible

$0 copayment after deductible

$0 copayment after deductible 100 days per Plan Year

Participating Provider Member
Responsibility for Cost-Sharing Limits

$0 copayment after deductible

$0 copayment after deductible

$75.00 copayment not subject to
deductible



Ambulance Services

Emergency Transportation/ Ambulance
Preauthorization required for non-
emergency ambulance transportation

Prescription Drugs
Preauthorization/step therapy may be
required

Retail Pharmacy
30-day supply

Tier 1 - Generic Drugs

Tier 2 - Preferred Brand Name

Tier 3 - Non-preferred Brand
Name

Tier 4 - Specialty Drugs
Mail Order Pharmacy
90-day supply (except for Tier 4)

Tier 1 - Generic Drugs

Tier 2 - Preferred Brand Name

Tier 3 - Non-preferred Brand
Name

Tier 4 - Specialty Drugs

Durable Medical Equipment

Durable Medical Equipment and Braces
Preauthorization required if annual
cost (purchase/rental) > $500

Participating Provider Member
Responsibility for Cost-Sharing Limits

$0 copayment after deductible

Participating Provider Member
Responsibility for Cost-Sharing Limits

$15.00 copayment not subject to
deductible

$50.00 copayment not subject to
deductible

$0 copayment after deductible

$0 copayment after deductible

$37.50 copayment not subject to
deductible

$125.00 copayment not subject to
deductible

$0 copayment after deductible

$0 copayment after deductible Limited to 30-day supply

Participating Provider Member
Responsibility for Cost-Sharing Limits

$0 copayment after deductible



Mental Health Services

Inpatient Mental Health Care (for a
continuous confinement when in a
Hospital)

Preauthorization may be required.
However, Preauthorization is not
required for emergency admissions

Inpatient Physician / Surgeon Fees
Preauthorization may be required.
However, Preauthorization is not
required for emergency admissions

Outpatient Mental Health Office Visits

Outpatient Mental Health Items and
Services

Chemical Dependency Services

Inpatient Substance Use Services (for a
continuous confinement whenin a
Hospital)

Preauthorization may be required.
However, Preauthorization is not
required for emergency admissions

Inpatient Physician / Surgeon Fees
Preauthorization may be required.
However, Preauthorization is not
required for emergency admissions

Outpatient Substance Use Office Visits

Outpatient Substance Use Items and
Services

Participating Provider Member
Responsibility for Cost-Sharing Limits

$0 copayment after deductible

$0 copayment after deductible

$25.00 copayment not subject to
deductible

$0 copayment after deductible

Participating Provider Member
Responsibility for Cost-Sharing Limits

$0 copayment after deductible

$0 copayment after deductible

$25.00 copayment not subject to
deductible

$0 copayment after deductible



Home Health Services

Home Health Care
Preauthorization may be required

Additional Services, Equipment and
Devices

Diabetic Equipment, Supplies and Self-
Management Education

Diabetic Equipment
Preauthorization may be required.

Diabetic Supplies
Preauthorization may be required.

Diabetic Education

Hospice Services
Preauthorization may be required.

Pediatric Dental and Vision Care
Pediatric Dental Care
Preventive Dental Care

Routine Dental Care

Major Dental

Orthodontia
Orthodontics and major dental
require Preauthorization

Pediatric Vision Care
Exams

Lenses and Frames

Contact Lenses

Participating Provider Member
Responsibility for Cost-Sharing

$50.00 copayment not subject to
deductible

Participating Provider Member

Responsibility for Cost-Sharing

$0 copayment after deductible

$0 copayment after deductible

$0 copayment not subject to deductible

$0 copayment after deductible

Participating Provider Member
Responsibility for Cost-Sharing

$0 copayment not subject to deductible

$50.00 copayment not subject to
deductible

$0 copayment after deductible

$0 copayment after deductible

$50.00 copayment not subject to
deductible

$0 copayment after deductible

$0 copayment after deductible

Limits

100 visits per Plan Year

Limits

Limits

One (1) visit per 6 months

One (1) exam per 12 months. Preventive
visits $0 copayment not subject to
deductible.

One (1) prescribed lenses and frames per
12 months.

Only in lieu of glasses



All in-network Preauthorization requests are the responsibility of Your Participating Provider. You will not be penalized
for a Participating Provider's failure to obtain a required Preauthorization. However, if services are not covered under the

Subscriber Agreement and Combined Evidence of Coverage and Disclosure Form, You will be responsible for the full cost of the
services.

*Emergency Medical Conditions and Urgent Care Coverage are covered by Us. Members are responsible for their respective
cost share only (copay, coinsurance, deductible).

You may contact the California Department of Managed Healthcare to obtain information on companies, coverage, rights or
complaints at:

1-888-466-2219

You may write the California Department of Managed Healthcare at:
980 9th Street Suite 500
Sacramento, CA 95814
Web: https://www.dmhc.ca.gov
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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, 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

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.

HIOSCAR.COM



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.
ZREPX (Chinese): T MREBEAERPX, BAINREESESIEDRE. BWE 1-855-0SCAR-55.

Pycckuii (Russian): BHYIMAHWE: Ecnv Bbl rOBOpUTE Ha PYCCKOM fA3blKe, TO BaM AOCTYrMHbI 6ecriaTHble yCcayrn nepeeoga. 3BoHUTe 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.
8t=20{ (Korean): =2|: t=01E AIE3tAl= 42, 2101 X|@ MH|AE BEE 0|83 & JUSLICE 1-855-0OSCAR-55 o2 Hatol FHAIRL.
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. D911 HRXAN 113 119 DYDMIYD 921 TRIAY TN IR INTIIND WIVT LT DTV X AKX DR wnanw (Yiddish) wrm

Jieet (Bengali): TH FFa: IM A IRAT, I IO @A, ORE [ATCT SN TS IHFAT SFd AR @ FF9 5
-855-0SCAR-55.

Polski (Polish): UWAGA: Jezeli méwisz po polsku, mozesz skorzysta¢ z bezptatnej pomocy jezykowej. Zadzwon pod numer 1-855-OSCAR-55.
B5-RACSO-558-1 ad s Juail . lally ell 3155 Gygalll e Lol | loads (s Aalll <3l &aas S 3] dlisale ((Arabic) duyadl

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

OSCAR-55. .
1-855-OSCAR-55 s SUK . [ oliiins (e cide Slesd (S oie oS 5L S ~_:’|\5:| comt eilas gyl s?Ji ;l Dlasa :(Urdu) 9y

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 pAGte ENANVLKG, 0Tn §LaBeor oag Bplokovtal UTtNPecieg YAWOOLKAG UTIOOTHPLENG, OL
ottoleg apéyovrat Swpedv. KaAéote 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: N&u ban néi Tiéng Viét, c6 cac dich vu hé trg ngén nglt mién phi danh cho ban. Goi s6 1-855-0SCAR-55.
f&ét (Hindi): =9 & af% s & arera € a1 sre forg g § A7 Jeraar Far0 30eed €1 1-855-0SCAR-55 % el Fil
.1-855-0OSCAR-55 & w50, Lass (g1 K01 & psemn il edboans « S o KA oy ld oLy A K1 iasgi i(Farsi) gwe)ld

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

e2udl (Gujarati): YUell: A AN YAl Actcll &, Al [(A:yes einl Ul AU dHRL HIR2 Guasd B, §lot 5 1-855-0SCAR-55.

HZSEE (Japanese): (IEZEIE: HABZHFEINDHE. BROSEIEZ CHMBAWCEITET, 1-855-0SCAR-55 £ T, PEFECTITELELL IS
LY,

w999999 (Lao): Wagaw: 11299 H9ncd3awrsa 899, NINdSNIVEoecHodIVWII, Eovi’)c%eje')‘), wVTHeul®Iv. 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 F07: Q09974+ &% A07CE hUPT §+C7°9° h(SF LCEFF N3 ASTHPt HHIZ+PA: 02 oY h+Aw- P 2R.0-r
1-855-OSCAR-55.

ZwbkpkL (Armenian): NhGULFPNRE3NRT bk fununud bp Gwgbpbl, wuw dbg win]fwp Guwpng BU mpwdwgpg by by wlpwl wewhgnu@dpul
Swrwnfdnilibbp: Qulhgwlwpkp 1-855-OSCAR-55.

Urret (Punjabi): fimirs fe@: 7 3t Urrslt S5 J, 31 I €8 RIS AT 3973 B8 He3 GuUBHY J1 1-855-05CAR-55 '3 1% 13|

{21 (Cambodian): [wuis: GsmgRSunw Mmanig:, NS SwigsmMa IWESSARWU SHMSEISONUUITESY G §ird5 1-855-0OSCAR-55. 9
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.

amlng (Thai): Saawannneaaaanse ldusnisgramaanisniulans 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! SIKLLO B/ pO3MOB/SETE YKPATHCLKOIO MOBOO, B/ MOXeTe 3BEPHYTUCS 40 6e3KOLLTOBHOI
CNy>X61 MOBHOT NiATPUMKI. TenedoHynTe 3a HomepoMm 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.





