NONGROUP ENROLLMENT/CHANGE REQUEST

OSCAar

A. Type of Activity — to be completed by enrollee Refer to instructions on page 5 before completing this form. Print clearly.
Activity — Check all that apply Date of Event \

RGER

[] Enrollment of a new Member / /
] Add Spouse/Civil Union Partner / /
[] Add Domestic Partner ; ;
] Add Dependent Child
@ [] Remove Member / /
% [] Remove Spouse/Civil Union Partner / /
= [ 1 Remove Domestic Partner / /
E [] Remove Dependent Child / /
] Name Change / /
~ 5 [] Change Plan / /
= > [] Special Enrollment Period (due to a Triggering Event*) / /
= [ Other I
= 5 *See list of Triggering Events in Instructions
B. Applicant Information Name (Last, First, MI):
SSN: Birthdate (mm/dd/yyyy) [ | Male Email:
[] Female By providing an email address you consent to receive information, including
the policy, by electronic means.
Are you a resident of New Jersey? [ ] Yes [] No Do you maintain a home in any other state or country? [_] Yes [_] No Ifyes:
Name of State/Country: Number of months you live there each year:
Primary Residence: Other Residence:
Street/Apt: Street/Apt:
z Street/Apt: Street/Apt:
=l City: State: City: State:
= Zip Code: Zip Code:
é § Phone: ( ) Phone: ( )
g § Your billing address: [_] Primary residence [_] Other residence [_] P.O. Box or Other (specify):
Az
< 5

[J Add [] Remove [] Other Change [_] Continue If a name change, indicate prior name:
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Are you eligible for Medicare? []Yes []No

Are you covered under Medicare Parts A or B?  [] Yes []No

Please note: If you are eligible for Medicare, the individual policy will coordinate as
secondary payor to what Medicare paid or would have paid. Individual policies do not
operate as Medicare supplement policies.

C. Plan Option — Please check only one.

[ Oscar Silver Classic
Deductible: $2,500

Out-of-pocket max: $8,900

[ Oscar Bronze Classic
Deductible: $3,000
Out-of-pocket max: $9,100

Deductible: $2,500

[J Oscar Silver Classic Saver Plus [ Oscar Gold Classic PCP Saver

Deductible: $0 Deductible: $1,750

Rx Deductible: $750
Out-of-pocket max: $9,100 Out-of-pocket max: $7,000

D. Other Individuals Covered — Identify individuals other than yourself for whom you are

[JOscar Silver Simple

Out-of-pocket max: $7,200 Out-of-pocket max: $8,900

Are you covered under any health coverage? [_] Yes [_] No
If yes, why are you applying for individual coverage?

[JOscar Silver Simple PCP Saver [] Oscar Secure
Deductible: $2,500 Deductible: $9,100
Out-of-pocket max: $9,100

adding/changing/removing coverage. Attach additional pages if necessary, dated and

signed by you. Attach proof of disability.
1. Spouse/Domestic Partner/Civil Union 2. Child
Partner

3. Child 4. Child

[l Add [] Remove [ ] Other [ 1 Add [] Remove [ | Other

] Add [ | Remove [|Other [ ] Add [ ] Remove [ |Other

Name (last, first, MI)

Name (last, first, MI)

Name (last, first, MI)

Name (last, first, MI)

L: L: L: L:

F: F: F: F:

MI: MI: MI: MI:

Birthdate (mm/dd/yyyy): Birthdate (mm/dd/yyyy): Birthdate (mm/dd/yyyy): Birthdate (mm/dd/yyyy):

[ IMale [ Female

[ I Male [ Female

[ | Male [ Female

[ I Male [ Female

Social Security Number:

Social Security Number:

Social Security Number:

Social Security Number:

NJ-HINT-Individual 11/17
Policies Effective 1/1/19 and later.




Eligible for Medicare? [_| Yes [_] No
Covered under Medicare Parts A or B?

[ Yes [] No
Covered under any health coverage?

[1Yes []No

Eligible for Medicare? [ | Yes [_] No
Covered under Medicare Parts A or B?

[ Yes [ No
Covered under any health coverage?

] Yes []No

Eligible for Medicare? [ | Yes [ No
Covered under Medicare Parts A or B?

[ Yes []No
Covered under any health coverage?

] Yes []No

Eligible for Medicare? [ _| Yes [_] No
Covered under Medicare Parts A or B?

[ Yes [] No
Covered under any health coverage?

[] Yes []No

If last name is different from member's,
please explain:

If last name is different from member's,
please explain:

If last name is different from member's,
please explain:

If last name is different from
member's, please explain:

Home address same as member's?

[]Yes []No
If NO, complete Section E

Home address same as member's?

[1Yes [1No
If NO, complete Section F

Home address same as member's?

[1Yes []No
If NO, complete Section F

Home address same as member's?

[1Yes [1No
If NO, complete Section F

E. Additional Spouse/Domestic Partner/Civil Union Partner Information — If not applicable, please mark as “NA.”

a. Street/Apt:

Street/Apt:

b. Please explain why the address is different:

City, State, Zip Code:
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F. Additional Child Information — Provide information below about children listed in Section D, if they have a different address. If multiple children are at an address, you may

list them together. Attach additional pages as necessary, signed and dated.

Name(s): Name(s):

Street/Apt: Street/Apt:
Street/Apt: Street/Apt:

City, State, Zip Code: City, State, Zip Code:
Reason: Reason:

G. Race/Ethnicity — Response is Choose a category that most closely describes you: [ _]American Indian or Alaskan Native [ |Black, not of Hispanic origin  [_]Hispanic

appreciated but NOT required! []Asian or Pacific Islander []White, not of Hispanic origin
H. Payment Information —
indicate how you would like to [ ] Check
make payment. Note all premiums [JEBPISISEOGES
billed monthly.
Electronic Payment Methods
[]Automatic Bank Draft
[IDebit Card

To authorize electronic payments (automatic bank draft or debit card) please call 1-855-672-2755 or visit us at http://www.hioscar.com

I. Applicant's Signature I represent that all the information supplied in this application is true and complete. I hereby agree to the Conditions of Enrollment set forth in this
Enrollment/Change Request form

Signature: Date:

J. Broker/General Agent Signature of Preparer Date [ ] NJ Producer License # or [ | NPN
Signature I

General Agent Agent ID #
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INSTRUCTIONS AND ELIGIBILITY REQUIREMENTS

Instructions

¥ Except for section G, you must complete sections A through I, and sign and date this

form, as well as any additional pages you may need to submit with it to provide

further requested information.

Please PRINT except when a signature is requested.

If a dependent child is disabled and you want to continue his or her coverage beyond

age 26, describe this in “Other Change” in Section A, and attach proof of disability.

If you are applying to add a spouse, civil union partner, domestic partner, or child

please check the applicable box in the “Add” section in A and identify the applicable

triggering event in the reason section “Other Change” section in A.

Eligible for Medicare means the person satisfies the requirements for Medicare but

has not yet enrolled for Medicare. Covered under Medicare Parts A or B mean you

have Medicare and CANNOT enroll for an individual plan.

IF YOU HAVE ANY QUESTIONS concerning the benefits and services provided by
or excluded under this policy, contact a member services representative at 1-

855-672-2755 before signing this form.

KEEP A COPY OF THIS COMPLETED APPLICATION! A temporary ID card

can be found at www.hioscar.com or by calling member services at 1-800-672-2755.

Triggering Events:

k¢
A d

1. Loss of eligibility for minimum essential coverage or medically needy coverage but not if lost due
to non-payment of premium
2. Voluntary or involuntary non-renewal of a non-calendar year plan
3. Loss of pregnancy-related coverage or access to health care services through coverage for your
unborn child
4. Dependent attained age 26 or 31 and lost coverage
5. Marketplace determination that you are no longer eligible for a subsidy
6. Marriage (at least one spouse must have had coverage for at least 1 day within the prior 60 days)
7. Confirmation of pregnancy by a health care provider
8. Birth, adoption, or placement for adoption, placement in foster care or gaining a child through a
child support order or other court order, but only you and the new dependent are eligible for the
special enrollment.
9. Gained access to New Jersey plans as a result of permanent move to New Jersey (must have had
coverage at least 1 day within the prior 60 days)
. Application to NJ FamilyCare submitted during open enrollment period or during a Special
Enrollment period is found ineligible
11. Domestic abuse or spousal abandonment necessitating coverage apart from the perpetrator
12. Erroneous enrollment or non-enrollment due to error, misrepresentation, misconduct or inaction
of entity providing enrollment assistance or a carrier’s violation of a material provision of the plan
in relation to a covered person.
13. Your effective date under a health reimbursement arrangement know as either an ICHRA or
QSEHRA

Please note: You must provide evidence of the triggering event with your
enrollment form.

Eligibility
Eligibility requirements are set forth under the Individual Health Coverage Reform Act of
1992, P.L. 1992, c. 161 (N.J.S.A. 17B:27A-2 et seq.).
A. You MUST be a New Jersey resident which means your primary residence is in
New Jersey
B. You must not be enrolled for Medicare Parts A or B.
C. If application is made for the Catastrophic Plan the following additional
requirements apply:
1. You must be under 30 years old; OR
2. You must have a notice that you qualify for an exemption with an
exemption certificate number (ECN) from the Marketplace. Attach a copy
of that notice to your application.

The Annual Open Enrollment Period is the designated period of time each year
during which you may apply for or change coverage for yourself and family members
who are currently uninsured or who are covered under another individual plan, or who
are covered under a group health plan, group health benefits plan, a governmental
plan, a church plan. The Open Enrollment Period begins November 1, 2022 and
continues until January 31, 2023. Your application must be signed, dated and mailed
during the Annual Open Enrollment Period. The effective date of coverage applied
for by December 31, 2022 will be January 1, 2023. The effective date of coverage
applied for by January 31, 2023 will be February 1, 2023.

A Special Enrollment Period that lasts for 60 days follows the listed Triggering
Events. The effective date of a new policy will be no later than the first of the month
following receipt of the application. In addition, if the Triggering Event is the loss of
eligibility for minimum essential coverage, the Special Enrollment Period includes the
60 days prior to the Triggering Event.

NOTE: If you currently have coverage the plan for which you are applying must
REPLACE the current coverage, but you SHOULD NOT terminate it until the new
coverage is effective.
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CONDITIONS OF ENROLLMENT -- [APPLICANT] ACKNOWLEDGEMENTS AND AGREEMENTS

On behalf of myself and the dependents listed in this Enrollment/Change Request form, I acknowledge that:

1. Tauthorize any physician or medical professional, hospital, clinic or other medical care institution, carrier, consumer reporting agency, and any employer to give Oscar Garden State
Insurance Corporation, or any consumer reporting agency acting on behalf of Oscar Garden State Insurance Corporation, information pertaining to employment, other health coverage, and
medical advice, treatment or supplies for any physical or mental condition relevant to me or a minor dependent applying for coverage. I agree that this authorization shall be valid for 30
months from the date I sign this Enrollment/Change Request form, unless revoked at an earlier date.

2. lagree that, if | revoke this authorization before it expires, such revocation shall not affect any action that Oscar Garden State Insurance Corporation has taken in reliance on the authorization.

3. T understand [ may receive a copy of this authorization if I request one.

4. Tagree Oscar Garden State Insurance Corporation will provide coverage in accordance with the terms of the contract for the individual policy.

5. T understand that my enrollment and the enrollment of my listed dependents in Oscar Garden State Insurance Corporation’s individual policy is subject to acceptance by Oscar Garden State
Insurance Corporation.

6. I agree that the provision of coverage and benefits is contingent upon payment of premiums and may be terminated in accordance with the terms of the individual policy if premiums are not
paid timely.

MISREPRESENTATIONS

Any person who includes any false or misleading information on a Nongroup Enrollment/Change Request Form is subject to criminal and civil penalties.
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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, including sex stereotypes and gender identity. Coverage for
medically necessary health services is made available on the same
terms for all individuals, regardless of sex assigned at birth, gender
identity, or recorded gender. Oscar will not deny or limit coverage to any
health service based on the fact that an individual's sex assigned at
birth, gender identity, or recorded gender is different from the one to
which such health service is ordinarily available. Oscar will not deny or
limit coverage for a specific health service related to gender transition if
such denial or limitation results in discriminating against a transgender
individual.

Oscar:
«  Provides free aids and services to people with disabilities to
communicate effectively 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 at all times 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).

OSCdar

hioscar.com

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

1-855-OSCAR-55 (TTY: 7-1-1), Mon - Fri8 am - 8 pm/ Sat - Sun9am -5
pm (EST), Fax: 1-888-977-2062, Email: help@hioscar.com. You can file a
grievance in person or by mail, fax, or em ail. 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.


https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
http://www.hhs.gov/ocr/office/file/index.html
http://www.hhs.gov/ocr/office/file/index.html

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): JTE: MREEAEEIX, BINREESESEIR. FHE 1-855-0SCAR-55.
Pycckuit (Russian): BHYMAHWE: Ecnun Bbl roBOpUTE Ha PYCCKOM fA3bIKe, TO BaM AOCTYMHbI 6ecrniaTHble ycayrn nepeeoga. 38oHuTe 1-855-OSCAR-55.
Kreyol Ayisyen (French Creole): ATANSYON: Si w pale Kreyol Ayisyen, gen sévis éd pou lang ki disponib gratis pou ou. Rele 1-855-OSCAR-55.
8101 (Korean): 2|: $t=0{1E AF3HAlE Z 2, 210 X|2 MH|AE RE2 0|83 4= QELICE 1-855-0SCAR-55 M2 Tt 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.
.1-855-0OSCAR-55 LA .HXXAN 118 M8 DYDMIYD Q91 TRIAY TOK IR INNIRD WIVT ,WITR DTV X X DRTPIwvnanx :(Yiddish) ermx
<l (Bengali): -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 ad s el .Hladly ell 5i155 Lsalll Sueloall oloan 56 dalll Sl &uats oS 1] dlsgale ((Arabic) duyall
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 - Lt eoliicns a0 o o (55 s 58 0L oS ol 55 coomt cilss 5] 1 1 5lsa (Urdu) gyl
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 pl\dte EANANVLKG, 0Tn 5LaBeor| oag Bplokovtal UTNPEoieg YAWOOLKAG UTIOOTHPLENG, OL oTtole TTapexovtal Swpeav. Karéote 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 ngdn ngit mién phi danh cho ban. Goi s6 1-855-OSCAR-55.
f&ét (Hindi): 1-855-OSCAR-55
.1-855-0SCAR-55 & w,Ks. Lk g1 K01 &y gems (3b) odlaand (S o S )6 0Ly A S ias g3 i(Farsi) gweuyld
Deutsch (German): ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfigung. Rufnummer: 1-855-OSCAR-55.
yexudl (Gujarati): 1-855-0SCAR-55.

H73E (Japanese): SIEEIE: AFEZHEINZEE. BROSEXIEE ZRABVEFET, 1-855-0SCAR-55 £T. HEFEICTITEELEEL,

999299 (Lao): Wag9w: {999 1havcdmwazg 299, NawdFnsvgovcHodovwrsa, ?osi)cﬁgm, w)uJdenlhnn. tns 1-855-OSCAR-55.

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

hO9CEF (Amharic): 090F07: 09574+ €1 AO9CEF NPT R+C7°9° hC%F LCEFTF M1% ASTHP+ +HIZ+PA: 02 0Yh+Am- P 2@ 1-855-OSCAR-55.

2unkpkl (Armenian): NhGUMPNRE8NRT bRk fununud bp Guibpkl, wugw dkg wifup Gupnn B apudugpbp g wlwb wgwlgn @l dwnwgngnibkp: Quigubupkp 1-855-0SCAR-55.
UmrEt (Punjabi): 1-855-OSCAR-55.

g1 (Cambodian): i o ) ) 1-855-OSCAR-55.
o0ob (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.
aelng (Thai): o 1A s an B Ineamannse 19 USN15 % 2eiden wAEla Ws Ins 1-855-OSCAR-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.

YkpaiHncbka (Ukrainian): YBATA! 5iKLL0 BM pO3MOBASIETE YKPATHCbKOIO MOBOIO, BU MOXeTe 3BEPHYTUCSA 0 6€3KOLUTOBHOT C1y>K61 MOBHOI NIATPUMKN. TenepoHyriTe 3a Homepom 1-855-
OSCAR-55.

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

Srpsko-hrvatski (Serbo-Croatian): OBAVJESTENJE: Ako govorite srpsko-hrvatski, usluge jezitke pomo¢i dostupne su vam besplatno. Nazovite 1-855-OSCAR-55
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