Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services

Oscar: Al/AN Limited Cost Sharing

Coverage Period: 01/01/2022 - 12/31/2022
Coverage for: Individual + Family | Plan Type: PPO

4 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
@8 cost for covered health care services. NOTE: Information about the cost of this plan (called the premium) will be provided separately. This is only a
summary. For more information about your coverage, or to get a copy of the complete terms of coverage, call 1-855-OSCAR-55 or visit
https://www.hioscar.com/forms/2022/ok. 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.healthcare.gov/sbc-glossary/ or call 1-855-OSCAR-55 to request a copy.

Important Questions _ 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?

$0 at Indian Health Care Provider (IHCP)
or with IHCP referral at non-IHCP; or
$3,500 individual / $7,000 family for in-
network and $10,500 individual / $21,000
family for out-of-network

Yes. Preventive care, pre- and post-natal
care, and Primary Care office visits.

No.

$6,000 individual / $12,000 family for in-
network / Unlimited for out-of-network

Premiums, balance billing charges, and
healthcare this plan does not cover.

Yes. See www.hioscar.com or call 1-855-

Generally, you must pay all of 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://www.healthcare.gov/coverage/preventive-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

OSCAR-55 for a list of network providers.

No.
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receive a bill from a provider for the difference between the provider’s charge and what
your plan pays (balance billing).

You can see the specialist you choose without a referral.
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n & Al copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

What You Will Pay

Indian Health Care
. Non-IHCP In- Out-of-Network
Provider (IHCP) Network Provider | Provider (You will

(You Vlvg'a:slt))ay the | (You will pay more) | pay the most)

Limitations, Exceptions, & Other Important
Information

Services You
May Need

Common Medical Event

If you visit a health care
provider’s office or clinic

If you have a test

Primary care visit
to treat an injury
orillness

Specialist visit

Preventive care/
screening/
immunization

Diagnostic test
(x-ray, blood work)

Imaging (CT/PET
scans, MRIs)

No charge

No charge

No charge

No charge

No charge

$40 copayment/visit
Deductible does not
apply

$40 copayment/visit
Deductible does not
apply

No charge

$75 copayment/visit
Deductible does not
apply (x-ray), $10
copayment/visit
Deductible does not
apply (lab work,
Preferred), $50
copayment/visit
Deductible does not
apply (lab work,
Non-Preferred)

$375 copayment/
visit Deductible
does not apply

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

Cost share applies to both in-person and virtual
services. Virtual urgent care services from Oscar
designated telemedicine providers are covered in
full. Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing).

Cost share applies to both in-person and virtual
services. Cost sharing waived at non-IHCP with
IHCP referral. If an out-of-network provider
charges more than the allowed amount, you may
have to pay the difference (balance billing).

You may have to pay for services that aren't
preventive. Ask your provider if the services
needed are preventive. Then check what your plan
will pay.

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing).

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing).

*For more information about limitations, exceptions, and prior authorization, see the plan or policy document at https://www.hioscar.com/forms/2022/ok.
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Common Medical Event

Services You
May Need

Provider (IHCP)
(You will pay the

Non-IHCP In-
Network Provider

(You will pay more)

What You Will Pay

Indian Health Care

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

Limitations, Exceptions, & Other Important
Information

If you need drugs to treat
your illness or condition

More information about

prescription drug

coverage is available at
www.hioscar.com/search

|0K/drugs?year=2022

If you have outpatient

surgery

Generic drugs
(Tier 1)

Preferred brand
drugs (Tier 2)

Non-preferred
brand drugs (Tier

3)

Specialty drugs
(Tier 4)

Facility fee (e.g.,
ambulatory
surgery center)

least)

No charge

No charge

No charge

No charge

No charge

$3 copayment/
prescription

Deductible does not

apply (retail, Tier
1A), $20
copayment/
prescription

Deductible does not
apply (retail, Tier 1B)

$75 copayment/
prescription

Deductible does not

apply (retail), $225
copayment/
prescription

Deductible does not

apply (mail order)

30% coinsurance
subject to
deductible
(retail/mail order)

30% coinsurance
subject to
deductible
(retail/mail order)

30% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

Retail is limited to a 30-day supply. Mail Order is
limited to a 90-day supply and is subject to 3x the
retail cost-sharing amount. Cost sharing waived
at non-IHCP with IHCP referral. If an out-of-
network provider charges more than the allowed
amount, you may have to pay the difference
(balance billing). Preauthorization/step therapy
may be required. If you don’t get preauthorization
payment for care may be denied.

Limited to a 30-day supply. Cost sharing waived
at non-IHCP with IHCP referral. If an out-of-
network provider charges more than the allowed
amount, you may have to pay the difference
(balance billing). Preauthorization/step therapy
may be required. If you don’t get preauthorization
payment for care may be denied.

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing).
Preauthorization may be required.

*For more information about limitations, exceptions, and prior authorization, see the plan or policy document at https://www.hioscar.com/forms/2022/ok.
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Common Medical Event

Services You
May Need

Indian Health Care
Provider (IHCP)
(You will pay the

Non-IHCP In-
Network Provider
(You will pay more)

What You Will Pay

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

Limitations, Exceptions, & Other Important
Information

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

Physician/surgeon
fees

Emergency room

care

Urgent care

Facility fee (e.g.,
hospital room)

least)

No charge

No charge

No charge

No charge

No charge

30% coinsurance
subject to
deductible

$650 copayment/
visit Deductible
does not apply (ER
Facility Fee), No
charge (ER
Physician Fee)

$650 copayment/
visit Deductible
does not apply

$50 copayment/visit
Deductible does not
apply

30% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

$650 copayment/
visit Deductible
does not apply (ER
Facility Fee), No
charge (ER
Physician Fee)

$650 copayment/
visit Deductible
does not apply

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing).
Preauthorization may be required.

Cost-share waived if admitted. Out-of-Network
Emergency Room services are covered if the
services are for an emergency condition. Cost
sharing waived at non-IHCP with IHCP referral. If
an out-of-network provider charges more than
the allowed amount, you may have to pay the
difference (balance billing).

Emergency Transportation services by an Out-of-
Network provider are covered if the services are
for an emergency condition. Cost sharing waived
at non-IHCP with [HCP referral. If an out-of-
network provider charges more than the allowed
amount, you may have to pay the difference
(balance billing).

When temporarily out of the Service Area, Out-of-
Network Urgent Care services are covered. In
addition to applicable cost share, you may be
responsible for balance billing. Cost sharing
waived at non-IHCP with IHCP referral. If an out-
of-network provider charges more than the
allowed amount, you may have to pay the
difference (balance billing).

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing).
Preauthorization is required. If you don't get
preauthorization, payment for care may be
denied.

*For more information about limitations, exceptions, and prior authorization, see the plan or policy document at https://www.hioscar.com/forms/2022/ok.
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What You Will Pay

Ing:gci ;I:flmglf)r € Non-IHCP In- Out-of-Network
(You will pay the Network Provider | Provider (You will
e (You will pay more) pay the most)

Services You
May Need

Limitations, Exceptions, & Other Important
Information

Common Medical Event

If you have a hospital

stay

If you need mental

health, behavioral health,
or substance abuse

services

If you are pregnant

Physician/surgeon
fees

Outpatient
services

Inpatient services

Office Visits

Childbirth/delivery
professional
services

least)

No charge

No charge

No charge

No charge

No charge

30% coinsurance
subject to
deductible

$40 copayment/visit
Deductible does not

apply (office visit),
30% coinsurance
subject to

deductible (for other

outpatient services)

30% coinsurance
subject to
deductible

No charge

30% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing).
Preauthorization is required. If you don't get
preauthorization, payment for care may be
denied.

Preauthorization may be required for outpatient
non-office services. Outpatient Mental Health
Office Visit cost-sharing applies to services to
treat Autism. Cost sharing waived at non-IHCP
with IHCP referral. If an out-of-network provider
charges more than the allowed amount, you may
have to pay the difference (balance billing).

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing).
Preauthorization is required. If you don't get
preauthorization, payment for care may be
denied.

Depending on the type of services (such as
Primary Care Office Visits, Specialist Office
Visits, Diagnostic Imaging Services, etc.), the
applicable cost-sharing will apply. Cost sharing
waived at non-IHCP with IHCP referral. If an out-
of-network provider charges more than the
allowed amount, you may have to pay the
difference (balance billing).

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing).

*For more information about limitations, exceptions, and prior authorization, see the plan or policy document at https://www.hioscar.com/forms/2022/ok.
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What You Will Pay

Services You Indian Health Care

Common Medical Event May Need Provider (IHCP)
(You will pay the

Non-IHCP In-

Network
(You will

Provider
pay more)

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

Limitations, Exceptions, & Other Important
Information

least)

Childbirth/delivery

LT IR [ facility services

No charge

Home health care | No charge

Rehabilitation

e No charge
If you need help
recovering or have other
special health needs

Habilitation

services No charge

30% coinsurance

subject to

deductible

$40 copayment/visit
Deductible does not

apply

$40 copayment/visit

Deductib
apply

$40 copay
Deductib
apply

le does not

yment/visit
le does not

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing).
Preauthorization is not required if patient stay
<48 hours (<96 hours for a cesarean). If you do
not get preauthorization, payment for care may
be denied.

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing). 30 visits per
Benefit Period. Limit does not apply to Private
Duty Nursing; Private Duty Nursing is limited to 85
visits per Benefit Period.

30 visits per Benefit Period combined for Physical,
Occupational, and Speech Therapy. Benefit limits
do not apply to services provided for the treatment
of a mental health condition, including Autism
Spectrum Disorder, or for the treatment of a
substance use disorder. Preauthorization is
required. If you don't get preauthorization,
payment for care may be denied.

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing). 30 visits per
Benefit Period combined for Physical,
Occupational, and Speech Therapy. Benefit limits
do not apply to services provided for the treatment
of a mental health condition, including Autism
Spectrum Disorder, or for the treatment of a
substance use disorder. Preauthorization is
required. If you don't get preauthorization,
payment for care may be denied.

*For more information about limitations, exceptions, and prior authorization, see the plan or policy document at https://www.hioscar.com/forms/2022/ok.
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What You Will Pay

Ing:gci ;I:flmglf)r € Non-IHCP In- Out-of-Network
(You will pay the Network Provider | Provider (You will
e (You will pay more) pay the most)

Services You
May Need

Limitations, Exceptions, & Other Important
Information

Common Medical Event

If you need help

recovering or have other
special health needs

If your child needs dental

or eye care

Skilled nursing
care

Durable medical
equipment

Hospice services

Children’s eye
exam

Children’s glasses

least)

No charge

No charge

No charge

No charge

No charge

30% coinsurance
subject to
deductible

30% coinsurance
subject to
deductible

30% coinsurance
subject to
deductible

No charge

50% coinsurance

Deductible does not

apply

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

50% coinsurance
subject to
deductible

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing). 30 days per
Benefit Period. Preauthorization is required. If
you don't get preauthorization, payment for care
may be denied.

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing).
Preauthorization may be required.

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing).
Preauthorization is required. If you don't get
preauthorization, payment for care may be
denied.

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing). One (1) per
Benefit Period.

Cost sharing waived at non-IHCP with IHCP
referral. If an out-of-network provider charges
more than the allowed amount, you may have to
pay the difference (balance billing). One (1)
prescribed lenses and frames per Benefit Period.
Contacts covered in lieu of glasses. $150
allowance for Lenses and Frames, or Contact
Lenses.

*For more information about limitations, exceptions, and prior authorization, see the plan or policy document at https://www.hioscar.com/forms/2022/ok.
Gold Classic AIAN AIAN On-Ex Individual OK 2022 SBC
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What You Will Pay

Services You | Indian Health Care Non-IHCP In- Out-of-Network Limitations, Exceptions, & Other Important

Network Provider | Provider (You will Information
(You will pay more) pay the most)

Common Medical Event May Need Provider (IHCP)
(You will pay the
least)

Cost sharing waived at non-IHCP with IHCP
: e 50% coinsurance | referral. If an out-of-network provider charges
l)fry: uer g:r'éd fezk el gﬁgglzeﬂ s dental No charge No charge subject to more than the allowed amount, you may have to
y P deductible pay the difference (balance billing). One (1)
preventive visit per 6 months.

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.)

 Abortion (except in the case or rape, incest, or whene Dental care (Adult) * Non-emergency care when traveling outside the
the life of the mother is endangered) e Infertility treatment (except for diagnostic and u.S.

e Acupuncture exploratory procedures) * Routine eye care (Adult)

e Bariatric surgery e Long-term care  Routine foot care

e Cosmetic surgery e Weight loss programs

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

e Chiropractic care  Hearing aids (one hearing aid per ear every 48 e Private-duty nursing (85 visits per Benefit Period)
months)

Your Rights to Continue Coverage:

There are agencies that can help if you want to continue your coverage after it ends. The contact information for those agencies is: Oklahoma Insurance Department , 400
NE 50th Street, Oklahoma City,, OK 73105 at 800-522-0071 or https://www.oid.ok.gov/ or contact Oscar at 1-855-OSCAR-55. 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: https://www.oid.ok.gov/

Does this plan provide Minimum Essential Coverage? Yes.

Minimum Essential Coverage generally includes plans, health insurance available through the Marketplace or other individual market policies, Medicare, Medicaid,
CHIP, TRICARE, and certain other coverage. If you are eligible for certain types of Minimum Essential Coverage, you may not be eligible for the premium tax credit.

*For more information about limitations, exceptions, and prior authorization, see the plan or policy document at https://www.hioscar.com/forms/2022/ok.
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Does this plan meet the Minimum Value Standards? Not Applicable.

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.
Language Access Services:

Spanish (Espafiol): Para obtener asistencia en Espariol, llame al 1-855-OSCAR-55.

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-855-OSCAR-55.
Chinese (FXX): AR FTEFXHRFR) , 1FIKTT XSS 1-855-0SCAR-55.
Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-855-OSCAR-55.

To see examples of how this plan might cover costs for a sample medical situation, see the next section.

*For more information about limitations, exceptions, and prior authorization, see the plan or policy document at https://www.hioscar.com/forms/2022/ok.
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About these Coverage Examples:

£ 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
a 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 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 $3,500
® Specialist copayment $40
® Hospital (facility) coinsurance 30%
® Other coinsurance 30%
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 Example Cost $12,700
In this example, Peg would pay:
Cost Sharing
Deductibles $0
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Peg would pay is $0

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-
controlled condition)

® The plan’s overall deductible $3,500
¥ Specialist copayment $40
® Hospital (facility) coinsurance 30%
® Other coinsurance 30%
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 Example Cost $5,600
In this example, Joe would pay:
Cost Sharing
Deductibles $0
Copayments $0
Coinsurance $0
What isn’t covered
Limits or exclusions $0
The total Joe would pay is $0

Mia’s Simple Fracture
(in-network emergency room visit and follow up
care)

® The plan’s overall deductible $3,500
® Specialist copayment $40
® Hospital (facility) coinsurance 30%
® QOther coinsurance 30%

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 Example Cost $2,800
In this example, Mia would pay:
Cost Sharing

Deductibles $0

Copayments $0

Coinsurance $0

What isn’t covered
Limits or exclusions $0
The total Mia would pay is $0

Note: These numbers assume the patient received care from an IHCP provider or with IHCP referral at a non-IHCP. If you receive care from a non-IHCP provider
without a referral from an IHCP your costs may be higher.

The plan would be responsible for the other costs of these EXAMPLE covered services.
Gold Classic AIAN AIAN On-Ex Individual OK 2022 SBC
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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 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).

hioscar.com

OSCdar

OSC-NDN

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,
PO Box 66550, Los Angeles, CA 90066

All other Members: Oscar Insurance, Attention: Grievances, PO Box
52146, Phoenix, AZ 85072

All Members: Phone: 1-855-OSCAR-55 (TTY: 7-1-1), 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.nhs.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

Cherokee: Hagsesda: iyuhno hyiwoniha [tsalagi gawonihisdi]. Call 1-855-OSCAR-55 (TTY: 711)
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: Ecnv Bbl roBOpUTE Ha PYCCKOM fA3bIKe, TO BaM AOCTYMHbI 6ecrniaTHble ycayr 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
Frangais (French): ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-855-OSCAR-55.
1-855-0SCAR-55 s S IS - st coliins e e ot (6 s 58 015 5 ol 55 comt cilss 5ol 1 1 5lasa (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.
ysxudl (Gujarati): 1-855-OSCAR-55.

H7:E (Japanese): FEEIE: HAEZEINDHE. BROSEXIEE CAAVEREITET, 1-855-0SCAR-55 £ T, HBECTIEE LT,
999299 (Lao): Wag9w: {999 1havcdmwazg 299, NawdFnsvgovcHodovwrsa, ?ovi)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.
2uwykpkl (Armenian): NhGUHPNRRBNRT bRk fununud bp Lugbphl, wepw dkg win]fwp Gupnn Bloopadwg by gy wlo wywlgn el Swrwgne@nciibp: Quilgwlupkp 1-855-0SCAR-55.
UvrEt (Punjabi): 1-855-OSCAR-55.
ie1 (Cambodian): 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.
YkpaiHcbka (Ukrainian): YBATA! fKLL0 B/ pO3MOBASIETE YKPAiHCbKOK MOBO), B MOXETe 3BEPHYTUNCS 40 6e3KOLLUTOBHOI Cy>XK61 MOBHOI MigTpuMkn. TenedpoHyiTe 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 pomoci dostupne su vam besplatno. Nazovite 1-855-OSCAR-55
Burmese: 2003[gjq§ - 320005¢] 2082005 [g§er00m0: 03 efgpdlont o000 32093381 32081 08220305 BoSesmnEgodeuidlepdn §:4d05 1-855-OSCAR-55 (TTY: 711) 8 6dle3dh
OSC-NDN





