Cigna+Oscar Open Access Plus Gold $1350 Schedule of Benefits

All services and supplies may be provided by either an In-Network or Out-of-Network Provider. However, some services
require preauthorization to be covered. Out-of-Network reimbursement is based on the Allowed Amount. Your certificate
has detailed information about how the Allowed Amount is calculated. If you are unable to locate an In-Network Provider
in your area who can provide you with a service or supply that is covered under this Plan, call the number on the back
of your I.D. card to obtain authorization of Out-of-Network Provider coverage. If you obtain authorization for services
provided by an Out-of-Network Provider, benefits for those services will be covered at the In-Network benefit level. 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. Covered Services received from an Out-of-Network Provider under these
circumstances are provided at In-Network Cost Sharing. This schedule is intended to help you compare covered benefits
and is a summary only. The Certificate should be consulted for a detailed description of covered benefits and
limitations.

Prior Authorization

Coverage for certain benefits requires Prior Authorization. To verify Prior Authorization requirements, You can call Customer
Service at 1-855-672-2789 or refer to the Prior Authorization List at hioscar.com/prior-authorization. All elective Inpatient Hospital
admissions require Prior Authorization, unless it would delay Emergency Care. In an emergency, Preauthorization should take
place within two (2) business days after admission, or as soon thereafter as reasonably possible. Prior Authorization is required
for certain prescription drugs and related supplies. For complete, detailed information about prescription drug authorization
procedures, exceptions and Step Therapy, please refer to the PHARMACY BENEFITS section of this Plan, or call Customer
Service at 1-855-672-2789.

Deductible

This is the Allowed Amount that a Member must pay before this Certificate pays any benefits for such charges. The Deductible
applies before any copayments or Coinsurance are applied (i.e. “after deductible”). The Deductible may not apply to all Covered
Services (i.e. “not subject to deductible™). Deductible does not include Coinsurance and Copayments for Non-Covered Charges.
For policies that cover two or more members, each covered member is responsible for satisfying only the individual deductible.
Prescription drug manufacturer coupons or rebates applied to Copayment or Coinsurance amounts will not be credited toward the
Deductible. Deductibles do not cross-accumulate between In-Network and Out-of-Network.

Maximum Out of Pocket

This is the annual maximum dollar amount that a Member must pay as Copayment, Deductible, and Coinsurance for all covered
services and supplies in a Benefit Period. All amounts paid as a Copayment, Deductible, and Coinsurance shall count toward the
Maximum Out of Pocket. The cost sharing for the following accrues to the Maximum Out of Pocket: out-of-network emergency
hospital care and emergency medical transportation; urgently needed services received from an out-of-network provider while the
member is located outside the network's service area; and preauthorized care received from an out-of-network provider. The
following amounts will not be credited toward the Maximum Out-of-Pocket: prescription drug manufacturer coupons or rebates
applied to Copayment or Coinsurance, and infertility benefits (if covered by this plan). Once the Maximum Out of Pocket has
been reached, the Member 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 Benefit Period. For policies that cover two or more members,
each covered member is responsible for satisfying only the individual Maximum Out of Pocket.

Copayment

This is a specified dollar amount a Member must pay for specified Allowed Amounts. This dollar amount will never exceed the
actual cost of the service.

Coinsurance

This is the percentage of an Allowed Amount that must be paid by a Member.

Benefit Period

Benefit Period begins on the Effective Date and runs through a 12-month period following the Effective Date, for which a health
benefit plan provides coverage for health benefits. The Benefit Period runs concurrently with the Plan Year. Benefit Period does
not apply to the Skilled Nursing Facility benefit (see Skilled Nursing Facility benefit for applicable description).



In-Network Deductible

Individual $1,350.00
Family $2,700.00
Out-of-Network Deductible

Individual $2,700.00
Family $5,400.00
Prescription Drug Deductible

Individual $300.00
Family $600.00

Service Type

Primary Care Office Visits

Specialist Office Visits

Participating Provider
Member Responsibility for
Cost Sharing

$45.00 copayment not subject
to deductible

$45.00 copayment not subject
to deductible

In-Network Out-of-Pocket Maximum

Individual

Family

$8,950.00
$17,900.00

Out-of-Network Out-of-Pocket Maximum

Individual

Family

Medical Professional Services

Non-Participating Provider
Member Responsibility for
Cost Sharing

50% coinsurance after
deductible

50% coinsurance after
deductible

$17,100.00
$34,200.00

Limits

Includes telemedicine services.
Applicable cost share for
physician office visits for
mental health and substance
use disorders is located under
the Mental Health Services and
Substance Use Disorder
Services sections below. Well-
child and well-woman office
visits are covered free of charge
(including, but not limited to,
annual wellness visit, annual
gynecological examination,
counseling visit to discuss lung
cancer or colorectal screening).

Includes telemedicine services.
Applicable cost share for
physician office visits for
mental health and substance
use disorders is located under
the Mental Health Services and
Substance Use Disorder
Services sections below. Well-
child and well-woman office
visits are covered free of charge
(including, but not limited to,
annual wellness visit, annual
gynecological examination,
counseling visit to discuss lung
cancer or colorectal screening).



Service Type

All other Practitioner
Visits

Virtual Urgent Care Visits

Virtual PCP Visits

All Preventive Well Care
Services

Acupuncture Visits

Allergy Testing and
Treatment/Injections

Participating Provider
Member Responsibility for
Cost Sharing

$45.00 copayment not subject
to deductible

$0 copayment not subject to
deductible

$0 copayment not subject to
deductible

$0 copayment not subject to
deductible

$45.00 copayment not subject
to deductible

$45.00 copayment not subject
to deductible

Non-Participating Provider
Member Responsibility for
Cost Sharing

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

Limits

Includes telemedicine services.
Applicable cost share for
physician office visits for
mental health and substance
use disorders is located under
the Mental Health Services and
Substance Use Disorder
Services sections below. Well-
child and well-woman office
visits are covered free of charge
(including, but not limited to,
annual wellness visit, annual
gynecological examination,
counseling visit to discuss lung
cancer or colorectal screening).

Virtual services provided by
Oscar-designated virtual
providers are covered in full;
deductible does not apply. Well-
child and well-woman virtual
visits are covered free of charge
(including, but not limited to,
annual wellness visit and
counseling visit to discuss lung
cancer or colorectal screening).

Services must be provided by
Oscar designated virtual
providers.

If you receive non-preventive
services during a preventive
visit, the applicable cost share
will apply to those non-
preventive services. Well-child
and well-woman office visits are
covered free of charge
(including, but not limited to,
annual wellness visit, annual
gynecological examination,
counseling visit to discuss lung
cancer or colorectal screening).

None

PCP/Other Practitioner or
Specialist cost share will apply
as appropriate for
treatment/injections. The cost
share includes the cost of the
serum.



Service Type

Laboratory Procedures

Physician's
Officellndependent
Laboratory Testing

All other Outpatient
Laboratory Testing

X-rays and Diagnostic
Imaging

Advanced Imaging (MRIs,
and CT/PET scans)

Office and Freestanding
Facility

Outpatient Hospital

Outpatient Rehabilitation
Physical Medicine
Services (Physical
Therapy, Occupational
Therapy or Speech
Therapy)

Outpatient Habilitation
Physical Medicine
Services (Physical
Therapy, Occupational
Therapy or Speech
Therapy)

Chiropractic Manipulation
Therapy

Cardiac & Pulmonary
Rehabilitation

Participating Provider
Member Responsibility for
Cost Sharing

$0 copayment not subject to
deductible

20% coinsurance after
deductible

20% coinsurance not subject

to deductible

20% coinsurance after
deductible

40% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

$30.00 copayment not subject

to deductible

20% coinsurance after
deductible

Non-Participating Provider
Member Responsibility for
Cost Sharing

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

Limits

None

None

None

None

None

None

None

Maximum of 20 visits per
Benefit Period

Maximum of 36 visits per
Benefit Period for Cardiac
Rehabilitation. Pulmonary
Rehabilitation is unlimited.



Service Type

Emergency Room Facility
Fee

Emergency Room
Physician Fees

Urgent Care Center

Emergency and Non-
Emergency
Transportation/Ambulance

Emergency/Urgent and Ambulance Services

Participating Provider
Member Responsibility for
Cost Sharing

1st visit $550.00 copayment
after deductible; Additional
visits $750.00 copayment
after deductible

$0 copayment after deductible

$50.00 copayment not subject
to deductible

20% coinsurance after
deductible

Non-Participating Provider
Member Responsibility for
Cost Sharing

1st visit $550.00 copayment
after deductible; Additional
visits $750.00 copayment
after deductible

$0 copayment after deductible

50% coinsurance after
deductible

20% coinsurance after
deductible

Limits

Cost-share waived if admitted.
See Medical Inpatient Services
or Mental Health Services for
details on emergency
admissions. Emergency Room
care by an Out-of-Network
provider is covered if the
services are for an emergency
condition.

Cost-share waived if admitted.
See Medical Inpatient Services
or Mental Health Services for
details on emergency
admissions. Emergency Room
care by an Out-of-Network
provider is covered if the
services are for an emergency
condition.

None

Emergency transportation
services by an Out-of-Network
provider, including air
ambulance, are covered if the
services are for an emergency
condition. Non-emergency
ambulance transportation by a
licensed ambulance service is
covered when the vehicle
transports the member to or
from covered services, and the
use of other means of
transportation may endanger the
insured’s life. The cost share
also applies to covered non-
emergency transportation.



Service Type

Outpatient Hospital
Facility - Surgery

Outpatient Hospital

Facility Fee (Non-Surgical
services)

Outpatient
Physician/Surgeon Fees

Outpatient Anesthesia

Medical Outpatient Services

Participating Provider
Member Responsibility for
Cost Sharing

20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

Non-Participating Provider
Member Responsibility for
Cost Sharing

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

Limits

None

Covered services include but
are not limited to dialysis,
radiation therapy and inhalation
therapy.

None

None



Service Type

Inpatient Hospital Facility
Fee

Inpatient
Physician/Surgeon Fees

Skilled Nursing Facility
Fee

Inpatient Anesthesia

Service Type

Inpatient Hospital Facility
- LifeSource Facility
(including
physician/surgeon fees)

Inpatient Hospital Facility
- Non-LifeSource Facility

Non-LifeSource Inpatient
Physician/Surgeon Fees

Medical Inpatient Services

Participating Provider
Member Responsibility for
Cost Sharing

20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

Non-Participating Provider
Member Responsibility for
Cost Sharing

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

Transplant Services

Participating Provider
Member Responsibility for
Cost Sharing

$0 copayment not subject to
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

Non-Participating Provider
Member Responsibility for
Cost Sharing

Not Applicable

Not Covered

Not Covered

Limits

Preauthorization is not required
for emergency admissions.

None

Coverage limited to 100 days
per Benefit Period. A benefit
period begins on the date you
are admitted to a hospital or
Skilled Nursing Facility at a
skilled level of care. A benefit
period ends on the date you
have not been inpatient in a
hospital or Skilled Nursing
Facility, receiving a skilled level
of care, for 60 consecutive
days. A new benefit period can
begin only after any existing
benefit period ends. A prior
three-day stay in an acute care
hospital is not required.

None

Limits

Includes a $10,000 Travel
maximum/per transplant for
LifeSource facilities.

Travel expenses are not
covered.

Travel expenses are not
covered.



Service Type

Prenatal and Postnatal
Care recommended by
the USPSTF and HRSA

Non-Preventive
Laboratory Services for
Prenatal and Postnatal
Care - Officellndependent
Lab

Non-Preventive
Laboratory Services for
Prenatal and Postnatal
Care - Outpatient Lab
Facility

Inpatient Hospital and
Birthing Center

Physician and Midwife
Services for Delivery

Breast Pumps

California Prenatal
Screening Program

Termination of Preghancy
Services

Maternity and Newborn Care

Participating Provider
Member Responsibility for
Cost Sharing

$0 copayment not subject to
deductible

$0 copayment not subject to
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

$0 copayment not subject to
deductible

$0 copayment not subject to
deductible

$0 copayment not subject to
deductible

Non-Participating Provider
Member Responsibility for
Cost Sharing

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

$0 copayment not subject to
deductible

Limits

Preventive services are
recommended by the U.S.
Preventive Services Task Force
(USPSTF) and the Health
Resources and Services
Administration (HRSA),
agencies of the U.S.
Department of Health and
Human Services. Includes the
routine sequence of prenatal
care office visits as
recommended by the American
College of Obstetricians and
Gynecologists (ACOG).

None

None

None

None

Includes lactation support
services, including counseling,
education, and breastfeeding
equipment and supplies for the
duration of breastfeeding.

None

Includes all related services



Additional Services, Equipment, and Devices

Non-Participating Provider
Member Responsibility for

Service Type Participating Provider Limits

Member Responsibility for

Durable Medical
Equipment and Orthotics

Prosthetics

Diabetic Equipment
(insulin pump,
continuous glucose
monitor)

Diabetic Supplies (test
strips, lancets, and
syringes)

Health Education Services

Hearing Exams

Hospice Services

Home Health Care
Services

Chemotherapy

Infusion Therapy

Cost Sharing

20% coinsurance after
deductible

20% coinsurance after
deductible

20% coinsurance after
deductible

$55.00 copayment after
prescription drug deductible

$0 copayment not subject to
deductible

$45.00 copayment not subject
to deductible

20% coinsurance after
deductible

$45.00 copayment not subject
to deductible per visit

20% coinsurance after
deductible

20% coinsurance after
deductible

Cost Sharing

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

Not Covered

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

Includes coverage for medically
necessary orthotics and special
footwear.

None

None

Includes diabetic supplies
(including but not limited to
blood glucose testing strips,
lancets and disposable needles
and syringes) obtained through
In-Network durable medical
equipment providers or In-
Network pharmacies.

Health education counseling,
programs, and materials to
improve your health and
manage chronic conditions
includes diabetic self
management education,
medical nutrition therapy,
tobacco cessation, and stress
management.

Services for diagnostic
audiometry to determine the
need for hearing correction.
Preventive hearing exams for
children are covered in full.

None

Coverage limited to 100 visits
per plan year. The limit is not
applicable to mental health and
substance use disorder
conditions. Home health visits
for rehabilitative and habilitative
purposes are each subject to a
separate 100-visit limit.

None

None



Mental Health Services

Service Type Participating Provider Non-Participating Provider  Limits
Member Responsibility for Member Responsibility for
Cost Sharing Cost Sharing

Important Note on Mental Health Disorder Coverage:
Covered medical services, which are received to diagnose or treat a Mental Health condition will be payable according to this
section titled "Mental Health Services".

Inpatient Mental Health 20% coinsurance after 50% coinsurance after Preauthorization is not required
Care (a continuous deductible deductible for emergency admissions.
confinement in a Hospital Services include: Psychiatric
or residential treatment hospitalization; Residential
center) Treatment Services, including

psychiatric observation for an
acute psychiatric crisis and
gender dysphoria.

Outpatient Mental Health - $45.00 copayment not subject 50% coinsurance after Services include: Physician

Office Visits to deductible deductible office visits for treatment of
mental health diagnoses,
including gender dysphoria
behavioral health counseling
office visits; Mental health
therapists counselors’ office

visits.
Outpatient Mental Health - 20% coinsurance after 50% coinsurance after Services include: Intensive
Non-Office deductible deductible outpatient programs; Partial

hospitalization/day treatment;
Psychological and
neuropsychological testing;
Electroconvulsive therapy;
Behavioral health treatment for
autism; PT/ST/OT for autism;
gender dysphoria procedures;
transcranial magnetic
stimulation and other mental
health diagnoses.
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Service Type

Substance Use Disorder Services

Participating Provider
Member Responsibility for
Cost Sharing

Important Note on Substance Use Disorder Coverage:
Covered medical services, which are received to diagnose or treat a Substance Use Disorder condition will be payable according
to this section titled "Substance Use Disorder Services".

Inpatient Substance Use
Disorder (a continuous
confinement in a Hospital
or residential treatment
center)

Outpatient Substance Use

Disorder - Office Visits

Outpatient Substance Use
Disorder - Non-Office

20% coinsurance after
deductible

$45.00 copayment not subject
to deductible

20% coinsurance after
deductible

Non-Participating Provider
Member Responsibility for
Cost Sharing

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

Limits

Preauthorization is not required

for emergency admissions.
Services include: Inpatient
detoxification, including
hospitalization for medical
management of withdrawal
symptoms, including room and
board, physician services,
drugs, dependency recovery
services, education, and
counseling; Residential
Treatment Center Services.

Services include: Physician
office visits for treatment of
substance use disorder
diagnoses; Addiction
counselors’ office visits.

Services include: Intensive
outpatient programs; Partial
hospitalization/day treatment;
Outpatient drug detoxification
(facility-based); narcotic
treatment programs.
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Prescription Drugs

Participating Provider Non-Participating Provider  Limits
Member Responsibility for Member Responsibility for

Service Type

Retail Pharmacy (30-day
supply)

Tier 1 - Generic Drugs

Tier 2 - Preferred Brand
Name Drugs

Tier 3 - Non-preferred
Brand Name Drugs

Cost Sharing Cost Sharing

You may request a partial fill
for oral, solid dosage
Schedule Il controlled
substances and cost share
will be prorated.

$15.00 copayment not subject Not Covered
to deductible

$55.00 copayment after Not Covered

prescription drug deductible

$95.00 copayment after Not Covered

prescription drug deductible

Your cost share for a covered
prescription drug will be the
lower of the pharmacy's retail
price or the applicable cost
sharing amount for the drug.
The amount you pay will be
applied to your plan deductible
and Out-of-Pocket Maximum
limit. Preauthorization/step
therapy may be required. Cost
sharing for oral anti-cancer
drugs limited to $250 per 30-day

supply.

Consists of preferred generic
drugs which have the same
active ingredients, safety,
dosage, quality and strength, as
their brand name counterparts.

Consists of preferred brand
name drugs (with no generic
equivalent).

Consists of Non-preferred
brand-name drugs and other
drugs that usually have a
generic version and/or one or
more preferred brand
alternatives on a lower tier, as
well as non-formulary drugs
approved for pre-authorization
through a Medically Necessary
review.
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Service Type

Tier 4 - Specialty Drugs

Prescription and Over
The Counter (OTC)
Preventive Care Items
and Contraceptives

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

Tier 1 - Generic Drugs

Tier 2 - Preferred Brand
Name Drugs

Participating Provider
Member Responsibility for
Cost Sharing

30% coinsurance after
prescription drug deductible

$0 copayment not subject to
deductible

$45.00 copayment not subject
to deductible

$165.00 copayment after
prescription drug deductible

Non-Participating Provider
Member Responsibility for
Cost Sharing

Not Covered

Not Covered

Not Covered

Not Covered

Limits

After the deductible is satisfied,
you will pay no more than $250
for a 30-day supply script.
Consists of specialty drugs that
are biologics, drugs that the
FDA or the manufacturer
requires to be distributed
through a specialty pharmacy,
drugs that require the insured to
have special training or clinical
monitoring for self
administration, or drugs that
cost more than six hundred
dollars ($600) for a one month
supply, as well as non-formulary
specialty drugs approved for
preauthorization through a
Medically Necessary Review.

A prescription must be
presented at a network
pharmacy for OTC preventive
care items and contraceptives
to be covered without charge.

Your cost share for a covered
prescription drug will be the
lower of the pharmacy's retail
price or the applicable cost
sharing amount for the drug.
The amount you pay will be
applied to your plan deductible
and Out-of-Pocket Maximum
limit. Preauthorization/step
therapy may be required. Cost
sharing for oral anti-cancer
drugs limited to $250 per 30-day

supply.

Consists of preferred generic
drugs which have the same
active ingredients, safety,
dosage, quality and strength, as
their brand name counterparts.

Consists of preferred brand
name drugs (with no generic
equivalent).

13



Service Type

Tier 3 - Non-preferred
Brand Name Drugs

Tier 4 - Specialty Drugs

Service Type

Pediatric Dental Care (up
to age 19)

Diagnostic and
Preventive Care

Basic Services

Major Services

Orthodontics

Participating Provider
Member Responsibility for
Cost Sharing

$285.00 copayment after
prescription drug deductible

30% coinsurance after
prescription drug deductible

Non-Participating Provider
Member Responsibility for
Cost Sharing

Not Covered

Not Covered

Pediatric Dental and Vision Services

Participating Provider
Member Responsibility for
Cost Sharing

$0 copayment not subject to
deductible

20% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

Non-Participating Provider
Member Responsibility for
Cost Sharing

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

Limits

Consists of non-preferred brand-
name drugs and other drugs
that usually have a generic
version and/or one or more
preferred brand alternatives on a
lower tier, as well as non-
formulary drugs approved for
pre-authorization through a
Medically Necessary review.

After the deductible is satisfied,
you will pay no more than $250
for a 30-day supply script.
Consists of specialty drugs that
are biologics, drugs that the
FDA or the manufacturer
requires to be distributed
through a specialty pharmacy,
drugs that require the insured to
have special training or clinical
monitoring for self
administration, or drugs that
cost more than six hundred
dollars ($600) for a one month
supply, as well as non-formulary
specialty drugs approved for
preauthorization through a
Medically Necessary Review.

Limits

Preauthorization required for
orthodontics and major
services.

One (1) visit per 6 months

None

None

None
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Service Type

Pediatric Vision Care (up
to age 19)

Vision Exams

Lenses and Frames

Contact Lenses

Low Vision Exam and
Supplies

Participating Provider
Member Responsibility for
Cost Sharing

$0 copayment not subject to
deductible

$0 copayment not subject to
deductible

$0 copayment not subject to
deductible

$0 copayment not subject to
deductible

Non-Participating Provider
Member Responsibility for
Cost Sharing

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

50% coinsurance after
deductible

Limits

One (1) exam per plan year

One (1) prescribed lenses and
frames per plan year

Only in lieu of glasses

One comprehensive low vision
evaluation every 5 years. Low
vision follow-up care (4 visits in
any 5 year period). Low vision
aids, including high-power
spectacles, magnifiers,
telescopes (no fewer than 1 aid
per plan year).
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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
Certificate, 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, and deductible).

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

1-800-927-HELP (4357) Calling within California. TDD: 1-800-482-4TDD.
You may write the California Department of Insurance at:

300 South Spring Street, South Tower
Los Angeles, CA 90013

www.insurance.ca.gov

Cigna+Oscar Open Access Plus Gold $1350 Off-Ex Small Group CA 2024 SOB 16



Non-Discrimination

Notice of Non-Discrimination:

Discrimination i1s Against the Law

Cigna complies with applicable Federal civil rights laws and does not discriminate on
the basis of race, color, national origin, age, disability, sex, ancestry, marital status,
gender identity or sexual orientation. Cigna does not exclude people or treat them
differently because of race, color, national origin, age, disability, sex, ancestry, marital
status, gender identity or sexual orientation.

Cigna:

+ Provides free aids and senvices 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 senices at all times to people whose primary language is not English, such as:
= Qualified interpreters
= Information written in other languages

If you need these senices, contact customer senice at the toll-free phone number shown on your ID card, and
ask a Customer Senvice Associate for assistance.

If you believe that Cigna has failed to provide these senices or discriminated in another way, you can file a
grievance by sending an email to ACAGrievance@cigna.com or by writing to the following address:

Cigna

Nondiscrimination Complaint Coordinator

P.O. Box 188016

Chattanooga, TN 37422

Persons who believe they have been subject to unlawful discrimination should contact the Department's Consumer
Complaint Center at 1-800-927-4357, or submit a complaint through the Department's website at
WwWWw.insurance.ca.gov.

To contact the Department of Insurance, for complaints regarding the above, a complaint may be submitted on CDI's
website, or You may write or call:
California Department of Insurance Consumer Senices
Division 300 South Spring Street, South Tower
Los Angeles, CA 90013
www.insurance.ca.gov
1-800-927-HELP (4357). TDD: 1-800-482-4TDD

If you need assistance filing a written grievance, please call the number on the back of your ID card or send an
email to ACAGrievance@cigna.com. You can also file a civil rights complaint with the U.S. Department of
Health and Human Senvices, Office for Civil Rights electronically through the Office for Civil Rights Complaint
Portal, available at: https://ocrportal.hhs.goviocr/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.govocr/officeffile/index.html.

928283 10/1Z
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Multi-language interpreter services

Proficiency of Language Assistance Services

English — ATTENTION: Language assistance services, free of charge, are available to you. For current Cigna customers,
call the number on the back of your ID card.

Spanish— ATENCION: Hay servicios de asistencia de idiomas, sin cargo, a su disposicion. Si es un cliente actual de Cigna, llame
al numero que figura en el reverso de su tarjeta de identificacion.

Chinese — & : B#MAIATRBIRUESHEIRT. BN Cigna WIRAEFE , FRELH ID REEHRE.
Vietnamese — XIN LUU Y: Quy vi duoc cép dich vu tro gilip vé ngdn ngit mién phi. Danh cho khach hang hién tai cua

Cigna, vui long goi s6 & mit sau thé Hoi vién.
Korean -F0[ B2 0| SAIRSIAI =R, A0 K| AMH|ASRE 20|34 USLICLE|Cigna 7+ AR EH M=ID

FIESIHO| Q=S HS 2 Q2B AA| Q.
Tagalog — PAUNAWA: Makakakuha ka ng mga serbisyo sa tulong sa wika nang libre. Para sa mga kasalukuyang customer
ng Cigna, tawagan ang numero sa likuran ng iyong ID card.

Russian — BHUMAHME: Bam MOTyT pe10CTaBUTh OecIUIaTHbIe YCIIyTH riepeBoa. Eciiu BoI yoke yuactByere B riane Cigna,
MIO3BOHUTE TI0 HOMEPY, YKa3aHHOMY Ha 00paTHOi cTOpoHe Balleil HIEHTU(UKAIMOHHON KapTOUYKU yYaCcTHHKA IUIaHA.

e Wlbaly ) g Jlaed — Arabic Cigna:
Bao)blfliluasd  Lpy L UG N o

Armenian(Eastern) — NFCUNYNF@3NFL" Atg hwuwUt h GU wudswp | Gquywl oglunipjwl
SwnwjnLpynLbutn: Cigna-h pupwghy hwiwfunpnutnh hwdwnp, quugwhwnbp Atp dwlwsnnuywlu pwpwh
nwpadwynnuncd gunuynn hwdwnny:

Pu njabi (| ndia), —ifoonTg & FOOTHOOT HooTagor Ho g0 otg@ootoots 8, 300Jo oTz0 8’8"} HOOT3, @'Lrga’u T&. Hodgo
ogor Cigna

GIREEE ¢ B wyeoed D FooEs BUESd 50087 '300 90078 a9

s (HE M oo T N Sog W6 H8 9 eissicoat i

S S ion |G HSSHYUMMN IDIU T < o o o HS

Hmong- LUS CEEV: Muaj kev pab txhais lus pub dawb rau koj. Rau cov neeg ghuas tam sim no rau ntawm Cigna, hu rau tus
nab npawb xov tooj nyob sab tom gab ntawm koj daim npav ID.

Japanese — ;¥ EEIH : HAEBZHEINDHE. BHOSBEXEY—EXEZZFRAVEZITET ., BHEDCignam
B@ﬁli IDA— FEAEDEFEFESET. BERFCTIERSZELY,

Hindi — * -=T9 3 30 F5eTT YW1 dT Toa1g ARy @ IUAB ¥ Cigna & B Gol 14:T8D TS
aﬁ@?wawﬁﬁ@

D@ TOR W BIA PR Ihdo §

Thai-Tusewsw:  werued e couns T A

uTusn VD) ums il nA acnAT Udaau

Tuse lvsrmne § phouum  susyad o wswmon
wolaend  ad ua

uwas Cigna

dla i) A o (Fars|) Persian—3: Ak—\LAJShj\.A B TP PLIg JUIS\_a\
.ngga.agnadula LS el 2 pdn ) Lia
Sl k| K
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