Authorization

Authorization to:
Disclose Protected Health Information

In order for us to disclose your Protected Health Information to another person or entity, you must complete and sign
this form and return it to us. You can send it back to us through secure message or by emailing it to help@hioscar.com.
You can also snail mail the form as outlined below. You have the right to receive a copy of this form.

All members: Cigna + Oscar c/o0 Oscar Management Corporation, P.O. Box 52146, Phoenix, AZ 85072-2146.

Full name: Date of birth:
Phone #: Oscar |ID#:
Address:

l authorize the disclosure of the following protected health information:
|:|AII Records El Records pertaining to:

Unless otherwise indicated, my authorization includes the release of the following: (Please check the box of those you

wish to exclude, if any):
Diagnosis and/or treatment for substance use disorder, including alcoholism and/or drug abuse or dependency

Diagnosis and/or treatment of mental iliness
HIV antibody test results and/or AIDS diagnosis and treatment and/or sexually transmitted infections

Genetic testing information
Purpose:

DAt My Request EIOther:

Name: Relationship:

Address: Phone: Fax:
How long should this authorization be in effect?

This authorization should expire on:

If no expiration is specified, this authorization will expire 1year from the date this form is signed. Arizona and
California residents: your authorization will be valid for no more than 1year even if you designate a different date
above.

Redisclosure: | understand that once my information is disclosed pursuant to this authorization, the information
may no longer be protected by federal and state privacy standards and my health information may be re-disclosed.
Revocation: | have the right to revoke (cancel) this authorization at any time by sending a written notice to the
address listed at the top of this form. | understand the revocation will not be effective until received. | am aware
that my revocation will have no effect on disclosures made prior to the receipt of my revocation.

Refusal: If | refuse to sign this form, my treatment, payment, enroliment or eligibility for benefits will not be
affected.

Signature required: | have read and understood the terms of this form.

Signature: Date:

Note: This form must be signed by either the member or his/her/their personal representative. Ifyou are not the
member, please sign below and indicate your relationship by checking the appropriate box.

Representative signature: Date:

Relationship: [_] Parent [ |Legal Guardian* [_JPower of Attorney* [_]Other*:
*Documentation must be provided supporting your legal authority to act on the member’s behalf.

Cigna + Oscar coverage is insured by Cigna Health and Life Insurance Company. CA: benefits administered by
Oscar Health Administrators. Other states: benefits administered by Oscar Management Corporation. Pharmacy
benefits provided by Express Scripts, Inc. Cigna + Oscar health insurance contains exclusions and limitations. For
complete details on product availability and coverage, please refer to your plan documents or contact a
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Non-Discrimination

Notice of Non-Discrimination:

Discrimination is 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 or sex. Cigna does not exclude
people or treat them differently because of race, color, national origin, age, disability or
sex.

Cigna:

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 customer service at the toll-free phone number shown on your ID card, and
ask a Customer Service Associate for assistance.

If you believe that Cigna 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 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

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 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.
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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
namero que figura en el reverso de su tarjeta de identificacion.

Chinese — /1. ?ﬂdF'ﬁT%,@%%ﬁ{ LEES MBI -

7L Cigna FYERAEF - S5EELHY ID % T EIHY SRR ©

Vietnamese — XIN LUU Y: Quy vi duoc cap dich vu trg gitp vé ngon ngir mién phi. Danh cho khach hang hién tai ctia Cigna,
vui 1ong goi s6 & mit sau thé Hoi vién.

Korean— 2 #F5018 AL&5tAl= B2, 2104 X[ MHIAE FE 2 0|&5H == U&LICH TR Cigna 7HUAMEEAMEID 7=
Sigdo]| Q= FEIEHS 2 QdES|EAIAIR.

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 mpetocTaBUThL OeCIUIaTHBIE YCIIyTH IepeBoa. Ecim BeI yoke ydacTByere B tuiane Cigna,
MO3BOHHTE 110 HOMEPY, YKa3aHHOMY Ha OOpaTHOM CTOPOHE Ballei HACHTU(PUKAIMOHHON KAPTOUKH YYaCTHHKA ILIaHA.

Cigna seal S Aalic dpilaall dea il Glead oLyl el 0 — Arabic
Apaddl) Sy jek o saall 6 )l Juai¥l ela s (llal)

French Creole - ATANSYON: Gen sevis €d nan lang ki disponib gratis pou ou. Pou kliyan Cigna yo, rele nimewo ki déye kat
ID ou.

French — ATTENTION: Des services d’aide linguistique vous sont proposés gratuitement. Si vous &tes un client actuel de
Cigna, veuillez appeler le numéro indiqué au verso de votre carte d’identité.

Portuguese — ATENCAO: Tem ao seu dispor servigos de assisténcia linguistica, totalmente gratuitos. Para clientes Cigna atuais,
ligue para o niimero que se encontra no verso do seu cartdo de identificagao.

Polish - UWAGA: w celu skorzystania z dostgpne;j, bezptatnej pomocy jezykowej, obecni klienci firmy Cigna moga dzwoni¢ pod
numer podany na odwrocie karty identyfikacyjne;j.

Japanese — X E SR . BAFZEZF T35S, BROSEXIBT ERAZIFAVELETET, BEDCignndDHE
BiE DA—REEAOEFESET SBRICTIEB/ILEL

Italian — ATTENZIONE: Sono disponibili servizi di assistenza linguistica gratuiti. Per i clienti Cigna attuali, chiamare il
numero sul retro della tessera di identificazione.

German — ACHTUNG: Die Leistungen der Sprachunterstiitzung stehen Ihnen kostenlos zur Verfligung. Wenn Sie gegenwartiger
Cigna-Kunde sind, rufen Sie bitte die Nummer auf der Riickseite [hrer Krankenversicherungskarte an.

Lda o8y &y s s () SS Clerd 4a 55 Persian (Farsi)
L\ﬁg)dﬂ\sts\o‘)whuu ‘C]gnak_;’ﬁub’):\.&.e Lﬁ‘)J _J}:&L;AAJ\)\
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