
295 Lafayette St. 6th Floor |  NY, NY 10012 Individual Enrollment Application/Change Form (Off Exchange)

Bronze

Select if you’re covering a dependent aged 26 - 29

Add Dependent Update Name and/or Address &KDQJH�%HQHȴW�3ODQ

Bronze Edge+ Silver Edge Individual

Single Married 'RPHVWLF�3DUWQHU

Gold

Male Female

Individual & Spouse

Bronze Edge

Remove Dependent Leaving Oscar Marital Status Change

Silver Silver Edge+ 3DUHQW�	�&KLOG�UHQ�Gold Edge Family
Choose 
your plan

Make changes to 
your current plan

Who are you buying 
insurance for?

Last Name First Name 'DWH�RI�%LUWK��00�''�<<<<�

City

City

StateCounty

StateCounty

Zip Code

Zip Code

Social Security No.GenderMI

Apt #

Apt #

Home Address

Telephone:

Name Address

2VFDU�0HPEHU�,'��LI�PDNLQJ�FKDQJH�WR�SODQ�

Email Address Marital Status:

______/______/___________

_____/_____/_________

+RPH���������������

����&HOO���������������

Mailing address, if different from home address

Effective Date of Coverage:

List Eligible Family Members Below 
�)LUVW�QDPH��0LGGOH�,QLWLDO��/DVW�QDPH�

01 2014

GA / Broker Information (if applicable)

*Please call us at 1-855-OSCAR-55 to request a disabled dependent form

Gender
�0�)�

Social Security No.Disabled Dependent 
�RYHU�DJH����

Date of Birth
�00�''�<<<<�

Carrier Name Group 
Number

Member ID (HFWLYH�'DWHV

From:

From:

From:

From:

From:

From:

From:

From:

To:

To:

To:

To:

To:

To:

To:

To:

Spouse

Applicant

GA Name GA License Number GA Agency Name 3KRQH Email

%URNHUȇV�1DPH %URNHU�/LFHQVH�1XPEHU %URNHUȇV�$JHQF\�1DPH 3KRQH Email

&R�%URNHUȇV�1DPH &R�%URNHUȇV�/LFHQVH�1XPEHU &R�%URNHUȇV�$JHQF\�1DPH 3KRQH Email

Child
Dependent

If you or any of your eligible family members currently have health insurance
or have had it in the past 12 months, please provide the following:

Please Read the Following Carefully
I understand that upon review of my Contract that I may cancel it.  Any request to cancel must be made in writing within 10 days from the date I receive the Contract. On behalf of myself and any covered dependents, 
to the extent permitted by law, I hereby authorize all health care providers who have rendered service to any of us and any payers of claims to provide to Oscar any records pertaining to care provided, claims 
SDLG�DQG�RU�RXU�PHGLFDO�KLVWRU\��,�DXWKRUL]H�2VFDU�WR�SURYLGH�VXFK�LQIRUPDWLRQ�WR�QHWZRUN�SK\VLFLDQV�IRU�WKH�SXUSRVH�RI�FRQWLQXLW\�RI�FDUH��PHGLFDO�PDQDJHPHQW��HWF��$Q\�SHUVRQ�ZKR�NQRZLQJO\�DQG�ZLWK�LQWHQW�WR�
GHIUDXG�DQ\�LQVXUDQFH�FRPSDQ\�RU�RWKHU�SHUVRQ�ȴOHV�DQ�DSSOLFDWLRQ�IRU�LQVXUDQFH�RU�VWDWHPHQW�RI�FODLP�FRQWDLQLQJ�DQ\�PDWHULDOO\�IDOVH�LQIRUPDWLRQ��RU�FRQFHDOV�IRU�WKH�SXUSRVH�RI�PLVOHDGLQJ��LQIRUPDWLRQ�FRQFHUQLQJ�
DQ\� IDFW�PDWHULDO� WKHUHWR�� FRPPLWV� D� IUDXGXOHQW� LQVXUDQFH� DFW��ZKLFK� LV� D� FULPH�� DQG� VKDOO� DOVR�EH� VXEMHFW� WR� D� FLYLO� SHQDOW\� QRW� WR� H[FHHG�ȴYH� WKRXVDQG�GROODUV� DQG� WKH� VWDWHG� YDOXH�RI� WKH� FODLP� IRU� HDFK� VXFK�
YLRODWLRQ��,�DP�DSSO\LQJ�IRU�FRYHUDJH�IRU�P\VHOI��P\�VSRXVH�DQG�P\�HOLJLEOH�GHSHQGHQW�FKLOGUHQ�QDPHG�RQ�WKLV�DSSOLFDWLRQ���$OO�VWDWHPHQWV�PDGH�ZLWKLQ�WKLV�IRUP�DUH�WUXH�DQG�DFFXUDWH�WR�WKH�EHVW�RI�P\�NQRZOHGJH�

Signature Date

Return to:

______/______/___________

'DWH�RI�(YHQW��GHSHQGHQW���PDULWDO�VWDWXV�FKDQJH�3OHDVH�VHH�WKH�EDFN�RI�WKLV�IRUP�IRU�LQVWUXFWLRQV�RQ�KRZ�WR�PDNH�D�FKDQJH



,QVWUXFWLRQV�IRU�PDNLQJ�FKDQJHV�WR�\RXU�FRQWUDFW
��ɅWrite the current contract holder’s information at the top of the form 

(name, address, date of birth, gender, SSN, phone, and email). 
Exception: if you are making a change to the contract holder’s name or address, 
please write the new name or address (see below for further instructions).

��ɅEnter current Oscar member ID in the middle of the form.

��Ʌ)ROORZ�WKH�LQVWUXFWLRQV�EHORZ�IRU�WKH�VSHFLȴF�FKDQJH�\RX�ZDQW�WR�PDNH�

��Ʌ(QWHU�WKH�PRQWK�\RX�ZDQW�WKH�FKDQJH�WR�WDNH�HHFW�LQ�WKH�Ȋ(HFWLYH�'DWH�RI�&RYHUDJHȋ�ȴHOG�

Adding a dependent
ȏɅ&KHFN�WKH�Ȋ$GG�'HSHQGHQWȋ�ER[�

ȏɅ,QGLFDWH�WKH�GDWH�RI�TXDOLI\LQJ�HYHQW�
ȏɅ'DWH�RI�ELUWK�RU�DGRSWLRQ��&RQJUDWV���
ȏɅ'DWH�RWKHU�KHDOWK�LQVXUDQFH�FRYHUDJH�ZDV�ORVW�

ȏɅEnter the new dependent’s information in the eligible family members section.

Removing a dependent
ȏɅ&KHFN�WKH�Ȋ5HPRYH�'HSHQGHQWȋ�ER[�

ȏɅ(QWHU�WKH�LQIRUPDWLRQ�RI�WKH�GHSHQGHQW�EHLQJ�UHPRYHG�LQ�WKH�HOLJLEOH�IDPLO\�PHPEHUV�VHFWLRQ�

Updating name and/or address
ȏɅ&KHFN�WKH�Ȋ8SGDWH�1DPH�DQG�RU�$GGUHVVȋ�ER[��

ȏɅ,I�FKDQJLQJ�WKH�FRQWUDFW�KROGHUȇV�QDPH�DQG�RU�DGGUHVV� 
(QWHU�WKH�QHZ�QDPH�DGGUHVV�LQ�WKH�DSSURSULDWH�ȴHOGV�DW�WKH�WRS�RI�WKH�IRUP��3OHDVH�LQFOXGH�DOO�RWKHU�
identifying information as well (date of birth, SSN, telephone number, email address).

ȏɅ,I�FKDQJLQJ�WKH�QDPH�RI�D�GHSHQGHQW��(QWHU�WKH�QHZ�QDPH�RI�WKH�GHSHQGHQW�LQ�WKH�DSSURSULDWH�ȴHOG�XQGHU�
WKH�HOLJLEOH�IDPLO\�PHPEHUV�VHFWLRQ��3OHDVH�LQFOXGH�WKH�RWKHU�LGHQWLI\LQJ�LQIRUPDWLRQ�DV�ZHOO��JHQGHU��661��
and date of birth).

Leaving Oscar
ȏɅ,I�\RX�UHDOO\�PXVW�JR��FKHFN�WKH�Ȋ/HDYLQJ�2VFDUȊ�ER[��:HȇOO�PLVV�\RX�

ȏɅ(QWHU�WKH�FRQWUDFW�KROGHUȇV�LQIRUPDWLRQ�LQ�WKH�DSSURSULDWH�ȴHOGV�DW�WKH�WRS�RI�WKH�IRUP�

&KDQJLQJ�EHQHȴW�SODQ
ȏɅ&KHFN�WKH�Ȋ&KDQJH�%HQHȴW�3ODQȋ�ER[�

ȏɅ(QWHU�WKH�FRQWUDFW�KROGHUȇV�LQIRUPDWLRQ�LQ�WKH�DSSURSULDWH�ȴHOGV�DW�WKH�WRS�RI�WKH�IRUP�

ȏɅIn the choose your plan section at the top, indicate the plan you’d like to switch into. 
3OHDVH�EH�DZDUH�WKDW�LI�\RXU�FRQWUDFW�LV�DQ�,QGLYLGXDO�	�6SRXVH��3DUHQW�	�&KLOG�UHQ���RU�)DPLO\� 
WKH�FKDQJH�ZLOO�EH�DSSOLHG�WR�HYHU\RQH�RQ�WKH�FRQWUDFW�

Marital status change
ȏɅ&KHFN�WKH�Ȋ0DULWDO�6WDWXV�&KDQJHȋ�ER[�

ȏɅIndicate the date on which your marital status changed.

ȏɅ,I�\RXȇUH�LQFOXGLQJ�D�QHZ�IDPLO\�PHPEHU��VSRXVH�RU�GRPHVWLF�SDUWQHU���FKHFN�WKH�Ȋ$GG�'HSHQGHQWȋ�ER[ 
and enter the new family member’s information in the eligible family members section.

ȏɅ,I�\RXȇUH�UHPRYLQJ�DQ�H[LVWLQJ�IDPLO\�PHPEHU��FKHFN�WKH�Ȋ5HPRYH�'HSHQGHQWȋ�ER[�DQG�HQWHU�WKH�
LQIRUPDWLRQ�RI�WKH�SHUVRQ�EHLQJ�UHPRYHG�LQ�WKH�HOLJLEOH�IDPLO\�PHPEHUV�VHFWLRQ�

A new kind of health insurance.
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