Summary of Benefits and Coverage: What this Plan Covers & What You Pay for Covered Services
Ambetter from Magnolia Health
Choice Bronze HSA + Vision + Adult Dental: Standard Bronze On Exchange Plan

Coverage Period: 01/01/2025 - 12/31/2025
Coverage for: Individual/Family | Plan Type: HMO

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 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, visit
https://ambetter.magnoliahealthplan.com/2025-brochures.html, or call 1-877-687-1187 (Relay 711). 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

https://www.healthcare.gov/sbc-glossary or call 1-877-687-1187 (Relay 711) to request a copy.

Important Questions

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

$7,250 individual / $14,500 family.

Yes. Preventive care services are covered before
you meet your deductible (see additional
information below).

No.

For network providers: $7,250 individual / $14,500

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?

SBC-90714MS0030052-01-2025

family. Not applicable for out-of-network providers.

Premiums, balance-billing charges, penalties for
failure to obtain preauthorization for services, and
health care this plan doesn’t cover.

Yes. See
https://ambetter.magnoliahealthplan.com/findadoc
or call 1-877-687-1187 (Relay 711) for a list of
network providers.

No.

Underwritten by Ambetter of Magnolia Inc.

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

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 receive a bill from a provider for the difference between the provider's
charge and what your plan pays (balance billing). Be aware, your network
provider might use an out-of-network provider for some services (such as lab
work). Check with your provider before you get services.

You can see the specialist you choose without a referral.

Page 1 of 7



M All copayment and coinsurance costs shown in this chart are after your deductible has been met, if a deductible applies.

Common Sl ot T e N P \{\(Iihat You ‘g'" P:N  Provid Limitations, Exceptions, & Other
Medical Event y el A By Ul Pl by Important Information
You will pay the least You will pay the most

Primary care visit to treat an

- ) No charge Not covered Covered No Limit.

injury or illness
If you visit a health Specialist visit No charge Not covered None
care provider’s office You may have to pay for services that aren’t
or clinic Preventive care/screening/ No charge; deductible Not covered preventive. Ask your provider if the services

immunization does not apply needed are preventive. Then check what

your plan will pay for.
No charge for laboratory

& professional services Prior authorization may be required. Covered

No Limit. Other places of service may
include: Hospital, Emergency Room, or
Outpatient Facility.

No charge for x-ray &

Diagnostic test (x-ray, blood diagnostic imaging

work) Not covered
If you have a test No charge for laboratory Failure to obtain prior authorization for any
& professional services . . : )
) . service that requires prior authorization will
and x-ray & diagnostic . . ,
o result in a denial of benefits.
imaging at other places of
service
Imaging (CT/PET scans, MRIs) | No charge Not covered Egolfi;lijtt TS ENEY 199 [EHUIEE, e
If vou need druas to Tier 1a - Preferred Prior authorization may be required.
trgat our iIInesi or Generic Retail: No charge Prescription drugs are provided up to 30 days
con di\;ion Generic drugs Not covered retail and up to 90 days through mail order.
More information about Tier 1b - Generic Retail: Mail orders are subject to 3x retail cost-
rescriotion dru No charge sharing amount.
b P g Preferred brand drugs Tier 2 - Retail: No charge | Not covered Prior authorization may be required.

coverage is available at
https://ambetter.magn
oliahealthplan.com/20

25formulary.

Prescription drugs are provided up to 30 days
retail and up to 90 days through mail order.
Mail orders are subject to 3x retail cost-
sharing amount.

Non-preferred brand drugs and
Non-preferred generic drugs

Tier 3 - Retail: No charge | Not covered
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Common :
Medical Event Services You May Need

If you have outpatient
surgery

If you need immediate
medical attention

If you have a hospital
stay

If you need mental
health, behavioral
health, or substance
abuse services

If you are pregnant

Specialty drugs

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

Physician/surgeon fees

Emergency room care

Emergency medical
transportation

Urgent care

Facility fee (e.g., hospital room)

Physician/surgeon fees

Outpatient services

Inpatient services

Office visits

What You Will Pa

Out-of-Network Provider

Network Provider
You will pay the least

Tier 4 - Retail: No charge

No charge

No charge

No charge

No charge

No charge

No charge

No charge

Office Visit: No charge;
Other Outpatient
Services: No charge

No charge

No charge

Not covered

Not covered

Not covered

No charge

No charge

Not covered

Not covered

Not covered

Not covered

Not covered

Not covered

Limitations, Exceptions, & Other
Important Information

Prior authorization may be required.
Prescription drugs are provided up to 30 days
retail and up to 30 days through mail order.

Prior authorization may be required. Covered
No Limit.
Prior authorization may be required. Covered
No Limit.

None

Covered No Limit. Note: Prior authorization is
not required for emergency transport,
however, all non-emergent transport requires
prior authorization. If you receive service from
an out of network ground/water ambulance
provider, you may be subject to balance
None

Prior authorization may be required. Covered
No Limit.

Prior authorization may be required. Covered
No Limit.

Prior authorization may be required. Covered
No Limit. (Primary Care Provider (PCP) and
other practitioner office visits do not require
prior authorization.)

Prior authorization may be required. Covered
No Limit.

Prior authorization not required for deliveries
within the standard timeframe per federal
regulation, but may be required for other
services. Cost-sharing does not apply for
preventive services, such as routine pre-natal
and post-natal screenings. Depending on the
type of services, coinsurance, deductible or
copayment may apply. Maternity care may
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Common :
Medical Event Services You May Need

Childbirth/delivery professional

services

Childbirth/delivery facility

services

Network Provider

You will pay the least

No charge

No charge

What You Will Pa

Out-of-Network Provider

Not covered

Not covered

Limitations, Exceptions, & Other
Important Information

include tests and services described
elsewhere in the SBC (i.e., ultrasound).
Prior authorization may be required. Cost-
sharing does not apply for preventive
services. Depending on the type of services,
copayment, coinsurance or deductible may
apply. Maternity care may include tests and
services described elsewhere in the SBC
(i.e., ultrasound).

Home health care

Rehabilitation services

If you need help
recovering or have
other special health
needs

Habilitation services

No charge

Outpatient: No charge
Inpatient: No charge

Outpatient:
No charge
Inpatient:

No charge

Not covered

Not covered

Not covered

Prior authorization may be required. Covered
No Limit.

Outpatient: Prior authorization may be
required. Limited to: 36 visits per year for
cardiac rehabilitation, 20 visits per year for
speech therapy and 20 combined visits per
year for chiropractic care, occupational and
physical therapy. Note: Limits do not apply
when provided for a mental health/substance
use disorder diagnosis.

Inpatient: Prior authorization may be
required. Limited to 30 days per year. Note:
Limits do not apply when provided for a
mental health/substance use disorder
diagnosis.

Outpatient: Prior authorization may be
required. Outpatient habilitation limited to: 36
visits per year for cardiac rehabilitation, 20
visits per year for speech therapy and 20
combined visits per year for chiropractic care,
occupational and physical therapy. Note:
Limits do not apply when provided for a
mental health/substance use disorder
diagnosis. Inpatient: Prior authorization may
be required. Limited to 30 days per year.
Note: Limits do not apply when provided for a
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Common :
Medical Event Services You May Need

What You Will Pa

Out-of-Network Provider

Limitations, Exceptions, & Other

Network Provider Important Information

You will pay the least

mental health/substance use disorder
diagnosis.
Prior authorization may be required. Limited

Skilled nursing care No charge Not covered to 60 days per year in a faciliy.
Durable medical equipment No charge Not covered Egolfir?'lli]’: horization may be required. Covered
Vol e No charge Not covered Prlor.agthorlzatlon may be required. Covered
No Limit.
Children’s eye exam No charge; deductible Not covered Limited to 1 visit per year.
. does not apply
If your child needs No charge; deductible
dental or eye care Children’s glasses ge, cedlictiie Not covered Limited to 1 item per year.
does not apply
Children’s dental check-up Not covered Not covered None

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.)

e Abortion (Except in cases of rape or when the life

of the member is endangered)

Acupuncture .

Bariatric surgery .

Cosmetic surgery

Dental care (Children)

Hearing aids

o Non-emergency care when traveling outside the

u.s.
Infertility treatment Private-duty nursing

Long-term care 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 (Limited to 20 combined visits e
per year (combined for occupational therapy,

physical therapy and chiropractic care))

Dental care (Adult-visit & item limits apply per
year. $1,000 annual dollar limit per year per
person.)

Routine eye care (Adult-one visit & one item per Routine foot care

year. Dollar allowance applies to hardware.)

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: Ambetter from Magnolia Health at 1-877-687-1187 (Relay 711); Mississippi Insurance Department, P.O. Box 79 Jackson, MS 39205-0079, Phone No. 1-601-359-

Page 5 of 7



3569.; Department of Labor's Employee Benefits Security Administration at 1-866-444-EBSA (3272); or Office of Personnel Management Multi-State Plan Program at
https://www.opm.gov/healthcare-insurance/multi-state-plan-program/external-review/. 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 on how 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: Mississippi Insurance Department, P.O. Box 79 Jackson, MS 39205-0079, Phone No. 1-601-359-3569.

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.

Does this plan meet 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 Espafiol, llame al 1-877-687-1187 (Relay 711).

Tagalog (Tagalog): Kung kailangan ninyo ang tulong sa Tagalog tumawag sa 1-877-687-1187 (Relay 711).
Chinese (H3): AT v SCHy#R B, 1B RIT XS5 1-877-687-1187 (Relay 711).

Navajo (Dine): Dinek'ehgo shika at'ohwol ninisingo, kwiijigo holne' 1-877-687-1187 (Relay 711).

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

Managing Joe’s Type 2 Diabetes

(a year of routine in-network care of a well-

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

a hospital delivery)

M The plan’s overall deductible $7,250
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
B Other coinsurance 0%

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)

controlled condition)

® The plan’s overall deductible ~ $7,250
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

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)

M The plan’s overall deductible $7,250
M Specialist coinsurance 0%
M Hospital (facility) coinsurance 0%
M Other coinsurance 0%

This EXAMPLE event includes services like:
Emergency room care (including medical supplies)
Diagnostic tests (x-ray)

Durable medical equipment (crutches)
Rehabilitation services (physical therapy)

Total Example Cost | $12,700 Total Example Cost | $5,600 Total Example Cost | $2,800
In this example, Peg would pay: In this example, Joe would pay: In this example, Mia would pay:
Cost Sharin Cost Sharing Cost Sharin
Deductibles $7,250 Deductibles $5,400 Deductibles $2,800
Copayments $0 Copayments $0 Copayments $0
Coinsurance $0 Coinsurance $0 Coinsurance $0
What isn’t covered What isn’t covered What isn’t covered

Limits or exclusions $60  Limits or exclusions $20 Limits or exclusions $0
The total Peg would pay is $7,310 The total Joe would pay is $5,420 The total Mia would pay is $2,800

The plan would be responsible for the other costs of these EXAMPLE covered services. Page 7 of 7




CINDEIET ov | MAgNolia
health

English:

If you, or someone you are helping, have questions about Ambetter from Magnolia Health, and are not
proficient in English, you have the right to get help and information in your language at no cost and in
a timely manner. If you, or someone you are helping, have an auditory and/or visual condition that
impedes communication, you have the right to receive auxiliary aids and services at no cost and in a
timely manner. To receive translation or auxiliary services, please contact Member Services at
1-877-687-1187 (Relay 711).

Spanish:

Si usted, o alguien a quien estd ayudando, tiene preguntas acerca de Ambetter from Magnolia Health y
no domina el inglés, tiene derecho a obtener ayuda e informacion en su idioma sin costo alguno y de
manera oportuna. Si usted, o alguien a quien esta ayudando, tiene un impedimento auditivo o visual
que le dificulta la comunicacion, tiene derecho a recibir ayuda y servicios auxiliares sin costo algunoy
de manera oportuna. Para recibir servicios auxiliares o de traduccidn, comuniquese con Servicios para
Miembros al 1-877-687-1187 (Relay 711).

Vietnamese:

Né&u quy vi hodc ngudi ma quy vi dang gilip d& c6 cu hoi vé Ambetter from Magnolia Health va khéng
thanh thao tiéng Anh, quy vi cé quyén duoc tro gitip va nhan théng tin bang ngén ngit ctia minh mién
phi va kip thoi. Néu quy vi hodc ngudi ma quy vi dang gitiip d& mac bénh vé thinh gidc va/hodc thij gidc
gy can trd giao tiép, quy vi c6 quyén duoc nhan cac hd tro va dich vy phuy tro mién phi va kip thoi.
DE& nhan dich vu théng dich hodc dich vu phu trg, vui long lién hé bo phan Dich Vu Thanh Vién theo s8
1-877-687-1187 (Relay 711).

Chinese:

AR SUECIEAERBIRVE S - AR Ambetter from Magnolia Health J5 R » HA RS
P - WA RER B R DU R SR B BRI R, - SR AE jZ,b\ETT%'%EﬂE’J%T%ﬁWﬁ?FD/
JZT‘EjjJiB’J il E E BELBGE 1o - SR TR SRR R RSB SR B - 5 S HIEE
BIRA - SERes & BIRGHD » BEE5/E 1-877-687-1187 (Relay 711)

French:

Si vous-méme ou une personne que vous aidez avez des questions a propos d'Ambetter from

Magnolia Health et que vous ne maitrisez pas I'anglais, vous pouvez bénéficier gratuitement et en
temps utile d'aide et d'informations dans votre langue. Si vous-méme ou une personne que vous aidez
souffrez d'un trouble auditif ou visuel qui entrave la communication, vous pouvez bénéficier
gratuitement et en temps utile d'aides et de services auxiliaires. Pour profiter de services de traduction
ou de services auxiliaires, veuillez contacter Services aux membres au 1-877-687-1187 (Relay 711).

Arabic:

chald (a1 b &)L ¢SS g cAmbetter from Magnolia Health Jg> il sdelud jasess ) of ehld oE13)
selud pasi (51 of il S 1] calioll CgI1 (39 AT ST 0195 (oo iy iloglaally Bucluall e Jguaxll § 32l
<3l g9 4K 61 093 o0 &dls] Wledsg Wilueluwe A5G Gl clhald ¢ uolgill §aas 4;_,,4)3|/5 duzows Al o Glad
1-877-687-1187 (Relay 711) e slacl Slaus 3 Juaidl (22 cddlis] Slads ol Aozl olods (Al . ussliall

Choctaw:

Chishno kiyokmat kanah kiya ish apila ka, Ambetter from Magnolia Health, imma naponaklo chim
ashakmat hicha nahollo annopa akostinichih kaniya kiyoh 6kma, alhpila\apila hicha nan annéwachi
yomika chim anngpa yo ish ishi ka chim ayalhpisah, na ahika ikshoh ikmat chikkdsi atahla hilah. Chishno
kiyokmat kanah kiya ish apila ka, ishit haklo hicha/cho ishit pisa ayina ka, isht ataklama atokésh annopa
ik akostinichoh okma na isht apila yomika ish ishi ahina kat chim ayalhpisah, nd ahika iksho ikmat
chikkdsi atahla hilah. Anngpa tishdwa cho na isht apila yomika ish ishi ahina ka, Toksali Alhiha ish
ipayakma tali andpoli holhpina pa 1-877-687-1187 (Relay 711).
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Tagalog:

Kung ikaw, o ang iyong tinutulungan, ay may mga katanungan tungkol sa Ambetter from Magnolia Health,
at hindi ka mahusay sa Ingles, may karapatan ka na makakuha ng tulong at impormasyon sa iyong wika
nang walang gastos at sa maagap na paraan. Kung ikaw, o ang iyong tinutulungan, ay may kondisyon sa
pandinig at/o pannikin na nakakaapekto sa komunikasyon, may karapatan kang makatanggap ng mga
karagdagang tulong at serbisyo nang walang gastos at sa maagap na paraan. Para makatanggap ng mga
serbisyo sa pagsasalin o mga karagdagang serbisyo, mangyaring makipag-ugnayan sa Mga Serbisyo
para sa Miyembro sa 1-877-687-1187 (Relay 711).

German:

Falls Sie oder jemand, dem Sie helfen, Fragen zu Ambetter from Magnolia Health hat und nicht Englisch
spricht, haben Sie das Recht, kostenlos und zeitnah Hilfe und Informationen in Ihrer Sprache zu
erhalten. Falls Sie oder jemand, dem Sie helfen, eine H6r- und/oder Sehbeeintrachtigung hat, die die
Kommunikation beeinflusst, haben Sie das Recht, kostenlos und zeitnah zuséatzliche Hilfe und
Dienstleistungen zu erhalten. Um eine Ubersetzung oder zusitzliche Dienstleistungen zu erhalten,
wenden Sie sich an den Kundendienst unter 1-877-687-1187 (Relay 711).

Korean:
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Gujarati:

) dHal MUl d BHefl Hee 531 @l €l Ad] S8 Sl Ambetter from Magnolia Health (9l
Ul 1 uel AU U1l of S1Y, il dHal S16 WL SUL (Aotl A UHAUR dHIZ] GINIHI Hee
dell Hiledl Aaddledl 14 [d512 8. %) d Medl dl BHefl Hee 531 8@l €l Ad] S8 culsd
AR5 WA /nUdl ¢[RlANAuS wdel(ef] UL(Sd €ld 3 B AR WYL 13, dl dHA 516
U 5[ (dotl WA YHAUR USIAS AU dell A1) UIH 5dlol] A [ES1R B. Bojdle wed]
UsIUS A ] ULH 5L HI2, SUL 53\ 1-877-687-1187 (Relay 711) U U&Uefl Ad1loA) U5 52).

Japanese:

CHEOHLE=-ANEL TLSHD AN, Ambetter from Magnolia HealthlZDWT ZER % &
BbDGE. REBEICBEN G THEEHNDFIA L) —ICCHFEDTSETAILTORERES
BIENTEET, CEHEV. HBEEANELTLWIMDOADEELHEDKED-HOY
MULHLIMEGETYH, BEADIA L —ICHBY—EREZITEIENATEET, BR
MY —EREZ(F5IZ1E, 1-877-687-1187 (Relay 711)D A U\ —H—E R [ZTEHK L &
LY,

Russian:

Ecnvy Bac nau y Mua, KOTOPOMY Bbl MOMOraeTe, BO3HUK/IM KaKue-1Mbo BONpOCh! 0 Mporpamme
cTpaxosaHua Ambetter from Magnolia Health, npu 3Tom Bbl HE4OCTaTOYHO XOPOLLO B/adeeTe
AHIIMACKMM A3bIKOM, Bbl UMEeTe NPaBo Ha 6ecniaTHyYo U CBOEBPEMEHHYIO NOMOLLb M MHGOPMALMIO
Ha cBOEM POAHOM s3blKe. Ecan y Bac MAn y anua, KOTopomy Bbl NOMoraeTe, HabagaeTca Kakoe-1mbo
HapyLueHWe cayxa U/uam 3peHuns, KoTopoe NPeNnATCTBYeT KOMMYHMKALLMK, Bbl UMeeTe Npaso Ha
6ecnnaTHble M CBOeBpPeMeHHble BCNOMOraTesibHble YCAYTM U NomoLb. s NofyyeHus ycayr nepesosa
WM BCNOMOTaTe/bHbIX YCIYT 06paTuTech B OTAEN 06CNYKMBAHUA YYAaCTHUKOB NPOrPamMmbl
CTpaxoBaHusA no Homepy 1-877-687-1187 (Relay 711).
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Panjabi:

A A, 7 373 TS HET a3 A'E @& R fanial 3t @ Ambetter from Magnolia Health ST 38t
RS I, W3 IH wiISH! f9 HI'a3 &l Sue J, 37 ITd et i i st fan Stz @ w3 Al
fHg HeEe W3 ArEaat U3 396 T wiftarg 31 A 397G, 7 393 TNdT Hee ol 3 A @8 oA
fona3t § Bee w3/A SxT Hedt & mrfimr I, 7 Hog ife garee uGel J, 37 396 fae fam
3 3 AR g ATTfed A3 w3 ATre Yu3 396 e witidrg I wgee o Aded ATe U3
IS B, fagur 939 1-877-687-1187 (Relay 711) '3 HET ATel 58 AUIS 3|

Italian:

Se Lei o una persona a cui sta fornendo assistenza ha domande su Ambetter from Magnolia Health e
non ha una perfetta padronanza della lingua inglese, ha il diritto di ricevere aiuto e informazioni nella
Sua lingua gratuitamente e tempestivamente. Se Lei o una persona a cui sta fornendo assistenza
presenta una condizione uditiva e/o visiva che impedisce la comunicazione, ha il diritto di ricevere
servizi ausiliari gratuitamente e tempestivamente. Per ricevere una traduzione o un servizio ausiliario,
contatti i Servizi per i membri al numero 1-877-687-1187 (Relay 711).

Hindi:

mmmaﬁéﬂwwﬁmmww%%ﬁ % 91F Ambetter from Magnolia Health &
IS e & 3 37 QAT 3ol 7 AR 78T &, A 3Toeht 3raT ST 7 F{FA 3R FHT I FETI iR
ST ATCe e T AP . 3R TR AT 3t 3 caferet a1 ForaehT 39 Agg a0 @ §, goiet
3iRy/ar e & FEEAT g1 § 3R SHY araia S1fd 81 8, oY 31Tt o Ry ofeTa & 3R gEy
TR AT TETICT 3R FATY GTec et T AR §. 3HefdTe; T HeTeh JATT YTCc Fdel & fore Foar
1-877-687-1187 (Relay 711) 9 T&ET HATU { HUH 1.
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Ambetter from Magnolia Health is underwritten by Ambetter of Magnolia Inc. which is a Qualified Health Plan issuer in
the Mississippi Health Insurance Marketplace. This is a solicitation for insurance. ©2024 Ambetter of Magnolia Inc.,
Ambetter.MagnoliaHealthPlan.com. If you, or someone you’re helping, have questions about Ambetter from

Magnolia Health, and are not proficient in English, you have the right to get help and information in your language at no
cost and in a timely manner. If you, or someone you’re helping, have an auditory and/or visual condition that impedes
communication, you have the right to receive auxiliary aids and services at no cost and in a timely manner. To receive
translation or auxiliary services, please contact Member Services at 1-877-687-1187 (Relay 711). For more information on
your right to receive an Ambetter from Magnolia Health plan free of discrimination, or your right to receive language,
auditory and/or visual assistance services, please visit AmbetterHealth.com and scroll to the bottom of the page.



