MississippiCAN

Optional Change Form )

" Magnolia Health ™ Molina Healthcare

™ TrueCare ™ Opt Out (Mediciad)

Please choose your preferred health plan. MISSISSIPPI DIVISION OF

*Indicates required field M E D I C A I D

.*Beneﬁci.ary Name: |

*Date of Birth:
(mm/dd/yyyy) PLEASE MAIL ALL
*Medicaid ID #: ENROLLMENT FORMS TO:
e s F MississippiCAN Enrollment
SOIC]'.aI Secunty #: P.0. Box 23078
*Mailing Address: Jackson, MS 39225
OR
*City/State: Fax: 1-866-644-6050
County: HOW TO CHECK THE STATUS
OF ENROLLMENT FORM:
Home or Cell
Phone: If you would like to check
.KN 2. PR]NTAR: ’ CARE PHYSICIAN II YRMATION eligibility or check the status of
: S SRS —— your enrollment form, please

*Do you have a primary |_ YES r NO call 1-800-884-3222.

care physician?
*If yes, primary care Please allow 5 business days
physician name? | First Last for enrollment forms to be
” d.
Clty: processe
s://medicaid.ms.gov/progr

County: ams/managed-care/
Facility Name:
Physician Telephone
Number:

COMMENTS:

.{'-SECTIGN 13: YOUR SIG]}JATURE {sign' iture pplic

bitnckeind iy
el

*Legible Srgnature

Received by:
Revised 02/03/2025 SP- MGD - 0361




