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MMGAP POLICY SUITABILITY REVIEW

This review should be completed by the Agent and the Applicant to determine a Calendar-Year Maximum
benefit amount that is suitable to the needs of the Applicant. This completed form must be submitted with
the application for the MMGAP policy.

Continued on Next Page

Applicant's
Initials

Applicant's Last Name Applicant's Social Security Number

- -

Your MMGAP policy Calendar-Year Maximum Benefit should not exceed the maximum out-of-pocket expenses under your Primary
Medical Policy in any one calendar-year. Choose an MMGAP policy Calendar-Year Maximum Benefit amount nearest, but which
does not exceed, the amount of your total out-of-pocket expenses (the amount entered as 3. above). Your MMGAP Policy will never
pay more than your maximum out-of-pocket expenses.

PART III: APPLICANT'S CALENDAR-YEAR MAXIMUM BENEFIT FOR THE MMGAP POLICY

Select One: $2,000 $2,500 $3,000 $4,000 $5,000 $6,000 $7,500 $10,000

1. How much is your Primary Medical Policy deductible?

PART II: APPLICANT'S OUT-OF-POCKET EXPENSES (Primary Medical Policy)

$ , .Does your Primary Medical Policy require that you pay:
One deductible per year (Annual deductible), or
Multiple deductibles per year (such as a deductible for each illness)

2. Do you pay a percentage of your medical expenses (coinsurance) after meeting your Primary Medical Policy deductible?
No, I am not required to pay other out-of-pocket expenses
Yes, I pay other out-of-pocket expenses in addition to the deductible

If yes, enter the maximum amount of other out-of-pocket expenses. If unknown, enter $2,000. $ , .

3. Total Out-of-Pocket Expenses $ , .(Add 1 & 2)

Please answer the following questions concerning the Primary Medical policy you intend to supplement with the MMGAP policy.

Enter the name of the Insurance Company for your Primary Medical Policy:

Your Primary Medical Policy is: in force, or
an application has been submitted and the policy is in the process of being issued.

If an application is in process, what is the requested effective date?  (mm/dd/yyyy)
/ /

PART I: APPLICANT'S PRIMARY MEDICAL POLICY

Your Primary Medical Policy is: a group health plan (example: through your employer), or
individual health insurance
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1. I understand that the MMGAP Policy will help cover my group Primary Medical Policy's deductible, copayments, and coinsurance
associated with INPATIENT HOSPITAL expenses.*

2. I will be responsible for deductibles, copayments, and coinsurance associated with non-inpatient medical expenses such as doctor's
visits, lab work, prescription drugs, and outpatient hospital services.

3. I understand that if my group Primary Medical Policy does not cover a medical expense, it will not be covered by my MMGAP policy.
4. I understand that the MMGAP Policy is only offered to Supplement a group Primary Medical Plan.

PART IV: APPLICANT'S ACKNOWLEDGEMENT

Applicant's Signature Applicant's Name (Printed)

Agent's Signature Date Signed

/ /

You can purchase an optional HOSPITAL OUTPATIENT BENEFIT RIDER that will pay up to 50% of your deductible, copayments, and
coinsurance associated with hospital outpatient treatment. The total annual benefits under the Hospital Inpatient Benefit and the
Hospital Outpatient Benefit combined are limited to the Maximum Annual Benefit each calendar-year.

* NOTE: HOSPITAL OUTPATIENT BENEFIT RIDER
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