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Consumer Form
Each applicant who purchases an MMGAP health policy from UA must complete and sign this form.

PLEASE PRINT

APPLICANT’S NAME   AGENT’S NAME __________________________

APPLICANT INITIALS ARE REQUIRED BESIDE EACH STATEMENT

 1. The above licensed Agent visited with me in reference to making application for insurance with your 
company. The Agent explained the provisions showing benefits, waiting periods, limitations and exclusions. 
I have received an Outline of Coverage for the policy(s) for which I applied.

 2. I understand that United American Insurance Company ("Company") does not offer Major Medical policies, 
and the policy I am purchasing has limited outpatient and inpatient coverage and/or doctor benefits. I know 
that this policy does not cover everything, and that I will be responsible for the balance of these costs.

 3. I understand this policy is a supplement to group health insurance and is not a substitute for major medical 
coverage. Lack of major medical coverage (or other minimum essential coverage) may result in an additional 
payment with your taxes.

 4. I understand that I will not have insurance coverage with the Company until my application(s) has been 
approved and the Company has notified me that I have been accepted for coverage with a particular 
effective date.

 5. I understand that I may not be accepted for insurance by the Company, or may be accepted but may have an 
exclusionary rider or higher premium to include coverage for particular medical conditions, and that I should 
not let any other coverage lapse until I have received and reviewed the Company individual policy(s) in my 
name and found it suitable to my needs.

 6. I affirm and certify that all questions on the application(s) have been fully and truthfully answered. I have fully 
disclosed all health history on myself or any other family members listed on the application. I understand that 
this Agent has no authority to waive or modify any answer to any health question.

 7. I understand this is an individual policy and not a group policy, and that the Company cannot accept 
an application if the applicant’s employer pays any of the premium for the employee.

APPLICANT (Parent or Legal Guardian if Applicant under 18) WRITING AGENT

Signature Date Signature Date

Address Address

City State ZIP City State ZIP
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