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AMERICAN PROGRESSIVE LIFE & HEALTH INSURANCE COMPANY OF NEW YORK
Home Office: Rye Brook, NY Administrative Office: P. O. Box 13547, Pensacola, Florida 32591-3547 Phone: (800) 645-4116

Fair Credit Reporting Act Pre-Notification Form
Thank you for considering American Progressive as your insurance carrier. Your application will be processed as quickly
as possible. Public Law 91-508 requires that we advise you that an investigative consumer report may be made in
connection with this application which will provide applicable information concerning character, general reputation,
personal characteristics and mode of living. The information for this report may be obtained through personal interviews
with friends, neighbors and associates. Upon written request a complete and accurate disclosure of the “nature and
scope” of the report if one is made will be provided.

Note
Please return the Application Form, any Bank Draft Card or Credit Card Authorization and Replacement Form, along
with your initial premium check to American Progressive Life & Health Insurance Company of New York. The Initial
Premium Receipt and Notice To Applicant remains with you.

Medical Information Bureau Disclosure Notice
The information given in your application will be treated as confidential. American Progressive or its reinsurer(s) may,
however, make a brief report thereon to the Medical Information Bureau, a non-profit membership organization of life
insurance companies, which operates an information exchange on behalf of its members. If you apply to another Bureau
member company for life or health insurance coverage, or a claim for benefits is submitted to such a company, the Bureau,
upon request, will supply such company with the information in its file. Upon receipt of a request from you, the Bureau will
arrange disclosure of any information it may have in your file. If you question the accuracy of information in the Bureau’s
file, you may contact the Bureau and seek a correction in accordance with the procedures set forth in the federal Fair Credit
Reporting Act. The address of the Bureau’s information office is Post Office Box 105, Essex Station, Boston, Massachusetts
02112, telephone number (866) 692-6901 (TTY (866) 346-3642). American Progressive, or its reinsurer(s), may also
release information in its file to other life insurance companies to whom you may apply for life and health insurance, or to
whom a claim for benefits may be submitted.

Investigative Consumer Report Notice
In compliance with federal and state laws, this is to inform you that as part of our procedure for processing your insurance
application, an investigative consumer report may be prepared. The information for the report is obtained through personal
interviews with your neighbors, friends, or others with whom you are acquainted. The report includes information as to 
your character, general reputation, personal characteristics and mode of living (the term “mode of living” does not relate
directly or indirectly to the sexual orientation of any proposed insured). You may request to be interviewed for the consumer
report. You may, upon written request, be informed whether or not the report was ordered, and if so, the name and address 
of the consumer reporting agency which made the report. Upon proper identification, you have the right to inspect and/or
receive a copy of the report from the consumer reporting agency. You have the right to make a written request to us within a
reasonable period of time to receive additional detailed information about the nature and scope of the investigation. Write to:
Underwriting Department, American Progressive, P.O. Box 13547, Pensacola, Florida 32591-3547.

Initial Premium Receipt
MAKE CHECK PAYABLE TO: AMERICAN PROGRESSIVE LIFE & HEALTH INSURANCE COMPANY OF NEW YORK

Received from_______________________________________(Applicant) an application for a Policy with American
Progressive, Pensacola, Florida and $_______________for the initial premium. In the event that the application is not
accepted by the Company, the above amount will be refunded. No obligation is incurred by the Company unless said
application is approved by the Company at its home office and a policy is issued.

________________ ________________________________________________
Date   Agent

LEAVE WITH APPLICANTMS-NOTICE (1/06) PR



(Application continued on reverse side)MS-APP-APR (1.06) NY

PART I - APPLICANT INFORMATION
Proposed Insured

Name:

Sex: Age: Sex: Age:

Beneficiary:

Relationship:

Address:

Phone #: (      )

Spouse

Name:

Beneficiary:

Relationship:

Proposed Effective Date: Proposed Effective Date:

State: Zip:City: State: Zip:City:

Medicare #: Medicare #:

Address:

Phone #: (      )

Social Security #: DOB: Social Security #: DOB:-              - /      / -              - /      /

To the best of your knowledge and belief: (Please mark Yes or No with an "X") :

PART III - BASIC QUESTIONS (ANSWER FOR BOTH INSUREDS)
If you lost or are losing other health insurance coverage and received a notice from your prior insurer saying you were eligible
for guaranteed issue of a Medicare supplement insurance policy, or that you had certain rights to buy such a policy, you may be
guaranteed acceptance in one or more of our Medicare supplement plans.  Please include a copy of the notice from your prior
insurer with your application.  PLEASE ANSWER ALL QUESTIONS.

A. (1) Did you turn age 65 in the last 6 months?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
(2) Did you enroll in Medicare Part B in the last 6 months?  . . . . . . . . . . . . . . . . . . . . . . . . . . .

If yes, what is the effective date?   Insured _____________ Spouse _____________
B. Are you covered for medical assistance through the state Medicaid program?  . . . . . . . . . . . . . . . .

(NOTE TO APPLICANT: If you are participating in a "Spend-Down Program" and have 
not met your "Share of Cost," please answer NO to this question.)
If Yes,
(1) Will Medicaid pay your premiums for this Medicare supplement policy?  . . . . . . . . . . . . . . . .
(2) Do you receive any benefits from Medicaid OTHER THAN payments toward your Medicare

Part B premium? . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Yes No Yes No
Yes No Yes No

Yes No Yes No

Yes No Yes No

Yes No Yes No

Proposed Spouse
Insured

Part III questions continue on next page

MEDICARE SUPPLEMENT PLAN

PROPOSED INSURED SPOUSE

PART II - COVERAGE APPLIED FOR

Plans  ❑ A ❑ B ❑ C ❑ D ❑ E ❑ F ❑ High Deductible F ❑ G Plans  ❑ A ❑ B ❑ C ❑ D ❑ E ❑ F ❑ High Deductible F ❑ G 

The sale of a Medicare Supplement policy is prohibited where an individual has a Medicare Supplement policy in force and
does not desire to replace the existing policy or where the Medicare Supplement policy would duplicate benefits to which
the individual is entitled under a Medicare Advantage plan.

RETURN TO COMPANY

AMERICAN PROGRESSIVE LIFE & HEALTH INSURANCE COMPANY OF NEW YORK
Home Office: Rye Brook, NY Administrative Office: P. O. Box 13547, Pensacola, Florida 32591-3547 Phone: (800) 645-4116

APPLICATION FOR MEDICARE SUPPLEMENT INSURANCE



Within the last 63 days, have you been or were you covered under creditable coverage*?

Proposed Insured: Yes No Spouse: Yes No

If “yes”, what type of coverage? Insured: Spouse:

If “yes”, with what company? Insured: Policy No.:

Spouse: Policy No.:

*“Creditable Coverage” means (a) a group health plan; (b) health insurance coverage; (c) Part A or Part B of Title XVIII of the
Social Security Act (Medicare); (d) Title XIX of the Social Security Act (Medicaid), other than coverage consisting solely of 
benefits under section 1928; (e) Chapter 55 of Title 10, United States Code (CHAMPUS and TRICARE health care programs
for the uniformed military services); (f) a medical care program of the Indian Health Service or of a tribal organization; (g) a
state health benefits risk pool; (h) a health plan offered under chapter 89 of Title 5, United States Code (Federal Employees
Health Benefits Program); (i) a public health plan; or (j) a health benefit plan under section 5(e) of the Peace Corps Act (22
United States Code 2504(e)) and (k) Medicare supplement insurance, Medicare select coverage or Medicare Advantage plan.

PART IV - CREDITABLE COVERAGE DETERMINATION

To the best of your knowledge and belief: (Please mark Yes or No with an "X")

C. (1) If you had coverage from any Medicare Advantage plan other than original Medicare within 
the past 63 days (for example, a  Medicare HMO, PPO or PFFS), fill in your start and end 
dates below.  
If you are still covered under the Medicare Advantage plan, leave "END DATE" blank. 

Insured: START DATE ____/____/_____ END DATE  ____/____/_____ 

Spouse: START DATE ____/____/_____ END DATE ____/____/_____  
(2) If you are still covered under the Medicare Advantage plan, do you intend to replace your current 

coverage with this new Medicare supplement policy?  . . . . . . . . . . . . . . . . . . . . . . . . . . . .
(3) Was this your first time in this type of Medicare Advantage plan?  . . . . . . . . . . . . . . . . . . .
(4) Did you drop a Medicare supplement policy to enroll in the Medicare Advantage plan? . . .

D. (1) Do you have another Medicare supplement or Medicare Select policy or certificate in force?
(2) If so, with what company, and what plan do you have? 

Insured: _____________________________________________________________________
_____________________________________________________________________

Spouse: _____________________________________________________________________
_____________________________________________________________________

(3) If so, do you intend to replace your current Medicare supplement or Medicare Select policy or 
certificate with this policy or certificate?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

E. Have you had coverage under any other health insurance within the past 63 days? (For example, an 
employer, union, or individual plan) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
(1) If so, with what company and what kind of policy?
Insured: _____________________________________________________________________

_____________________________________________________________________
Spouse: _____________________________________________________________________

_____________________________________________________________________
(2) What are your dates of coverage under the other policy?

Insured: START DATE ____/____/_____ END DATE  ____/____/_____ 

Spouse: START DATE ____/____/_____ END DATE ____/____/_____

(If you are still covered under the other policy, leave "END DATE" blank.)

F. If the answer to question E. (1), (2) or (3) is yes, will the State Medicaid Program pay the 
premiums for the policy being applied for?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Proposed Spouse
Insured

Yes No Yes No

Yes No Yes No

Yes No Yes No

Yes No Yes No

Yes No Yes No

Yes No Yes No

Yes No Yes No

PART III - BASIC QUESTIONS (ANSWER FOR BOTH INSUREDS) Continued from previous page

RETURN TO COMPANY



You do not need more than one Medicare Supplement policy.  If you purchase this policy, you may want to evaluate your existing
health coverage and decide if you need multiple coverages. You may be eligible for benefits under Medicaid and may not need a
Medicare supplement policy.  If, after purchasing this policy, you become eligible for Medicaid, the benefits and premiums under
your Medicare supplement policy may be suspended, if requested, during your entitlement to benefits under Medicaid for 24 months.
You must request this suspension within 90 days of becoming eligible for Medicaid. If you are no longer entitled to Medicaid, your
suspended Medicare supplement policy (or, if that is no longer available, a substantially equivalent policy) will be reinstituted if
requested within 90 days of losing Medicaid eligibility. If the Medicare supplement policy provided coverage for outpatient
prescription drugs and you enrolled in Medicare Part D while your policy was suspended, the reinstituted policy will not have 
outpatient prescription drug coverage, but will otherwise be substantially equivalent to your coverage before the date of the
suspension. If you are eligible for, and have enrolled in a Medicare supplement policy by reason of disability and you later become
covered by an employer or union-based group health plan, the benefits and premiums under your Medicare supplement policy can be
suspended, if requested, while you are covered under the employer or union-based group health plan. If you suspend your Medicare
supplement policy under these circumstances, and later lose your employer or union-based group health plan, your suspended
Medicare supplement policy (or, if that is no longer available, a substantially equivalent policy) will be reinstituted if requested
within 90 days of losing your employer or union-based group health plan. If the Medicare supplement policy provided coverage
for outpatient prescription drugs and you enrolled in Medicare Part D while your policy was suspended, the reinstituted policy
will not have outpatient prescription drug coverage, but will otherwise be substantially equivalent to your coverage before the
date of the suspension.
Counseling services may be available in your state to provide advice concerning your purchase of Medicare Supplement insurance
and concerning medical assistance through the State Medicaid Program, including benefits as a Qualified Medicare
Beneficiary (QMB) and a Specified Low-Income Medicare Beneficiary (SLMB).

APPLICANT’S STATEMENTS AND AGREEMENTS:
1. I understand that the Effective Date of the policy will be the date recorded on the Policy Schedule by the home office.
2. I acknowledge I have received the Outline of Medicare Supplement Coverage and the U.S. Department of Health and
Human Services pamphlet “Medicare and You”.
3. I understand that: (a) the policy of insurance I am now applying for will be issued solely upon the written answers to 
questions and information asked for in this application; (b) American Progressive Life & Health Insurance Company of New
York is not bound by any statement made by me, or any agent of American Progressive Life & Health Insurance Company of
New York unless written herein; (c) the agent cannot change the provisions of the policy or waive any of its provisions either 
orally or in writing; (d) the policy, together with this application and any endorsements or riders, is the entire contract of 
insurance; (e) no change to the policy will be valid until approved in writing by an Officer of American Progressive Life &
Health Insurance Company of New York.

I understand that benefits for pre-existing conditions will not be paid unless the loss is incurred more than 6 months after the
Effective Date of the policy. A pre-existing condition is an injury or sickness for which medical advice was given or treatment
was recommended by or received from a physician within 6 months before the effective date of coverage. This provision will
be waived if I was previously covered under creditable coverage, including Medicare supplement insurance, Medicare Select
Coverage or a Medicare Advantage plan, and such coverage was continuous to a date not more than 63 days prior to the first
day of coverage under the policy or application date, if earlier.

Any person who knowingly and with intent to defraud any insurance company or other person files an application for
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading,
information concerning any fact material thereto, commits a fraudulent insurance act, which is a crime, and shall also be
subject to a civil  penalty not to exceed five thousand dollars and the stated value of the claim for each such violation.
I have read, or had read to me, the complete application and realize that policy issuance is based upon the statements
and answers provided herein. My answers are complete and true to the best of my knowledge and belief.

Signed at _____________________________________________________________________________________________
(City) (State) (Month/ Day) (Year)

(Applicant’s Signature) (Spouse’s Signature if applying for coverage)

I authorize and request American Progressive Life & Health Insurance Company of New York to provide a copy of my 
application, Outline of Medicare Supplement Coverage and premium rate to my advisor (lawyer, financial consultant, etc.) or
my closest relative, identified as (If you do not wish to name an advisor, you must write “none” on the line below):

____________________________________________________________________________________________________

I have reviewed the current health insurance coverage of the applicant and find that additional coverage of the type and amount 
applied for is appropriate for the applicant’s needs.

Agent’s Signature _______________________________________________________________________________________

PART V - INSURED CERTIFICATION

X

X

X

RETURN TO COMPANY



PREMIUM EXCLUDING TOTAL PREMIUM
POLICY FEE POLICY FEE COLLECTED

Insured Spouse Insured Spouse Insured Spouse

Medicare Supplement $ $ $ $ $ $

The undersigned Agent certifies that the Applicant(s) has read, or had read to him/her, the completed application and that the
Applicant(s) realizes that any false statement or misrepresentation in the application may result in loss of coverage under the
policy. AGENT COMPLETES (attach separate sheet, if necessary.)

TO AGENT: List all Health Insurance Policies sold to the applicant(s) which are still in force.

COMPANY TYPE

List all Health Insurance Policies sold to the applicant(s) within the past 5 years which are no longer in force. 

COMPANY TYPE

I certify: (1) I have accurately recorded the information supplied by the Applicant(s); and (2) I have given an outline of coverage
for the policy applied for and a “A Guide to Health Insurance for People With Medicare” to the Applicant(s).

PART VI - AGENT CERTIFICATION

Send Policy to: Agent Insured

PREMIUM MODE:
DIRECT CREDIT CARD

Annual Annual
Semi Annual Semi Annual
Quarterly Quarterly
Monthly PAC Monthly

Licensed Agent’s Signature Agent’s Code Print Agent’s Name Agent’s State Identification

Secondary Agent’s Signature Secondary Agent Code Secondary Agent Print Name Secondary Agent Identification

%

%

X

X

RETURN TO COMPANY



AMERICAN PROGRESSIVE LIFE & HEALTH INSURANCE COMPANY OF NEW YORK
Home Office: Rye Brook, NY Administrative Office: P. O. Box 13547, Pensacola, Florida 32591-3547 Phone: (800) 645-4116

HIPAA AUTHORIZATION ADDENDUM
This authorization is designed to satisfy the requirements of the Health Insurance Portability and Accountability Act of 1996
(HIPAA). The purpose of this disclosure is to evaluate my application for insurance or claim benefits. I authorize any health care
provider, including any physician, practitioner, pharmacy, hospital or medically-related facility, and any insurance company, MIB
Group, Inc., employer, or, except in AZ and WI, any other organization, institution or person that has my records or knowledge
of me or my dependent(s) to disclose to American Progressive Life & Health Insurance Company of New York (The Company)
and its reinsurers, or its authorized representative, any and all such records or information. Records or information may include
medical records in their entirety, which may contain mental health records (excluding psychotherapy notes), prescription drug
records, records of use of alcohol, or use of controlled or prohibited substances, driving records, financial and employment
records. Such records or information will be used by The Company personnel to determine eligibility for life and/or health
insurance and life and/or health insurance benefits. The Company may disclose such information to its reinsurer(s), precertification
firm, individual benefits management firms or any other organization which performs services in connection with the insurance
relationship, including, but not limited to, the insurance agent, or as lawfully required. I further authorize The Company, and its
reinsurers, to disclose information to MIB Group, Inc., a non-profit membership organization of life insurance companies, which
operates an information exchange on behalf of its members. The information may be disclosed by The Company to MIB, who,
upon request, may also disclose such information about you in its file to another member company with whom you apply for
life or health insurance or to whom a claim for benefits may be submitted. There may be certain circumstances under which the
information received may be disclosed to third parties who are not subject to the regulations under federal health privacy law.
We contractually require such persons to agree to protect the confidentiality of the information. I understand that I have the right
to request access to all personal information collected and, upon written request, I may ask The Company to correct, amend or
delete any incorrect personal information. A copy of  The Company’s “Notice of Privacy Practices” is available upon request.

This authorization shall be valid for a period of two (2) years from the date signed, one (1) year in Kansas. A photocopy of
this authorization shall be as valid as the original. I understand that I, or my authorized representative, may receive a copy of
this authorization upon request. This authorization may be revoked at any time subject to the rights of anyone who acted in
reliance upon the authorization prior to notice of its revocation. This authorization may be revoked upon submission of a
written notice to The Company’s Home Office. If this authorization was obtained as a condition of obtaining insurance
coverage, your right to revoke is also subject to the rights of The Company under any law granting The Company the right to
contest a claim under the policy or the policy itself. Revocation or failure to sign the authorization may be a basis for denying
an application or eligibility for benefits.

Patient’s Name:
First Middle Last

Other Names Used:

Date of Birth: Social Security Number:

Signature of Applicant: Date:
(Signature of Parent or Legal Guardian required if child is under 18)

Signature of Spouse: Date:
(Ifapplying for coverage)

Signature of Authorized Representative: Relationship: Date:

Authorized Representative’s Address:

Authorized Representative’s Phone Number:

RETURN TO COMPANYPR HIPAA

X

X

X
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RETURN TO COMPANY

BANK CHECK PREMIUM PAYMENT PLAN
Authorization to Honor Drafts Drawn by

AMERICAN PROGRESSIVE LIFE & HEALTH INSURANCE COMPANY OF NEW YORK

To: ___________________________________________________________________________________________________

City & State: ________________________________________________________________________________________________

Bank Transit & Routing: ______________________________________________________________________________________

As a convenience to me, I hereby request and authorize you to pay and charge to my account checks drawn on my account
by and payable to the order of American Progressive Life & Health Insurance Company of New York, Pensacola, Florida,
provided there are sufficient collected funds in said account to pay the same upon presentation. I agree that your rights in
respect to each such check shall be the same as if it were a check drawn on you and signed personally by me. This authority
is to remain in effect until revoked by me in writing, and until you actually receive such notice, I agree that you shall be
fully protected in honoring any such check.

I further agree that if any such check be dishonored, whether with or without cause and whether intentionally or
inadvertently, you shall be under no liability whatsoever even though such dishonor results in the forfeiture of insurance.

Date________________ X___________________________________________________
Your Signature EXACTLY as it appears on Bank Records

______________________________________
Account Number

PRPAC 1/06

PRE-AUTHORIZATION FORM
For Recurring Payment with Credit Card

I authorize American Progressive Life & Health Insurance Company of New York to keep my signature on file and to charge
my � MASTERCARD � VISA CARD account, on an ongoing basis, for amounts I owe.

I understand that this authorization is valid from the date indicated below unless I cancel the authorization through written
notice. I also agree to contact American Progressive if there are any changes to my credit card account information.

Cardholder Name

Cardholder Billing Address

City State Zip

Account Number Expiration Date 

Cardholder Signature Date

PRCCAF 1/06

AMERICAN PROGRESSIVE LIFE & HEALTH INSURANCE COMPANY OF NEW YORK
Home Office: Rye Brook, NY Administrative Office: P. O. Box 13547, Pensacola, Florida 32591-3547 Phone: (800) 645-4116

X

Policy
Effective Date Draft Date
1st-7th 7th
8th-15th 15th
16th-21st 21st
22nd-Month End 28th



NOTICE TO APPLICANT REGARDING REPLACEMENT
OF ACCIDENT AND HEALTH INSURANCE, HMO COVERAGE OR 

EMPLOYER-PROVIDED HEALTH BENEFIT ARRANGEMENT

AMERICAN PROGRESSIVE LIFE & HEALTH INSURANCE COMPANY OF NEW YORK
HOME OFFICE: 6 International Drive, Rye Brook, New York 10573-1068
ADMINISTRATIVE OFFICE: P.O. Box 13547, Pensacola, FL, 32591-3547

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE

According to q your application  q information you have furnished, you intend to terminate existing Accident and
Health Insurance, Health Maintenance Organization Coverage or Employer-Provided Health Benefit Coverage and
replace it with a policy to be issued by American Progressive Life & Health Insurance Company of New York. Your new
policy will provide thirty (30) days within which you may decide, without cost, whether you desire to keep the policy.

You should review this new coverage carefully. Compare it with all health coverage you now have and evaluate the
need for existing coverage that may duplicate this policy. Terminate your present policy only if, after due consideration,
you find that the purchase of this Medicare supplement coverage is a wise decision. 

STATEMENT TO APPLICANT BY INSURER, AGENT

I have reviewed your current medical or health insurance coverage. The replacement of insurance involved in this
transaction q does  q does not duplicate coverage, to the best of my knowledge.

The replacement policy is being purchased for the following reason(s) checked below:

_______ Additional benefits.

_______ No change in benefits, but lower premiums.

_______ Fewer benefits and lower premiums.

_______ My plan has outpatient prescription drug coverage and I am enrolling in Part D. 

_______ Disenrollment from a Medicare Advantage Plan. Please explain reason for disenrollment.  

______________________________________________________________________________________

_______ Other. (Please Specify) _________________________________________________________________

______________________________________________________________________________________

1. Health conditions which you may presently have may be considered preexisting conditions and may not be 
immediately or fully covered under the new policy. This could result in denial or delay of a claim for benefits under
the new policy, whereas a similar claim might have been payable under your present policy. 

2. State regulation provides that in applying a preexisting condition limitation, a Medicare supplement issuer must
credit the time the applicant was previously covered under creditable coverage (including Medicare supplement 
insurance, Medicare select coverage and Medicare Advantage plans) if the previous creditable coverage was continuous
to a date not more than 63 days prior to the enrollment date of the new policy or certificate.

3. If you still wish to terminate your present policy and replace it with new coverage, review the application carefully to
be certain that all information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want to keep it.

___________________________________________________________
Signature of Agent, Broker or other Representative

___________________________________________________________
PRINTED Name and Address of Issuer, Agent, or Broker

___________________________________________________________ 
Applicant’s Signature Signature of Spouse, if applying

___________________________________________________________ 
Date

RPL-MS-APR (1/06) NY RETURN TO COMPANY



NOTICE TO APPLICANT REGARDING REPLACEMENT
OF ACCIDENT AND HEALTH INSURANCE, HMO COVERAGE OR 

EMPLOYER-PROVIDED HEALTH BENEFIT ARRANGEMENT

AMERICAN PROGRESSIVE LIFE & HEALTH INSURANCE COMPANY OF NEW YORK
HOME OFFICE: 6 International Drive, Rye Brook, New York 10573-1068
ADMINISTRATIVE OFFICE: P.O. Box 13547, Pensacola, FL, 32591-3547

SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE

According to q your application  q information you have furnished, you intend to terminate existing Accident and
Health Insurance, Health Maintenance Organization Coverage or Employer-Provided Health Benefit Coverage and
replace it with a policy to be issued by American Progressive Life & Health Insurance Company of New York. Your new
policy will provide thirty (30) days within which you may decide, without cost, whether you desire to keep the policy.

You should review this new coverage carefully. Compare it with all health coverage you now have and evaluate the
need for existing coverage that may duplicate this policy. Terminate your present policy only if, after due consideration,
you find that the purchase of this Medicare supplement coverage is a wise decision. 

STATEMENT TO APPLICANT BY INSURER, AGENT

I have reviewed your current medical or health insurance coverage. The replacement of insurance involved in this
transaction q does  q does not duplicate coverage, to the best of my knowledge.

The replacement policy is being purchased for the following reason(s) checked below:

_______ Additional benefits.

_______ No change in benefits, but lower premiums.

_______ Fewer benefits and lower premiums.

_______ My plan has outpatient prescription drug coverage and I am enrolling in Part D. 

_______ Disenrollment from a Medicare Advantage Plan. Please explain reason for disenrollment.  

______________________________________________________________________________________

_______ Other. (Please Specify) _________________________________________________________________

______________________________________________________________________________________

1. Health conditions which you may presently have may be considered preexisting conditions and may not be 
immediately or fully covered under the new policy. This could result in denial or delay of a claim for benefits under
the new policy, whereas a similar claim might have been payable under your present policy. 

2. State regulation provides that in applying a preexisting condition limitation, a Medicare supplement issuer must
credit the time the applicant was previously covered under creditable coverage (including Medicare supplement 
insurance, Medicare select coverage and Medicare Advantage plans) if the previous creditable coverage was continuous
to a date not more than 63 days prior to the enrollment date of the new policy or certificate.

3. If you still wish to terminate your present policy and replace it with new coverage, review the application carefully to
be certain that all information has been properly recorded.

Do not cancel your present policy until you have received your new policy and are sure that you want to keep it.

___________________________________________________________
Signature of Agent, Broker or other Representative

___________________________________________________________
PRINTED Name and Address of Issuer, Agent, or Broker

___________________________________________________________ 
Applicant’s Signature Signature of Spouse, if applying

___________________________________________________________ 
Date

RPL-MS-APR (1/06) NY LEAVE WITH APPLICANT



WHY AMERICAN PROGRESSIVE?

American Progressive is a leading provider of senior insurance 

products, including supplemental health insurance, life insurance and

asset accumulation products. We are dedicated to helping America’s

seniors protect themselves and their families with products that offer

flexibility and value, and are backed by exceptional service.

Founded in 1945, American Progressive is part of the Universal

American Financial Corp. family of companies.

Innovative Insurance Products*:
Medicare Supplement Medicare Part D

Senior Dental Senior Tribute

Asset Enhancer II

*Product availability and benefits may vary by state.

Ask your Agent for information about any of our quality products.

Administrative Offices:
P.O. Box 13547
Pensacola, Florida 32591-3547
800-645-4116

www.amerprog.com

Your American Progressive Agent _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Address _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 

Phone number _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ 






