PHILADELPHIA
AMERICAN

LIFE INSURANCE COMPANY®

P.O. Box 4884, Houston, TX 77210-4884

SPOUSAL COVERAGE DISCOUNT FORM
MEDICARE SUPPLEMENT PLANS

1) APPLICANT/INSURED

Insured/Applicant Name:

Last/First/MI

Date of Application:

Policy Number if Applicable:

Social Security Number:

2) APPLICANT

Applicant Name:

Last/First/MI

Date of Application:

Social Security Number:

SP.DS.PAL DOC-8994



