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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: _______________________________ 
 
 


