
ATTACHMENT E 

MEDICARE ADVANTAGE  

BROKER APPOINTMENT APPLICATION 

        

I hereby certify that I am acting on my own behalf and that the foregoing statements are true and correct to the best of my knowledge 

and belief.  

 

Broker Signature:  
 
X 

Date (MM/DD/YYYY)   

 

SECTION 1: BROKER INFORMATION 

First Name 
 

M.I. Last Name Social Security # 
 
 

Date of Birth (MM/DD/YYYY) 

 

 
 

National Producer # (NPN) KY License Number (DOI #) Business Phone Number 
                                                          

Ext. 

Email Address 
 
 

Fax Number Mobile Number 

Business Address  
 
 

City State ZIP Code    

Residential Address 
 
 

City State ZIP Code 

SECTION 2: FMO/AGENCY AFFILIATION 

 FMO: General Agent (if applicable): 

☐ AgentLink         ☐  MESSER Financial Group          

☐ Agent Pipeline          

☐ Crosspointe Insurance          

☐ Gateway Strategies          
 

SECTION 3: E & O POLICY INFORMATION – Please include a copy of your declaration page or certification with application. 

Policy Amount Policy # Policy Carrier Effective Date Expiration Date 

 
 
 

    

 
 
 

    

SECTION 4: LICENSING QUESTIONS 

1. Has your insurance license ever been suspended or revoked by any insurance regulatory body?   ☐ Yes     ☐ No 

 
2. Have you ever been named as a party to a lawsuit involving a policy of insurance you sold, or has any company you sold for been named in a lawsuit as a result of a 

policy you sold?   ☐ Yes     ☐ No 

 
3. By signing below, you acknowledge that you are applying for appointment to sell Medicare Advantage product(s) through the above named FMO and that that you are 
obligated to follow Baptist Health Plan’s in-force FMO release policy should you decide to transfer to another FMO in the future. 
 
4. By signing below, you acknowledge that you may not market, solicit or sell Medicare Advantage plan(s) until you have been appointed to do so and until you have been 
provided an Agent Writing Number (AWN) by Baptist Health Plan as confirmation of such appointment. Further, you attest that you will only engage prospective Beneficiaries 
in accordance with annual enrollment guidelines established by CMS and only for enrollment periods and products for which you have been certified and provided an AWN.  

        


