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Disabled Dependent Request for Extension of Coverage

Use this form to request an extension of coverage for a disabled dependent child who is currently covered by QualChoice but has 
reached the maximum age limit. 

Decision Process
Our Medical Director will review the information received from the Subscriber, the treating doctor, and the Social Security 
Administration (SSA). If more information is needed, the Subscriber or treating doctor is contacted. If we find that the disability began 
before the dependent child was covered by QualChoice or another health plan, the child will not be approved for an extension of 
coverage. If the Subscriber does not agree with the finding made, he or she may ask for an appeal.

Eligibility Rules
A disabled dependent who has reached the maximum age limit allowed on the Subscriber’s plan can be covered if all these rules are met:

1. The child became disabled before reaching the maximum dependent age limit.
2. The child was covered by QualChoice or another group health plan when the disability began.
3. The child is not able to support him/herself financially due to continuous developmental or physical incapacity.
4. The child is a dependent on the Subscriber’s most recent federal income tax return.
5. The child has a qualifying diagnosis and statement from a doctor (or the SSA) which verifies that the disability occurred before

reaching the maximum dependent age limit.

Required Documents for Submission
1. The Subscriber must complete Section I and the treating doctor must complete Section II of this form.
2. The Subscriber’s most recent federal income tax return indicating the child is an eligible dependent must be included.
3. If the child has Social Security benefits, the Social Security Income (SSI) award letter must be included.

Time Frame for Submission
This form and proof of disability must be sent to QualChoice within the time frames below. 

Within 90 days before the date your covered dependent reaches the 
maximum age for a dependent child

Within 90 days before the expiration date of your dependent child’s 
current disabled dependent coverage

During initial enrollment period If you are a new member

During group’s open enrollment period If you are a current employee

NOTE: Since the dependent’s disability must have occurred before reaching the maximum age limit, a dependent cannot be added back 
onto plan if the disability occurred after being dropped due to reaching the maximum age limit.

To determine the maximum age limit for a disabled dependent, please check your policy. You can also call Customer Service at 
501.228.7111 or 800.235.7111 for assistance.
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QCA22-AR-H-256

Disabled Dependent Request for Extension of Coverage

Section I. Subscriber to Complete – all information must be answered completely for application to be processed

Subscriber Name (First, Last, MI) QualChoice ID No. or Social Security No.

Address   Home  Mailing City State Zip

Legal Name of Dependent Child (First, Last, MI) Relationship to Subscriber Date of Birth (MM/DD/YYYY)

Dependent’s Address (only if different from Subscriber) City State Zip

What age was your dependent child when the disability was first noticed? Age: 

1. Is the dependent listed above under the maximum age limit as stated in your policy?  YES  NO

2. Is the dependent listed above your son, daughter, stepson, stepdaughter, an individual legally adopted by you or your spouse,
an individual lawfully placed with you for legal adoption (a foster child is not eligible), or an individual for whom you or your
spouse are the legal guardian?

 YES  NO

3. Does this disability prevent this dependent from being able to work and support him- or herself?  YES  NO

4. Has this dependent applied for supplemental security income (SSI) or social security disability insurance (SSDI)?  YES  NOIf YES, date of application:

5. Has this dependent been found eligible as disabled by supplemental security income (SSI) or social security disability
insurance (SSDI)?  YES  NOIf YES, provide eligibility documentation. For example: The SSI Notice of Award letter.

6. Has this dependent previously been under the care of a doctor? 
 YES  NO

If YES, the treating doctor must complete Section II.
If NO, please make an appointment with your dependent’s primary doctor for an evaluation. This doctor must complete
Section II of this form.

7. Has this dependent been previously covered by QualChoice or another insurance carrier under an extension of coverage
due to this disability?  YES 

   
 NO

If YES: Name of insurance carrier: Date of Coverage:

8. Have you ever applied for and been denied a disability waiver for this dependent?
 YES  NO

If YES: Name of insurance carrier: Date of Coverage: 

Describe the nature of this dependent’s disability

SIGNATURE. I understand and agree to the following:
•

  

The above named disabled dependent lives with me or his/her care is provided by me, and I am responsible for his/her care or support
• The statements and responses I’ve provided are true, complete and accurate
• it is my responsibility to let QualChoice know in writing of any change in the status of the above named disabled dependent
• QualChoice has the right to require recertification as to eligibility for continuation of coverage as a disabled dependent
• That my signature authorizes any hospital or doctor who has treated this dependent to release any medical information to QualChoice

Any person who knowingly gives a false or fraudulent claim for payment of a loss or benefit, or knowingly presents false information in an 
application for insurance, is guilty of a crime and may be subject to fines and confinement in prison.

Subscriber’s Signature

X

Date Signed (MM/DD/YYYY) Phone No.  Home  Work  Cell
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Disabled Dependent Request for Extension of Coverage

Section II. Certification of Treating Doctor – all information must be completed by treating doctor
Patient’s Name Date of Birth (MM/DD/YYYY)

Date of first visit with the patient (MM/DD/YYYY) Date of last visit with the patient (MM/DD/YYYY) Date patient became disabled (MM/DD/YYYY)

Primary diagnosis (ICD Code that is the handicapping condition) Secondary diagnosis (if applicable)

Describe nature and extent of incapacity. Please provide complete diagnosis. You may attach a narrative summary relative to the diagnosis/prognosis. 
Include functional limitations (i.e., what assistance does the patient require, number of people required to assist with ADLs, etc.)

Is the patient described above, physically or mentally capable of returning to school or any type of work?  Yes   No

• If YES: How many hours per week: hours       What type of work: 

•
  

If NO: Please attach any relevant medical documentation including office notes, progress reports, and treatment plans that supports disability

status and incapability of financial self-support.

Is the disability:  Permanent   Temporary

• If temporary, what is the estimated timeframe for the disability?

• If permanent, provide rationale for that status.

Treating Doctor’s Name (print) Degree Specialty Board Certification

Doctor’s Signature (form not valid without doctor’s signature and date)

X

Date Signed (MM/DD/YYYY)

Office Address City State

Phone Fax

Please mail or fax page 2 and 3 only to:
QualChoice
Attn: Care Management Department
P.O. Box 25610
Little Rock, AR 72221

Fax: 833.681.2498
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Statement of Non-Discrimination 
QualChoice complies with applicable Federal civil rights laws and does not discriminate on the basis of race, color, national origin, age, 
disability, or sex. QualChoice does not exclude people or treat them differently because of race, color, national origin, age, disability, or sex.

QualChoice: 
• Provides free aids and services to people with disabilities to communicate effectively with us, such as: 

– Qualified sign language interpreters 
– Written information in other formats (large print, audio, accessible electronic formats, other formats)

• 

 
 

 
 

Provides free language services to people whose primary language is not English, such as: 
– Qualified interpreters 
– Information written in other languages

If you need these services, contact QualChoice Customer Service at 501-228-7111 (TTY: 711).

If you believe that QualChoice has failed to provide these services or discriminated in another way on the basis of race, color, national 
origin, age, disability, or sex, you can file a grievance with: QualChoice Civil Rights Coordinator, P.O. Box 25610, Little Rock, AR 72221,  
501-228-7111 (TTY: 711), Fax 833-744-1736, QCA_COE@qualchoice.com. You can file a grievance by mail, fax, or email. If you need  
help filing a grievance, QualChoice is available to help you. You can also file a civil rights complaint with the U.S. Department of  
Health and Human Services, Office for Civil Rights electronically through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

 
 

 
 

, or by mail or phone at: U.S. Department of Health and Human Services,  
200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TTY).

Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html. 
 

 
 

 
Declaración de no discriminación 
QualChoice cumple con las leyes de derechos civiles federales aplicables y no discrimina basándose en la raza, color, origen nacional,  
edad, discapacidad, o sexo. QualChoice no excluye personas o las trata de manera diferente debido a su raza, color, origen nacional,  
edad, discapacidad, o sexo.

QualChoice: 
• Proporciona ayuda y servicios gratuitos a las personas con discapacidad para que se comuniquen eficazmente con nosotros,  

tales como: 
– Intérpretes calificados de lenguaje por señas 
– Información escrita en otros formatos (letra grande, audio, formatos electrónicos accesibles, otros formatos)

• Proporciona servicios de idiomas a las personas cuyo lenguaje primario no es el inglés, tales como: 
– Intérpretes calificados 
– Información escrita en otros idiomas

Si necesita estos servicios, comuníquese con QualChoice Customer Service a 501-228-7111 (TTY: 711).

Si considera que QualChoice no le ha proporcionado estos servicios, o en cierto modo le ha discriminado debido a su raza, color, origen 
nacional, edad, discapacidad o sexo, puede presentar una queja ante: QualChoice Civil Rights Coordinator, P.O. Box 25610, Little Rock, AR 
72221, 501-228-7111 (TTY: 711), Fax 833-744-1736, QCA_COE@qualchoice.com. Usted puede presentar una queja por correo, fax, o correo 
electrónico. Si necesita ayuda para presentar una queja, QualChoice está disponible para brindarle ayuda. También puede presentar una 
queja de violación a sus derechos civiles ante la Oficina de derechos civiles del Departamento de Salud y Servicios Humanos de Estados 
Unidos (U.S. Department of Health and Human Services), en forma electrónica a través del portal de quejas de la Oficina de derechos civiles, 
disponible en https://ocrportal.hhs.gov/ocr/portal/lobby.jsf

 
 

, o por correo o vía telefónica llamando al: U.S. Department of Health and 
Human Services, 200 Independence Avenue SW., Room 509F, HHH Building, Washington, DC 20201, 1-800-368-1019, 800-537-7697 (TTY).

Los formularios de queja están disponibles en http://www.hhs.gov/ocr/office/file/index.html.
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QuaiChoice offers help for members with limited English proficiency (LEP}. The following statement is printed in the top languages used in 
Arkansas, as required by the Federal government: 

ATTENTION: Language assistance services, free of charge, are available to you. Ca/11-800-235-7111 (TTY: 711}. 
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