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RE: Incapacitated Dependent Procedures 

 

 

Under the State of Tennessee’s eligibility rules an incapacitated child, who is either mentally or 

physically disabled and incapable of earning a living, may continue health, dental or vision 

coverage beyond age 26 as long as the incapacity existed prior to their 26
th
 birthday and they 

were already insured under the state’s group insurance program. 

 

Attached is the “Certification of Incapacitation for Dependent Child” form to be completed for 

your dependent. You should complete the top portion of this form and the dependent’s 

physician should complete the physician’s statement portion. The physician needs to provide as 

much information as possible to support the incapacitation decision. After the form is 

completed, you should mail the form to Benefits Administration at the address listed above for 

further processing. The form MUST be received by Benefits Administration prior to the 

child’s 26
th

 birthday. It will take approximately three to four weeks for the Plan’s underwriter 

to complete the Incapacitation process. 

 

If coverage is approved, additional proof may be required periodically to review the 

incapacitation status. 

 

Should you have any questions or concerns regarding this matter, you may contact 

Benefits Administration at 1-800-253-9981. 



State of Tennessee group insurance program
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Employee Information
Employing Agency Name budget code/dept id

Employee Name Employee ID (if known) Social Security Number Birthdate

Dependent Child Name Social Security Number Birthdate

I certify that my dependent child is incapable of earning a living regardless of age and is chiefly dependent upon me for support and maintenance. I 
agree to provide annual proof if requested.

Signature of Employee Date

Physician’s Statement (if there is not adequate space, please attach a history to this form)
Diagnosis

Date you first attended dependent child (mm/dd/yy) Date you last saw patient (mm/dd/yy)

Degree of incapacity

How long has the mental or physical incapacity existed?

How long is this incapacity expected to continue?

Treatment

Prognosis

In your opinion, is the dependent child capable of self-support?

q Yes   q No          If no, what prevents such support?

Can this dependent child perform any type of work?

q Yes   q No          If yes, explain

Please list the name, address and telephone number of all the physicians or other health care providers you are aware of that are 
currently treating this dependent for his or her mental or physical incapacity

Attending Physician’s Name and Address (include street, city, state, zip code)

Attending Physician’s Signature Date


