
  Form AID-CS-Complaint (11/14) 

Arkansas Insurance Department 

CONSUMER COMPLAINT FORM 
 

1 Name _________________________________________________ 

    Address _______________________________________________ 

     City __________________________________State ___________ 

     Zip ____________ Telephone No. _________________________ 

     Email ________________________________________________ 

      

 

Consumer Services Division 
1200 West Third Street 
Little Rock, AR  72201-1904 
Phone: 501-371-2640 or 800-852-5494 
Fax: 501-371-2749 
E-mail: insurance.consumers@arkansas.gov 
Website:  http://insurance.arkansas.gov/csd.htm 

 

2   Company ____________________________________________ 

       Insured ______________________________________________ 

       Policy No. ____________________________________________ 

       Effective Date _________________________________________ 

       Claim No. ____________________________________________ 

       Date of Occurrence ____________________________________ 

       Agent _______________________________________________ 
 

  3   Type of Insurance 

   Automobile 

   Homeowners 

   Life 

   Health 

   Other 
           How were you referred? 
           _______________________________________ 

  4 Explain below the problem you are experiencing.  Also, please attach copies of any information you have regarding this 
inquiry. 

__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

Release of Information:  My signature on this form constitutes my authorization for the Arkansas Insurance Department to obtain 
any information or documentation from any legal entity it deems necessary for the resolution of my complaint/inquiry.  A photocopy 
of this form will be considered valid authorization. 

 
SIGNATURE ________________________________________________    DATE _____________________________ 



Disclaimer of Endorsement

The following is a list of  some, not all, of the insurance companies that write coverage for certain lines of 
insurance for which we receive the most inquires.  Reference herein to any specific insurance company does not 
constitute or imply its endorsement, recommendations, or favoring by the Arkansas Insurance Department or the 
State of Arkansas.  For more information, contact your insurance agent or you can call the Consumer Services 
Division at (800) 852-5494 or (501) 371-2640. 

Companies That Offer Individual Major Medical Coverage in Arkansas

Arkansas Blue Cross Blue Shield • (800) 238-8379 • www.arkansasbluecross.com
Arkansas CHIP’s (state risk health pool) • (800) 285-6477 • www.chiparkansas.org
Assurant Health • (800) 800-1212 • www.assurant.com
Celtic Insurance Co. • (800) 477-7990 • www.celtic-net.com
Empire Fire and Marine Insurance Co. • (800) 842-6797 • www.zurichna.com
Golden Rule • (618) 943-5064 • www.goldenrule.com
Freedom Life Insurance Company of America • (800) 387-9027 • www.freedomlife.net
United Security Life & Health Insurance Co. (Illinois) • (800) 875-4422 • www.unitedsecuritylandh.com
World Insurance Company • (800) 554-8295 • www.worldinsco.com

Companies That Offer Short Term Major Medical & Limited Benefits in Arkansas

Arkansas Blue Cross Blue Shield • (800) 854-7199 or (501) 378-2010 • www.arkansasbluecross.com
Assurant Health • (800) 800-1212 • www.assurant.com
Chesapeake Life Insurance Company • (817) 255-3386 • http://healthmarkets.com
Continental Life Insurance Company of Brentwood • (800) 264-4000 or (615) 377-1300 • www.cont-life.com
Golden Rule Insurance Company • (317) 715-7644 • www.goldenrule.com
Guarantee Trust Life Insurance Company • (800) 338-7452 or (708) 699-0600 • www.gtlic.com
MEGA Life & Health Insurance Company • (800) 733-1110 or (405) 848-0179 • http://healthmarkets.com
Mid-West National Life Insurance Company of Tennessee • (817) 255-3100 • http://healthmarkets.com
Transamerica Worksite Marketing (800) 400-3042 or (501) 213-6590 • www.transamericaworksite.com
Physicians Mutual Insurance Company • (800) 228-9100 or (402) 633-1000 • www.physiciansmutual.com
Union Security Insurance Company • (800) 733-7879 or (816) 881-6097 • www.assurant.com
United American Insurance Company • (972) 569-4025 • www.unitedamerican.com

Prescription Drug Card Service Stand Alone

Guarantee Trust Life Insurance Company • (800) 592-7933 • www.gtlic.com
Physician’s Mutual Insurance Company • (800) 228-9100 • www.physiciansmutual.com
United American Insurance Company • (972) 529-5085 • www.unitedamerican.com

Individual Dental Plans

Arkansas Blue Cross Blue Shield • (800) 238-8379 • www.arkansasbluecross.com
Delta Dental Plan of Arkansas, Inc. • (800) 814-3451 • www.deltadentalar.com
Old Surety Life Insurance Company • (800) 272-5466 • www.oldsurety.com
Renaissance Life & Health Insurance Company • (888) 358-9484 • www.rlhic.com
Stonebridge Life Insurance Company • (800) 527-9027 • www.stonebridgelife.com
World Insurance Company • (800) 554-8295 • www.worldinsco.com

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION
TO THE ARKANSAS INSURANCE DEPARTMENT

I,___________________________________________authorize______________________________________
                     (name of consumer)                                                            (name of insurer or other party)

to disclose the following health information to the employees of the Arkansas Insurance Department upon 
request:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

(specific and meaningful description of the information to be provided)

This authorization is valid for 24 months from the date of signature, unless revoked.  If I wish to revoke this 
authorization, I can do so by sending a written request to the Arkansas Insurance Department.  

I understand that I have the right to revoke this authorization in writing, unless___________________________
has already taken action under the authorization.                                                        (name of covered entity)

Certain information received by the Arkansas Insurance Department may be subject to disclosure by the 
Department and will not be protected by federal law.  The Arkansas Insurance Department will not disclose your 
health information except as allowed by law.

__________________________________________________________________________________________
Signature of consumer (or personal representative of consumer, along with description of the representative’s 
authority)

________________________
Date

The following information must be included with your complaint:

• Name, address and telephone number of person filing the complaint
• Name of the insurance company
• Name of person insured
• Policy number and claim number (if applicable)
• Agent or adjuster’s name
• Date of occurrence
• A brief description of why the complaint is being filed.  Attach copies of documents that will help 

with the investigation.

Once we receive your correspondence, it will be assigned to an investigator who will review it and take the 
necessary steps to resolve this matter.

Our job is to serve the citizens of Arkansas and assist them with their insurance questions or problems. 
We appreciate your interest.
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