
 
 

 
 
 
 
 
 
 
 
We authorize the release of information such as eligibility, billing, administration, 
medical history, claims history and any other pertinent information to Ben-e-lect and its 
staff. 
 
This is to allow for Ben-e-lect to assist our company in the handling of our Health, 
Dental, Life and Vision plan. 
 
 
 
 
 
 
________________________________________________________________________ 
Group Name (please print) 
 
________________________________________________________________________ 
Group Administrator Name (please print) 
 
____________________________________________________Date:_______________ 
Group Administrator Signature 
 
 
 
 
 
 
 
 


