Authorization to Release Benefit Payments

Date: ’ ‘

I,

, hereby authorize the release of my benefit payments as designated below.

Personal Information

Address: ’

Phone Number: ’

Benefit Identification Number:

Payment Release Details

I authorize my benefit payments to be released to:

Name: ’ ‘

Relationship: ’ ‘

Duration of Authorization

Effective From: ’ ‘ To: ’

Signature

Signature: ’ ‘
Date: ’
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