
 
 

 

 
 
To Whom It May Concern: 
 
I, ________________________________________________, hereby authorize the release of information 
regarding wages and health care coverage and certain wage deductions to Brightpoint and 
the Indiana Family and Social Services Administration (FSSA) for the purpose of 
establishing my eligibility for health coverage. 
 
Sincerely, 
 
 
Sign:          
 
Date:          
 
Phone:         
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