
SECTION 125 FLEX BENEFITS PLAN 

 

FAX COVER SHEET 

 
 

To:  _______________________________ Date:________________________________ 

Number of Pages:____________________ Fax Number:  ________________________ 

Re:  _______________________________  Phone Number:  ______________________ 

       _______________________________ 

 

 

From:  ____________________________  Fax Number:  _________________________ 

           Phone Number:  _________________________ 

 

 

Comments: 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

________________________________________________________________________ 

 

 

 

 

 

WARNING: CONFIDENTIALITY NOTICE 

 

The documents accompanying this transmission contain confidential health 

information that is legally privileged and protected by the final HIPAA privacy and 

security regulations.  This information is intended only for the use of the authorized 

recipient named above, who is prohibited from disclosing this information to any other 

party unless required to do so by law or regulation, and who must destroy the 

information after its stated need has been fulfilled. If you are not the intended 

recipient, you are hereby notified that any disclosure, copying, distribution or action 

taken in reliance on the content of these documents is strictly prohibited.  If you have 

received this information in error, please notify the sender.  Thank you.   

 


