
PLEASE NOTE THE FOLLOWING  
WHEN SUBMITTING PROGRAM FORMS

• 	 Use only one of the following methods of delivery:

			   By Mail: 		  By Overnight Delivery:

			   ABA Retirement Funds Program	 ABA Retirement Funds Program 
			   P.O. Box 990073		  One Orange Way 
			   Hartford, CT  06199		  Windsor, CT  06095

		  	 By Email:  ProgramForms@voyaplans.com

• 	 If you are emailing a form, DO NOT mail the original, or the transaction will be processed twice.

•	 Email only one request (in most cases just one form) at a time per a plan, per a participant.  Also only one 
disbursement or loan request should be submitted per a business day

•	 Forms received in good order via email by 1 p.m. Eastern time on a business day are considered to be received 
on that day.  Forms received electronically after 1 p.m. Eastern time will be considered to be received on the 
next business day.

•	 Please do not “cc” any other email addresses when sending a form to the Program by email, as this causes the 
email to abort.

•	 The email should include a single document as an attachment, which does not require access to an external 
portal or link.

•	 There should be no instructions in the body of the email; the form should contain any additional instructions.

•	 If you are going to password-protect the form, please use only “abafunds” or “Abafunds*1.”

FORMS THAT CANNOT BE ACCEPTED VIA EMAIL

•	 If the form is being submitted to claim the assets in a deceased participant’s account, the form and a certified 
copy of the death certificate must be mailed or sent by overnight delivery.

•	 If spousal consent is required, and the witness is a notary, the form must be mailed or sent by overnight 
delivery so that the notary seal can be confirmed.

Forms submitted in any other manner will be considered to be received “not in good order,” which may cause a 
delay in processing the item.

Thank you for your cooperation so that we can best service your plan.

Note: after your email is received by the transaction processing group, you’ll receive an auto reply with a “Task” 
confirmation number. If you do not receive an auto reply, please contact us. Plan Administrators should call 
800.752.6313. Participants should call 800.348.2272.



REQUIRED MINIMUM DISTRIBUTION FORM
ABA Retirement Funds Program (“Program”)	 Customer Contact Center: 800.348.2272 
P.O. Box 990073 • Hartford, CT 06199	 Website: abaretirement.com

Complete this form if the participant is subject to a required minimum distribution from the plan. The participant or beneficiary 
completes sections 2, 3, 4, 5 (and 6 if applicable) and signs section 7. The participant’s spouse, if applicable, must complete and sign 
section 8, and an Authorized Plan Representative or Notary Public (if applicable) may witness the signature at the same time. The 
Authorized Plan Representative completes section 1; signs sections 7 (and 8, if applicable), and mails the original, signed form to the 
address shown above. 

1.	 EMPLOYER INFORMATION

Program Plan Number: __ __ __ __ __ __             Employer Tax ID Number: __ __ – __ __ __ __ __ __ __          IRS Plan Number: __ __ __

Employer’s Name: _______________________________________  Employer’s Business Phone Number: ( _____ ) ______ –___________

2.	 PARTICIPANT INFORMATION

Participant’s Name: ___________________________________________  Social Security Number: ___ ___ ___–___ ___–___ ___ ___ ___  

Date of Birth: ___ ___ /___ ___ /___ ___ ___ ___      	 Sex:  c  M     c  F              Marital Status:  c  Single    c  Married

Daytime Phone Number: ( _____ ) ______ –___________  	  Participant’s Email: _______________________________________________

Participant’s Primary Residence: ______________________________________________________________________________________

Address Line 2: ____________________________________________________________________________________________________

City: ______________________________________________      State: ________________       Zip Code: ___________________________

3.	 REASON FOR REQUEST (CHECK ONE AND COMPLETE ALL APPLICABLE INFORMATION.)

c 	� I am age 73 or older and I am considered a 5% owner for the plan year ending in the calendar year in which I attained age 73. 

c	 I am age 73 or older and I terminated employment with the employer that sponsors this plan  
	 as of ___ ___ / ___ ___ / ___ ___ ___ ___.

c 	 I am the beneficiary of a deceased participant. 

4.	 FORM OF BENEFIT (CHECK ONE)  NOTE: YOU MAY NOT REQUEST AN AMOUNT GREATER THAN THE ACTUAL RMD.

c 	� Please distribute my entire RMD amount at this time.

c *	�Payment in the amount of $___________________ taken pro-rata from all available investment options and contribution sources.

c *	�Payment in the amount of $___________________ taken pro-rata from all available investment options in my post-tax contribution 
source only, which may include earnings.

c *	�Payment from the investment options indicated below (taken pro-rata from all available contribution sources):**

*   Cannot be for an amount greater than your calculated RMD.

** Use additional page, if necessary.

INVESTMENT OPTION	 $ AMOUNT OR WHOLE %	 INVESTMENT OPTION	 $ AMOUNT OR WHOLE %
	 (PLEASE SHOW $ OR % SYMBOL)		  (PLEASE SHOW $ OR % SYMBOL)

1. ______________________________	 ___________________	 3.  ______________________________	 ___________________

2. ______________________________	 ___________________	 4.  ______________________________	 ___________________
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PLEASE NOTE:
If you are already receiving periodic installment payments, you should determine whether the installment payments issued over 
the course of the year are sufficient to meet your required minimum distribution. It may not be necessary to return this form if your 
installment payments will be as much or more than your required minimum distribution. Please note that if you do complete and  
submit this form, any distribution issued will be in addition to any installment payments you have already established, unless you  
have already notified the Program to cease issuing installment payments.

If you are interested in establishing installment payments, please complete and submit a Distribution Request Form.

If you are not a 5% owner, and have not retired, but you wish to take a distribution payable to you, please use the In-Service  
Withdrawal Form to request your distribution. We must withhold 20% federal income tax as required by law, since a distribution  
other than a required minimum distribution is subject to different taxation.

5.	 FEDERAL INCOME TAX WITHHOLDING ELECTION NOTICE (REQUIRED)

This distribution is not eligible for rollover and is subject to federal income tax withholding unless you affirmatively elect NOT to have 
withholding apply to such payment. Generally, such distributions are subject to 10% withholding unless you elect to have an additional 
amount withheld or elect to have no withholding. You may make a withholding election by selecting one of the options below. 

Please select if applicable: 

c 	� Do NOT withhold federal income tax. This option is only available for accounts registered with an address in the United States. 

c	� Withhold ____________% federal income tax in addition to the standard withholding amount of 10%. 

Federal income tax will be withheld at 10% if you do not complete the section above.  These instructions are only effective for this RMD 
and not for future RMDs.  If you do not have any income tax withheld from your distribution, or if you do not have enough withheld, you 
may have to pay estimated tax.  If you do not pay enough tax, either through estimated tax or withholding (or a combination of both), 
you may have to pay a penalty.  Please consult your personal tax advisor.

6.  STATE INCOME TAX WITHHOLDING ELECTION NOTICE

Your state of residence will determine your state income tax withholding requirements, if any. Those states with mandatory withholding 
may require state income tax to be withheld from payments if federal taxes are withheld or may mandate a fixed amount regardless of 
your federal tax election. States with voluntary withholding let individuals determine whether they want state taxes withheld.  

Some states have no income tax on retirement payments. You may wish to consult with a tax advisor or your state’s tax authority for 
additional information on your state requirements.

Please select if applicable: 

c 	� I elect to NOT have state income tax withheld from my retirement account distribution (only for residents of states that do not 
require mandatory state tax withholding or allow you to elect out of mandatory state withholding).

c 	� Withhold ____________% or $______________________  state income tax in addition to the mandatory state withholding amount. 

State income tax will be withheld per your state’s tax requirements if no election is made above or if you make an election that is 
inconsistent with your state’s requirements.

7.	 SIGNATURES 

����The participant and Authorized Plan Representative certify that to their knowledge the information provided on this form is complete 
and accurate. The participant certifies that he/she has read and understands the “Notice of Benefits and Benefit Payment Form,” an 
explanation regarding the types of retirement benefits under the plan.

SIGNATURE OF PARTICIPANT			   DATE (SIGNATURE DATE IS ONLY EFFECTIVE FOR 180 DAYS.)

SIGNATURE OF AUTHORIZED PLAN REPRESENTATIVE ON BEHALF OF THE EMPLOYER		  DATE (SIGNATURE DATE IS ONLY EFFECTIVE FOR 180 DAYS.)
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8.	 SPOUSAL CONSENT AND WITNESS SIGNATURES 

(This section is not applicable to participants in a profit sharing plan, unless sources originated from a plan other than a profit  
sharing plan.)

This section should be completed by the participant’s spouse and witnessed by a Notary Public or the Authorized Plan Representative  
who is someone other than the participant. This section does not have to be completed by beneficiaries or by alternate payees receiving 
distributions pursuant to a Qualified Domestic Relations Order.

This is a very important decision. Before signing this form, be sure that you understand the retirement benefits that you may get and 
those that you may no longer receive.

Your spouse, the participant, should have received an explanation entitled “Notice of Waiver of Annuity and Election of Alternate 
Benefit Payment Form” on the types of retirement benefits available under the plan. It is important that you review this information.  
To receive copies of this information, contact the Plan Administrator.

Your Agreement

I, ____________________________________________________________   (your name) am the spouse of 

 ____________________________________________________________  (the participant). I understand that I have the right to have  
my spouse’s retirement benefits paid in the form of a Qualified Joint and Survivor Annuity (QJSA), and I agree to give up that right.

I understand that by signing this agreement, I may receive less money than I would have under the QJSA payment form and I may 
receive nothing after my spouse dies, depending upon the payment form that my spouse chooses. I consent to my spouse’s receiving 
retirement benefits in the form specified in section 4 above. I understand that my spouse cannot choose a different form of retirement 
benefit unless I agree to a change.

I acknowledge that I have received, read and understand the “Notice of Waiver of Annuity and Election of Alternate Benefit Payment 
Form.” 

I understand that if I do not sign this agreement, my spouse will receive required minimum distributions from the plan in the form of a 
QJSA.

SIGNATURE OF SPOUSE			   DATE (SIGNATURE DATE IS ONLY EFFECTIVE FOR 180 DAYS.)

WITNESS TO SIGNATURE OF SPOUSAL CONSENT 			   DATE (MUST BE SAME AS SPOUSE)  
(NOTARY PUBLIC OR AUTHORIZED PLAN REPRESENTATIVE OTHER THAN THE PARTICIPANT)	 (SIGNATURE DATE IS ONLY EFFECTIVE FOR 180 DAYS.) 
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