
THE DISABILITY FOUNDATION, INC. 
FLEXIBLE-SPENDING TRUST  

THE OHIO COMMUNITY POOLED TRUST 

REQUEST FOR DISTRIBUTION – To be typed or printed

Please make sure the information in the Beneficiary Profile is current and accurate (e.g. changes in contact information, 
changes in benefits received, changes in income, etc.). No distributions will be made until a new Beneficiary Profile is 

submitted each year (and more frequently as changes occur). 

Individual with Disabilities’ Name: 
Address: 
Phone Number: 

Personal Representative’s Name: 
Address: 
Phone Number: 
Email Address: 

Total amount now available for distribution: $              

To whom should check(s) be made payable?  If more than one check is required, please specify each payee, and the 
amount(s) to be distributed.  Note:  each must be listed separately, but only one check will be issued to each payee.  
If no funds are needed, please write “NO FUNDS NEEDED” on the form, and return the form to our office.   

Payee (make check payable to) Purpose Amount of Check 
Recurring 
Expense 

Yes 

Yes 

Yes 

Yes 

TOTAL REQUESTED 

If more space is needed, please attach additional sheets. 

Date:  
Signature of Personal Representative 

MAILING INSTRUCTIONS: Please indicate where you wish the check(s) to be mailed and provide the recipient(s) 
address(es). 
_______________________________________________________________________________________________________________ 

___________________________________________________________________________________________ 

Date Request Due: 




