Participant Distribution Election Form

1. PARTICIPANT INFORMATION

Employee ID: Payee Name:

Address:

Date of Birth: Daytime Phone Number:
Email

2. PAYMENT & WITHOLDING ELECTION OPTIONS
| elect to have my entire distribution paid directly to me ("Cash Out")
| elect a Direct Rollover of my after-tax contributions (Complete Section 3)

| elect to have $ or % (at least $ 500) paid in a Direct Rollover, and the
remainder of my benefit paid to me.

o O O O

Do not refund the employee contributions if | am eligible for a pension at a future date. |
currently plan to retire at age 65. (You may change your mind and withdraw contributions
any time before receiving pension benefits.)

3. DIRECT ROLLOVER ACCOUNT INFORMATION

Specify to whom the rollover check should be made payable:

Name of Institution: Account #

Name of IRA Trustee/Custodian or Qualified Plan:

Address:

Is this a direct rollover to a Roth IRA? O Yes O No

4. PAYMENT METHOD

How would you like the funds to be sent?
O Check or () Electronic Fund Transfer*

Bank Account Information:



Bank Name:

Bank Address:

City: State: Zip:

Type of Bank:
O Commercial Bank (O Savings Bank SaviCy & LoanCredit UniorC)

Type of Bank Account:
(O Checking Account (O NOW Account () Savings Account

Name(s) on Bank Account:

Full Name:

Your Bank Account Number:

Bank Routing Number:

5. PARTICIPANT AUTHORIZATION

If you return this form in less than 30 days you will have waived the 30-day waiting period for direct
rollover.

| understand the terms and conditions relating to the payment of taxable benefits from “the Plan” as
explained in the “Special Tax Notice Regarding Plan Payments”. | certify that the information | have
provided above is true and correct to the best of my knowledge and that the Direct Rollover is an
"Eligible Rollover Distribution” as defined in Code section 401(a)(31)(D). | understand that the trustee
of “the Plan” will rely on this information in making the distribution that | have requested. | hereby
consent to payment of my after-tax contributions with interest balance.

Plan Participant Signature: Date:

Print Name:

RETURN ALL REQUIRED FORM TO:
CAPITAL BENEFIT CONSULTANTS
3355 LENOX ROAD NE, SUITE 750
ATLANTA, GA 30326



