“ FA:IILY NETWORK ON DISABILITIES
SPECIAL
NEEDS TRUST

ADMINISTRATION

SPECIAL NEEDS TRUST DISTRIBUTION REQUEST

PLEASE NOTE: IF YOU ARE NOT THE GRANTOR, OR ARE OTHERWISE AUTHORIZED TO
REQUEST DISTRIBUTIONS, THEN YOU MUST SUBMIT DOCUMENTATION THAT
ESTABLISHES YOUR AUTHORITY. IF YOU HAVE ANY QUESTIONS OR NEED
ADDITIONAL INFORMATION, PLEASE CALL THE ADMINISTRATOR AT (727) 523-1130.

When completed, you may either fax this request to (727) 330-7642, or mail to: Family
Network on Disabilities of Florida, Inc., 2196 Main St. Suite K, Dunedin, FL 34698.

Please Be Sure That You Sign and Date the Bottom
The Beneficiary’s Name is:
The Grantor or Current Authorized Party is:
Exact Amount of the Requested Distribution (Dollars and Cents): $

The Distribution Will be Used For:

Please Provide the Name, Address, and Phone Number of the VVendor
or Party to Whom the Check Should be Payable and Provide an
Estimate or Invoice From the VVendor/Service Provider.

Name: Phone:
Street Address:

City: State: Zip:
Dated: Signature

The Signature Above Must Match the Signature on File
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