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EMPLOYEE BENEFIT PLAN-CHAPTER VIII OF TITLE IX OF THE CHARTER CITY OF DETROIT 
Benefit Payable upon Death of Member 

NOMINATION OF BENEFICIARY 
 
I, _____________________________, hereby direct the Governing Board of the City of Detroit Employees Benefit Plan, 
of the City of Detroit, to pay the amount of death benefit due (as specified under the terms of the City Charter and 
Ordinances relating to this Employees Benefit Plan) to: 
 
Primary Beneficiary(ies): 
 
Full Name: ____________________________________   Relationship: _______________   Date of Birth: _____________ 
 
Address: ______________________________________________________________     % of Distribution: ____________ 
 
 
Full Name: ____________________________________   Relationship: _______________   Date of Birth: _____________ 
 
Address: ______________________________________________________________     % of Distribution: ____________ 
 
 
If there are no surviving primary beneficiaries at the time of my death, distributions shall be paid to: 
 
Contingent Beneficiary(ies): 
 
Full Name: ____________________________________   Relationship: _______________   Date of Birth: _____________ 
 
Address: ______________________________________________________________     % of Distribution: ____________ 
 
 
Full Name: ____________________________________   Relationship: _______________   Date of Birth: _____________ 
 
Address: ______________________________________________________________     % of Distribution: ____________ 
 
If no beneficiaries are living at the time of my death, then distributions shall be paid to my estate. 

 
Signature of Member: _________________________________________    Date: ________________________________ 
 
Address of Member: _________________________________________________________________________________ 
 
Date of Birth: _______________________   SSN: ______________________   Pension Number: ____________________ 
 
Phone: ____________________________   Email: _________________________________________________________ 
 
 
Signature of Witness: __________________________________________    Date: ________________________________ 
 
 
Processed by: ________________________________________________    Date: ________________________________ 
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MEMBER AUTHORIZATION FOR DIRECT DEPOSIT OF RETIREMENT BENEFIT 
 

This document contains an authorization form for the direct deposit of the member’s monthly retirement benefit into 
their Savings or Checking account. In order for this form to be processed, IT MUST BE COMPLETED IN ITS ENTIRETY, and 
we highly recommend that you include a voided check in order to ensure correct information. 
 
Member Name: __________________________________________   Email: ____________________________________ 
 
Pension Number: __________________________________________   SSN: ____________________________________ 
 
Member Address: ___________________________________________________________________________________ 
 
City, State, & Zip Code: __________________________________________   Phone: _____________________________ 
 

I hereby authorize the CITY OF DETROIT RETIREMENT SYSTEM to transmit my retirement benefit checks to my account(s) 
at the specified Financial Institution(s) as follows: 
 
Note: Specified percentages or fixed amounts are optional, and must add up to 100% of the total payment. If specified 
for only one account, the remaining account will default to the balance of the total payment. 
 
Action:   Bank Name: _________________________________________________________________________ 
 

 Add  Account No.: _______________________________      Routing No.: ____________________________ 

 Change 

 Cancel  Percentage OR Fixed Amount of each payment to be deposited to this account: ___________________        
   

Account Type:    Checking   Savings 
 
 
Action:   Bank Name: _________________________________________________________________________ 
 

 Add  Account No.: _______________________________      Routing No.: ____________________________ 

 Change 

 Cancel  Percentage OR Fixed Amount of each payment to be deposited to this account: ___________________        
   

Account Type:    Checking   Savings 
 
I authorize and direct the said Financial Institution(s) to charge said account(s), or the account of my Estate, for any 
payment made subsequent to my death, and to refund any such payment to the CITY OF DETROIT RETIREMENT SYSTEM, 
500 Woodward Avenue Suite 3000, Detroit, MI 48226.  I agree - for myself - my heirs - executors and estate – to 
indemnify and save the said Financial institution(s) harmless from any and all loss or damage of any nature whatsoever 
by reason of said bank having entered into the above-described arrangement.  I reserve the right to revoke or cancel this 
authorization and agreement by giving written notice thereof to the CITY OF DETROIT RETIREMENT SYSTEM, and to the 
specified Financial Institution(s). 
 
Member Signature: ____________________________________  Date: _________________________________ 
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GENERAL RETIREMENT SYSTEM OF THE CITY OF DETROIT 

WITHDRAWAL/DISTRIBUTION OF MANDATORY EMPLOYEE CONTRIBUTIONS  

FROM THE COMPONENT I PLAN AND DISTRIBUTION DESIGNATION 

 

Employee Name:       _____   Date of Application: ______________________ 

Pension Number:   ____     Employee SSN: ______________________   Phone: _______________________ 

Date of Birth:      _________________   Email: ________________________________________________ 
 

 
TO: BOARD OF TRUSTEES OF THE RETIREMENT SYSTEM 

As of my retirement OR separation from service, effective (MM/DD/YYYY) _________________, I will be eligible to 

withdraw the full amount of my accumulated mandatory employee contributions under Component I of the Combined 

Plan for the General Retirement System of the City of Detroit. 

_______ Pursuant to the provisions of the Retirement System, I hereby request a total withdrawal from my account to 
    (Initials) be distributed as follows: 

 

If you are completing this form due to a death please complete below within this box. Please note this box is not to be 
used for electing a beneficiary. 
 
RECIPIENT/BENEFICIARY NAME: ______________________________ *SSN: _______________________________ 

DATE OF BIRTH: _________________________________ PHONE:  ____________________________________ 

*Your full social security number is needed in order to accurately report your annuity distribution to the Internal Revenue Service. 

Select EITHER 1 OR 2 and initial in the space provided: 

 1. _______ I request that full payment be made to me. I acknowledge that twenty (20%) percent of the 
taxable portion will be withheld in accordance with applicable Internal Revenue Code requirements and 
regulations. 
 

 2. I request a direct rollover of the otherwise taxable portion as follows (Choose A OR B): 
 

A: _______ All of the otherwise taxable portion (in which case no withholding will apply to me) 

B: _______ A portion1 totaling $ ____________________ of the otherwise taxable portion 

Of my Defined Contribution Plan distribution be forwarded to (complete the account information on the 
following page): 
 

  

 
1 If electing Option 2B, which is a partial rollover, the remaining funds will be processed as a total withdrawal and paid directly to the 
recipient less 20% federal tax withholding. 
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Agency and Account No.: ______________________________________________________________ 

Address: ___________________________________________________________________________ 

City, State & Zip Code: ________________________________________________________________ 

as a direct rollover/transfer and the balance of the total withdrawal paid to me. 
 
Representatives of the above-named company have assured me that the direct rollover/transfer amount will be 
deposited in an eligible retirement plan including an individual retirement arrangement qualified under IRC 
section 408(a) or (b) or IRC section 408A; a plan qualified under IRC section 401(a), including a 401(k) plan, profit 
sharing plan, defined benefit plan, and money purchase plan; an IRC section 403(a) annuity plan, an IRC section 
403(b) tax-sheltered annuity; and an eligible IRC section 457(b) plan maintained by a governmental employer.  

 

 
_______ I am aware of the Retirement System’s provision which allows the accumulated mandatory employee 
      (Initials)     contributions to remain in the Plan after my retirement date to ensure a retirement allowance under 

Component I of the Combined Plan for the General Retirement System. I hereby elect to withdraw my 
accumulated mandatory contributions in a lump sum and waive all rights to a retirement benefit under 
Component I. 

 
I acknowledge receipt of a Special Tax Notice provided to me pursuant to Section 402 of the Internal Revenue Code. I 
understand that I have the right to a period of at least 30 days, after receipt of the Notice to consider the decision of 
whether or not to elect a direct rollover. 

Federal Income Tax: I acknowledge that twenty (20%) of the taxable portion not rolled-over will be withheld in 
accordance with applicable Internal Revenue Code requirements and regulations. Note, the Retirement System is not 
required to withhold tax on distributions less than $200.00. I acknowledge that the Retirement System will issue 
appropriate 1099R forms for the distribution of the funds from the Plan. 

I hereby release the Employer and the Board of Trustees of the Retirement System from any and all liability relative to 

the aforesaid Plan amounts upon the forwarding of the amounts as directed by me. I have made appropriate 

arrangements with the aforementioned financial institution to accept the transferred amount as a direct rollover, 

permitted by the Internal Revenue Code and applicable regulations. I hereby waive any and all claims relative to the 

aforesaid amounts forwarded/transferred consistent with this document. I acknowledge that representatives of the City 

and Retirement System do not give tax advice and that I will consult with a tax advisor of my choice. 

 
 Signatures must be notarized if not witnessed by a Retirement Systems employee. 

 
 

Signature of Recipient: ___________________________________  Date: ______________________ 
 
Address of Recipient: ________________________________________________________________________ 
 
City, State, & Zip Code: _______________________________________________________________________ 
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Signature of Witness: ___________________________________  Date: ______________________ 
 
Address of Witness: _________________________________________________________________________ 
 
City, State, & Zip Code: ______________________________________________________________________ 

 
 
 
On this day of _______________________________________________ the above named made oath that the answers 
are true to the best of his/her knowledge and belief. 
 
 
 

______________________________________________ 
Notary Public 

 
______________________________________________ 

County    State  
 

______________________________________________ 
  My Commission Expires (Date) 

 

 
 

Processed by:        _        Date: ____________________________________ 

Seal 




