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1. Designated Benefi ciary Informa  on

 Name of Designated Benefi ciary:  __________________________________________________________________

 Social Security Number:  _________________________  Date of Birth:  _________________________________

 Account Number:  ______________________________________________________________________________  

 Permanent Street Address:  _______________________________________________________________________

 Mailing Address (if diff erent):  _____________________________________________________________________

 City, State, and Zip Code:  _________________________________________________________________________

 Telephone Number:  _____________________________  Alternate Telephone Number:  ___________________

Instruc  ons

  Print clearly, in all capital leƩ ers, using blue or black ink. When requested, please color in circles completely.

  Use this form to designate an individual, or enƟ ty, including, but not limited to, a registered investment advisor, 
broker/dealer, investment professional, or any other legal representaƟ ve (“Agent”) to act as your agent with 
limited authority to act on your behalf relaƟ ve to your Achieving a BeƩ er Life Experience (“ABLE”) account. 
The powers granted are subject to Tennessee Law. Through this Limited Power of AƩ orney AuthorizaƟ on, an 
Agent may obtain informaƟ on about and transact business within your ABLE Account as idenƟ fi ed in SecƟ on 
1. Based on the level of authorizaƟ on selected, the Agent’s ability to transact within your ABLE account shall 
include, but not be limited to, making investment decisions, contribuƟ ons and withdrawals without advance 
noƟ ce to you or approval by you. You may revoke this Limited Power of AƩ orney AuthorizaƟ on in the future by 
submiƫ  ng documentaƟ on to Tennessee’s ABLE Program (“ABLE TN”) revoking this Limited Power of AƩ orney 
AuthorizaƟ on and noƟ fying the agent in wriƟ ng. This Limited Power of AƩ orney AuthorizaƟ on shall conƟ nue 
in eff ect unƟ l it is revoked in wriƟ ng by the Designated Benefi ciary; the Designated Benefi ciary  dies; the 
Designated Benefi ciary  submits a new Limited Power of AƩ orney AuthorizaƟ on; the ABLE Account is closed; 
or a Court terminates the Limited Power of AƩ orney AuthorizaƟ on. The State of Tennessee (including its 
employees); the Tennessee Treasury Department (including its employees); the Tennessee State Treasurer; the 
Trustees for ABLE TN cannot and do not provide legal, fi nancial, or tax advice. Please consult your aƩ orney or 
other legal, fi nancial or tax adviser with any quesƟ ons regarding this form.

  If you have any quesƟ ons, please e-mail us at ABLE.TN@tn.gov, or call us at 615-253-1833 or toll-free at 1-855-
922-5386. ABLE TN representaƟ ves are available to assist you Monday through Friday, 8:00 a.m. to 4:30 p.m. 
(Central Time).

  Submit this form, with any required documentaƟ on, by e-mail, fax, or postal mail to the appropriate address  or 
phone number provided above.

LIMITED POWER OF
ATTORNEY AUTHORIZATION

P.O. Box 190637
Nashville, TN 37219

615-253-1833 (local)
855-922-5386 (toll-free)

615-401-6816 (fax)
E-mail: ABLE.TN@tn.gov

Website: AbleTN.gov

ABLE
TN

State of Tennessee

Treasury Department
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3. Authoriza  on Descrip  on

 I, the Designated Benefi ciary listed in SecƟ on 1, appoint the Agent listed in SecƟ on 2 as my Agent. I authorize the 
Agent to have the following authority or authoriƟ es:

  Account Inquiry Access

  Account Inquiry Access, ContribuƟ ons, Investment Changes

  Account Inquiry Access, ContribuƟ ons, Investment Changes, Withdrawals

  Full AuthorizaƟ on to Perform All AcƟ viƟ es, including Account Inquiry Access, ContribuƟ ons, Investment Changes, 
Withdrawals, Edit Designated Benefi ciary InformaƟ on, Account Maintenance, Change Access Levels for other 
Powers of AƩ orney

 
 Eff ecƟ ve Date:  _________________________________________________________________________________

2. Agent Informa  on

 Name of Agent:  ________________________________________________________________________________

 RelaƟ on to Designated Benefi ciary:  ________________________________________________________________
 (Investment Professional or Legal RepresentaƟ ve)

 Date of Birth:  __________________________________________________________________________________

 Social Security Number or Tax IdenƟ fi caƟ on Number:  __________________________________________________

 Name of Firm or EnƟ ty (if applicable):  ______________________________________________________________

 Mailing Address:  _______________________________________________________________________________  

 City, State, and Zip Code:  _________________________________________________________________________

 Telephone Number:  _____________________________  Alternate Telephone Number:  ___________________

 To the extent that I undertake to act under this power of aƩ orney, I assume fi duciary and other legal responsibiliƟ es 
of an Agent. I acknowledge that, as an Agent, I will neither have, nor acquire, any benefi cial interest in the Designated 
Benefi ciary’s account during the Designated Benefi ciary’s lifeƟ me, and I will administer the account for the benefi t of 
the Designated Benefi ciary. I further acknowledge that I owe a duty of loyalty to and protecƟ on of the best interests 
of the Designated Benefi ciary, a duty to avoid confl icts of interest, a duty to use ordinary skill and prudence in the 
exercise of these duƟ es, and a duty to adequately inform the Designated Benefi ciary of acƟ ons taken in the exercise 
of this power of aƩ orney. I agree to direct any benefi ts derived from this Limited Power of AƩ orney AuthorizaƟ on to 
the Designated Benefi ciary.

Signature: _____________________________________  Date:  _______________________________________
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4. Revoca  on

 This Limited Power of AƩ orney AuthorizaƟ on is eff ecƟ ve immediately and will conƟ nue in eff ect unƟ l it is revoked or 
terminated by any of the following acƟ ons:

• The designated benefi ciary executes a new Limited Power of AƩ orney AuthorizaƟ on form for the account selected 
in SecƟ on 1 of this form and submits the new authorizaƟ on to ABLE TN;

• The designated benefi ciary revokes the Limited Power of AƩ orney AuthorizaƟ on in wriƟ ng and submits the 
revocaƟ on to ABLE TN;

• The designated benefi ciary dies;

• The ABLE account, for which this Limited Power of AƩ orney AuthorizaƟ on is applicable, is closed; or

• A court determinaƟ on 

 I agree that any third party who receives this document may act under it. RevocaƟ on or terminaƟ on of this Limited 
Power of AƩ orney due to my death, court determinaƟ on, or any other reason pursuant to applicable laws and rules, 
is not eff ecƟ ve as to a third party unƟ l the third party receives wriƩ en noƟ ce of the revocaƟ on or terminaƟ on and the 
third party has had a reasonable amount of Ɵ me to act on such noƟ ce. I, for myself and for my heirs, executors, legal 
representaƟ ves and assigns, agree to indemnify and hold harmless the State of Tennessee; the Tennessee Treasury 
Department; the Tennessee State Treasurer; the ABLE TN; the ABLE TN Trustees, and any of their respecƟ ve affi  liates, 
agents, and employees, and any third party acƟ ng hereunder in connecƟ on with ABLE TN, for any claims that arise 
against the third party because of reliance on this Limited Power of AƩ orney AuthorizaƟ on.

IF YOU HAVE ANY QUESTIONS ABOUT THIS FORM, CONSULT AN ATTORNEY OR OTHER LEGAL, FINANCIAL OR TAX 
ADVISER BEFORE SIGNING.

5. Signature

Signature: _____________________________________________________________________________________

Printed Name:  _________________________________________________________________________________

Date:  ________________________________________________________________________________________
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