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Estate and Long-Term Care Questionnaire
PART  I
We understand that filling out this comprehensive form can be a daunting task.  Don’t allow it to frustrate you.  For now, provide what you reasonably can.   Please know that the information supplied will be held in the strictest of confidence.
Please bring this questionnaire to our conference.  We will fill out Part II, the financial section, together.  
	Today’s Date:
	     

	Name of Client:
	     
	Date of Birth:  
	     

	Home Address:   

	

	

	

	If in facility, where:
	     
	Date of Admission:
	     

	Telephones:
	Home No.    
	
	Cell No. 
	     

	
	Business No.
	     
	Fax No.
	     

	  EMAEMAIL ADDRESS:

General Information

	Is client a U.S. citizen?      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No         
	Social Security No.  
	

	Contact Person (if not client):

	
	Name of Contact:
	     

	
	Address of Contact:
	     

	
	
	     

	
	
	     

	
	E-mail Address:
	     

	
	Telephone of Contact:
	Home No.:
	     
	Cell No.:
	     

	
	
	Business No.:
	     
	Fax No.:
	     

	
	
	


	Marital Information

	Is the client married?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No               Is client’s spouse a U.S. citizen?    FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No
	

	If so, name of spouse:
	     

	Spouse’s Social Security Number:
	

	Spouse’s Residence Address, if different:
	     

	
	     

	
	     

	Spouse’s Home Telephone, if different:
	     

	Has client been married previously?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	If spouse is deceased, date of death:
	

	If divorced, provide copy of divorce decree
	

	Children of Present Marriage, if any:  Include all children living and deceased.  Indicate if adopted and give the date adopted and the court granting the adoption order.  Indicate if deceased by putting “D” and give date of death next to name.



	Name
	Home Address and

E-mail Address
	Telephone 
	Social Security Number

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


	Marital Information (continued)
Children of Former Marriage, if any:  



	Name
	Home Address and

E-mail Address
	Telephone
	Social Security Number
	Name of 

Former 

Spouse

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


Please list names and relationships of persons who are dependent on Client for support, if any:

	Name
	Relationship

	
	

	
	

	
	


	Status Of Health

	Client Physical & Mental  Condition:
	

	
	

	Spouse Physical & Mental Condition:
	

	
	


	Health Insurance

	Does the Client have or receive the following:
	

	
	Medicare
	 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No        

	
	· If yes, which parts  

· Is your Medicare an HMO     
	 FORMCHECKBOX 
 A       
 FORMCHECKBOX 
 B        FORMCHECKBOX 
 C      FORMCHECKBOX 
 D
 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No          

	
	Supplemental Insurance
	 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No        

	
	· If yes, name of company
	

	
	· Monthly Premium Amount
	

	
	Long-Term Health Insurance
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	
	· If yes, name of company
	

	
	· Daily benefit for nursing home care
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	
	· Do you have an inflation rider
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	
	· Monthly premium amount
	


	Existing Documents

	Please indicate if you have any of the following:

	Client
	
	Spouse

	· Will
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	· Durable Power of Attorney
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	· Health Care Proxy
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	· Living Will
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	· Revocable Trust
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No

	· Irrevocable Trust
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
	
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No


General Information

	Has the Client been appointed as a fiduciary (executor,  trustee, attorney-in-fact, etc.) under any legal documents?
	 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No        

	
	If yes, please describe these documents:   

	
	

	
	

	
	

	Is the Client involved in a lawsuit?
	 FORMCHECKBOX 
 Yes    
 FORMCHECKBOX 
 No        

	
	If yes, please explain:

	
	

	
	

	Are any family members disabled?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	
	

	
	

	
	

	Does Client or family member receive Social Security Disability?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	Does Client or family member receive Medicaid?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	Does Client or family member receive Supplemental Security Income?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	
	
	

	Is anyone at risk of becoming serious ill or disabled due to a medical condition or family history?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	
	

	If the Client were unable to make health care decisions for him/herself, who would the Client want to make the decisions for them (list in priority order with telephone and address if not done so above)?

	1. 
	

	2. 
	

	3. 
	

	
	

	If the Client were unable to make financial business decisions for him/herself, who would the Client want to pay bills, make investment decisions and carry out other financial transactions for them (list in priority order)?
	

	1. 
	

	2. 
	

	3. 
	


	Does Client have a prepaid funeral?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	 If yes, name of funeral director:
	

	Does Client have a burial plot
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	If yes, where:
	


	Is Client a veteran?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        

	Is Client’s Spouse a veteran?
	 FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No        


Please provide any additional information here:

	
	

	
	

	
	

	
	

	
	

	When you come to our first meeting, please bring copies of the following documents:

	
	1. 
	Last Will and Testament, if any

	
	2. 
	Power of Attorney, if any

	
	3. 
	Living Will and Health Care Proxy, if any

	
	4. 
	Latest bank and brokerage statements

	
	5. 
	Deeds, County and School tax bills on all real estate owned

	
	6. 
	Insurance, bonds and stock certificates


Please provide the person or source that referred you:

	
	

	
	


Estate and Long-Term Care Questionnaire

PART  II
Part II is financial information.   Bring your latest bank and brokerage statements, deeds, county and school tax bills on all real estate owned, insurance, bond and stock certificate information to our meeting.

	Asset Information

	1. 
	Cash, Bank Accounts and Certificates of Deposit

	
	Type of Asset
	Owner*
	Name of Financial Institution
	Approximate Balance

	
	Cash
	
	
	$

	
	Checking Accounts
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	
	Savings and Money Market Accounts
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	
	Certificates 
of Deposits
	
	
	$

	
	
	
	
	$

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	$

	
	Custodial Accounts
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$


* Name of person(s) on account

	2. 
	Real Estate, including life estate and property outside the United States:

	
	Owner
	Location
	Estimated Value
	Mortgage Balance
	Cost

Basis*

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


* Purchase price plus cost of structural improvements
	3. 
	Life and Accident Insurance

	
	Owner
	Company
	Insured
	Beneficiary
	Face Amount
	Cash Amount
	Loan Balance

	
	
	
	
	
	$
	$
	$

	
	
	
	
	
	$
	$
	$

	
	
	
	
	
	$
	$
	$

	
	
	
	
	
	$
	$
	$


	4. 
	Retirement Benefits

	
	Owner
	401(K)
	Beneficiary
	Amount

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	
	Owner
	IRA (Specify 

Regular or Roth)
	Beneficiary
	Amount

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$


	5. 
	Stocks and Bonds

	
	Owner
	    Name of                   No. of 

 Stock/Bond               Shares
	Name of Financial Institution
	Approximate Balance

	
	
	
	
	
	$

	
	
	
	
	
	$

	
	
	
	
	
	$

	
	
	
	
	
	$


	
	Owner
	Brokerage Accounts

Name of Financial Institution
	Approximate Balance

	
	
	
	$

	
	
	
	$

	
	
	
	$


	
	Owner
	Mutual Funds

Account Number
	Name of Financial Institution
	Approximate Balance

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$


	
	Owner
	Savings Bonds

    Type of                How Bond

     Bond                    is Titled
	Name of Financial Institution
	Approximate Balance

	
	
	
	
	
	$

	
	
	
	
	
	$

	
	
	
	
	
	$

	
	
	
	
	
	$


	6. 
	List Any Other Assets, e.g., Patents, Copyrights, Automobiles, etc.

	
	Owner
	Other Assets
	Value

	
	
	
	$

	
	
	
	$

	
	
	
	$

	
	
	
	$

	
	
	
	$

	
	
	
	$=sum(above


	7. 
	Annuities, Mortgages and Notes (money owed to client)

	
	Owner
	Description
	Beneficiary
	Value

	
	
	
	
	$

	
	
	
	
	$

	
	
	
	
	$


	8. 
	Personal Property with Values Over $10,000

	
	Item
	Description
	Value

	
	Jewelry
	
	$

	
	
	
	$

	
	
	
	$

	
	
	
	$

	
	Antiques
	
	$

	
	
	
	$

	
	
	
	$

	
	Furniture
	
	$

	
	
	
	$

	
	
	
	$

	
	Paintings and Artwork
	
	$

	
	
	
	$

	
	
	
	$

	
	Automobiles
	
	$

	
	
	
	$

	
	
	
	$

	
	Boats
	
	$

	
	
	
	$

	
	Farm Equipment
	
	$

	
	
	
	$

	
	
	
	$


Gifts
Has the Client transferred any property since January 2006?       FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     

If yes, please provide the following information and attach sheet, if necessary:

	When Was

Gift Given
	Property Type and

Value of Gift
	To Whom Was

Gift Transferred

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Was a Gift Tax return filed?      FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No     
Please provide any additional asset information here:

	

	

	

	


	Liability Information

   

	· 
	Type of Liability
	To Whom Liability is Payable
	Amount

	
	Income, Gift or Other Taxes
	
	$

	
	
	
	$

	
	
	
	$

	
	Notes or Loans Payable
	
	$

	
	
	
	$

	
	
	
	$

	
	Indemnities, guarantees or sureties
	
	$

	
	
	
	$

	
	
	
	$

	
	Endorsements or Co-Signatures
	
	$

	
	
	
	$

	
	
	
	$

	
	Bonds
	
	$

	
	
	
	$

	
	
	
	$

	
	Mortgages or Leases
	
	$

	
	
	
	$

	
	
	
	$

	
	
	
	$

	
	Obligations under Executory Contracts
	
	$


	
	
	
	$

	
	Claims by Others
	
	$

	
	
	
	$


Income and Expenses

List Client’s estimated income and health care expenses:

	Income
	Client
	Spouse
	Total

	Social Security
	$
	$
	$

	Interest
	$
	$
	$

	Dividends
	$
	$
	$

	Pension Benefits*
	$
	$
	$

	IRA Benefits
	$
	$
	$

	Rental Income
	$
	$
	$

	Capital Gains (Losses)
	$
	$
	$

	Veterans Benefits
	$
	$
	$

	Other Taxable Income
	$
	$
	$

	Other Non-Taxable Income
	$
	$
	$

	Total Income
	$
	$
	$

	* Who is the beneficiary on pension, if applicable: 
	


Monthly Care Expenses

	Expense
	Client
	Spouse
	Total

	Home Care
	$
	$
	$

	Insurance Premiums
	$
	$
	$

	Prescription Drugs
	$
	$
	$

	Nursing Home
	$
	$
	$

	Other
	$
	$
	$

	Other
	$
	$
	$

	Other
	$
	$
	$

	Housing
	$
	$
	$

	Non-Housing Health Care Cost
	$
	$
	$

	Total Expenses
	$
	$
	$
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