CLIENT INFORMATION
Date ___________
Client’s Full Name:


______________________________________________________

Any assumed or Former Names?

___  Yes
___  No

If yes please list:  



______________________________________________________

Client’s Residence:


Street:




______________________________________________________


City, State, Zip:


______________________________________________________


County:



______________________________________________________

Client’s Phone & Fax Number 

____________________________ Fax # ____________________

Client’s Sex & Marital Status


___  Male
___  Female   /   ___  Married
___  Unmarried  

Prior Marriages: 



___  Yes____  No / Number__________

Are you a U.S. Citizen?


___  Yes___  No; If not, what country ______________________

Social Security Number & date of birth:
___________________________ Birth date _________________

Spouse’s Full Name


______________________________________________________

Any assumed or Former Names?

___  Yes
___  No

If yes please list:  



______________________________________________________

Spouse address and phone ?  


___  Same, If not, please list ______________________________





______________________________________________________

Any previous marriages for spouse?

___  Yes___  No / Number____________

Is the Client’s Spouse a U.S. Citizen?  
___  Yes___  No; If no what country ________________________

Spouse’s Social Security & date of birth:
_____________________________ Birth date ________________

Children:
Does the Client have any living children? 
___  Yes
___  No

If Yes:

1.
Full Name of Child:


______________________________________________________


Familiar Name or First Name

______________________________________________________


Sex & Date of Birth:


___  Male___  Female / Birth date__________________________


Child is child of:


___  Current Marriage

___  Adopted







___  Client’s Only

___  Spouse’s Only

If Client’s child only, then Mother/Father’s full name: _______________________________________________

Does the Child Need Special Care?

___  Yes
___  No

If yes explain:  _____________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

2.
Full Name of Child:


______________________________________________________


Familiar Name or First Name

______________________________________________________


Sex:




___  Male
___  Female


Date of Birth



______________________________________________________


Child is child of:


___  Current Marriage

___  Adopted







___  Client’s Only

___  Spouse’s Only

If Client’s Only then the Mother/Father’s full name: _______________________________________________

Does the Child Need Special Care?

___  Yes
___  No

If yes explain:  _____________________________________________________________________________

__________________________________________________________________________________________

3.
Full Name of Child:


______________________________________________________


Familiar Name or First Name

______________________________________________________


Sex:




___  Male
___  Female


Date of Birth



______________________________________________________


Child is child of:


___  Current Marriage

___  Adopted







___  Client’s Only

___  Spouse’s Only

If Client’s Only then the Mother/Father’s full name: _______________________________________________

Does the Child Need Special Care?

___  Yes
___  No

If yes explain:  _____________________________________________________________________________

__________________________________________________________________________________________

Does the client have any deceased children?  ___  Yes
___  No

If yes:  The child’s full name:


______________________________________________________

Date of Birth:




_____________________   Age at Death:  ___________________

Child was child of:



___  Current Marriage

___  Adopted







___ Client’s Only

___  Spouse’s Only

If Client’s Only then the Mother/Father’s full name: _______________________________________________

Any living issue of this child?

___  Yes
___  No

Does the Spouse have any living children not of the current marriage?







___  Yes
___  No

If Yes:

1.
Full Name of Child:


______________________________________________________


Familiar Name or First Name

______________________________________________________


Sex:




___  Male
___  Female


Date of Birth



______________________________________________________

Mother/Father’s full name:  


______________________________________________________

2.
Full Name of Child:


______________________________________________________


Familiar Name or First Name

______________________________________________________


Sex:




___  Male
___  Female


Date of Birth



______________________________________________________

Mother/Father’s full name: 


______________________________________________________

Does the Spouse have any deceased children not of the current marriage?







___  Yes
___  No

If yes:  The child’s full name:


______________________________________________________

Date of Birth:




______________________________________________________

Date of Death




______________________________________________________

If Spouse’s Only then the Mother/Father’s full name:  ______________________________________________

Any living issue of this child?

___  Yes
___  No

FINANCIAL INFORMATION
1.
Do you own a home or any other real estate?

Description and Location

Titled in whose name
 Purchase 
Current









Price

Value
  (-)  Mortgage     (=)    Equity

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	











Total Net Value   =            ____________
2.
Do you own any other titled property such as a car, boat, etc.?

Description



    Titled in whose name
    Current 











    Value
  (-)  Loan      (=)
Equity

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	











Total Net Value   =         _____________

3.
Do you have any checking accounts?

Name of Institution


Titled in whose name 

Account Number

Approx.














Balance

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	












Total Value =      _____________

4.
Do you have any interest bearing accounts, brokerage accounts (savings, money market) and/or Cds?

Name of Institution  


Titled in whose name 

Account Number

Approx














Balance

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	












Total Value =   ________________

5.
Do you own any stocks, bonds, or mutual funds, not in a brokerage account (including company stock)?

# of Shares     Description
                 Account Number       Title in whose name     Purchase 
    Current












     Price
    Value

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	












Total Value = _________________

6.
Do you have any profit sharing, IRAs or pension plans?

Description/Location 





Owner




Current Value

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	












Total Value = _______________

7.
Do you or your spouse own a business or have any partnership interests?

Description                                  

Type of Ownership
   Purchase Price   
Current













Value

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	












Total Value =   ________________

8.
Do you have any life insurance policies and/or annuities?

Name of Company                          Policy Owner                   1st Beneficiary          2nd Beneficiary       Death














         Benefit

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	












Total Value = _________________

9.
Does anyone owe you money?

Description 










Approx. Amount

	
	

	
	

	
	












Total Value = _________________

10.
Do you have any special items of value such as coin collections, antiques jewelry, etc.?

Description 








Approx. Value

	
	

	
	

	
	

	
	

	
	












Total Value = __________________
11.
What is the approximate total value of all your remaining personal property - whatever you own that has not been included above? (clothes, furniture, etc.)  Just estimate $__________________________________

12.
Do you have a safe deposit box with valuables?  Amount _____________________________________

13.
Do you have any debts other than mortgage(s) and loans listed above (credit cards, personal loans, etc.)?











Amount Owed

	
	

	
	

	
	

	
	

	
	


14.
Total value of everything you (and your spouse) own (add totals of lines 1 through 11 above)













$________________

15.
Total amount you (and your spouse) owe (total of line 12 above) 

         -- $________________

16.
Subtract line 14 from line 13.




NET ESTATE     =    $________________

TRUST DECISIONS:  YOUR LIVING TRUST TEAM
1.
Trustee(s)-Manages your trust now; usually you (and your spouse) and/or a Corporate Trustee. _________________________________________________________________________________________

2.
Successor Trustee(s)-Steps in at your incapacity or death.  Can be adult children, trusted friend, and/or a Corporate Trustee.

#1 Choice:   Name ______________________________________  Phone _____________________________


        Address________________________________________________________________________

#2 Choice:   Name ______________________________________  Phone _____________________________


        Address________________________________________________________________________

#3 Choice:   Name ______________________________________  Phone _____________________________


        Address________________________________________________________________________

3.
Guardian For Minor Children-Responsible adult who will raise your minor children if something happens to you.

#1 Choice:  Name _______________________________________  Phone _____________________________


       Address_________________________________________________________________________

#2 Choice:  Name _______________________________________  Phone _____________________________


       Address_________________________________________________________________________

4.
Trustees For Minor Children-Manages inheritance.  Can be same person as Guardian, another adult and/or a Corporate Trustee.

#1 Choice:  Name _______________________________________  Phone _____________________________


       Address_________________________________________________________________________

#2 Choice:  Name _______________________________________  Phone _____________________________


       Address_________________________________________________________________________

BENEFICIARIES
1.
Special Gifts to Organizations (charity, foundation, religious or fraternal organization)

Do you want to make a gift (cash or a specific item) to a charitable organization?

Name of Organization               Address                             


    Description of Gift

	
	
	

	
	
	

	
	
	

	
	
	


2.
Special Gifts to Individuals

Do you want to give any specific items to a family member or other individual:  (For Example:  wedding ring to your daughter, gun collection to a son or nephew, etc.)

Name of Person


Address




Description of Gift

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


3.
Beneficiaries, for the balance of your estate:

Who do you want to receive the rest of your estate after these special gifts have been distributed?  You can designate a dollar amount or a percentage.

Name of Person/Organization


Address




   Amount/Percentage

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


4.
Inheriting Instructions

Do you want your Beneficiaries to receive their inheritances in installments, at certain ages, or all at once?
___________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

5.
Do you provide for someone who requires special care?

Do any of your dependents (aging parents, disabled child) require special care?  Are they currently receiving government benefits?  Is there someone else you want to provide for who is not related to you (significant other, special friend, pet)?

Name



    Age

Relationship


Explanation

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


6.
Alternate Beneficiaries

Who do you want to receive your estate if you (and your spouse) outlive the Beneficiaries you’ve named above?

Name of Person/Organization


Address




    Amount/Percentage

	
	
	

	
	
	

	
	
	

	
	
	


7.
Disinheriting


Are there any relatives that you specifically do not want to receive anything from your estate?

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

SPECIAL INSTRUCTIONS AT INCAPACITY
DO YOU AND YOUR SPOUSE WANT A DURABLE POWER OF ATTORNEY FOR PROPERTY MANAGEMENT? ____ YES ____ NO
This document lets you chose the person you want to make any decisions concerning management of the property which is not in the name of the trust and to use any payments, income, or other revenue received in your name while you are incapacitated.  It also allows that person to make decisions concerning your financial situation, which require your signature (such as decisions concerning retirement plans, life insurance policy, taxes, etc.).

If you are unable to make these decisions for yourself, it might be necessary for the court to appoint a conservator to handle your personal affairs.  This process is costly, time consuming and humiliating.  A durable Power of Attorney for Property Management will avoid that process.
You







Your Spouse
#1 Choice:  Name____________________________
#1 Choice:  Name ________________________

Address____________________________________
Address_________________________________

___________________________________________
________________________________________

Phone______________________________________
Phone___________________________________

#2 Choice:  Name____________________________
#2 Choice:  Name_________________________

Address____________________________________
Address_________________________________

___________________________________________
________________________________________

Phone______________________________________
Phone___________________________________

Keeping/Selling Assets:  If it becomes necessary to sell assets to pay for your or your spouse’s care, are there certain ones you prefer to be sold first?  Are there potential buyers you want contacted?  Are there certain assets you prefer not be sold unless absolutely necessary?

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

_________________________________________________________________________________________

DO YOU WANT AN ADVANCE HEALTH CARE DIRECTIVE?   ___ YES    ___ NO
This document lets you chose the person you want to make any health care decisions (including life support) for you if you are unable to make them for yourself, keeping these personal decisions out of the courts.  You can choose anyone you trust:  your spouse, friend or other relative, etc.  List your choices below:

You







Your Spouse
#1 Choice:  Name____________________________
#1 Choice:  Name ________________________

Address____________________________________
Address_________________________________

___________________________________________
________________________________________

Phone______________________________________
Phone___________________________________

#2 Choice:  Name____________________________
#2 Choice:  Name_________________________

Address____________________________________
Address_________________________________

___________________________________________
________________________________________

Phone______________________________________
Phone___________________________________

QUESTIONS TO ASK YOUR ATTORNEY ABOUT YOUR LIVING TRUST

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

__________________________________________________________________________________________

ATTACHMENT A

Statement of Desires Concerning Health Care, Services, and Procedures:

Please choose the paragraph which most closely identifies your desires concerning life prolonging treatment shown below.  Each of you should initial the paragraph that most accurately describes your desires and answer the questions following the paragraphs.

Life‑Prolonging Treatment
No Treatment Which Merely Prolongs Inevitable Death

Initials ____________ 
I do not want to receive medical treatment that, although sustaining my life, has the effect of prolonging my inevitable death if the burdens of such treatment outweigh the anticipated benefits.  In making this decision, my agent shall consider the quality and duration of my remaining life if such treatment is provided or continued and the relief from pain if such treatment is withheld or withdrawn.  

Treat Unless in Irreversible Coma

Initials ____________
I want to receive medical treatment that prolongs and sustains my life unless I am in an irreversible coma.  By an "irreversible coma" I mean a coma from which the treating physician or physicians have reasonably concluded I will never regain consciousness.  If I am in such an irreversible coma, I do not want to receive medical treatment that prolongs and sustains my life.  

Treat to Allow Life as Long as Possible

Initials ____________
I want to live as long as possible; therefore, I want to receive all medical treatment that will prolong and sustain my life.  I want such treatment provided to me regardless of my chances of recovery, my condition, or the cost of such treatment.

Do you prefer (or want to avoid) a certain hospital/nursing home?  Do you have strong feelings about blood transfusions, life support, etc.?

You  _____________________________________

Your Spouse  ___________________________

_________________________________________

_______________________________________

_________________________________________

_______________________________________

_________________________________________

_______________________________________

Designation of Primary Physician  Do you want to designate a primary physician?  If yes, please provide the name of the physician and the physician’s address.

You  _____________________________________

Your Spouse  ___________________________

_________________________________________

_______________________________________

_________________________________________

_______________________________________

_________________________________________

_______________________________________

Anatomical Gifts  Do you want to make Anatomical Gifts?     ____  Yes       ____  No

If yes, then the power in each DPA to make Anatomical Gifts shall include:  (Mark one of the following)

___  The authority to make anatomical gifts of any needed parts of the principal’s body upon death.

___  The authority to make anatomical gifts of the following specified parts of the principal’s body upon death:

__________________________________________________________________________________________

Anatomical Gifts (Spouse)  Does your spouse want to make Anatomical Gifts?      ____  Yes      ____  No

If yes, then the power in each DPA to make Anatomical Gifts shall include:  (Mark one of the following)

___  The authority to make anatomical gifts of any needed parts of the principal’s body upon death.

___  The authority to make anatomical gifts of the following specified parts of the principal’s body upon death:

__________________________________________________________________________________________

Power to Direct Disposition of Remains  Agent has discretion to decide how to dispose of remains, or not

Any specific desires to be specified in the power of attorney:  _______________________________________

_________________________________________________________________________________________

Power to Authorize Autopsy:  ______ Yes    ______ No

Religious Activities:
Do you want to provide instructions regarding religious or spiritual activities?  ___Yes   ___No  If yes, please list the name of the church, synagogue, temple or other place of worship: ______________________________

_________________________________________________________________________________________
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