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CLIENT - CURRENT ESTATE PLANNING DOCUMENTS 

20 Client Current Will  
Yes______   No _____    
If Yes, Date: ________________  STATE: ______________ 
 
Comments:  
 
 

21 Client Trusts  
Yes______   No _____    
If Yes, Date_________________  STATE: ______________  
 
Comments:  
 
 

22 Client DPOA   
Yes______  No______    
If Yes, Date_________________  STATE: _______________ 
 
Comments:  
 
 

23 Client Healthcare 
Surrogate 

 
Yes______  No ______   
If Yes, Date ______________  STATE: ________________ 
 
Comments:  
 
 

24 Client Living Will  
Yes _____  No ______  Date __________________    STATE: ________________ 
Withhold Nutrition:  Yes: ________     No: ________ 
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SPOUSE - GENERAL INFORMATION 
1 Gender  ______ Male      _______ Female 
2 Salutation _____  Mr.        ____ Mrs.        ______ Ms            ________ Dr.  
1 Full Name   
2 Home Address  
3 City, State, Zip    
4 County  
5 Home Phone  
6 Cell Phone  
7 Work Phone  
8 Email  
9 Citizenship  

 
SPOUSE - VITALS 

12 Soc Sec Number  
13 DOB   
14 Age  
15 Over 55 _____ YES      ____NO 
15 Life Expectancy  

 
16 Client Veteran OR Widow of Veteran  
17 Client Widow of Veteran  

 
SPOUSE – MARITAL HISTORY 

18 Client Marital Status          MARRIED  
19  

Children  
CURRENT Marriage  
 
 

 
         ____ Yes         ____ No       If Yes: 
  
          Full name of each child age, city and state. Disabled?: 

1. ______________________________________________________________ 
2. ______________________________________________________________ 
3. ______________________________________________________________ 
4. ______________________________________________________________  

 
19 Previous Marriage          ____ Yes         ____ No    If Yes, divorce date ______________ 
  

Children  
PREVIOUS Marriage  
 
 

 
         ____ Yes         ____ No       If Yes: 
  
          Full name of each child age, city and state. Disabled?: 

1. _______________________________________________ 
2. _______________________________________________ 
3. _______________________________________________ 
4. _______________________________________________  
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VII. Spouse’s Location and Health Insurance 

79 Type of facility 
 
 

Lives at Home/Children     Independent Living    Hospital         CCRC         ALF      Nursing 

80 Address  
81 City State Zip  
82 Phone  
83 Date of admission   
84 Funding Source Self pay      Health Insurance      Medicare       Medicaid  

  








