“Medicaid
Resources

YOUR COMPLETE RESOURCE. PERIOD.

Confidential

Discovery Planning
Workbook

(for Single Persons)

Instructions:

This workbook must be returned to our office along with your supporting documents in the
blue folder at least 3 days before the day of your appointment.

If you need assistance completing this information please call for assistance at

(231) 799-4993 and we will help you.

Don’t worry about total accuracy. Just do the best you can!
We look forward to seeing you soon.

Phone (231) 799-4993 e Fax (231) 798-9Q000 e Toll Free (888) 807-1212
800 Ellis Road e Suite 172 ¢ Muskegon, Michigan 49441

www.MedicaidResources.com ¢ help@medicaidresources.com
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Date Prepared:

Who referred you to our office:

My Personal Information:

Full Legal Name:

Name Used to Sign Legal Documents:

I prefer to be called:

Address:

City: State: Zip:

Home Telephone: Mobile Phone: Fax:

Email Address: Social Security #:
Date of Birth: Age: Place of Birth:

Citizenship:

My Employment Information:

Employer: Occupation:
Business Address:

City: State: Zip:
Business Phone: Fax: Email:

My Relationship History:

Are you widowed? Yes or No

Deceased Spouse’s Name:

Date of Death:

Are you divorced? Yes or No

Former Spouse’s Name:

Date of Divorce Judgment:

Do you have any unresolved child or spousal support

obligations?  Yes or No

Describe:




My Planning History:

Have you previously completed a will or living trust?  Yes or No

If Yes, please bring copies of your wills, trust agreements, powers of attorney, living wills, health care decision-matking documents
or any other estate planning documents to your initial interview.

If Yes, what is the date of your will or living trust?

Who drafted your will or living trust?

Where is your original will filed?

Do you have a General Durable Power of Attorney? Yes or No Date:

Do you have a General Durable Power of Attorney for Health Care or Date:
other Advance Directiver Yes or No

My Planning Goals: Lowest to Highest

(circle one)

Avoiding Probate

Ut
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10

Reducing Estate Taxes

10

Reducing Income Taxes

10

Maximizing My Investments

10

Consolidating My Resources

10

Having Enough Income

10

Protection from Nursing Home Expenses

10

Charitable Planning

10
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Protecting a Special Needs Child 10




Information About My Children (or other beneficiaries):

Please provide us with the following information regarding your children. Under "comments" please
describe your relationship with this child, his or her spouse or partner, and grandchildren. Do you have any
specific wishes with respect to their inheritance?

Please indicate whether the child is from Husband, Wife or Both Spouses (H=Husband; W=Wife; or, B=Both).

Child #1:

Full Legal Name: Child or Beneficiary of:
Hor Wor B

Address:

City: State: Zip:

Home Telephone: Mobile Phone: Fax:

Email Address: Social Security #:

Date of Birth: Age: Place of Birth:

Occupation: Education:

Spouse Name:

Children’s Names and Birthdates:

Comments:

Child #2:

Full Legal Name: Child or Beneficiary of:
Hor WorB

Address:

City: State: Zip:

Home Telephone: Mobile Phone: Fax:

Email Address: Social Security #:

Date of Birth: Age: Place of Birth:

Occupation: Education:

Spouse Name:




Children’s Names and Birthdates:

Comments:

Child #3:

Full Legal Name:

Child or Beneficiary of:
Hor WorB

Address:

City: State:

Zip:

Home Telephone: Mobile Phone:

Fax:

Email Address:

Social Security #:

Date of Birth: Age:

Place of Birth:

Occupation:

Education:

Spouse Name:

Children’s Names and Birthdates:

Comments:

Child #4:

Full Legal Name:

Child or Beneficiary of:
Hor WorB

Address:

City: State:

Zip:

Home Telephone: Mobile Phone:

Fax:

Email Address:

Social Security #:

Date of Birth: Age:

Place of Birth:

Occupation:

Education:




Spouse Name:

Children’s Names and Birthdates:

Comments:

Child #5:

Full Legal Name:

Child or Beneficiary of:
Hor WorB

Address:

City:

State:

Zip:

Home Telephone:

Mobile Phone:

Fax:

Email Address:

Social Security #:

Date of Birth:

Place of Birth:

Occupation:

Education:

Spouse Name:

Children’s Names and Birthdates:

Comments:

Please use additional pages if you have more than 5 living children.

Do you have any deceased children who left Yes or No
children of their own?

Name: Date of Death:
Name: Date of Death:




Other Dependents:

Do you have anyone who depends on either of you

for all or part of their support? Yes or No

Name: Relationship:
Name: Relationship:
Name: Relationship:

Questions About My Children or Other Dependents:

(Circle YES or NO)

1. Do any of your children or beneficiaries receive governmental

support ot benefits because of a disability or handicap? Yes or No
2. Do any of your children or beneficiaries have special educational,

medical, or physical needs? Yes or No
3. Are any of your children or beneficiaries institutionalized? Yes or No

If you answered YES to any of the above questions, please describe the type of disability that your child or beneficiary bas:

4. Do any of your children or beneficiaries have any other special

needs or circumstances that are concerns for you?

Yes or No

Comments:




My Medical Care Instructions:

What is your definition of disability?

Do you or your spouse have any health concerns?

Yes or No
If Yes, please describe your concerns:
Do you have any special requests for how or when you want your assets sold to
pay for your care (for exanmple, you may want certain assets liguidated before others) ? Yes or No
If Yes, please describe your preferences:
Do you have long term care insurance that will pay for your care at home or in
an institution? Yes or No
If Yes, please tell us about your long term care insurance:
Have you ever applied for or been denied coverage for long term care
insurance? Yes or No
Do you have any special requests about the quality of medical care you receive?

Yes or No
If Yes, please describe your preferences:
Instructions About Life Sustaining Treatment:
If you are in a coma or a persistent vegetative state, do you wish to receive Yes or No
artificial delivery of food, water or other forms of artificial life support?
If you are terminally ill and no longer able to participate in your medical Yes or No

treatment decisions, do you wish to receive artificial delivery of food, water or
other forms of artificial life support if it would only delay your inevitable death?




If there are any circumstances where a reasonable person would conclude that Yes or No
the burden of continuing care or treatment is greater than the benefit received,
do you wish to receive artificial delivery of food, water or other forms of
artificial life support?
Additional comments about life sustaining treatment:
My Physician:
Name: Name:
Address: Address:
City, State, & Zip: City, State, & Zip:
Phone: Phone:
Final Arrangements:
Do you own a cemetery plot?
Yes or No
If yes, where is it located: Cemetery Name: Plot Number:
Have you made any other prearrangements for funeral or burial?
Yes or No

If Yes, please describe what arrangements you have made:

If No, do you have any particular preferences regarding the choice of funeral home, form of burial

ot cremation?




Military Service:

Are you a veteran of the U.S. Armed Forces?

Yes or No

If yes, please state your branch and dates of service:

Are you a disabled veteran?

Yes or No

Religious Affiliation:

Who is your pastor, priest, rabbi or spiritual advisor, if any?

What is the name of your church, parish or synagogue, if any?

Lifetime Gifting Considerations:

Are you currently making annual gifts to any person or charity?

Yes or No

If Yes, please describe:

Have you made any large gifts to any person or charity in any one year?

Yes or No

If Yes, please describe the gifts you have made below (please provide us with a copy of any gift taxes returns

you have filed, if any):

Gift to: Gift Amount: Gift Date:
Gift to: Gift Amount: Gift Date:
Gift to: Gift Amount: Gift Date:
Gift to: Gift Amount: Gift Date:
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My Financial Decision Makers:

My Financial Decision Maker:

Name:

Address:

City, State, & Zip:

Phone:

Medical Decision Makers:

My Medical Decision Maker:

Name:

Address:

City, State, & Zip:

Phone:

-11 -

My Alternate Financial Decision Maker:

Name:

Address:

City, State, & Zip:

Phone:

My Alternate Medical Decision Maker:

Name:

Address:

City, State, & Zip:

Phone:




My Assets:

1. CASH ACCOUNTS. List your checking and savings accounts and certificates of deposit below. Do not

include IRAs here. Bring a recent bank statement for each.

Owner: | Institiution: Account #: Type: Value:
OFFICE USE
Joint Husband Wife HRLT WRLT Other

2. INVESTMENT ACCOUNTS AND MUTUAL FUNDS. Includes stock holdings managed by

brokerage firms. List your investment accounts below. Do not include tax deferred accounts, such as IRAs, etc.

here. Bring a recent statement for each account.

Owner: | Institiution: Account #: Type: Value:
OFFICE USE
Joint Husband Wife HRLT WRLT Other
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3. STOCK CERTIFICATES. List all your stocks managed by the company (not a broker) or evidenced by

certificate. Bring the certificates or book entry statements for each. Indicate if any were received through a stock

option plan, and the date the option was exercised, if applicable.

Owner Company Certificate #: No. of Shares: Value:
OFFICE USE
Joint Husband Wife HRLT WRLT Other

4. BOND CERTIFICATES. List all bonds evidenced by certificate. Bring the certificates or book entry

statements for each.

Owner: Company: Account or Certificate #: | Shares: Value:
OFFICE USE
Joint Husband Wife HRLT WRLT Other
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5. PERSONAL EFFECTS. Includes vehicles, boats, RVs, etc. Also list any other items which may be more

valuable than ordinary household belongings such as artwork, jewelry, antiques, etc.

Owner Description of Item Appraised? Value
Yes or No
OFFICE USE
Joint Husband Wife HRLT WRLT Other

6. QUALIFIED RETIREMENT PLANS. Includes IRAs, 40IKs, IRA Annuities, 403b, etc. List here
the accounts funded by money included in taxable income on your income tax return (including IRA-type

annuities). Bring a recent statement for each account.

Owner: | Institiution: Account #: Type: Value:
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OFFICE USE

Joint

Husband
AGE:

Wife
AGE:

HRLT

WRLT

Other

7.  LIFE INSURANCE POLICIES. Bring a recent policy report, policy, statement or cutrent in force

illustration for each policy.

Owner/ | Company: Policy #: Type: Face Value Cash Death
Insured: Surrender Benefit
Value
OFFICE USE
Joint Husband Wife HRLT WRLT Other

8. NON-QUALIFIED ANNUITIES. Include annuities funded by money included in taxable income on

your income tax return. Bring a recent policy report, policy, or statement for each.

Owner/
Insured:

Company:

Policy #:

Type:

Face Value

Cash
Surrender
Value

Death
Benefit
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OFFICE USE

Joint

Husband

Wife

HRLT

WRLT

Other

9. LAND CONTRACTS, NOTES, OR OTHER MONIES OWED ro YOU. Include here

debts owed to you by others, such as promissory notes, land contracts, etc. Bring evidence of the debt and

evidence of the balance still owing, if available. (Debt type: Secured = S; Non-secured = NS)

Payee Payor Terms of Debt Type | Amount Owed to You:
OFFICE USE
Joint Husband Wife HRLT WRLT Other

10. BUSINESS AND PROFESSIONAL INTERESTS. List here any shares or other ownership
interests in a closely held corporation, partnership, limited liability company, or other entity. Bring evidence of

such ownership, such as a partnership agreement, etc.

v Owner Description of Entity Ownership Value
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OFFICE USE

Joint

Husband

Wife

HRLT

WRLT

Other

11. REAL ESTATE AND INTERESTS IN REAL ESTATE. Includes personal residence,

commercial, farm or rental properties, vacation homes, leases, etc. Also includes oil, gas, mineral and water interests

for which you do not own the real estate, and for which you hold a deed or lease. Indicate in the "Lien" column

whether the property has a mortgage against it, and be sure to include the mortgage information in the liabilities

section, and bring a recent mortgage statement. Bring the deed given to you (do not bring a deed of trust, release of

deed of trust, title insurance documents, etc. unless you have no other documents for the property). If you have a

recent tax statement showing the assessor parcel ID number, please bring it as well.

Owner: Description: Value: Lien Value: Net Property
Value:
OFFICE USE
Joint Husband Wife HRLT WRLT Other
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12. OTHER ASSETS. Including any other assets not included above.

Owner Description Value
OFFICE USE
Joint Husband Wife HRLT WRLT Other

My Liabilities:

JOINT Husband Wife

Loans Payable

Accounts Payable

Real Estate Mortgage — Residence

Real Estate Mortgage

Loans against life insurance

Other obligations

Car Loans

Credit Cards

[TOTAL LIABILITIES | | |
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My Income:

SOURCE

DOLLAR AMOUNTS

Salary and Wages

Investment Income and Dividends

Social Security

Pension ot Retirement Plans

TIRA/401k

Rental Income

Other

[ TOTAL INCOME

My Health Insurance Premium Expenses:

JOINT

Husband

Wife

Medicare

Medicare Supplement

Medicare Part D (Prescription)

Health Insurance

Dental Insurance

Vision Insurance

Long Term Care Insurance

Other

[ TOTAL MONTHLY PREMIUM EXPENSES Il Il

My Household Expenses:

JOINT

Husband

Wife

Mortgage Payment

Rent

Association Dues

Real Estate Taxes or Assessments

Homeowner or Renter Insurance

Electric

Gas

Phone

Cable

Other

| TOTAL MONTHLY EXPENSES
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Summary Page:

ASSETS HELD AS TRANSFER TO
S ] Other RLT APT Other
1. Cash Accounts
2. Investment Accounts
3. Stocks
4. Bonds
5. Personal Effects

6.

Retirement Plans

Life Insurance

Annuities

9.

Land Contracts/Notes/ Receivables

10. Business Interests

11. Real Estate

12. Other Assets -

TOTAL ASSETS

(TOTAL LIABILITIES)

NET ESTATE
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