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FUTURE CARE PLANNING QUESTIONNAIRE

SECTION 1. PARENT / GUARDIAN INFORMATION

	
	Father
	
	Mother

	Full Name:
	
	
	

	Address:
	
	
	

	
	
	
	

	Home Telephone:
	
	
	

	Business Telephone:
	
	
	

	Date of Birth:
	
	
	

	Date of Death (if applicable)
	
	
	
	
	
	
	
	
	

	U.S. Citizen
	Yes
	
	No
	
	
	Yes
	
	No
	

	Social Security No.:
	
	
	

	
	
	
	
	
	
	
	
	
	


Educational Degree(s): _____ ___________________
____________________________

Siblings of Person with Disability:

	Name
	DOB
	Address
	

	
	
	
	

	
	
	
	

	
	
	
	


SECTION 2. INFORMATION ABOUT PERSON WITH DISABILITY

THIS SECTION REQUESTS INFORMATION CONCERNING THE INDIVIDUAL WITH THE DISABILITY.  LATER IN THE QUESTIONNAIRE YOU WILL BE ASKED FOR INFORMATION PERTAINING TO YOU AND OTHER FAMILY MEMBERS.

Full Name:  ____________________________________ 
DOB:________________________

Address:  ___________________________________________  County:  _________________

If individual resides in group home or supported living arrangement:


Name of Provider Organization  ____________________________________________


Name of Director of Facility _______________________________________________
Nature of Disability (i.e., diagnosis, classification, etc):  ________​​​​________________________

_____________________________________________________________________________

When was the disability or condition first diagnosed? ___________________________________

How Does Disability Impact Activities of Daily Life (self-care, communication, social interaction, school, employment, money management, decision making, etc.)?

	

	

	

	

	

	


 ADVANCE DIRECTIVES

Does the disabled individual have a:

	
	Date 
	Designated Agent

	Last Will & Testament
	
	

	Health Care Proxy
	
	

	Living Will
	
	

	Durable Power of Attorney


	
	


MONTHLY INCOME: List below any income that the disabled individual currently receives.

	Wages
	$

	Describe the type and place of employment:
	

	
	

	Social Security

(including SSDI)
	$

	Supplemental Security Income
	$

	Other private or government benefits (describe):
	

	
	$

	
	$

	TOTAL INCOME
	$


OTHER ASSETS/RESOURCES OF INDIVIDUAL WITH A DISABILITY

Cash, CDs and Bank Balances:
	Name of Bank/Branch
	Account No.
	Type of Account
	Balance
	How Title Held

	
	
	
	
	

	
	
	
	
	

	Securities (Bonds, Mutual Funds, Marketable Securities, etc.): 

(or attach account statement)

	Company or Issuer
	# of Shs.

or Face Value
	Approx. Value Per Share
	How Title Held

	
	
	
	

	
	
	
	


Other (please explain and provide value of asset):

	

	

	

	


Is the disabled individual expecting to receive any inheritances or current gifts (e.g. From a grandparent, sibling, etc.)?  If so, please describe the possible source and expected amount:

	

	

	


HEALTH AND OTHER INSURANCE

	Is the disabled individual covered under a private health insurance policy?
	Yes
	
	No
	

	Whose policy?
	

	Currently receiving Medicare?
	Yes
	
	No
	

	Currently receiving Medicaid?
	Yes
	
	No
	

	
	
	
	
	
	


RESPONSIBLE PERSONS

Who now has “assistance” responsibilities (i.e., are any family members or other individuals providing any type of care to the individual needing assistance)?  If different from person completing this form, please list name, phone number, and relationship to the person providing the care:

	

	

	


CURRENT CARE PROVIDERS/COUNSELORS

Primary Care Physician: _____________________________How Long?  ______________


Phone:  ____________   Address: _______________________________________

Other Physician/Specialist:  Type:   ________________________________ How long? _______


Phone:  ____________   Address: _______________________________________

Other Physician/Specialist:  Type:   ________________________________ How long? _______


Phone:  ____________   Address: _______________________________________

	
	


Does the individual receive waiver services from:  OMRDD  ________ OMH __________

How Long?  __________________
Describe the services currently being provided under the Waiver:

	

	

	

	


******************************************************************

SECTION III
THIS SECTION REQUESTS INFORMATION ABOUT THE PARENTS/CAREGIVERS OF THE INDIVIDUAL WITH THE DISABILITY

	
	Father
	
	Mother

	Job/Position:
	
	
	

	Approximate Annual Income:
	
	
	

	Health Problems:
	
	
	

	
	
	
	


ADVANCE DIRECTIVES & PLANNING

	Do You Have?
	Father
	Mother

	Will


	
	

	Durable Power of Attorney
	
	

	Health Care Proxy


	
	

	Living Will


	
	

	Supplemental Needs Trust for the Benefit of Disabled Child
	
	

	Legal Guardianship of Disabled Child?
	
	


 PROFESSIONAL ADVISORS

	Other Attorney:
	

	Tax Advisor:
	

	Financial Planner:
	


 ASSETS AND LIABILITIES

Cash, CDs and Bank Balances:
	Name of Bank/Branch
	Account No.
	Type of Account
	Balance
	How Title Held

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Securities (Bonds, Mutual Funds, Marketable Securities, etc.): 

(or attach account statement)

	Company or Issuer
	# of Shs.

or Face Value
	Approx. Value Per Share
	How Title Held

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	IRA, Keogh, and/or Other Retirement Plans (provide copies of plan documents and beneficiary designations):

	Company
	Name(s) on Account
	Amount
	Beneficiary

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	
	
	
	
	
	


Life and Accident Insurance & Annuities:








	Description (Co. & Type of Contract
	Policy No.
	Owner
	Primary & Contingent Beneficiary
	Present Cash Value
	Face Amount of Death Benefit



	
	
	
	
	
	

	
	
	
	
	
	


Real Estate:   
	Description

(Location)


	Title Held
	Cost/Basis
	Encumbrances
	Market Value

	
	
	
	
	

	
	
	
	
	


Personal Property:

Do you own any personal property of special value (e.g. Antiques, paintings, etc.)? If so, please explain:

	

	

	

	


Employee Benefits (if you are currently collecting retirement or disability benefits):

	To Whom Paid?
	Monthly Amount
	Beneficiary

	
	
	

	
	
	

	
	
	


Rights or Interests in Trusts, Estates, or Prospective Inheritance (please bring a copy of the instrument, if available):

	

	

	


PRIOR GIFTS

Have you and your spouse jointly made gifts to any one person in a calendar year after 1981 having a value greater than $20,000?     

Yes                       No

If so, were gift tax returns filed?                   
Yes                       No

	Beneficiary
	Date of Gift
	Amount of Gift

	
	
	

	
	
	

	
	
	


PLANNING INTENTIONS
1.  What do you believe will be your child’s primary source of financial support as an adult?


_____ Employment

_____
Life insurance proceeds


_____ Retirement plan proceeds


_____
Inheritance


_____
Support from parents or family members

_____ Government benefits


_____ Other _____________________________________________

2.  Most adults with disabilities rely on some form of government benefits.  Which benefits do you believe your child will need?


_____ None

_____ Medicaid or Medicare (health insurance)


_____ Residential support (e.g. Group housing, supported living arrangement)


_____ Nursing or aide


_____ Income (e.g. Supplemental Security Income [“SSI]”


_____ Day treatment or habilitation program


_____
Supported employment


_____
Respite care


_____
Other _________________________________________


_____ Other _________________________________________

3.  In the event that both parents were permanently unable to care for the person with a disability, who would you want to be responsible for daily care, educational decisions, medical decisions, decisions about where the person lives?


Name






Relationship to Disabled Person

____________________________________
___________________________________

____________________________________
___________________________________

4.  If both parents are permanently unable to assist financially, who would you want to be responsible for government benefits and financial management?


Name






Relationship to Disabled Person

____________________________________
___________________________________

____________________________________
___________________________________

5.  If the individual with a disability passed away before the funds set aside for him or her were exhausted, how and to whom would you want those funds distributed?
_________________________________________________________________________

_________________________________________________________________________

6.  Under what circumstances, if any, would you want the individual with a disability to have total access to funds set aside for his or her benefit (i.e., age, level of independence, financial independence, etc.)
_________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

DOCUMENT CHECKLIST:  Please bring the following to your appointment:

· Most recent IEP if disabled person is under age 24
· Most recent evaluation – by school and/or third party
· Prior wills, powers of attorney, health care proxy
· Copies of will and trusts in which the disabled person is or could be a beneficiary.  
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