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CLIENT’S INFORMATION: 

 

  FULL LEGAL NAME:

  ________________________________________________________________________ 

   

ALSO KNOWN AS:

  ________________________________________________________________________ 

 

HOME ADDRESS: _________________________________CITY: ______________  

 

STATE: _____ ZIP: _________ 

   

HOME TELEPHONE: ________________________ COUNTY OF RESIDENCE: 

______________________________ 

 

BUSINESS TELEPHONE: _________________________ CELL PHONE: 

___________________________________ 

 

EMAIL ADDRESS: _________________________  

 

 IT IS OKAY TO COMMUNICATE WITH ME VIA EMAIL 

 

RELATIONSHIP TO SPECIAL NEEDS INDIVIDUAL: 

___________________________________________________ 

   

SPECIAL NEEDS INDIVIDUAL’S INFORMATION: 

 

  FULL LEGAL NAME:

  ______________________________________________________________________ 

 

  ALSO KNOWN AS: _________________________________   

 

 M/F: ________________________________ 

 

SIMPLE BACKGROUND INFORMATION

The information you provide in this section provides us with important objective 
information about you, your age, marital status, where you life, and how best to 
communicate with you.



HOME ADDRESS: _________________________________CITY: ______________ 

 

STATE: _____ ZIP: ________ 

   

  COUNTY OF RESIDENCE: _________________________   

 

WHERE IS THE SPECIAL NEEDS INDIVIDUAL CURRENTLY RESIDING? 

____________________________________________ 

   

  GUARDIAN: ________________________________________     

 

PARENT’S INFORMATION: (IF LIVING) 

 

FATHER’S NAME: _________________________________ 

  

MOTHER’S NAME: _________________________________ 

   

  PARENT’S ADDRESS:

  ____________________________________________________________________ 

 

CITY: ______________ STATE: _____ ZIP: _________  

 

HOME TELEPHONE: ___________________________ 

           

GRANDPARENT’S INFORMATION: (IF LIVING, MATERNAL/PATERNAL) 

 

GRANDFATHER’S NAME: ______________________   

 

GRANDMOTHER’S NAME: _______________________ 

   

  GRANDPARENT’S ADDRESS:

  _____________________________________________________________ 

 

CITY: ______________ STATE: _____ ZIP: _________  

 

HOME TELEPHONE: ___________________________ 

 

 

       



 

SPECIAL NEEDS TRUST PLANNING: 

 

CONDITION OF SPECIAL NEEDS INDIVIDUAL: 

_____________________________________________________________ 

________________________________________________________________________

__________________________________________________ 

________________________________________________________________________

__________________________________________________ 

________________________________________________________________________

__________________________________________________ 

________________________________________________________________________

__________________________________________________ 

________________________________________________________________________

__________________________________________________ 

 

 

SOURCE OF FUNDS TO BE TRANSFERRED INTO THE SPECIAL NEEDS 

TRUST:_______________________________________________________ 

________________________________________________________________________

________________________________________________________________________

_______________________________________   

 PLEASE PROVIDE DOCUMENTATION OF THE FUNDS TO BE TRANSFERRED INTO 

THE TRUST 

 IF THE SOURCE OF THE FUNDS TO BE TRANSFERRED INTO THE SPECIAL NEEDS 

TRUST ARE FROM A PERSONAL INJURY CASE OR FROM INHERITANCE, PLEASE 

PROVIDE CONTACT INFORMATION FOR THE ATTORNEY THAT HANDLED THE 

MATTER. 

 

  FUNDS TO BE TRANSFERRED INTO THE SPECIAL NEEDS TRUST: $___________ 

 

  TOTAL ASSETS IN EXCESS OF ALLOWABLE LIMITS: $ ___________ 

 

BELOW PLEASE PROVIDE A PROSPECTIVE TRUSTEE(S) FOR THE SPECIAL NEEDS TRUST: 

 

DETAILED INFORMATION ABOUT SPECIAL NEEDS PLANNING

The information you provide in this section provides us with important information 
about the Special Needs Individual to better assist us in planning. 



NAME 
ADDRESS/PHONE 

NUMBER 

COUNTY OF 

RESIDENCE 

RELATIONSHIP 

TO SPECIAL 

NEEDS 

INDIVIDUAL 

 

1.  

 

 

 

 

 

     

2. 

 

 

 

 

 

     

 


