
FORCE LAW, P.C.

Estate Planning Questionnaire

CLIENT:

NAME:   ___________________________
SS#: ___-__-____
 DOB:___\___\_____

(Note: Please provide full legal names & alias, if applicable)

______________________________​​​​​​​​​​​​​__________________________________________

Principal Residence    Street address

City
    State
 Zip
  County

Home Phone: (______)________________
Work Phone: (_____)___________________

Cell Phone: (______)________________
E-mail: ______________________________  
CHILDREN:




1.  _________________________________________
____________________________

     Name






Street Address

     SS#: ___-___-______
DOB:  ____\___\______
____________________________

      







City

State

Zip

     Name of this child’s spouse:__________________

Children of this child: 

1. ____________________________________

2. ____________________________________

3. ____________________________________

2.  _________________________________________
____________________________

     Name






Street Address

     SS#: ___-___-______
DOB:  ____\___\______
____________________________

  







City

State

Zip

     Name of this child’s spouse:__________________



Children of this child: 

1. ____________________________________

2. ____________________________________

3. ____________________________________

Please provide the following information regarding your beneficiaries:

1. Are any of your children adopted?
    




Yes
No

    If yes, please indicate who was adopted. _________________________
2. Do any of your children have any special educational, medical or 
    physical handicaps?






Yes
No

     If, yes, please indicate any governmental benefits your beneficiary is receiving. _____________

     _____________________________________________________________________________

GOALS/CONCERNS:

Please mark/check the estate planning issues you wish to discuss:

    _______    Distribution provision for children/family members/friends

    _______    Planning for children of a prior marriage/relationship

   _______     Naming guardian(s) for your minor children

   _______    Providing asset management (trusts)  children/family members/others

    _______   Tax planning to minimize Federal/State Estate Taxes  

   _______    Planning for disability/avoiding guardianship proceedings

   _______    Avoiding probate/maintaining privacy of your financial affairs at death

   ______     Planning for long-term care/nursing home expenses

   ______     Other ___________________________________________________

CLIENT INFORMATION:

      (Please write in/circle the appropriate response)

1.   Have you been married previously?





Yes
No


If yes, did the marriage end in (i) divorce or (ii) death? 


If the marriage ended in a divorce decree, please indicate 
whether you have any obligations pursuant to a marriage
settlement agreement or divorce decree.




Yes
No


If, you are obligated to a former spouse/children due to a marriage
settlement agreement or divorce decree, please provide a copy of 
the applicable document.


If married previously, did you execute a Pre-nuptial Agreement? 

Yes
No


If yes, please provide a copy of the Agreement.

CLIENT INFORMATION  CONTINUED:

2. Is anyone in your immediate family (spouse or children)

NOT a U.S. Citizen?







Yes
No


If a family member is not a U.S. citizen, please indicate the following:


(i) Name of the family member and (ii) the Citizenship Country.



_________________________
_______________________________


_________________________
_______________________________


If you intend to benefit any beneficiary who is NOT a U.S. citizen 
(other than your immediate family members), please provide the
name of your intended beneficiary and his/her Citizenship Country


_________________________
_______________________________


_________________________
_______________________________

3. Have you made a gift in any calendar year in excess of  the 
annual exclusion amount  (currently $12,000)?



Yes
No

If yes, was a federal gift tax return (IRS Form 709) filed in 
connection with the gift(s)?  






Yes
No

If a gift tax return was filed, please provide information regarding 
the gifts or copies of the returns.

4. Have you funded any trusts (i.e. an irrevocable life insurance 
trust or education trust, etc.)?






Yes
No


If yes, please indicate the name of the trust(s) and the year(s) 
established. _________________________________________
___________________________________________________
      5.   Are you expecting an inheritance?





Yes
No


If yes, please indicate an estimated value.  _________________

       6.  Are you a current beneficiary of any trust /do you have  
      
a power of appointment over any trust or trust share?


Yes
No

       If yes, please indicate the annual income received; the principal 
       distribution plan; and/or the means by which you can exercise your
        power of appointment (lifetime or a death). ____________________

        _______________________________________________________
        _______________________________________________________
7. Do you own an interest in a non-publicly traded small business 
(family partnership or sole proprietorship)?




Yes
No

      If yes, describe any business succession plan you may have in place?
        ______________________________________________________
CLIENT INFORMATION  CONTINUED:

       8.  Are you serving, or have you been appointed to serve, as a fiduciary?


(i)  Trustee of any Trust or (ii)  Agent under a power of attorney?

Yes
No


If yes, please indicate any fiduciary position in which you are 
currently serving.___________________________________________
        9.  Do you wish to (i) appoint health care agents if you are unable to 
communicate with your health care provider and/or (ii) indicate your
wishes in connection with the withdrawal or use of artificial life support
in certain situations, specifically (a) Persistent Vegetative State, 
(b) Terminal Condition and (c) End-Stage Condition, as those terms 
are defined under Maryland law?





Yes
No

If yes, please provide the following information for each health care agent:

Name: _____________________________  relationship _______________

Address______________________________________________________

Phone numbers  (home) (     )      -       ; (work)  (    )        -         ; (cell) (   )     -   

E-mail address: ________________________
Name: _____________________________  relationship _______________

Address______________________________________________________

Phone numbers  (home) (     )      -       ; (work)  (    )        -         ; (cell) (   )     -   

E-mail address: ________________________

Name: _____________________________  relationship _______________

Address______________________________________________________

Phone numbers  (home) (     )      -       ; (work)  (    )        -         ; (cell) (   )     -   

E-mail address: ________________________

       10.  Do you have any preference re: Burial versus Cremation?  

Yes
No

        11.    Do you wish to be an organ donor? 




Yes
No
Indicate any arrangements you have made/wish to make
(i.e., plot location, service preference, etc.)

______________________________________________________

        12.  Do you have a Safe Deposit Box?





Yes
No

If yes, please provide:

(i) location of the box ___________________________________________

(ii)  Name(s) on Deposit Box _____________________________________

ADVISORS/


Name:



Address


Contact Info:

1. ___________________
______________________
_________________ (Phone)


    Accountant


______________________
_________________(E-mail)

2. ___________________
______________________
_________________(Phone)

    Life Insurance Agent
______________________
_________________(E-mail)

3. ___________________
______________________
_________________(Phone)

    Banker/Trust Officer
______________________
_________________(E-mail)

4. ___________________
_____________________
_________________(Phone)

    Stock Broker

_____________________
_________________(E-mail)
HEALTH CARE PROVIDERS:
Note any health concerns/diagnosis
___________________________________________________________________

___________________________________________________________________

___________________________________________________________________



Please list any Long-Term Health Care/Disability Insurance you have obtained.

Insured

Company & Policy No.
Owner

Coverage
Underlying Coverage

1. _________
______________________
__________
__________
__________________

2. _________
______________________
__________
__________
__________________

ANNUAL  INCOME

  (sources and amount of income used to analyze long term care insurance needs)

Salary/Wages




_______________


Social Security



_______________


Qualified Retirement Account(s)

_______________
Investments




_______________
Total





_______________
SPECIAL TYPES OF PROPERTY 

(types of property usually controlled by beneficiary designations or by deed – additional steps may be necessary to ensure the distribution of such property  consistent with your wishes). 

QUALIFIED RETIREMENT ACCOUNTS
Account

Account

Account

Description

Custodian

Value

Beneficiary

Owner



IRA/401(k)/403(b)
bank/brokerage
current

Primary/Contingent

1. ____________
_____________
$________
P________________
 ____________









C________________

2. ____________
_____________
$________
P________________
 ____________









C________________

3. ____________
_____________
$________
P________________
 ____________









C________________

4. ____________
_____________
$________
P________________
 ____________









C________________

LIFE INSURANCE/ANNUITIES

Type/


Insurance

Policy

Description

Company

Value

Beneficiary

Owner



Term, Universal or
Include Policy No.
Face Value
Primary/Contingent

     Whole Life
1. ____________
Co___________
$________
P________________
 ____________




No.__________


C________________

2. ____________
Co___________
$________
P________________
 ____________




No.__________


C________________

3. ____________
Co___________
$________
P________________
 ____________




No.__________


C________________

4. ____________
Co___________
$________
P________________
 ____________




No.__________


C________________

REAL PROPERTY  (List any interest you own in real property, including time shares. Please provide either a legal description or Street Address/City/State/Zip for each property or property interest.  Please indicate how the property is titled.)


Property Address/Description





Titled/owned

1.   _____________________________________________________________________________

2.   _____________________________________________________________________________

3.   _____________________________________________________________________________

FINANCIAL INFORMATION:

ASSETS (approximate values)





Titled in Your Name

Titled jointly (with another person)

Cash (checking/savings,
_______________

_______________

money market, CD’s)

Non “Qualified”



Retirement Accounts

_______________

_______________

(stocks, bonds, mutual

funds)

“Qualified” Retirement

Accounts (Pensions, IRA’s
_______________

_______________

401(k), 403(b) etc)

Life Insurance


_______________

_______________

(face value)

Real Property

Principal residence

_______________

_______________

Vacation Home

_______________

_______________

Investment Property

_______________

_______________

Tangible Personal Property

(household furnishings,
_______________

_______________

vehicles, boats, jewelry, etc.)

Business Interests

(family business

_______________

_______________

sole proprietorship)

Debts Owed to you/

_______________

_______________

Notes Receivable

Other



_______________

_______________

TOTAL


_______________

_______________

 LIABILITIES 




Liabilities in Your

Liabilities in Joint




Name Only


Names with another person

Mortgages


_______________

_______________





_______________

_______________





_______________

_______________

Credit cards


_______________

_______________

Loans



_______________

_______________

Other



_______________

_______________

TOTAL


_______________

_______________

NET WORTH

  (used for tax planning and/or long term care planning purposes)


Total Assets

$__________________________


Total Liabilities
$__________________________


Net Worth

$__________________________

EP: Intake:single



