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                          Elder Law Attorney
CLIENT HEALTHCARE AND BENEFIT QUESTIONNAIRE
Case Intake Section 1:
Personal Information

1.
Prospective Client’s Name:_____________________________________________________________






             First

          Middle


    Last



Date of Birth                              


Social Security Number_________________________                                         

             Marital Status ____ Married _____ Partnered               Divorced
   ______ Widowed     _____ Single


2.
Address: ____________________________________________________________________________




Street Address


City

County         State                  Zip


Phone:
______________________________
Cell:
__________________________



Email:
______________________________


3.
Name of Spouse or Significant Other (if applicable): ________________________________________

4.
Spouse’s Date of Birth: _____________

Social Security Number: _______________________


5.
Address: ___________________________________________________________________________




Street Address


City

County         State                  Zip



Phone:
______________________________
Cell:
__________________________



Email:
_________________________________________________________________


6.
Does the prospective client have a legal representative:


  yes

  no



Which describes the type of legal representative?




Please provide a photocopy of any power of attorney, letters of guardianship/conservatorship




 Legal guardian



 conservator





 Representative payee


 Power of attorney


Name of Legal Representative, if any:
___________________________________________________


Address:
______________________________________________________________________





Street Address


City

County         State          Zip


Phone:
______________________________
Cell:
__________________________



Email:
______________________________


7.
If minor, list parents and sibling(s) names, dates of birth, and current addresses.  If adult, list the children’s



names, dates of birth, and current addresses.  Use additional paper if necessary.

Name:
_______________________
Age:
____     Address:
__________________________________



_______________________

____


__________________________________


8.
What is the nature of injury/disability?
____________________________________________________


______________________________________________________________________________________

______________________________________________________________________________________


What is the date of injury/onset of disability?
____________________


Was there a pre-existing disability or incapacity?
_____________


If yes, describe the nature of the pre-existing condition: ________________________________________


_____________________________________________________________________________________

9.
Was the prospective client “adjudicated” or determined “disabled” by the Social Security Administration?





_________
yes


_____
 no



If yes, what was the date of determination of disability?
_______________________________________

10.
Is there an appeal of a disability adjudication pending before the Social Security Administration?





_________
yes


_____
no


11.
If a disability exists, what is the nature or type of disability (check all that apply)?


__
traumatic brain injury

__
Parkinson’s


___
Alzheimer’s


__
developmental disability
__
spinal cord injury

___
Multiple Sclerosis


__
mental illness


__
non-specified dementia

___
renal failure


__
cerebral palsy


__
Down Syndrome

___
immunity disorder


__
arthritis



__
physically disability

___
cancer

            
__
cognitive disability

__
Other (please explain):







12.
Does the prospective client have health insurance or other type/form of health coverage:






____
yes

____ no


If yes, what type (check all that apply)?



  Private health insurance



  Name of insurance company:
_______________________________
id #: ______________________


  Employee health plan - employer:
____________________________________________________


  Name of health insurance plan: _______________________________
id#: _______________________


  Premium amount?
__________________________________________________________________


  Medicare  - date of Medicare entitlement/start date: ___________________________________________


  
 Part A


  Part B


  Part C


  Part D



  If Part C and/or D, insurer providing coverage: _______________________________________________


  Part C and/or D premium amount?
____________________________________________________


  Medicaid - date of Medicaid entitlement/start date: ___________________________________________



Identification/Member No: ____________________________________________



  Veterans’ Benefits - if any, please specify type:
______________________________________________



Identification No: __________________________________________



  TRICARE
 Branch of service: ______________________ Status: ____________________________


  Facility providing care: __________________________________________________________________



Identification No:  __________________________________


SS # of covered service member, if not injured person: __________________________________________



  Other(specify): __________________________________________________________________


How long has the prospective client been covered by applicable health coverage? ______________________

What type of medical or personal care is needed that is not covered? _________________________________


If the injured person is a minor and covered by a parent’s private health insurance, at what age will the coverage


terminate? _______________________________________________________________________________

13.
Where is the prospective client currently living or receiving care?


________________________________________________________________________________________

Is the placement a  

  long-term care facility or 

  assisted living/personal care home? 
       

Name of Facility:  _____________________________________________


14.
Are there any other family members in the prospective client’s immediate family who also have a disability?



   Yes

 No


If yes, please list the name, relationship, and nature of disability of family member:


_________________________________________________________________________________________

Is a family member at risk of becoming disabled due to a medical condition?
                 Yes
                No


If yes, please list the name, relationship, and nature of disability of family member:


_________________________________________________________________________________________
Case Intake Section 2:
   Government Assistance/Benefits Eligibility

We make every effort to ensure our clients are eligible for the most beneficial and comprehensive class of medical assistance available to meet our client’s needs under the State of Georgia Medicaid Plan.  The State of Georgia has in excess of 24 types of Medicaid.   Some Medicaid programs are not fully funded and waiting lists for services may exist.  As a result, we may recommend we seek eligibility for alternative classes of Medicaid until a more comprehensive type of Medicaid becomes available.

Please complete the attached “release of information” so we can help you verify what type of Medicaid you, your spouse, and/or child receives.


1. Please indicate all types of government benefits that the prospective client receives or another member in the household in which the prospective client resides receives each month.


Soc. Sec. Retirement
Who?
__________________________

Amount?  





Soc. Sec. Retirement
Who?
_________________________

Amount?  





Soc. Sec. Disability (SSDI)  
Who?
_________________________

Amount?  




Supplemental Security Income (SSI)
Who?
__________________

Amount?  




Nursing Home Medicaid
Who?
_________________________

Community Care (CCSP)
Who?
_________________________

Independent Care Waiver
Who?
_________________________

NOW Waiver


Who?
_________________________

Mental Retardation Waiver
Who?
_________________________

Family Medicaid

Who?
_________________________

PeachCare


Who?
_________________________

SOURCE


Who?
_________________________

Food stamps


Who?
_________________________

Amount?  




Housing subsidy

Who?
_________________________

Amount?  




2.
List any other form or type of government assistance/benefits that the prospective client receives or has applied for?__________________________________________________________________​​​​​​​​____

3.
List any type of government assistance/benefits which the prospective client or other member of the household received or for which an application was made that was denied, terminated, or reduced (please include the date of notice of adverse determination): __________________________________________


_____________________________________________________________________________________
Case Intake Section 3: Special Needs


1.
Does the prospective client need assistance with any of his/her activities of daily living (ADLs)


 
(check all that apply):



 Eating


  Grooming

  Dressing

  Toileting

 

 Bathing

  Ambulating

  Transferring

  Oversight/supervision


Other (please specify)_______________________________________________________________________

2.
Who is the primary caregiver for the perspective client? (Please circle one.)


Self
spouse
     parent      son       daughter       private caregiver      care facility     









Other (specify):
_________________________________________________

Case Intake Section 4: Financial Circumstances of Injured Person


1.
Prospective Client’s Employer:___________________
Retirement date:___/___/___



Is the prospective client a veteran?



 Yes

 No

2.
Spouse’s Employer:__________________________
Retirement date:___/___/___



Is the prospective client’s spouse a veteran?


 Yes

 No


3.
Is the prospective client in a health care facility?


 Yes

 No



If yes, name of facility:
___________________________________________________________


Address:
______________________________________________________


Type of facility:

_________________________________



Level of care:

_________________________________



Date of admission:

_________________________________

Source of funding/reimbursement:
_________________________________


4.
Is spouse currently in a health care facility:



 Yes

 No



If yes, name of facility:

__________________________________



Address:

_______________________________



Type of facility:

__________________________________



Level of care:

__________________________________



Date of admission:

__________________________________

Source of funding/reimbursement:
__________________________________


5
Is anyone (other than the spouse of the prospective client) dependent upon the prospective client for support? If so, please identify the person, and provide some general information as to the reason for, and extent of, support provided.



___________________________________________________________________________________


___________________________________________________________________________________

PROPERTY

1.  
List prospective client and spouse's property with estimated fair market values in the broad categories provided. Specify how the property is held; for example, "individually by me," "jointly with __________," "by __________ in trust for __________," etc:


• 
Family residence current value, if known:
_______________________



Tax assessed value: 
_______________________



Mortgage balance:
_______________________



Year of purchase:
_______________________



Purchase price:
_______________________



How is property owned/titled?
_______________________

            • 
Other real estate



Where?
_______________________



Tax assessed value:
_______________________



Mortgage balance:
_______________________



Year of purchase:
_______________________



Purchase price:
_______________________



How is property owned/titled?
_______________________


•
Value of household furniture and furnishings
_______________________


•
Household effects of special value such as china, 
_______________________


   silver, art works, antiques, collections, etc.)


•
Car


Year:
__________


Make:
__________



Value:
__________



Loan balance:
__________



Condition: ___________________________________



                   (for example, excellent, good, or fair)



Year:
__________



Make:
__________



Value:
__________



Loan balance:
__________



Condition: ___________________________________



                   (for example, excellent, good, or fair)

             2. 
Bank savings, checking, or money market accounts owned by prospective client or his/her spouse:


Bank



Balance


________________________
Acct. No. _______________
_____________________


________________________
Acct. No. _______________
_____________________


________________________
Acct. No. _______________
_____________________


3.  Bank certificates of deposit (cds)

      Bank


Balance


       _______________________
Acct. No. _______________
_____________________
       

       ________________________
Acct. No. _______________
_____________________
                   ________________________
Acct. No. _______________
_____________________


4.  Mutual funds/Investments


Financial Institution


________________________
Acct. No. _______________
_____________________


________________________
Acct. No. _______________
_____________________


________________________
Acct. No. _______________
_____________________


5.  Stock and bonds:


_____________________


Current Value


Date of purchase:
___/___/___

_____________________


Cost:
___________



_____________________


Date of purchase:
___/___/___

_____________________


Cost:
__________

_____________________


Date of purchase:
___/___/___

_____________________


Cost:
___________


_____________________


Date of purchase:
___/___/___

_____________________


Cost:
___________
              6. Retirement Accounts ( for example, IRAs, Keoughs, 401(k) plans, annuities, etc.)


_________________________________________________________________________________________

________________________________________________________________________________________

   7. Business interests (such as limited partnership, realty trusts, ownership of closely held corporation, royalty rights, etc.)

Describe: _________________________________________________________________________________

_________________________________________________________________________________________8. Funeral/Burial


Prepaid funeral?
           Yes
           No


(If yes, please provide a copy of the pre-need funeral contract)


Burial account?
           Yes
           No


(If yes, please provide the amount held)
$______________________________________


Burial insurance?
           Yes
           No

(If yes, please provide a copy of the burial insurance)

Plot?
            Yes
            No


(If yes, please provide a copy of the deed/proof of ownership)

Headstone?
            Yes
            No

9. Other assets (other than life insurance):

________________________________________________________________________________________
________________________________________________________________________________________

10.  Life insurance
           Yes
            No


Whole or Term
Owner

Named Benef. 
Face Amount
Cash Value


____________
___________
__________
____________
__________


___________
___________
___________
___________
__________



11.   Does either the prospective client or his/her spouse expect to inherit significant property or have a power of appointment under anyone else's will or trust? 




            Yes
             No



If yes, please explain: ________________________________________________________________

12.
Please list the debts of the prospective client or of his/her spouse, if any, other than any mortgage.



To Whom?

Amount Owed or Due


______________________

______________________


______________________

______________________



______________________

______________________

13.
Is the prospective client or his/her spouse the beneficiary of any trust?





             Yes
              No
If yes, please provide a photocopy of a signed document, if available, or provide whatever information you can on the terms and conditions of the trust, identity of the current trustee, amount of principal, etc… ________________________________________________________________________________________
________________________________________________________________________________________

14.
Does the prospective client or his/her spouse have any property or income that is the subject of a legal proceeding or ownership dispute, under a lien or court order, or is otherwise inaccessible or non-marketable?




            Yes
             No



If yes, please explain: ________________________________________________________________
15.
During the last 60 months, has the prospective client or his/her spouse made any large gifts ($500 or more in value), placed any property into trust, transferred any real estate or other property for less than fair market value, or removed or added names to joint accounts? 


            Yes
            No

If yes, please provide the approximate date of gift/transfer and the reason for the gift/transfer?
__________________________________________________________________________________________________________________________________________________________________

16.
Please provide the following information regarding the monthly income of the prospective client and his/her spouse:




Injured Person
His/Her Spouse



Work Earnings
________
________


Social Security Retirement
________
________


Social Security Disability
________
________


Supplemental Security Income
________
________


Veterans' Benefits
________
________


Private Pension
________
________


Annuity/Month
________
________


Public Employment Pension

________
________


Railroad Retirement

________
________


Support from Spouse

________
________


Regular Support from Others

________
________


Unemployment Compensation

________
________


Worker's Compensation

________
________


Regular Income from Trust

________
________


Rental Income

________
________


Interest and Dividends

________
________


Other (please specify) _________________
________
________


17.
Please summarize the work history of the prospective client.


___________________________________________________________________________________

___________________________________________________________________________________

___________________________________________________________________________________

18.
Does the prospective client or his/her spouse, during the last 90 days, had substantial medical expenses, such as nursing home or hospital bills, which have not been paid and are not expected to be paid by Medicare, Medigap insurance, long-term care insurance, or other insurance? 





                                                                 Yes                          No




If yes, please provide details concerning unreimbursed medical expenses:


____________________________________________________________________________________

____________________________________________________________________________________

19.  Have any children, brothers or sisters lived with the prospective client during the last two years and provided    care giving assistance?



                                                                 Yes                           No
         If yes, please provide details concerning the living arrangements and care giving assistance provided by such      family member:____________________________________________________________________________
              __________________________________________________________________________________
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