SCOTT MURRAY & ASSOCIATES, P.C.
1030 Powers Place
Alpharetta, Georgia  30009
Tel: (770) 754-1718
Fax: (770) 754-6060
scott@SMAlegal.com

SIMPLE ESTATE PLANNING QUESTIONNAIRE (NO TAX PLANNING)

	Date:  ____________  Referred by: __________________________
	Name of Legal Plan _______ Member ID #:   __________________ 

1. Full Name:  ______________________________________________  D.O.B.  __________________
			(please include first, middle and last name)
2.	Address:    _____________________________________________________	County:   ____________
			(street, city, state, zip)
3.	Telephone Number: 	___________________
[bookmark: _Hlk486850393]	E-Mail:  ________________________________

4.	Children (full names and dates of birth): 
	Name: ____________________________________________ Date of Birth:  ______________________________
	Name: ____________________________________________ Date of Birth:  ______________________________
	Name: ____________________________________________ Date of Birth:  ______________________________
	Name: ____________________________________________ Date of Birth:  ______________________________

5.	If you have a Will, please give date signed, county/state where executed: __________________________________
6.	Do you currently have a separate trust in existence, such as a living trust? _______________

7.	Specific burial requests:  Buried ________ Cremated ________ Undecided ________

8.	Distribution of Property/Assets: (Please note that (i) accounts with beneficiary designations override the gifting language in your will (ii) property owned jointly typically is given to the surviving joint owner)

	Rank the choices below in the order you want your property to be distributed or given:
	_______	Children 		Other _______________________
	_______	Grandchildren 		Other _______________________
	_______	Surviving Children 	Other _______________________
	_______	Other _______________________________________________

9.	Specific or charitable gifts (include name and relationship, and description of item):
	____________________________________________________________________________________________

10.	Guardian of Minor Children: (If both parents are deceased, the guardian will be responsible for raising your children. The guardian will need to appear in court, so the ability of your guardian to travel to Georgia may be a consideration.)
	Guardian 			Name: ________________________ Relationship:  __________
	Alternate Guardian 		Name: ________________________ Relationship:  __________

11.	Executor: (The executor is responsible for carrying out the provisions in the will. The executor will need to appear in court, so the ability of your executor to travel to Georgia may be a consideration.)
	Executor (administers estate):			Name: ________________________ Relationship:  __________
	Alternate Executor:				Name: ________________________ Relationship:  __________

12.	Do you want a Trust for children (to provide for their health, support, and education)? 		 ___________
a. Trustee (administers trust):		Name: ________________________ Relationship:  __________
b. Alternate Trustee  			Name: ________________________ Relationship:  __________
	c.	Distributions (e.g., 1/3 at age 25, 28 and 30; or all at age 25):  ___________________________________


[bookmark: _Hlk486507488]FINANCIAL POWER OF ATTORNEY - QUESTIONNAIRE

(A financial power of attorney grants your agent the authority to manage your financial matters, such as real estate, bank accounts and taxes. The financial power of attorney will remain in effect even if you are incapacitated.)

1.	Agent:			Name:  __________________________________________  Relationship:  ___________
		Address:  	  _______________________________________________________________________
		Telephone Numbers: 	_________________________________________________________________
		E-Mail Address:  _______________________________________________________________________
2.	Successor Agent:	Name:  __________________________________________  Relationship:  ___________
		Address:  	  _______________________________________________________________________
		Telephone Numbers: 	_________________________________________________________________
		E-Mail Address:  _______________________________________________________________________
4.	When can your agent manage your financial matters?	Immediately ____	 Upon Incapacity ____


ADVANCE DIRECTIVE FOR HEALTH CARE - QUESTIONNAIRE

(The Advance Directive for Health Care grants your agent the authority to make health care decisions on your behalf and provides treatment guidance to your health care agent if you are in an end-of-life condition.)

1.	Agent:			Name:  __________________________________________  Relationship:  ___________
		Address:  	  _______________________________________________________________________
		Telephone Numbers: 	_________________________________________________________________
		E-Mail Address:  _______________________________________________________________________
2.	Successor Agent:	Name:  __________________________________________  Relationship:  ___________
		Address:  	  _______________________________________________________________________
		Telephone Numbers: 	_________________________________________________________________
		E-Mail Address:  _______________________________________________________________________

3.	After my death, the Agent has authority to authorize:		     Yes 			      No
	a.	Autopsy						_________		_________
	b.	Organ Donation						_________		_________
	c.	My body to be used in a medical study program 		_________		_________

4.	Guidance to your agent if you are in either of the following end of life conditions:
· Terminal condition (an incurable or irreversible condition that will result in death in a relatively short period of time; typically kept alive by artificial means)
· Permanent unconsciousness (an incurable or irreversible condition; you are not aware of yourself or your environment and show no behavioral response to your environment; typically kept alive by artificial means)

If you have suffered either of the situations above, please provide the following treatment (choose a., b. or c.).
a. _____	Extend my life for as long as possible, using all medications, or medical procedures 
b. _____	Allow my natural death to occur. I do not want any medications, medical procedures nutrition or 	fluids by tube except as needed to provide pain medication
c. _____	I do not want any medications, machines, or other medical procedures, except as follows (please 	select any or all of i. through iv.):
	i. _____ nutrition by tube or other means 	iii. _____ fluids by tube or other means
	ii. _____ I want to have a ventilator		iv. _____ I want CPR used

5.	Special instructions (e.g. personal and religious values about treatment; preferences regarding medications to fight infection, surgery, amputation, blood transfusion, or kidney dialysis, etc):
	__________________________________________________________________________________________




STANDBY GUARDIANSHIP – QUESTIONNAIRE
(For minor children – not covered by ARAG)

(A Standby Guardian is someone who can temporarily act as guardian for your children if you are living, but unable to care for your children.)
[bookmark: _Hlk486850521]
1. Name of Standby Guardian: ___________________________________________  Relationship:  ______________
		Address:  ____________________________________________________ County: __________________
		Telephone Numbers: 	 _________________________________________________________________
		E-Mail Address:  _______________________________________________________________________

2. Name of Alternate Standby Guardian: ___________________________________  Relationship:  ______________
		Address:  ____________________________________________________ County: __________________
		Telephone Numbers: 	 _________________________________________________________________
		E-Mail Address:  _______________________________________________________________________

3. If Non-Custodial Parent is not named as Standby Guardian, then complete the following: 
a. Name of Non-Custodial Parent: __________________________________________________________
b. Address:  ___________________________________________________  County ____________________
c. Check applicable:
_____ is deceased		_____ parental rights have been terminated
_____ cannot be found		_____ consents to the appointment


MEDICAL AUTHORIZATION - QUESTIONNAIRE
(For minor children – not covered by ARAG)

(A Medical Authorization allows someone other than you to make medical decisions for your child if you are not available or cannot be reached.)

1. Name of Agent: _____________________________________________________ Relationship:  _____________
		Address:  ____________________________________________________ County:  _________________
		Telephone Numbers: 	_________________________________________________________________
		E-Mail Address: ________________________________________________________________________

2. Name of Alternate Agent: ______________________________________________ Relationship:  _____________
		Address:  ____________________________________________________ County:  _________________
		Telephone Numbers: 	_________________________________________________________________
		E-Mail Address: ________________________________________________________________________
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