INFORMATION NECESSARY FOR PREPARING YOUR WILL

TESTATOR/TESTATRIX:____________________________________________

ADDRESS:________________________________________________________

BIRTHDATE:_____________________________SSN:_____________________

SPOUSE:__________________________________________________________

SSN:_____________________BIRTHDATE_____________________________

CHILDREN:

NAME:__________________________________BIRTHDATE______________

SSN:___________________ADDRESS:_________________________________

NAME:__________________________________BIRTHDATE______________

SSN:___________________ADDRESS:_________________________________

NAME:__________________________________BIRTHDATE______________

SSN:___________________ADDRESS:_________________________________

NAME:__________________________________BIRTHDATE:______________

SSN:___________________ADDRESS:_________________________________

EXECTOR/EXECUTRIX:____________________________________________

ADDRESS, IF DIFFERENT___________________________________________

SSN:________________________________BIRTHDATE__________________

ALTERNATE:______________________________________________________

ADDRESS:________________________________________________________

DO YOU WANT A TRUST?__________IF SO, UNTIL WHAT AGE_________

TRUSTEE:________________________________________________________

ADDRESS:________________________________________________________

ALTERNATE TRUSTEE:____________________________________________

ADDRESS:________________________________________________________

GUARDIAN:_______________________________________________________

ADDRESS:________________________________________________________

ALTERNATE:______________________________________________________

ADDRESS:________________________________________________________

SPECIAL BEQUESTS:_______________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

__________________________________________________________________

CHOOSE FROM THE FOLLOWING:

________ STATUTORY DURABLE POWER OF ATTORNEY



(ACTIVATED BY DISABILITY OR IMMEDIATE)

________ DURABLE POWER OF ATTORNEY (HEALTH CARE)

________ DIRECTIVE TO PHYSICIANS

