Self-Settled Special Needs Trusts (d4A Trusts) Questionnaire
This form is extremely important.  Your accuracy and completeness in responding will help me represent you. 
A.  CONTACT PERSON
Name_________________________________________________________________________
Address_______________________________________________________________________
City_______________________________________ State______________ Zip_____________
Home Phone No.____________________________ Business Phone No.___________________
E-Mail Address_____________________________ Fax No._____________________________
B.  PERSONAL INFORMATION ABOUT DISABLED PERSON
Name_________________________________________________________________________
Address_______________________________________________________________________
City_______________________________________ State______________ Zip_____________
Phone No.__________________________________ Social Security No.___________________
Birth Date__________________________________ Gender:
 Male

  Female

C.  MISCELLANEOUS INFORMATION
1.
Is the disabled person living at home or in an institution?
 Home 
  Institution

If in an institution, please list:

Name of Institution

Address_________________________________________________________________
City___________________________________ State_____________ Zip____________
Telephone No.____________________________________________________________
Name of Contact Person____________________________________________________
2.
If the disabled person is living with either of his/her parents, what is the marital status of the disabled person's parents?________________________________________________
3.
Is the disabled person a U.S. citizen?  
 Yes

 No

4.
If the disabled person is not a U.S. citizen, is he/she a qualified alien?  



 Yes

 No

 Don't Know

5.
Has a guardian been appointed for the disabled person?
 Yes

 No

If so, please list:

Name of Guardian_________________________________________________________
Address_________________________________________________________________
City___________________________________ State_____________ Zip____________
Telephone No.____________________________________________________________
If so, please attach court orders, guardianship letters, and relative pleadings.

D.
PERSONAL INJURY ATTORNEY
Name of Attorney_________________________________________________________
Address_________________________________________________________________
City___________________________________ State_____________ Zip____________
Telephone No.__________________________ Fax No.__________________________
E.
INSURANCE COMPANIES
(1)
 Health
 Auto

 Other

Name of Company__________________________________________________
Address___________________________________________________________
City_______________________________ State___________ Zip____________
Telephone No.______________________ Fax No._________________________
Name of Contact Person______________________________________________
Name of Policyowner________________________________________________
(2)
 Health
 Auto

 Other

Name of Company__________________________________________________

Address___________________________________________________________
City_______________________________ State___________ Zip____________
Telephone No.______________________ Fax No._________________________
Name of Contact Person______________________________________________
Name of Policyowner________________________________________________
F.
RIGHT OF SUBROGATION?

 Yes

 No

G.
TRUSTEES
Name of Initial Trustee___________________________________________________________
Address_______________________________________________________________________
City_________________________________________ State_____________ Zip____________
Telephone No.________________________________ Fax No.___________________________
Name of Alternate Trustee________________________________________________________
Address_______________________________________________________________________
City_________________________________________ State_____________ Zip____________
Telephone No.________________________________ Fax No.___________________________
Name of Second Alternate Trustee__________________________________________________
Address_______________________________________________________________________
City_________________________________________ State_____________ Zip____________
Telephone No.________________________________ Fax No.___________________________
H.
BACKGROUND OF INJURY
1.
What was the date of the injury and how did it occur?

2.
Describe the nature and extent of the injuries.

3.
Describe the disabled person's current physical, mental, and emotional condition.

4.
Where does the disabled person live and with whom?

5.
What type of medical services is the disabled person receiving?

6.
What type of social services is the disabled person receiving?

7.
What is the disabled person's prognosis? 

8.
Where will the disabled person likely reside in the future?

9.
Will nursing home care probably be required?  
 Yes 
 No

10.
What is the disabled person's life expectancy?

11.
Who are the disabled person's present caregivers?  Please describe them.

11.1.
From whom is the disabled person receiving home health care?





 Agency

 Family Members

11.2.
If from an agency, please list:





Name of Agency________________________________________
Address_______________________________________________
City_______________________ State__________ Zip_________
Telephone No.______________ Fax No._____________________
Name of Contact Person__________________________________
11.3.
If the disabled person is receiving care from family members, please list the following:

Name of Family Member_________________________________
Address_______________________________________________
City_______________________ State__________ Zip_________
Telephone No.__________________________________________
Is the family member a certified health-care provider?






 Yes  

 No

12.
Is the disabled person mentally competent?

 Yes

 No

13.
Does the disabled person have other significant health conditions (related or not)? 




 Yes

 No

If yes, please attach a copy of pertinent past history.

14.
Please attach any accident reports.

15.
Please attach any medical reports of the disabled person relating to the accident.  Be sure to include the following:




•
Discharge summary from original hospital.

•
Report from a medical examination at the time of the diagnosis or injury.

•
Report of the most recent medical examination by a physician, preferably within six months.


•
Reports of significant hospitalization, surgeries, or rehabilitation from the date of the accident.
I.
THE PLAINTIFFS
1.
Is there more than one plaintiff?
 Yes

 No

If so, who are they?

2.
What is the nature of their claims?

3.
What are their damages?

4.
If the plaintiff is a parent, does he or she have reimbursable costs?   




 Yes

 No

If so, for what?

5.
Who is the tortfeasor?

Is there a qualified assignment?  
 Yes

 No

J.
THE SETTLEMENT
1.
How much is the overall settlement or judgment?

2.
What are the costs?

3.
What is the contingency fee?

4.
Are fees owed to more than one lawyer?  

 Yes

 No

5.
Will there be any attorney liens filed in the case?
 Yes

 No

6.
Will the amount of the settlement or judgment make the Plaintiff whole or will Plaintiff's injuries be permanent?

7.
Is the settlement:




a lump sum?



 Yes
  No 



a structured settlement?

 Yes
  No 

8.
If there is no settlement, is there an offer?
 Yes
 No 

If yes, how much is the offer?

What does plaintiff's attorney realistically think the case is worth?

9.
How much of the settlement is allocated to medical claims of the disabled person?

10.
What is the allocation of that portion of the settlement not allocated to medical claims of the disabled person?

11.
Has a life care plan been prepared for the disabled person?      Yes
 No

If yes, please attach a copy of any plan prepared for plaintiff's counsel and a copy of any plan prepared for the defense.

K.
MEDICAID LIENS, MEDICARE CLAIMS, AND SUBROGATION CLAIMS
1.
Was the plaintiff receiving Medicaid at any time since the accident?   





 Yes

 No

2.
Is there a Medicaid lien? 
 Yes
 
 No

If so, how much is the Medicaid lien?

3.
Has Medicaid been notified of the commencement of the action or of the proposed settlement, arbitration award, or jury verdict?
 Yes

 No

If so, please attach a copy of the notice.

4.
Has the Medicaid lien already been negotiated?
 Yes

 No

Have any releases been signed?


 Yes

 No

5.
Was the plaintiff receiving Medicare at any time since the accident?




 Yes

 No

6.
Is there a Medicare claim?
 Yes

 No

If so, how much is the claim?

7.
Has Medicare been notified of the commencement of the action or of the proposed settlement, arbitration award, or jury verdict?
 Yes

 No 

If so, please attach a copy of the notice.

8.
Has the Medicare claim already been negotiated? 










 Yes

 No

Have any releases been signed?


 Yes

 No

9.
Has Plaintiff received any benefits from worker's compensation?




 Yes

 No 

If yes:

Name of Carrier____________________________________________________
Address___________________________________________________________
City_______________________________ State__________ Zip_____________
Telephone No.______________________ Fax No._________________________
Name of Contact Person______________________________________________
10.
Are there any insurance subrogation claims in the case?
 Yes

 No

If yes, please describe the nature and extent of the subrogation claim.

11.
Has the disabled person received any other government benefits?
 Yes    No 

If yes, please describe the benefits.
12.
Has the disabled person ever received Medicaid in any other state?   Yes    No

If yes, please list the states in which Medicaid benefits were paid.
L.
COURT PROCEEDINGS
1.
Do you believe court approval of the settlement is necessary?
 Yes    No

If not, why not?

2.
Assuming court approval is necessary, who are the interested parties?  What are their names and addresses?

Name_____________________________________________________________
Address___________________________________________________________
City_________________________________ State__________ Zip___________
Name_____________________________________________________________
Address___________________________________________________________
City_________________________________ State__________ Zip___________
Name_____________________________________________________________
Address___________________________________________________________
City_________________________________ State__________ Zip___________
3.
Who signed the engagement agreement with the plaintiff's counsel?

4.
In which court is the proceeding pending?

5.
What is the docket number of the case?

6.
Who is the presiding judge?

M.
PUBLIC BENEFITS
1.
Is anyone in the disabled person's household or immediate family receiving public benefits?
 Yes

 No

Who?

2.
What public benefits are family or household members receiving?

3.
What public benefits is the disabled person receiving? (Please list all public benefits:  Medicaid, Special Waiver Programs, SSI, SSD, Workers' Comp, Medicare, etc.)

4.
Is it likely the disabled person will require public benefits in the future?




 Yes

 No

If yes, why?

5.
Does the disabled person have any income?  
 Yes

 No

From what source?


6.
Has the disabled person made an application for public benefits that is still pending?
 Yes

 No

7.
Has the disabled person ever received public benefits (other than Medicaid) in any other state?  
 Yes

 No 

If yes, list the states in which benefits were paid and the nature of the benefit.

N.
EXPECTATIONS OF THE DISABLED PERSON
1.
What does the disabled person hope to achieve with this settlement?

2.
What kinds of services does the disabled person now need that the plaintiff is not receiving?

3.
What kinds of equipment or personal property does the disabled person hope to purchase with this settlement?

4.
Where would the disabled person like to be in two years?

5.
If the disabled person is living with parents or a spouse, what kinds of equipment, personal property, or renovations would the parents or spouse like to see result from this settlement?

O.
ESTATE PLANNING
1.
Does the disabled person presently have any estate planning documents (wills, trusts, powers of attorney)?

 Yes

 No

If yes, please attach copies.

2.
Do the parents or spouse have any estate planning documents?
 Yes
   No

If yes, please attach copies.

P.
WHO IS THE CLIENT?
1.
Who will be the client of Hoyle Law, LLC?



Counsel?


Yes

 No 



Disabled Person?

Yes

 No 

2.
Will the fees of Hoyle Law, LLC be carried as a cost?
 Yes  No

3.
Who is the guarantor of the fees of Hoyle Law, LLC?
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