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A Limited Liability Law Company

ESTATE PLANNING CLIENT INTAKE CHECKLIST

CLIENT INFORMATION

Client's Full Legal Name: 									   
                                
Spouse's Full Legal Name: 									

Street Address: 										

City, State, and Zip: _______________________________________________________                                                          
                                              
Telephone:  __________________ 

E-Mail:											

Marital status:   		                    
                                                             
Do you have a power of attorney? ______   Do you have an advance health-care directive? ______  POLST? ______          

FAMILY INFORMATION

Please list the legal names and birthdays of all of your children, and whether they have children of their own.  Please also include the names of any deceased children and whether they had any children.

Children				Date of Birth	    
																																				

ESTATE PLANNING INFORMATION

A General Durable Power of Attorney authorizes someone to act on your behalf for financial decisions during your lifetime.  Who would you like to act on your behalf to make financial decisions? 

Legal name				Relationship		   State of Residence

1. 												 

2. 												 

3. 												 

Would you like to have co-agents?  If so, would you like them to act jointly or have the ability to act separately?  ___________________________________________________

Do you want this power of attorney to become effective upon your incompetency or upon signing?  ________________________________________________________________

Do you have an existing power of attorney?    ________   Please note that this document does not revoke prior documents, and you must sign and notarize a separate document.

An Advance Health-Care Directive is a document in which you specify a health-care agent and for how long you would like life support and artificial nutrition and hydration continued under certain circumstances.  

Who would you like to act on your behalf to make medical decisions? 

Legal name				Relationship		   State of Residence

1. 												 

2. 												 

3. 												 

Would you like to have co-agents?  If so, would you like them to act jointly or have the ability to act separately?  ___________________________________________________

[bookmark: _GoBack]Do you have an existing advance health-care directive?    ________   Please note that this document does not revoke prior documents, and you must sign and notarize a separate document.

I hereby represent to KIMBERLY KOIDE IWAO, LLLC, A LIMITED LIABILITY LAW COMPANY, that the information contained in this intake form is accurate and complete, and I understand the law firm will rely on this information. I understand if the information contained herein is inaccurate or incomplete, the recommendations made by the law firm may not be appropriate. 

________________________________
[CLIENT NAME]
TELEPHONE: (808) 975-9577◾EMAIL: kimberly@kkilaw.com
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