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Personal
Information



Personql
Information

INAITIC: ..oviieenienninenrennsennansions e SO M i (A U R " ....
/216 (8 | SR CHr . PTPUUTUURRTUUINNRE e on . ol Beedle.
Cilny e e SLALE: ...cccrrernnenosssei. AT 7Z, T s SRS COPOI OO

2o ) 010 £ T U PP PUUPPPPPR
Birthday: .......ccoooeeeeiieeee Place of Birth: ..........ccoeeiiiiiiii,

(010725 0] 011 o LS URUUSRURURRPRRRP
Father's NAME: ....ccc.eiiiiieee e e e et e e e e tb e e e e e araeeeeesassaaeeeas
MOTNEI'S INAIMIE: ..eiiiiiiiieeeeeee ettt e e e e et e e e e e e e e ataaaeaeeeeeeeeasrsaeeeeas

(01 o) 1 o V=L TR
Identification Information

Nickname: .......coooeeeeeeiiiiiieeeee e Blood Type: ...coooeeveviivnvivnvivvvevveeeeeeee,
Height: ..ooveeeeee, WEIGNL: ..

Eye color: ........cooeveeeennnnnnn. Hair color: .....oovvveeeeeee SKin tone: ....cccoevvvvvvvrrrrrnnnnneee.

Identifying Features



Personql
Information

Marital Information

Marital Status: Single Married Widowed Divorced Separated
Date of Marriage:.........cooeevvvveeeeeeeeeecccrreeeene.. Place of Marriage: ......ccccceeeeeeeeeecccnnnennnn...
L0411 .. | State: i ... 00 ... A ZID: oo

Spouse/Partner Information

SPoUSE / PartNer NAIME: .......c..uuviiiiiiiiieeeeeee e e e e eeeaaaa e e e e e e e aanes
Date of Birth: ........cccoovviiiiiiiiiiiiieeee, Phone: .....ooooiii e,
e 0 ) (T PSS
CltY: v State: .o ZIP: coeeeeeeeeeeeeeeeeeeeeeeeeeen
Agreements (If aPPLICADIE): ......cooeeeeee e

N O S, ittt et e et e e e e e e e e e e e e e e e e e e e e e ae s aeeaaeaae e s e eaneannsannsansensensennsenasennsenasenneenns

Tax Information

TaAX ID NUINIDET: oottt e e e e e eaees
Social SECUTItY NUMDET: .........ooiiiiiiiiiiiee et e rr e e e aaeee s
YN o6 ] U1 01721 o\ £ RO

Pension Number: ...............cooiiiiiiiiiiii, Tax Agent: ....ccooeeeeeeennnniiniriireeeeeeeeeeeeeeeee

Employment Information
IDive)o) (o) i CHUUUUURRRR
POSItION: ......cc.ccvvereern. oiom. o0 o ST EREDIEET .................o0eeeeeennnnneriennans
Phone: ...................c S RTINS ... q50ccsssh sateeenens
Address: .........ceeeeeiinnciin... o0 e SRS SOEL. ... ... ..o cd0ec RRRRNNL . ...
OV a U, STAlc N ZiD:g W ...



Child Information

BIFSE NAME: ............0000n00ueennnnsnts SN RNRRRRRRRRRORRY, |
EastIName: .................... 500 SSCUSEETERIEESI R
Date of BIfhi: .............. 000 e o o en s TSN T
Phome .5 S 5 ............ ...
Address: ... o0 I e citeaee e ineas e
(3113 State: T lnic...... .
ZAD: creeeeeeeeeeeerreisresirasannsennnnnsss SETSUNRUNRRRRNIN | o0 S80S

First Name: ......ooooooiiiiiiniiiie e
Last Name: .....oooovviiiiiiiieeeeeeeeeeeee
Date of Birth: ......cocciiiiiiiiieieeeeeeee e
Phone: ...
AdAIESS: ...t
CltY: e, State: ..o,
D oo a e

First Name: ..ol .. /e emes Sl . ..eeeeeeeranenens
Last Name: ......ccccviveeieeeeeianonn. SN 8 ... .....
Date of Birth: ..................... .S
Phone: .......coocieieeiiveneennee. . uunn. AR
Address: ........ooeeeereenee. SR, ..o o SR
L0417 T State: . SIS
ZAD: ceveeeeeeeeeeererrnnnnnnnnenssonsssstun e

Child Recent Photo

Child Recent Photo

Child Recent Photo




Home Information

Address People who live here

Mortgage Details

MOTTZAGE WIN: ...eeiiiiiiiee e e e e et e e e e e e e aaa e e e e e e e e e e eeaannees
TYPE Of MOTTGAGE: ...evvveiiiieeeeeeeeeeeeee e
MOTEGAZE SLATT AATE: .ooeeiieieeiiii e r e e e e e e e e e e e aaeaaaeaaeeeeas
MOTtEAgE ENA ATE: ..o aaaaaaaaaaa e
) 5 0 LSS
TYDE Of PIOPEILY: .ttt ettt et et aaeeeeeneees
BUILE AATE: ..eiiiiieiiee ettt e e et e e e et e e e e e e abbeeeeennbaeeeeennraeeas
ABE OF PIOPEILY: ... e e e e e et e e e e e e e e e etaaaaeeaeeeeeeeaannees

Home Improvement Plans




Home Insurance
Information

Insurance Covers

Rates/Cost

Insurance Company Information
Home INSUrance COMPANY: .......uuuuuuruuriiriiiiiiiieriereeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeennnnnes
CoNACt NUIMDET: ....ooiiiiiiiieee e et e e e e e et a e e e e e e e e e e naaaans

POlicy NUMDET: .......vvveininivne. I . o .........cccoiursnrsunsanssnsssnnnssssssmmssraanananns

Date of Claim Description of Claim Date Paid Completed




Car Insurance
Information

Details
Make: Model:
Year: VIN:
Agent Name: Phone:
Email: Start Date:
Company: Policy #:
Make a Claim:
Notes:

Details
Make: Model:
Year: VIN:
Agent Name: Phone:
Email: Start Date:
Company: Policy #:

Make a Claim:

Notes:




Health Insurance
Information

Details
Insured Person:
Company: Address:
City: State: ZIP:
Agent Name: Phone:
Email: Start Date:
Policy #:
Health Coverage:
Dental Coverage:
Vision Coverage:
RX: Deductible:

Notes:




Life Insurance
Information

Details
Insured Person:
Beneficiary:
Benefit:
Company: Policy #:
Address:
City: State: Zip:
Agent Name: Phone:
Email: Start Date:

Notes




Other Insurance Information

Details
Insurance Type:
Company: Policy #:
Agent Name: Phone:
Email: Start Date:
Deductible: Other:
Make a Claim:
Notes

Details
Insurance Type:
Company: Policy #:
Agent Name: Phone:
Email: Start Date:
Deductible: Other:

Make a Claim:

Notes




Pet Information

General Information

Gemler: ... e TN . .............. 0 WIS e s, SRR SO
Date of Birth: ......ccooovviiiiiiieeee, Age adopted: ......ccovviiiieeiiieeeeee e,

SPECIAL MATKINIES: ...vvvvviiiiiiiiiiiieiiieeeeeeeeeee ettt e e e e e et e e e e e e e aaaaasaasssaasesaeeeees

Care Information
B OO oo,

FEedING INFO: ...eviiiiicee et e et esarre e e e araee s
HYGIENE INTO: ... e e e e e e e e e e e e e e e e e e e aannanes
(€ (070)1 0 1) NSRS Phone: ..o
AlLBTGIES: ..o e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e eeeaeeannanen

Pedigree information / CErtifiCates: ............oooiiiiiiiiiiiiiiie e

Breed/Seller Information

NAME: ..cooveeerrieieneerenenernens e o
AAress: ....ooeeeeeiivenernnnerens innnon PRI L eeereneerenenees



My Belongings

Below is the list of the belongings and who I wish for these to pass onto.

Item To Be Given Away To




Locate My Belongings

Below is the information on how to find my belongings.

[tem Location




Medical
Information



Medical Contact List

Name:

Specialty:

Phone 1:

Phone 2:

Email:

Address:

Notes

Name:

Specialty:

Phone 1:

Phone 2:

Email:

Address:

Notes

Name:

Specialty:

Phone 1:

Phone 2:

Email:

Address:

Notes




Emergency Contact List

Family Member

Name:

Address:

Phone:

Email:

Family Member

Name:

Address:

Phone:

Email:

Family Member

Name:

Address:

Phone:

Email:

Family Member

Name:

Address:

Phone:

Email:

Name:

Address:

Phone:

Email:

Name:

Address:

Phone:

Email:

Name:

Address:

Phone:

Email:

Name:

Address:

Phone:

Email:

Family Member

Family Member

Family Member

Family Member




Insurance

Insurance Company:

Plan Type:

Group:

Phone Number:

Username:

Insurance Company:

Plan Type:

Group:

Phone Number:

Username:

Insurance Company:

Plan Type:

Group:

Phone Number:

Username:

Insurance Company:

Plan Type:

Group:

Phone Number:

Username:

Information

Policy Holder:

ID Number:

Website:

Password:

Policy Holder:

ID Number:

Website:

Password:

Policy Holder:

ID Number:

Website:

Password:

Policy Holder:

ID Number:

Website:

Password:




Hospital Information

Address:

Specialty:

Phone Number:

Patient Portal Website:

Username:

Hospital Name:

Address:

Specialty:

Phone Number:

Patient Portal Website:

Username:

Hospital Name:

Address:

Specialty:

Phone Number:

Patient Portal Website:

Username:




Pharmacy Information

Name:

Phone:

Website:

Username:

Password:

Location:

Name:

Phone:

Website:

Username:

Password:

Location:

Name:

Phone:

Website:

Username:

Password:

Location:




Health Providers

Provider:
Name:

Provider For:

Type of Care:

Phone:

Email:

Address:

Notes:

Provider:
Name:

Provider For:

Type of Care:

Phone:

Email:

Address:

Notes:

Provider:
Name:

Provider For:

Type of Care:

Phone:

Email:

Address:

Notes:




Personal Medical History

Date of Birth: Blood Type:

Primary Doctor: Contact:

Chronic Illnesses/Diseases/Conditions

Allergies

Allergy Notes Medication Required




Serious lliness/In jury History

Date Description Notes Medication Required




Personal Health History

Primary Health Care Provider

Name of Doctor:

Phone:
Address:
Personal Health History
Acid Reflux Fractures Mental Illness
Alcohol Addiction Gallstones Migraines
Allergy Problems Glaucoma MRSA
Anemia Gout Osteoporosis
Anxiety Headaches Skin Infections
Recurrent UTI

Artery / Vein Problems Hearing Impairment

PTSD

Seizures

STD’s

Sleep Apnea

Stoke

TB

Thyroid Disease

Vision Impairment

Arthritis Heart Attack
Asthma Heart Disease
Autoimmune Disease Heart Valve Problems
Bipolar Disorder Hepatitis A
Bladder Irritability Hepatitis B
Bleeding Problems Hepatitis C
Blood Clots Hernia
Cancer High Blood Pressure
Cataracts High Cholesterol
HIV

Colitis / Crohns

Chronic Pain Irritable Bowel

Depression Kidney Disease
Diabetes Kidney Stones
Drug Addiction Liver Disease

Esophagitis, ulcers Lung Disease




Family Medical History

F = Father M = Mother GP = Grandparents S= Siblings

F|I|M|GP| S F|M|GP
Acid Reflux Hepatitis A
Alcohol Addiction Hepatitis B
Allergy Problems Hepatitis C
Anemia Hernia
Anxiety High Blood Pressure
Artery / Vein Problems High Cholesterol
Arthritis HIV
Asthma Irritable Bowel

Autoimmune Disease Kidney Disease

Bipolar Disorder Kidney Stones

Bladder Irritability Liver Disease

Lung Disease

Bleeding Problems
Blood Clots Mental Illness
Cancer Migraines
Cataracts MRSA
Colitis / Crohns Osteoporosis
Chronic Pain Skin Infections
Depression Recurrent UTI
Diabetes PTSD
Drug Addiction Seizures
Esophagitis, ulcers STD’s
Fractures Sleep Apnea
Gallstones Stoke
Glaucoma TB
Gout Thyroid Disease
Headaches Vision Impairment

Hearing Impairment

Heart Attack

Heart Disease

Heart Valve Problems




Medical Appointment Planner

Doctor: Date & Time:

Contact: Location:

Reason for Visit

Prescription

Question/Notes

Next Appointment




Doctor Visits

Date

Doctor

Visit Description

Medication




Doctor Notes

Date & Time:

Reason for

Consultation

Duration

Communication

Method

Points Discussed

To Do




Medication Tracker

Medication Name Date Time M T|F S

Instructions/Precautions/Adverse Reactions




nlLo

Medicatio

e Time Medicatio

Done

Notes




Medication Spending Record

Date Amount Description




Medical Expenses

Date

Description

EXPENSES

Total

Insurance

Out of
Pocket

Balance




Vaccine Record

Amount Description




Surgical History

Procedure Date

Facility Physician

Reason for Procedure

Notes After Surgery




Lab Results Tracker

Date Test Type Results Follow-up




Lab Results Tracker

Test Type:

Date:

Provider:

Results:

Test Type:

Date:

Provider:

Results:

Test Type:

Date:

Provider:

Results:




Medical Notes




Radiology Log

Date

Radiology
Request

Reasons

Ordered By

Finding/s




Financial
Matters



Account Tracker

Account 1

Name of Account:

Account Number:

Financial Institution:

Account Type: Routing/Transit #:

Card Number:

Notes:

Account 2

Name of Account:

Account Number:

Financial Institution:

Account Type: Routing/Transit #:

Card Number:

Notes:

Account 3

Name of Account:

Account Number:

Financial Institution:

Account Type: Routing/Transit #:

Card Number:

Notes:




Credit Card Info

Credit Card

Credit Card Number:

Due Date:

Card Number:

Account Number:

Minimum Payment:

Benefits/Rewards:
Pay Via: Q Mail Q Auto Pay Q Online-Website
Username: Password:
Pay Address:
City: ZIP:
Monthly Payment:
Credit Card
Credit Card Number: Due Date:
Card Number:
Account Number: Minimum Payment:
Benefits/Rewards:
Pay Via: (O Mail (O Auto Pay () Online-Website
Username: Password:
Pay Address:
City: ZIP:

Monthly Payment:




Investment Info

Investment Account Number 1

Account Type:

Custodian: Account Number:

Advisor:

Phone:

Website:

Username: Password:

Investment Account Number 2

Account Type:

Custodian: Account Number:

Advisor:

Phone:

Website:

Username: Password:

Investment Account Number 3

Account Type:

Custodian: Account Number:

Advisor:

Phone:

Website:

Username: Password:




Jewelry And Collectibles

Description Year Serial Number Recipient




Retirement Account Info

Account Details

COMPANY:

TYPE OF RETIREMENT:

ACCOUNT / WEBSITE:

ACCOUNT NUMBER:

USERNAME: PASSWORD:

CURRENT VALUE:

NOTES:

Account Details

COMPANY:

TYPE OF RETIREMENT:

ACCOUNT / WEBSITE:

ACCOUNT NUMBER:

USERNAME: PASSWORD:

CURRENT VALUE:

NOTES:




Retirement Tracker

Company: Type of Retirement:

Retirement Funds

Date Contributions Balance Notes




Monthly Income

Date

Category

Description

Amount




Monthly Expense

Date Category Descriptio Amount




Bill Tracker

Description Due Amount | J |FIM|A|M|J|J




Utility Expenses

Type: Day of Payment Due:

Company: Account Number:

Payment Address:

Phone: Website:

Username: Password

Current Amount: Auto Payment? Q YES Q NO
Type: Day of Payment Due:

Company: Account Number:

Payment Address:

Phone: Website:

Username: Password

Current Amount: Auto Payment? Q YES Q NO
Type: Day of Payment Due:

Company: Account Number:

Payment Address:

Phone: Website:

Username: Password

Current Amount: Auto Payment? Q YES Q NO
Type: Day of Payment Due:

Company: Account Number:

Payment Address:

Phone: Website:

Username: Password

Current Amount:

Auto Payment? Q YES




Debt Info

Creditor: Creditor:

Type of Loan: Type of Loan:

Interest Rate: Min. Payment: Interest Rate: Min. Payment:
Debt Amount: Debt Amount:

Date Today: Date Today:

Pay Off Debt By: Pay Off Debt By:

Month 1: Month 7: Month I: Month 7:
Month 2: Month 8: Month 2: Month 8:
Month 3: Month 9: Month 3: Month 9:
Month 4: Month 10: Month 4: Month 10:
Month 5: Month 11: Month 5: Month 11:
Month 6: Month 12: Month 6: Month 12:
Creditor: Creditor:

Type of Loan: Type of Loan:

Interest Rate: Min. Payment: Interest Rate: Min. Payment:
Debt Amount: Debt Amount:

Date Today: Date Today:

Pay Off Debt By: Pay Off Debt By:

Month 1: Month 7: Month I: Month 7:
Month 2: Month 8: Month 2: Month 8:
Month 3: Month 9: Month 3: Month 9:
Month 4: Month 10: Month 4: Month 10:
Month 5: Month 11: Month 5: Month 11:
Month 6: Month 12: Month 6: Month 12:




Valuables in Storage

Safety Deposit Box

Bank Name: Box Number:

Address:

City: State: ZIP:

Access Details:

Description:

Bank Name: Box Number:

Address:

City: State: ZIP:

Access Details:

Description:




Asset List

Insured?

Value

Description

Asset Type




Assets and Liabilities

Assets

Category Asset Description Value

Liabilities

Category Liability Description Value




Net Worth Tracker

Assets Liabitilities
Asset Value Liability Value
Total Assets Total Liabilities
Total Assets Total Liabilities
Net Worth:

NET WORTH = TOTAL ASSETS - TOTAL LIABILITIES

Notes




Debt Payment Tracker

Creditor: Creditor:
Account #: Account #:
Interest Rate: Interest Rate:
Minimum Payment: Minimum Payment:
Starting Balance: Starting Balance:
Due Date: Due Date:
MONTH PAID BALANCE MONTH PAID BALANCE
JAN JAN
FEB FEB
MAR MAR
APR APR
MAY MAY
JUN JUN
JUL JUL
AUG AUG
SEP SEP
OCT OCT
NOV NOV
DEC DEC




Debt Payment Tracker

Creditor:

Account Number:

Interest Rate:

Minimum Payment:

Starting Balance:

Goal Payoff Date:

Due Date:

Date Starting Balance Payment End Balance




Debt Snowball Tracker

Debt Item Debt Item Debt Item Debt Item
Starting Balance
Payment
JAN
New Balance
Payment
FEB
New Balance
Payment
MAR
New Balance
Payment
APR
New Balance
Payment
MAY
New Balance
Payment
JUN
New Balance
Payment
JUL
New Balance
Payment
AUG
New Balance
Payment
SEP
New Balance
Payment
OCT
New Balance
Payment
NOV
New Balance
Payment
DEC
New Balance




Important
Documents



Important Documents

DOCUMENTS

ID cards

Birth certificates

Marriage certificates

Death certificates

Copies of Wills, Power of Attorney, personal wishes

Immunisation records

Deeds / Titles / Mortgages Information

Immigration papers

Citizenship papers

Copies of passports, licenses, ID cards

Medicare cards

Credit cards

Drivers’ licenses

Insurance cards

Vehicle registrations, Titles

Any contracts




Access to Documents

Document Type Document Location




Master Document List

Documents Category Notes




Living Wil




Witness Acknowledgment




Notary Acknowledgment




Last Will and Testament




End of Life
Arrangements



People to Contact

Contact
Name: Relation:
Email: Phone Number:
Address:
Contact
Name: Relation:
Email: Phone Number:
Address:
Contact
Name: Relation:
Email: Phone Number:
Address:
Contact
Name: Relation:
Email: Phone Number:
Address:
Contact
Name: Relation:
Email: Phone Number:
Address:
Contact
Name: Relation:
Email: Phone Number:

Address:




Funeral Arrangements

Preferred Funeral Home

Funeral Home Name:

Contact: Phone Number:

Address:

Preferred Funeral Preferences

[ want to be : (OBurried (OCremated | Visitation with my Family: (OYes (ONo

Service at Church: Phone Number:

Graveyard Service:

Paid for: Phone:

Casket Preferences: (OOpen Casket (OClosed Casket (ONot Available
Clothing to be Selected or Collected By:

Clothing; (ONew (OExisting ONA

Jewelry to be Selected or Collected By:

Jewelry: (ONew (Existing ( )Return After Service ()Leave On for Burial ( )N/A
Hair & Makeup: OPersonal Hairdresser OMortuary Cosmetologist

Funeral Home Name: Special Service Veteran:

Flower on Casket:

Newspaper Notices:

DVD with Pictures: Music:

Reading: Gravemarker:

Funeral Expenses

Policy:

Company: Phone Number:

I Have Prepaid Funeral Expenses: ()Yes ()No (OHow Much?

Payment Method: OPrepaid Package OSaving Account OLife Insurance

OBurial Funds OFuneral Trust OFuneral Insurance

(OBurial Benefits - Approved for Pre-Need Eligibility? : (OOther:




End of Life Worksheet

Full Legal Name:

Date of Birth:

Preferred Hospital:

Attending Doctor:

Medical Power of Attorney

[ would like to designate a Medical Power of Attorney (POA) to make healthcare decisions on

my behalf if | become unable to communicate or make decisions.

Power of Attorney Name:

Relationship:

Contact:

Address:

Notes

End-of-Life Care Preferences

Preferred Location for End-of-Life Care:

Individual I Would Like to Have Present During End-of-Life Care and Death:




End of Life Directives

Last Will and Testament

Family Member:

Phone Number:

Location of Document:

Executor: Phone Number:
Prepared By: Phone Number:
Address:

Trust Agreement

Family Member:

Phone Number:

Location of Document:

Trustee: Phone Number:
Prepared By: Phone Number:
Address:

Health Care Power of Attorney

Family Member:

Phone Number:

Location of Document:

Person: Phone Number:
Prepared By: Phone Number:
Address:

Financial Care Power of Attorney

Family Member:

Phone Number:

Location of Document:

Person:

Phone Number:

Prepared By:

Phone Number:

Address:




Final Wishes Worksheet

[ would like my family and friends to know that I love them

[ would like my family and friends to know that I am now at peace

[ would like my family and friends to think of me before my illness/injury/dying

[ would like my family and friends to focus on the good times we had together

I would like my family and friends to move on and grow and change in their lives without feeling guilty at my
absence

[ would like my family and friends to make peace with my memory if they are able

I would like my family and friends to seek counseling for any lingering grief

I would like my family and friends to remember me fondly, not with sadness

[ would like my family and friends to celebrate my life, not mourn my death

[ would like my family and friends to use the inheritance and gifts [ have given them to improve themselves,
care for their families, and give back to their communities

Y O

I would like to be remembered in the following way:

I would like to be memorialized in the following way:




Final Wishes

Last Wishes Notes




Final Wishes

In the Following Ways, I Would Like to be Remembered

Recalling My Presence

In the Following Ways, I Would Like to be Memorialized

Commemorate Me




Headstone Planning

Name: Date:

Epitaph

Headstone

Material:

Size:

Shape:

Font Style:

Color:

Symbol and Meaning:

Maximum Headstone Cost:




Obituary Information

Personal Information

Full Legal Name:

Maiden Name:
Date of Birth:
Place of Birth:

Survived By

Spouse:

Children:

Grandchildren:

Pets:

Achievements Affiliations

Notes




Obituary Content




Message for My Beneficiaries




Items to Donate

Items Donate To




Items to Destroy

IIIII




Letter of Intent




Letter of Gratitude




Note to Family Members




