


Full Name     Mr/Mrs/Miss/Ms
______________________________________________________
What advice do you require?

Please tick as appropriate

Paying care fees now?
[    ]
Paying for care should it be needed in the future [    ]

Who do you want us to provide our advice to?

Please tick as appropriate

The applicant (i.e. self)

[    ]

The applicant and the attorney

[    ]

The attorney

[    ]

Someone else

[    ]

If we are to advise anyone other than the applicant, is there an 
Enduring or Lasting Power of Attorney in place?





Yes / No

If yes, which type of Power of Attorney is it?
Enduring  [    ]

Lasting
[    ]
Has it been registered (with the Office of the Public Guardian)?



Yes / No


Full Name     Mr/Mrs/Miss/Ms

_____________________________________________
Full Address

_____________________________________________


_____________________________________________


_____________________________________________
Country (if other than UK)

___________________ Postcode__________________
Telephone Number 

Day _________________________________________
Email address
_______________________________________________


Relationship to Applicant





Attorney
[    ]





Non Attorney – family
[    ]







Other

[    ]
If the person to contact is not the applicant and there is no Attorney, the applicant must sign the following declaration

Whilst I appreciate that advice is being provided to me, I authorise details of your recommendations to be released to and discussed with the contact person as shown above.
Signed
  ....................................................................................
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Full Name     Mr/Mrs/Miss/Ms
_____________________________________________
Full Address
_____________________________________________

_____________________________________________

_____________________________________________

____________________ Postcode_________________
Telephone Number
_____________________________________________
Marital Status
_____________________________________________
Date of Birth
_____________________________________________
Health 
Good  [    ]
   Average  [    ]

  Poor  [    ]


Brief details of major ailments


Gross average income per week (i.e. before tax)

Earned Income





£

State Pensions





£

Occupational Pensions




£

Private Pension/s




£

State Benefits/Allowances e.g. Pension Credit

£

Attendance Allowance




£

Investment Income e.g. Bank/Building Society/ISA
£
Income from Ins Co. Investment Bonds


£

Other Income e.g. rental income



£

TOTAL






£
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Please note, if you own any property or savings etc jointly (e.g. 50/50) only your share of the total value should be stated below.  If any investments require notice of withdrawal, or are for a fixed term, please show the notice period or maturity date (i.e. when the money could be taken without penalty) in the note box below.
Property – Your Home




£

Other Property





£

Bank/Building Society – Immediate access

£
Bank/Building Society – Notice or fixed term
Share/Unit Trust




£

ISA’s






£

Ins Co. Investment Bonds



£

National Savings




£

Other* Please Describe Below



£

TOTAL






£



Name of desired Care Home

_______________________________________________
Address



_______________________________________________





_______________________________________________





_______________________________________________





____________________ Postcode___________________
Telephone Number


_______________________________________________
Type and expected cost of care (per week)

Care Home – Nursing Home

£

Care Home – No Nursing Care

£

Domiciliary Care


£
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Advice just about care fees payment plans?





Yes/No

Advice which includes improving income/growth from existing 



Yes/No

investments?











Advice which includes Inheritance Tax planning considerations?



Yes/No

Additional Information

Have you had a Social Service Care needs Assessment?



Yes/No

Has Social Services carried out a Financial Assessment?



Yes/No

If yes, when and when did any “disregard” period begin?

Date of assessment……………………..
Date disregard period began………………

If you are in or went into care would any dependants (e.g. spouse, 


Yes/No

partner, or financially dependant children) continue to live in your home?

Do you own your own home?







Yes/No

If yes, Do you own it on your own or jointly with someone else?

If you own your home jointly with someone else, please confirm how it is owned:-

Please tick as appropriate

Joint Tenants


[   ]

Tenants in Common

[   ]

I don’t know


[   ]

If the applicant were unable to afford the full cost of care would 



Yes/No

anyone else be able to make “top up” payments to cover any shortfall??

How did you find out about futurecareassured Care Fees Advisory Services?

Name
………………………………………..
Signature  ……………………………………………..

Name
………………………………………..
Signature  ……………………………………………...

Date
………………………………………..


STRICTLY PRIVATE & CONFIDENTIAL





futurecareassured


CARE FEES QUESTIONNAIRE


This questionnaire is specifically for care fees planning. Dependent upon your answers a more detailed financial questionnaire may also be required.





Personal details of the person needing, or potentially needing care (i.e. “applicant”)





If you are acting under a Power of Attorney, it is important that you enclose a certified copy of the Power of Attorney











STRICTLY PRIVATE & CONFIDENTIAL











YOUR FINANCES





APPLICANT DETAILS (i.e. THE PERSON NEEDING CARE)





CONTACT DETAILS (i.e. who we should communicate with)








ASSETS, CAPITAL AND SAVINGS





Notes





























STRICTLY PRIVATE & CONFIDENTIAL





YOUR CARE DETAILS








WHAT ADVICE DO YOU NEED?





STRICTLY PRIVATE & CONFIDENTIAL














Please return your competed questionnaire to:-


futurecareassured, FREEPOST, 52 Colegate, Norwich, Norfolk, NR3 1BR


FREEPHONE : 0800 9170065








