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  Life Plan Trust Pooled Trust Intake Application
Person completing this form:      


Date prepared:      
Address (Street/City/State/Zip):         Phone:      
Email:      
Relationship to beneficiary:      
Applicant Residential Information

Beneficiary Name:
                        Age:     

Date of Birth:
     
Address:
     

City/State/Zip:
     

SSN:
     
Phone:
 (home)      

(cell)      
(other)         Email:      
Type of Residence: (Mark an X )
      Own apartment

      Own condo/house
      Group home

      Nursing home

      Assisted Living 
      Adult Foster Care

      Other

Marital Status

      Single

      Married

      Widowed



      Separated
      Divorced
      Other (specify)      
Children
      Yes
      No
If yes, names and ages:      
Day Program/Employment:      
Phone:      
    Fax:               Email:      
Primary and Secondary Contacts

Primary Contact:
     

Relationship to beneficiary:      
Address: 
     

City/State/Zip:      
   Email:      
Phone: (home)      

(cell)      

(other)      
Secondary Contact:      

Relationship to beneficiary:      
Address: 
     

City/State/Zip:      
   Email:      


Phone: (home)      

(cell)      

(other)      
Attorney Name:      


Address: 
     

City/State/Zip:      
   Email:      


Office phone:       
Office fax:      
(cell)      

(other, specify)      
Complete only if applicant has a Power of Attorney: (Attach scanned copy of POA or bring with you to initial meeting)

Power of Attorney Name:      
Date of Appointment:      
Address: 
     

City/State/Zip:      
   Email:      


Phone: (home)      

(cell)      

(other)      
Complete only if applicant has a court-appointed Guardian and/or Conservator: (attach scanned copy of decree or bring with you to initial meeting) 

Guardian Name:      
Date of Appointment:      
Address: 
     

City/State/Zip:      
   Email:      


Phone: (home)      

(cell)      

(other)      
Conservator Name:      
Date of Appointment:      
Address: 
     

City/State/Zip:      
   Email:      


Applicant Disability Information

Phone: (home)      

(cell)      

(other)      
Physical Disability
     
Intellectual/Developmental Disability
     
Mental Illness
     
Other
     
Assistive Devices
     
Health Status
     
Applicant Benefit Information

Residential Provider:
     

Phone:
     

Email:
     
Housing Assistance/Subsidy:
     

Phone:
     

Fax:
     
Representative Payee:
     
       Phone:      

Email:
     
Medicaid Representative: Worker’s name      
address
      
  Phone      
Social Security Representative: Worker’s name        address         Phone      
Income Type(s): Mark with an X all that applies and include $ amounts:


     
Supplemental Security Income (SSI)

Amount:       /monthly


     
Social Security Disability Income (SSDI)

Amount:       /monthly

     
Social Security Retirement Income (DAC) 
Amount:       /monthly

Applicant Benefit Information continued
          Wages

Amount:      /monthly
Employer:      
         Annuity
Amount:      /monthly
Insurer:
     
     
Other

Specify:      



Amount:      /monthly

Health Insurance:

     
Medicaid
Other States Medicaid benefits were received:      
      
Medicare
      Medicare Prescription Drug Coverage:      
     
Other Health Insurance (private):      
     
Dental Coverage
     
Pre-need Funeral/Burial Information

Pre-need Burial Arrangements
       Yes
Contract #:      
       No


Funeral Home:
     

Phone:
      

Cemetery:       


Plot:      

Lot:      

Location:      
(If applicable)
Name of Funeral Trust:      


Trust Acct.:
     


Phone:
        
Signor and Representative Information

Who will be signing the trust documents?

        Beneficiary

        Beneficiary’s Guardian
        Grandparent





        Beneficiary’s Conservator
        Parent





        Beneficary’s Power of Attorney
       Other (specify)




Court:      


Judge:      




(Attach scanned copy of order or bring with you to initial meeting)

Does the Applicant have a Will?         Yes

       No





(Attach scanned copy or bring with you to initial meeting)

Applicant Estate Information  (Optional)
Does the applicant own real property? 
       Yes

       No

If Yes, list the address of the property
     
(Check with an X any appropriate boxes and include Broker’s name if needed):

The applicant does not occupy the property
     
The property is vacant pending sale
     

Private sale       
      Name of Real Estate Company and name of Broker:       
The property is rental income for the applicant       
Other:      
Does the applicant have a life estate in any real property?           Yes  

       No

If Yes, list the address of the property       
Is someone other than the beneficiary living at the property?          Yes                No

Funding Information (Optional)
Initial Deposit to Trust

Source (Check with an X all that applies):
       Inheritance


       Settlement


       Savings


       Other

Specify:      
       Undecided

Additional Subsequent Deposits to Trust

Source (Check with an X all that applies):

       Inheritance


       Settlement

       Savings



       Other



       Undecided
FEE SCHEDULE
Life Plan Trust provides a range of services which can be tailored to each client’s circumstances by serving as Trustee.  We work with families of individuals with developmental, intellectual disabilities, mental illness and other disabilities by developing comprehensive plans for future care.  Life Plan works with investment professionals under a Pooled Trust umbrella.  The Trustee fee covers basic fiduciary and administrative services, accounting, and professional investment services.  

ENROLLMENT FEE: $950 (Non-Refundable)

I/We understand that an estimate of the amount needed to fund the services I have selected will be given at the time of the Careplan Development conference, and will be based on the services requested, age and life expectancy of my family member, an estimated rate of investment return, and cost of living projections.  At the time of my death or disability, I will bequeath or designate an amount equal to or greater than this estimate in order for the Life Plan Trust to provide the planned services.

I/We understand that Life Plan Trust is under no obligation to provide services to my family member with a disability unless adequate trust funds are available.

I/We understand that because of the irrevocable nature of a discretionary trust, once trust funds have been bequeathed to the Life Plan Trust (after my death), no refunds can be made. Distributions on behalf of the beneficiary must be for supplementary needs, and not basic needs such as food and shelter, in order to protect SSI and Medicaid eligibility.  If I change my mind about participating in the Life Plan Trust, I may (at my own expense) have an attorney revise my will and cancel my bequest to the Life Plan Trust.  If I choose this option, I understand there would be no funds to support the planned services, and my family member would not be eligible for Life Plan Trust.  The Enrollment fee is not refundable.

ANNUAL FEE
Fees are deducted each month using the applicable percentages and based on the prior months ending market value.  This fee will be reflected on your monthly statement as 


TIERS






RATE
Trusts $
500,000-$1,000,000




1.25%

Trusts $1,000,000-$3,000,000




1.00%

Trusts $3,000,000-$5,000,000




0.75%

Balances over $10,000,000




0.50%

SMALL TRUST ADMINISTRATION
$250,000-$500,000




annual rate of $5,000.00

Less than $250,000




annual rate of $2,500.00

Administrative Services Include:

• Provide principal and income accounting and send quarterly statements

• Trust tax return preparation and filing

• Pay bills on the beneficiary’s behalf and reimburse 3rd party for approved purchases

• Advisement on the use of trust funds in order to adhere to SSI and Medicaid regulations and  not jeopardize eligibility for beneficiaries receiving these benefits

• Assign a Family Services Coordinator to each family/beneficiary

• Annual Care Plan review

Personal Services ($85 per hour) May Include:
· Research available community resources and make referrals to various agencies that provide supportive services to individuals with disabilities

· Attend treatment team meetings and advocate that decisions are made in the best interest of the beneficiary

· Provide educational opportunities and skill training

· Available to shop for beneficiary

· Plan special outings and parties during holidays and other memorable occasions like birthdays

· Coordinate gifts and parties for special occasions and holidays

· Coordinate services for shopping, companionship, travel reservations, and laundry

· Advocate and/or refer individuals to community resources

Investment Services
Life Plan Trust works with investment professionals approved by the Board of Directors to provide for both growth while preserving the trust assets.

Termination Fee***

A 1% termination fee will be charged based on the closing market value prior to distributing and closing of the account.

*** This fee may be negotiated with board approval
I (We) the undersigned, have reviewed this application above, and have had the opportunity to discuss these policies with the staff of Life Plan Trust.  The policies have been explained to our satisfaction.  By signing below, we agree to abide by this application in order to participate in the Life Plan Trust and its benefits for our family member with a disability.
















(Name)





(Date)
















(Name)





(Date)
1

