
Medicaid Estate Planning Worksheet
for a Single Person

Todd  R. Zellen, E sq., 

Grand Baha mas Profe ssional Park

955 NW 17th Avenue, Building C

Delray Beach, Florida 33445

(561) 272-9300 | (561) 272-9390 FAX

Applicant Information

Applicant’s Name: Age:

Your Address: Soc ial:

Your Phone Numbers:

Do you have a disability?    G  Yes   G   No 

Are you a Widower?   G  Yes  Deceased Spouse’s Name: ____________________    G   No

Are you a veteran?  G  Yes   G   No 

Is there a possibility you will need long-term care in the next G 1 G 3 G 6 G 12 G ____ Months

Do you have long-term care insurance?  G  Yes   G   No 

Prior Gifts/Transfers
Have you made any gifts in the past three years?

To Whom? How M uch Date

Children

Name Age Disabled? Spouse’s Name



Grandchildren

Name Age Disabled? Parent

Current Estate Planning Documents
Please  indicate the  current e state plan ning doc ume ntation that yo u curren tly have in place . 

Please mark “N/A” to any item that is not applicable.

Document “Yes”

Last Will & Testament

Living Trust

Durable Power of Attorney

Health C are Sur rogate

Living  W ill

Buy-Sell Agreement

Pre-Marital Agreement

Estate Assets*

Asset Title (Ownership) Value

$

$

$

$

$

$

$

*Use Additional Sheets of Nece ssary

Subtota l from A dditional Sh eets $

Total $___________________

Assets include the home, rental or real estate investment property, vehicles, IRA (Individual Retirement
Accounts), Pension or 401k plan, cash, brokerage accounts, stocks, bonds, CDs, Life Insurance (include both
face and cash).



Income

Gross Net

Social Se curity

Pension

Veteran  Paym ents

IRA Distribution

Rental Income

Interest

Dividends

Wages

Alimony

Annuity pa ymen ts

Other

Total

Personal Representative

Who wo uld you want to handle your final affairs?

First Selection

Second Selection

Third Selection

Trustee/ Attorney-in-Fact

Who wo uld you want to handle your financial affairs if you are unable to?

First Selection

Second Selection

Third Selection



Documentation
Please provide the following documentation if you wish to Immediately apply for Medicaid.

Verification of US citizenship (one of the following):  birth certificate |

natu ralizat ion pa pers  | US passport | vo ter’s r egis tration  card  | driver ’s

license

Copy of social security card

Copy of Medicare card

Copy of other health insurance card(s)

Copy of three most recent current monthly bank/ brokerage account

statement(s)

Cop y of de ed(s ) (if an y)

Cop y of vehicle r egis tration (s) (if  any)

Cop y of fac e pag e of a ll life insuran ce po licies  (if any)

Cop y of all fu nera l cont racts  (if any)

Cop y of dis cha rge p ape rs fo r app licant  (if any)

Cop y of pa y stubs (if an y)

Verif icatio n of m ortga ge or  rent p aym ents  (if any)

Verif icatio n of p rope rty taxe s, if pa id sep arate ly from  mo rtgag e (if an y)

Verif icatio n of h om eow ner’s  insur ance (if an y)

Verif icatio n of m aintenance pa yme nts (if  any)

Verification of all utility bills, including electric, gas, water/sewer, garbage,

phone (if a ny)

Cop y of all unpa id Me dica l bills (if a ny)

Important C ontacts

Financial Planner:

Address:

Phone Numbers:

Accountant:

Address:

Phone Numbers:

I understand that it is my responsibility to disclose correct and complete information. I hereby

attest that the  inform ation I have  supplied  is com plete and  accura te to the be st of m y knowled ge. I

realize that any changes must be reported as soon as possible.

Signature: _________________________________________ date: ______________________



Additional Information Page


