





STATISTICS

NAME:
First Middle Last
ADDRESS:
Street City State Zip
PHONE: ALTERNATE PHONE:
DATE OF BIRTH: PLACE OF BIRTH:
City County State
SOCIAL SECURITY #:
MARRIED __ SINGLE WIDOWED DIVORCED
MOTHER'S MAIDEN NAME:
DATE OF BIRTH: BIRTH PLACE:
City County State
DATE OF DEATH: BURIAL PLACE:
City County State
FATHER'S NAME:
First Middle Last
DATE OF BIRTH: BIRTH PLACE:
City County State
DATE OF DEATH:- BURIAL PLACE:
City County State

HIGHEST LEVEL OF EDUCATION:

Graduated from:

Year:

PROFESSION/OCCUPATION:

INDUSTRY WORKED IN:

MILITARY SERVICE INFORMATION



Branch of Service:

Service Serial Number:

Entered Service Date:

Place:

Separation Date:

Place:

Type of Discharge:

Rank, Grade or Rating:

Wars, Military Actions or Conflicts Served:

Medals and/or Commendations:

Additional Information:

FUNERAL SERVICE

INSTRUCTIONS
Part 1 of 2



Funeral Home: Phone:

Address:

Street City State Zip

Type of Service: Church Name:

Veteran/Lodge Service by:

Funeral Home Chapel Graveside Direct Burial

Direct Cremation

Clergy’s name:

Type of Casket:_ Wood ___Non-Sealer Metal ____ Sealer Metal ___ Other
Outer Burial Container: ____ Cement Grave Liner ____Poly Sealer Vault
Clothing:

Jewelry:

Glasses On: Yes No

Viewing: Yes No Embalming: Yes No

Floral Description:

Obituary: Yes (I have filled out Obituary information in this book) _ No(l have not)

Music Selections:1.

2.

FUNERAL SERVICE
INSTRUCTIONS



Pallbearers Name:

Pallbearers Name:

Pallbearers Name:

Pallbearers Name:

Pallbearers Name:

Pallbearers Name:

Pallbearers Name:

Pallbearers Name:

Other instructions:

Part 2 of 2

Phone Number:

Phone Number:

Phone Number:

Phone Number:

Phone Number:

Phone Number:

Phone Number:

Phone Number:

Memorialization Information



Cemetery: Phone:

Address:
Street City State Zip
Type of Property:__ Ground Burial __ Mausoleum ___Lawn Crypt
____Urn/Niche
Description: Lot Plot Section Space
Is Vault or Grave Liner Included in Property? _Yes __ No
Are Marker Privileges Included in Plot? __Yes ___No

Location of Deed:

(keep In safe place at home DO NOT KEEP IN SAFETY DEPOSIT BOX)

Do You Want "Visitation" Prior to Funeral Service? Yes No

Should the Casket be Opened for Viewing? Yes No

If yes, Family Only __ Everyone

Should the Casket be Opened at Graveside? Yes No
If yes, Family Only __ Everyone

Type of Marker: __ Single Double

Describe Marker Desired:

What Inscription Would you like?

Additional Remarks:

OBITUARY INFORMATION



LIST THOSE ACHIEVEMENTS AND ACCOMPLISHMENTS THAT HAVE BEEN OF PRIDE TO YOU AND YOUR
FAMILY:

Education: Years:

Degrees:

Fraternity/Sorority/Honor Society:

Civic or Public Office Held:

Special Achievements and/or Recognition:

DO NOT FORGET TO INCLUDE THE MILITARY INFORMATION:

Additional Remarks:

FAMILY TO BE NOTIFIED

Name: Phonet#:




Address:

Relationship:

Name:

Street

City

state

Phone #:

Address:

Relationship:

Name:

zZip

Street

city

State

Phone #:

Address:

zip

Relationship:

Name:

Street

city

state

Phone #:

Address:

Zip

Relationship:

Name:

Street

city

State

Phone #:

Address:

Zip

Relationship:

Name:

Street

City

State

Phone #:

Address:

zip

Relationship:

Name:

Street

City

State

Phone #:

Address:

zip

Name:

GRANDCHILDREN

Address:

Phone #:




Street city State Zip
Name: Phone#:
Address:
Street CITY State Zip
Name: Phone #:
Address:
Street city State Zip
Name: Phone #:
Address:
Street Clty state Zip
Name: Phone #:
Address:
Street city State Zip
Name: Phone #:;
Address:
Street Oty State Zip
Name: Phone #:
Address:
Street city State Zip
GREAT GRANDCHILDREN
Name: Phone #:
Address:
Street City state Zip
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Name: Phone #:

Address:

Street City state Zip
Name: Phone #:
Address:

Street City state Zip
Name: Phone #:
Address:

Street City state Zip
Name: Phone #:
Address:

Street City state Zip
Name: Phone #:
Address:

Street City state Zip
Name: Phone #:
Address:

Street City state Zip
Name: Phone #:
Address:

Street City state Zip
Name: Phone #:
Address:

Street City state Zip

ORGANIZATIONS TO BE NOTIFIED

Name of organization:

Contact Person: Phone #:
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Name of organization:

Contact Person:

Name of organization:

Contact Person:

Phone #:

Name of organization:

Contact Person:

Phone #:

Name of organization:

Contact Person:

Phone #:

Name of organization:

Contact Person:

Phone #:

Name of organization:

Contact Person:

Phone #:

Name of organization:

Contact Person:

Phone #:

FRIENDS TO BE NOTIFIED

Phone #:

Name: Phone #:
Address:

Street City State zip
Name: Phone #:
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Address:

Street City State zip
Name: Phone #:
Address:

Street City State zi p
Name: Phone #:
Address:

Street City State zip
Name: Phone #:
Address:

Street City State Zi p
Name: Phone #:
Address:

Street City State zip
Name: Phone #:
Address:

Street City State zi p
Name: Phone #:
Address:

MEDICAL HISTORY

This information may become very important for your spouse, children and grandchildren. It is also suggested that you keep
an updated copy of your medical records for your family.

I currently have the following Insurance in effect:

Medicare Card #:

Medicaid Card #:
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Supplemental Policy with:

Policy #:

ID #:

Group #:

Employer Heath Insurance:

Policy #:

ID #:

Group #:

| have had medical treatment for:
Yes No

Cancer
Tuberculosis
Kidney Disorder
Diabetes
Circulatory
Other

I am allergic to the following drugs:

1.

Yes

Parkinson
Arthritis
Lupus
Heart

No

3.

Current Physician:

Phone#:

Address:

I Have a Living Will:
I Have a Durable Power of Attorney

I Have a Directive to Physicians:

I Have a Organ/Tissue Donation Card

The Original(s) of my is kept:

PERSONAL DIRECTIVES

Yes No
Yes No
Yes _ No
Yes No
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The following individuals or institutions have signed copies:

Name:
Address:

Street city State zZip
Name:
Address:

Street city state Zip
Name:
Address:

Street city State zip

DIRECTIVE TO PHYSICIANS
(LIVING WILL)

Directive made this day of (month/year).

I, being of sound mind, willfully, and
voluntarily make known my desire that my life shall not be artificially prolonged under the circumstances set forth
below, and do hereby declare:

1. If at any time | should have an incurable or irreversible condition caused by injury, disease or illness certified to be a terminal condition
by two physicians, and where the application of life-sustaining procedures would serve only to artificially prolong the moment of my death
and where my attending physician determines that my death will result in a relatively short time without application of life-sustaining
procedures, | direct that such procedures be withheld or withdrawn, and that | be permitted to die naturally. | further direct that when |
become comatose, or when | become so weak that | cannot swallow water and food, that no feeding tube or other similar artificial
apparatus provide nourishment or be used to prevent dehydration.

15



2. In the absence of my ability to give directions regarding the use of such life-sustaining procedures, it is my intention that this directive
shall be honored by my family and physicians as the final expression of my legal right to refuse medical or surgical treatment and accept
the consequences from such refusal.

3. (optional) If I should be comatose, incompetent, or otherwise mentally or physically incapable of communication, | hereby designate the
following individual to make any necessary treatment decisions for me:

Name A Individual:

Relationship to Me:

4. If | have been diagnosed as pregnant and that diagnosis is known to my physician, this directive shall have no force or effect during the
course of my pregnancy.

5. This directive shall be in effect until it is revoked.
6. | understand the full import of this directive and | am emotionally and mentally competent to make this directive.
7. lunderstand that | may revoke this directive at any time.

Signed:

City, County and State of Residence:

| am not related to the declarant by blood or marriage; nor would | be entitled to any portion of the declarant's estate on his decease; nor am
| a physician providing treatment and care to the declarant or any employee of the attending physician; nor am | a patient in the health care
facility in which the declarant is a patient, or any person who has a claim against any portion of the estate of the declarant upon his decease.
Furthermore, if | am an employee of a health care facility in which the declarant is a patient, | am not involved in providing direct patient care
to the declarant nor am | directly involved in the financial affairs of the health facility.

Witness:

Witness:

DURABLE POWER OF ATTORNEY FOR HEALTH CARE
(pg 1 of 2)

DESIGNATION OF HEALTH CARE AGENT.

I, ,(insert your name) an adult being of sound mind hereby appoint:

Name:

Address:

Phone:

as my agent to make any and all health care decisions for me, except to the extent | state otherwise in this document. This
power of attorney shall not terminate on my disability. This durable power of attorney for health care takes effect if | become
unable to make my own health care decisions and this fact is certified in writing by my physician.

LIMITATIONS ON THE DECISION MAKING AUTHORITY OF MY AGENT ARE AS FOLLOWS:
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DESIGNATION OF ALTERNATE AGENT.

(You are not required to designate an alternate agent but you may do so. An alternate agent may make the same health care decisions as the
designated agent if the designated agent is unable or unwilling to act as your agent. If the agent designated is your spouse, the designation is automatically
revoked by law if your marriage is dissolved.)

If the person designated as my agent is unable or unwilling to make health care decisions for me, | designate the following person to serve as my agent
to make health care decisions for me as authorized by this document, who serve in the following order:

A. First Alternate Agent

Name:

Address:

Phone:

B. Second Alternate Agent

Name:

Address:

Phone:

The original of this document is kept at:

The following individuals or institutions have signed copies:

Name:

Address:

Name:

Address:

DURATION.

I understand that this power of attorney exists indefinitely from the date | execute this document unless | establish a shorter time or
revoke the power of attorney. If | am unable to make health care decisions for myself when this power of attorney expires, the authority |
have granted my agent continues to exist until the time | become able to make health care decisions for myself.

(IF APPLICABLE) This power of attorney ends on the following date:

PRIOR DESIGNATIONS REVOKED.

| revoke any prior power of attorney for health care.

ACKNOWLEDGEMENT OF DISCLOSURE STATEMENT.
I have been provided with a disclosure statement explaining the effect of this document. | have read and understood that information
contained in the disclosure statement.
(YOU MUST DATE AND SIGN THIS POWER OF ATTORNEY)

| sign my name to this durable power of attorney for health care on day of 20
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at (city and state).

Signature:

Print Name:

STATEMENT OF WITNESSES.

| declare under penalty of perjury that the principal has identified himself or herself to me, that the principal signed or acknowledged this
durable power of attorney in my presence, that | believe the principal to be of sound mind, that the principal has affirmed that the principal is
aware of the nature of the document and is signing it voluntarily and free from duress, that the principal requested that | serve as witness to
the principal's execution of this document, that | am not the person appointed as agent by this document, and that | am not a provider of
health or residential care, an employee of a provider of health or residential care, the operator of a community care facility, oran employee of
an operator of a health care facility.

| declare that | am not related to the principal by blood, marriage, or adoption and that to the best of my knowledge | am not entitled to
any part of the estate of the principal on the death of the principal under a will or by operation of law.

Witness signature:

Print Name: Date:

Address:

Witness signature:

Print Name: Date:

Address:

DIRECTIVE TO PHYSICIANS

(Patient is decision-maker)
(pg 1 of 2)

Directive made this day of (month, year).

1, being of sound mind, willfully and voluntary make known
my desire that my life shall no be artificially prolonged under the circumstances set forth below, and do hereby declare:

1. Ifatany time I shall have an incurable or irreversible condition caused by injury, disease, or illness certified to be a
terminal condition by two physicians, and where the application of life-sustaining procedures would serve only to
artificially prolong the moment of my death and where my attending physician determines that my death is imminent or
will result within a relatively short time without application or life-sustaining procedures, | direct that such procedure be
withheld or withdrawn, and that | be permitted to die naturally.
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a. [Optional] I further direct that when | become comatose, or when | become so weak that | cannot swallow water
and food, that no feeding tube or other similar artificial apparatus be attached to or inserted into any part of my body to
provide nourishment or to prevent dehydration.

PATIENT CHOOSES THIS OPTION (initials)
PATIENT DECLINES THIS OPTION (initials)

b. [Optional] It is my intention that artificial means of support, including nutrition and hydration, be withheld or
withdrawn if I should be diagnosed as being in a permanently unconscious state where, in reasonable medical probability,
there will not be a return of cognitive brain function enabling me to think and live in a human way.

PATIENT CHOOSES THIS OPTION (initials)
PATIENT DECLINES THIS OPTION (initials)

EXCEPTION(S). I do not authorize the
following:

2. In the absence of my ability to give directions regarding the use of such life sustaining procedures, it is my intention
that this directive shall be honored by my family and physicians as the final expression of my legal right to refuse medical
or surgical treatment and accept the consequences form such refusal.

3. (For female patients) If | have been diagnosed as pregnant and that diagnosis is known to my physician, this directive
shall have no force or effect during the course of my pregnancy.

4. This directive shall be in effect until it is revoked.

5. 1 understand the importance of this directive and | am emotionally and mentally competent to make this directive.
6. 1 understand that I may revoke this directive at any time.

7. 1 hereby release the Hospital, its personnel, my attending physician, and any other persons participation in my care

from any responsibility whatsoever for unfavorable results, including death, which | understand may occur as a result of
this refusal to permit medical treatment.
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Signed:

Address:

WITNESSES
I am not related to the declarant (patient) by blood or marriage, nor would | be entitled to
any portion of the declarant's estate on his/her decease; nor am | the attending physician of
the declarant or an employee of the attending physician; nor am | a patient in the Hospital
in which the declarant is a patient, or any person who has a claim against any portion of the
estate of the declarant upon his/her decease. Further, if | am an employee of the Hospital
in which the declarant is a patient, | am not involved in providing direct patient care to the
declarant nor am | directly involved in the financial affair of the Hospital.

Witness:

Address:

Witness:

Address:

WHO NEEDS A WILL?

If you die intrastate (without a will), the state judicial system will administer your estate, handle all financial matters
and act as a guardian for any minor children you may have. State law will decide who gets what!

Have a competent attorney draw up your will. This is the best hope of having your desires carried out the way you
want.

Protect your family .... especially minor children ... and your loved ones.
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ESTATE INFORMATION

WILL/LIVING TRUST

IHaveaWill: ___ Yes __ No Dated:

Will Location:

County Recorded In:

County File Date: County File #:

Copies Given to:

Executor/Administrator: Phone #:

Address:

street City State zip

Attorney/Legal Preparer: Phone#:

Address:

Street City state
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I Have a Living Trust: ___Yes ___No Dated:

Living Trust Location:

County Recorded In:

County File Date:

Copies Given to:

Address:

County File:
Executor/Administrator: Phone#:
street city State Zip
Phone #:

Attorney/Legal Preparer:

Address:

Street city

state

Zip

BANKING/SAFETY DEPOSIT INFORMATION

My Social Security Number is:

Bank:
Address:
Street City State zip
Type of Account: _ Checking ___Savings
Authorized Signers:
Bank:
Address:
Street City State Zip
Type of Account: _ Checking ___Savings

Bank:
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Address:

Street

Type of Account: ___ Checking

Safety Deposit Box Location:

City State zZip

____Savings

Box Number:

Key Location:

Authorized Signers:

Safety Deposit Box Location:

Box Number:

Key Location:

Authorized Signers:

Address:

Account #:

Address:

Account #:

Address:

INVESTMENT ACCOUNTS
My Social Security Number is:
Brokerage Firms Name:
Street city State zip
Representatives Name: Phone#:
Access:
Brokerage Firms Name:
street City State Zip
Representatives Name: Phone #:
Access:
Stock Trading Account:
Street city State Zip
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Representatives Name:

Phone #:

Account #:

Address:

Access #:
Stock Trading Account:
Street city State zip
Representatives Name: Phone #:
Access #:

Account #:

Location of Property:

REAL ESTATE

street

Purchase Price: $

city State zip

Deed In Name of:

Location of Deed:

Amount of Mortgage: $

Mortgage Payments: $

Name of Mortgagor:

Address:

street

Property Leased to:

city State Zip

Address:

Street

Insurance on Property thru:

city state zip
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Location of Property:

street

Purchase Price: $

city State zip

Deed In Name of:

Location of Deed:

Amount of Mortgage: $

Mortgage Payments: $

Name of Mortgagor:

Address:

street

Property Leased to:

city State Zip

Address:

Street

Insurance on Property thru:

city state zip

SOCIAL SECURITY DEATH BENEFIT

HUSBAND'S SOCIAL SECURITY NUMBER:

WIFE'S SOCIAL SECURITY NUMBER: ___

LOCATION OF NEAREST SOCIAL SECURITY OFFICE:

PHONE #:

A lump sum payment may be made when an eligible person dies. This payment can only be made if there is an eligible
surviving widow, widower, or entitled child.

You will need the following information to apply for benefits:

Social security number
Marriage License
Children’'s birth certificates
W2 for the last two years
Proof of widow's age if 62 years or older
Death certificate

An application for death benefits can be made up to two years after the worker's death.
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EXPLANATION OF FUNERAL HOME CHARGES
Part | of 2

BASIC SERVICE FEE: This is the only non-declinable charge you must accept when using a funeral home (per Federal
Trade Commission). This fee covers overhead, facility maintenance and inventory cost, insurance and administrative expenses
and governmental compliance. Conducting the arrangements conference, planning the funeral; consulting with family and
clergy, shelter of remains; preparing and filing of necessary notices; obtaining necessary authorization and permits;
coordinating with the cemetery, crematory or other third parties.

PREPARATION OF THE BODY: Embalming is not required by law. Embalming may be necessary, however, if you
select certain funeral arrangements; such as a funeral with viewing. If you do not want embalming, you usually have the right
to select a service that does not require you to have embalming, such as direct cremation or immediate burial. Be sure to check
with your cemetery to see if they have any requirements before you make any decisions. Refrigeration is another option. This
may occur when there wii be a closed casket funeral with no public viewing or visitation. Immediate family only may view
before burial.

OTHER PREPERATION OF THE BODY: You will be charged for each of the following items that you choose:
Bathing and handling
Dressing
Casketing
Cosmetology
Hairdressing
Special care for autopsied cases
Restoration charge
Care and custody while sheltering remains (per day after initial days)
Preparation for shipment

USE OF FACILITIES AND STAFE: You will be charged for each of the following items
you choose:
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Use of facilities and staff for visitation

Use of facilities and staff for service in their chapel

Use of staff for service in other facility

Use of facilities and staff for memorial service in their chapel (usually without
remains)

Use of staff for memorial service at other facility (usually without remains)

Equipment and staff for graveside service

Equipment and staff for service at crematory
Additional charges may incur for use of facility and staff on Sundays and Holidays

Additional charges may incur for use of facility and staff for an evening service

EXPLANTION OF FUNERAL HOME CHARGES
Part 2 of 2

TRANSPORTATION: You will be charged for each of the following items you choose.

Vehicle and driver to respond to initial call

Hearse and driver

Limousine and driver

Flower van and driver

Utility vehicle and driver to airport and/or crematory

Vehicle and driver to transfer from mortuary to place for autopsy and return to mortuary

Additional mileage for use of any of the above

FORWARDING OF REMAINS TO ANOTHER FUNERAL HOME: This charge will include for removal of remains,
minimum staff, necessary authorizations, embalming and local transportation.

RECEIVING REMAINS FROM ANOTHER FUNERAL HOME: This charge will include minimum staff, transportation
from airport and transportation of remains to cemetery.

CREMATIONS: You do not have to purchase a casket for a cremation. You may purchase alternative containers. These
containers can be made of materials like fiberboard or composition materials.
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CASKETS

A casket is frequently the single most expensive funeral item you will purchase. A casket is not required for direct
cremation or immediate burial.

In the case of immediate burial or direct cremation a canvas, plywood or pressboard box is typically used.

Caskets are generally sold for their visual appearance only. They may be made of metal or wood. Metal caskets are
typically made of steel in 18 gauge or 20 gauge. Wooden caskets are made of hardwood, softwood or plywood.

The word "sealer” or "protective” designates a gasket/seal that is placed around the top. This is designed to resist
outside elements from entering the casket. Eventually the steel casket will rust and deteriorate and the wood caskets
will decompose. Metal caskets can be manufactured in an assortment of metals and have many combinations of
paint schemes applied to them.

Wooden caskets can be produced from solid woods such as oak, pecan, walnut or they can be poplar woods with a
veneer covering or a special stain.

The interior linings are made from various fabrics such as satin, crepe velvet and denim.
Head panels can be decorated with various embroidered designs.

Don't be tricked into purchasing a casket you can't afford.
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BURIAL VAULTS OR GRAVE LINERS

This is a cemetery requirement and not a funeral home or state request. A casket is placed into a vault or grave liner to prevent
the ground from caving in as the ground settles. A grave liner is made of reinforced concrete., a burial vault is made of metal
(bronze, stainless or steel) and is placed into the grave prior to burial. A vault usually has a gasketed top.

Fiberglass grave liners were used for a period of time but complaints from cemeteries have virtually retired these.
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