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2Confidential Personal Planning Questionnaire

Personal	Information	

  Client  Spouse 
Name:  __ ____________________  ___ ___________________ 
Date of Birth:  __ ____/______/________  ___ ___/______/________ 
E-Mail Address:  __ ____________________  ___ ___________________ 
Height/Weight:  __ __ft____inches/____lbs.  ___ _ft____inches/____lbs. 
Tobacco Use?:  __Yes __ No ___________  __Yes __ No ___________ 
Hazardous  __Yes __ No ___________  __Yes __ No ___________ 
Occupation?:  __ ____________________  ___ ___________________ 

Children	

  Child 1 Child 2 Child 3  Child 4 
Name:  _________  ___ ______  ____ _____  _________ 
Date of Birth:  __/__/____  __/ __/____  __/ __/____  __/__/____

Residence	information	

Street Address: __________________________________________________ 
City, State, Zip: __________________________________________________  
Home Phone No: __________________ Cell Phone No: ___________________ 
  Own?  Mortgage Payment: _________ Mortgage Balance: ___________ 
  Rent? Monthly Rent: ___________  

Trusted	Contact	Information	

A trusted contact who you desi gnate can be a fr iend, relative...anyone you  tru st. 
Designating someone as you r trusted con tact does not give that person auth ority to  
access or c ontrol your  account.  Instead, i t g ives y our fi nancial advisor s omeone t o 
contact in the event of possible financial exploitation or suspected health issues. 

 

Trusted Contact Name: 
 

______________________________________________ 

Relationship: 

Phone: 

 

___________________ E-Mail: _____________________

Professional	Advisor	Information	

Client’s Will: Date __________  Type __________________________ 
Spouse’s Will: Date __________  Type __________________________ 
Attorney’s Name: _________________________ Phone No.: _____________ 
Accountant’s Name: _________________________ Phone No.: _____________ 
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Employment/Income	Information	

 Client  Spouse 
Occupation: __ ___________________  ______________________ 
Employer: __ ___________________  ______________________ 
Business Street 
Address: 

_____________________ 
_____________________ 

 ___ ___________________ 
______________________ 

City, State, Zip: _____________________  ______________________ 
Phone Number: _____________________  ______________________ 
Fax Number: _____________________  ______________________ 
E-Mail Address: _____________________  ______________________ 
Annual Income: _____________________  ______________________ 
Other Income: _____________________  ______________________ 

Financial	Information	

Assets Liabilities 
Savings _ _________ Installment Loans ____________ 
Investments _ _________ Mortgage(s) ____________ 
IRA(s) _ _________ Charge Accounts ____________ 
Real Estate __________ Credit Cards ____________ 
Business Interests __________ Personal Notes ____________ 
Personal Property __________ Business Debt ____________ 
Other _ _________ Other ____________ 
Total Assets __________ Total Liabilities ____________ 
Current Monthly Systematic Savings: ___________ 

Insurance	Information	

Life Insurance 
 
Insured 

 
Company 

Policy  
Number 

Policy 
Date 

Face 
Amount 

Annual 
Premium 

Bene-
ficiary 

__________ ________ ___ ______ _____ ________ _ _______ _ ______ 
__________ ________ ___ ______ _____ ________ _ _______ _ ______ 
__________ ________ ___ ______ _____ ________ _ _______ _ ______ 
__________ ________ ___ ______ _____ ________ _ _______ _ ______ 
Long-Term Care Insurance 
 
Insured 

 
Company 

Policy  
Number 

Policy 
Date 

Daily 
Benefit 

Benefit 
Period 

Annual 
Premium 

__________ ________ ___ ______ _____ ________ __ _____ _______ 
__________ ________ ___ ______ _____ ________ __ _____ _______ 
Other Insurance 
Monthly Disability Benefit: Client  ___________ Spouse  ___________ 
Critical Illness Insurance Benefit: Client  ___________ Spouse  ___________ 
Health Insurance: Client    __________ Spouse  ___________ 
P&C Expiration Dates: Auto ______ Homeowners ______ Other  _______ 
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Planning	Priorities	

 Hi gh Medium Low None 
Protecting Family’s Lifestyle _____ __ ___ __ ___ _____ 
Protecting Income _____ __ ___ __ ___ _____ 
Providing Education Funds _____ _____ _____ _____ 
Implementing Savings Plan _____ __ ___ __ ___ _____ 
Planning for Retirement _____ __ ___ __ ___ _____ 
Minimizing Estate Shrinkage _____ __ ___ __ ___ _____ 
Planning for Business Continuation _____ _____ _____ _____ 
Other: ______________________ _____ __ ___ __ ___ _____ 
How much do you feel comfortable setting aside on a monthly basis?: _________ 

 

Important Information 

 

This fact f inder serves to he lp identify your financial needs and prio rities and may  be 
used in developing pr oposed solutions con sistent wi th your needs and  objecti ves. I n 
completing this fact fi nder, you are  e ntrusting our organization wit h certain person al 
and confidential financial data. We r ecognize that our relationship with you is based on 
trust and we hold ourselves to the highest standards in the safekeeping and use of your 
confidential information. 

 

The information, general principles and conclusions presented in this report are subject 
to local, state and federal laws and regulations, court cases and any revisions of same. 
While ev ery care has been t aken i n the prep aration of th is repo rt, V SA, L .P. is n ot 
engaged i n provid ing legal, accou nting, financial or other professio nal services.  This  
report should not be u sed as  a s ubstitute for the prof essional advice of an att orney, 
accountant, or other qualified professional. 
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 How can I help you? 
 

 
 
 
 

 
 Are you currently working with an advisor? 

 
 
 
 
 
 
 What made you respond to the survey? 

 
 
 
 
 
 
 When was the last Ɵme your account/porƞolio was reviewed? 

 
 
 
 
 
 
 What are your top three concerns? 

 
 
 
 
 
 
 How are you managing your savings and investments now? 

 
 
 
 
 
 
 How do you and your spouse make financial decisions? 

 
 
 
 
 
 
 Are you concerned about healthcare in reƟrement? 

 
 
 



 
 Do you want to leave a legacy to your children or charity?  

 
 
 
 
 
 What would you do if you ran out of money in reƟrement? 

 
 
 
 
 
 
 What keeps you up at night? 

 
 
 
 
 
 
 What does ideal service look like to you? 

 
 
 
 
 
 How much do you want to have? 

 
 
 
 
 
 
 
 How much do you need? 

 
 
 
 
 
 
 What is your philosophy on Insurance (Life Insurance‐ LTC‐ DI) 

 
 
 
 
 
 
 How important are guarantees to you? 
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