
  LAW OFFICES OF TIM J. LARSON, JD, 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and Trust Administration Attorneys 

7570 W. 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Street, 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* Fax: (316) 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GUARDIAN AND CONSERVATOR QUESTIONNAIRE 

 
  

 
   
CLIENT ONE: (Person petitioning for Guardian & Conservatorship) 
  
Legal name: __________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
Home Address        City      State  ZIP Code 
 
County of residence: ____________________    
 
Date of Birth: ________________  Soc. Sec. Number: ___        U.S. citizen?_____ 
 
Bus. Telephone: (         )                              Home telephone: (         )                                                
 
CLIENT TWO (If more than one person is petitioning for Guardianship)  
 
Legal name: _________________________________________________________________________________ 
 
________________________________________________________________________________________________ 
Home Address        City      State       Zip Code 
 
Bus. Telephone: (       ) ______________                  
 
Date of Birth: _______________  Soc. Sec. Number:        U.S. citizen? ______ 
 
 
WHAT ACTION DO YOU WANT TAKEN: 
 
GUARDIANSHIP_____    CONSERVATORSHIP______    BOTH_____ 
 
 
 
 



 
THE PROPOSED WARD AND CONSERVATEE:  
 
 
______________________________________________________________________________ 
Name  
 
______________________________________________________________________________ 
Address      City      State    Zip Code 
 
_________________    ____________________    ________________ 
Phone number    Date of Birth    Current Age 
 
_________________    ____________________________________ 
Social Security #      Dependents 
 
 
 
REASON THIS PERSON NEEDS A GUARDIAN OR CONSERVATOR 
 
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________
___________________________________________________________________________________ 
 
(State a medical diagnosis if known and length of condition.  If not 
known, state common symptoms of condition.  State how the person 
functions on daily living situations – i.e. Dressing, bathing, finances, 
transportation, dangers to self or others, etc.) 
 
 
PRIMARY CARE DOCTOR OF PROPOSED WARD: 
 
___________________    ______________________________________________________ 
Name       Address 
 
___________________    _________________________ 
Phone      Fax 



 
ASSETS/MONTHLY INCOME OF PROPOSED WARD: 
 
Income Source       Monthly Income      Interest Income   Total 
 
_________________        _______________       ___________________       _______ 
_________________        _______________       ___________________       _______ 
_________________        _______________       ___________________       _______ 
_________________        _______________       ___________________       _______ 
 
Assets      Approximate Value        Yearly Income 
_________________    ___________________             ___________ 
_________________    ___________________              ___________ 
_________________    ___________________              ___________ 
_________________    ___________________              ___________ 
_________________    ___________________             ___________     
 
GOVERNMENT BENEFITS: 
If the proposed ward receives any assistance from the government or 
other organizations, please list the program and amounts below: 
 
Medicaid:  ________________       Disability: ______________ 
Social Security: ____________  Public assistance: ____________ 
Section 8 Housing: ___________   
Other: ____________________  Other: __________________   
Other:_____________________     Other:__________________ 
 
 
NAMES OF INTERESTED PARTIES: (parents, children, grandparents, 
siblings) 
Name          Relationship       Address 
_______________       ___________          _____________________________________ 
_______________       ___________  _____________________________________ 
_______________       ___________  _____________________________________ 
_______________       ___________  _____________________________________ 
_______________       ___________  _____________________________________ 
 
 
Do you have a Special Needs Trust established for this person?  _______ 


