DECEASED RESIDENT PERSONAL TRUST FUND FORM

Name of Deceased Resident:










Social Security Number:

          
Medicaid ID Number:





Date of Birth:



 
Date of Death:





Name of Facility:   










Address of Facility:












     County: ________________

Facility Administrator:  










Deceased’s Home Address 








 




     ________________________________________________________




     ________________________________________________________



   County:  




Does the value of all property owned by the decedent 

exceed Fifty Thousand Dollars ($50,000)?

YES

NO



Did the deceased leave a will?



YES

NO



Was the deceased survived by a spouse?


YES

NO



Was the deceased survived by a minor child?

YES

NO



Was the deceased survived by a disabled child?

YES

NO



Personal Trust Account Information

At the death of the resident, the total amount of

funds in the Personal Trust Account: 


$
               




Fund were disbursed to:        Spouse    

 _____


(Check One)

       Named Beneficiary
 _____





       Banking Institution
 _____

Name of person/institution who received funds:**
______________________________




     

  Address:
______________________________








______________________________




Date funds were disbursed:
_________________

___________________________________



________________

Facility Administrator






Date

** Facility Administrators shall submit copies of signed receipts, checks, and/or bank      

     deposit slips, along with this form.
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