
QUESTIONNAIRE – 

This form is extremely important. Your accuracy and completeness in responding will help Zacharia Brown PC 
represent you. Please send this completed information packet, including each of the items requested, a few 
days prior to your initial consultation. 

Name: __________________________________

Street: __________________________________

City: __________________________________

State: __________________________________

Zip: __________________________________

Home Phone: ____________________________

Cell Phone: ____________________________

Email: __________________________________

Date of Birth: ____________________________

Age: ____________

Name: __________________________________

Street: __________________________________

City: __________________________________

State: __________________________________

Zip: __________________________________

Home Phone: ____________________________

Cell Phone: ____________________________

Email: __________________________________

Date of Birth: ____________________________ 

Age: ____________ 

US Citizen?    Yes    No

Veteran?     Yes No



0







0

0



0

0



J. Do you Currently have the following Estate Plan Documents?

CERTIFICATION 

The undersigned hereby represents to Zacharia Brown PC that the information contained in this 

questionnaire (including the attached schedules) is accurate and complete, and that the 

undersigned understands that the law firm will rely on this information. If the information 

contained herein is inaccurate or incomplete, the recommendations made by Zacharia Brown PC 

may not be appropriate. 

r  
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