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Referral for Probate Administration
Return to:
County of Monterey Public Guardian
1441 Schilling Place
Salinas, CA 93901
Fax 831-775-8075
Email 416-Referral@co.monterey.ca.us

DECEDENT INFORMATION

Legal Name:______________________________Maiden Name/AKA's ____________________________________

Home Address: ________________________________________________________________________________
         		  (Street)                                                                 (City, State, Zip)                                                      (Phone)

Rent or Own?__________ Amount of Rent___________ Is rent current?  _____   If no, past due amount__________

Does client live alone?  If no, other resident’s name:____________________________________________________

Landlord Name and Phone Number: ________________________________________________________________

Sex: ___  Date of Death:__________ Birthplace: __________________Ethnicity______________ Religion_________

Marital Status______________ Citizenship___________________  Primary Language________________________



REFERRING PARTY INFORMATION

Completed by: ___________________________________________________________  Date:_________________________
						(Please print)
Facility/Agency_________________________________________________________________________________________

Phone Number:________________________ Cell:__________________________ Fax:__________________________

Address_______________________________________________________________________________________________
                             (Street)                                                                                  (City, State, Zip)

Email___________________________________________________________________________________________________________

How long have you been acquainted with the person this referral is regarding?_______________________________________

RELATIVES/FRIENDS

List below the Names, Addresses and Telephone Numbers of relatives and friends of the Proposed Conservatee.  Please include Stepparents, stepchildren, adopted children, adoptive parents, half siblings, etc.  The California Probate Code requires that parents, siblings and children over 12 years must be given notice, no matter where they are located.
(attach additional sheets if necessary)

Father’s Name:_________________________ Mother’s Maiden Name_____________________________________  

Father born:(date/place)__________________________  Mother born:(date/place)__________________________  


Spouse/Former Spouse:_______________________  Place of Death:________________ Burial Site___________

Current Address:_______________________________________________________________________________
          		 (Street)                                                                 (City, State, Zip)                                                                           (Phone)

Children:

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________
           (Street)                                                                 (City, State, Zip)                                                                           (Phone)

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________
           (Street)                                                                 (City, State, Zip)                                                                           (Phone)

Siblings:

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________
           (Street)                                                                 (City, State, Zip)                                                                           (Phone)

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________
           (Street)                                                                 (City, State, Zip)                                                                           (Phone)


List below the Names, Addresses and Telephone Numbers of other key contact persons, including community agencies and support services:
(attach additional sheets if necessary)

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________
                                     (Street)                                                                 (City, State, Zip)                                                (Phone)

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________
                                     (Street)                                                                 (City, State, Zip)      
MEDICAL AND BENEFITS INFORMATION

Social Security Number:___________ Medicare Claim Number:___________  Part A____ Part B______ Part D____

MediCal Number:_________________ Other Health Insurance___________________ Claim/ID #:______________

Address:  _____________________________________________________________________________________   
                             (Street)                                                  (City, State, Zip)                                        (Phone)

Has Long-term Care MediCal application been completed? (If yes, when?) _________________________________

MILITARY INFORMATION 

Name:______________________________________  Claim/Serial #:____________________________________

Branch/Rank:_______________________________  Dates of Service: ___________________________________

INCOME INFORMATION
Please provide copies of any supporting documents (i.e. Bank Statements, Income Statements)

Former Occupation: ___________________________________________________________________________

Monthly Income:
	Claim Number		Amount		Routed to:			Direct Deposit:

SSA:	_________________________________________________________________________

SSI: 	_________________________________________________________________________

VA: 	_________________________________________________________________________

Civil Service: 	_________________________________________________________________________

Military Pension: 	_________________________________________________________________________

Pension: 	_________________________________________________________________________

Annuity Payments: 	_________________________________________________________________________

Other: 	_________________________________________________________________________
ASSET INFORMATION

Assets: Check all that apply

Real Property/ House____________________________________________________________________________
           			(Street)                                                  (City, State, Zip)                                          (Phone)
*If decedent owns real property, please run a property profile or get a copy of the deed.  The profile may show if there was an attorney involved in preparing a trust, any recent loan activity, and name of insurance company.
Bank Account(s) and other investments:

Financial Institution	Branch	Account Number	Type		Balance	

__________		___________	_________________	__________	___________	

__________		___________	_________________	__________	___________	

__________		___________	_________________	__________	___________	

__________		___________	_________________	__________	___________	

Does proposed decedent have any of the following?   Please check all that apply:
Safe Deposit Box	□	Bank Location_____________________________  Key Location_____________________
Automobile(s)  	□	Location ________________Auto Insurance Company_____________________________
Life Insurance/	□	Name, Policy Number, Location _______________________________________________
Annuity
Bonds	□	Location __________________________________________________________________
Burial Policy	□	Location __________________________________________________________________
Will	□	Location __________________________________________________________________
Preneed	□	Location __________________________________________________________________

Other Valuable assets (Jewelry, Furniture, etc)________________________________________________________

Does proposed decedent have a Trust Yes/No or POA/DPOA:?________________________________________

Location of Trust/POA/DPOA documents____________________________________________________________
Name of Trustee or DPOA:

Name:______________________________________________________________Phone______ ________________________________________

Address: __________________________________________________________________________________________________________________
           (Street)                                                                                                                     (City, State, Zip)                               

Does proposed decedent have a Representative Payee?
Name of Representative Payee:

Name:______________________________________________________________Phone______ ________________________________________

Address: __________________________________________________________________________________________________________________
           (Street)                                                                                                                     (City, State, Zip)                               
                            

































Sarah Solano, Chief Deputy
Monterey County Public Administrator/Public Guardian/Public Conservator
1441 Schilling Place, Salinas, CA 93901 - Phone (831) 883-7585 FAX (831) 775-8075
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