ATS Guardianship Services, Inc.
Guardianship Referral Form

Thank you forrequesting the services ATS Guardianship Services, Inc. We understandthatnot all of the
informationaskedforonthisformmaybe available atthetime ofthe referral. Nevertheless, pleasefilloutas
completely as possible.

Date:

CLIENT INFORMATION (AIP Alleged Incapacitated Person)

Client'sName Also Known As:

Gender: [0Male [0 Female Date of Birth: Age: Race:

U.S. Citizen: O Yes O No

Marital Status: L1 Single T Married [1 Divorced [1 Widow/Widower Name of Spouse:

SSN: - - Primary Language: County of Residence:

Current Location:

Current/Previous Occupation

Iffacility,admissiondate: Phone:

REFERRAL SOURCE:

FINANCIAL

Monthly Income: SS $ SST $ SSDI § Pension $
Annuities VA'$ Veterans ID:

INSURANCE

Medicare No.: Medicaid No.: Other Insurance:

Notes:

ATS Guardianship Services, Inc 25900 Greenfield Rd STE 503 Oak Park, MI 48237 Phone:248-307-7850 Fax:866-304-9230








