Care Fees Payment Plan Personal Questionnaire

Please indicate which insurance
companies you require Care Fees
Payment Plan offer terms from.

Lifetime Care []
Partnership []
Tomorrow D

CONFIDENTIAL

Financial Adviser Details
Financial Adviser's Name
Company Name

Company Address

Tel. no.

Fax. no.

Email Address
FSA reference no.

Do you hold the CF8 qualification? [ ] Yes [ | No
It is an FSA requirement that we provide data as to

whether advice was given on the sale of this product.
Wias financial advice given? [ | Yes [ | No (Tick one)

Please complete all relevant sections of the form in BLOCK CAPITALS, sign, date and return to

your financial adviser.

This form should only be completed by the legal representatives of the person needing care

if they have the legal capacity to effect a Care Fees Payment Plan on receipt of the offer terms.
(Please note that if the person needing care has become or is becoming mentally incapable of
managing their own affairs, an Enduring/Lasting Power of Attorney (property and affairs)

must be registered with the Court of Protection.)

1. Details of the person needing care

(Unless section 2 is completed, the person needing care will be the applicant for the

Care Fees Payment Plan)

Title

Surname

Forenames

Female

Date of birth

Marital Status

|

|

|
Male []

[]

|

|

Postal Address

Postcode

Telephone Number |

including code

Contact Name |
(if care home)




































