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                                      STATE OF CONNECTICUT





DEPARTMENT OF SOCIAL SERVICES

REQUEST FOR ADVICE CONCERNING A TRUST, ANNUITY OR WILL
 FORMCHECKBOX  

Yes
 FORMCHECKBOX  

No

 FORMCHECKBOX  

Yes
 FORMCHECKBOX  

Yes

 FORMCHECKBOX  

No

 FORMCHECKBOX  

No
Program client is applying for:       
Application Date:       
Name of Institution:       
$      
$      
Date of trust or annuity was established:       
Phone Number:       
Department Staff:  Please complete the requested information below and submit this form with all supporting documents (see note below) to DSS.Estatereview@ct.gov.  If incomplete, this request slip will be returned to you.  

ALL SUPPORTING DOCUMENTS, I.E., TRUSTS, POWER OF ATTORNEYS, FINANCIAL RECORDS, ETC. MUST BE SCANNED AND SUBMITTED AS SEPARATE PDFs FROM THE W-765.  PDFs SHOULD NOT CONTAIN BLANK PAGES OR DUPLICATE PAGES AND SHOULD BE ORIENTED IN THE PROPER DIRECTION.  
	TO:
	DSS.Estatereview@ct.gov
DSS Office of Legal Counsel

	FROM:
	     

	
	
	Name

	
	
	     

	
	
	Title

	
	
	     

	
	
	Office Location

	
	
	     

	
	
	Direct Telephone Number of Requestor



      
Client ID/App#      
 FORMCHECKBOX  

Yes
 FORMCHECKBOX  

No

Date:       
Client Name:       
       
       
       
W-765
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Client Information





Age:





Does client currently reside in an institution?





If so, identify the institution and date residence began?





Does client have a disability determination?





Trust/Annuity Information





Amount of principal:





(1) at creation of trust or annuity:





(2) currently in trust or annuity:





Name of Individual(s) who funded the trust or annuity and whether the applicant ever contributed property or income to the trust or annuity:





Name of Individual(s)





Contributed?





Name and phone number of any known attorney, guardian, or conservator:





Name:








