
Q U E S T I O N N A I R E  F O R  P O S S I B L E  1 7 A  G U A R D I A N S H I P

12 Research Way, E. Setauket, NY 11733 (631) 941-3434 • 82 Main St., Westhampton Beach, NY 11978 (631) 288-5612 • 45 W 34th Street, Ste. #1203, New York, NY 10001 (212) 867-3520

CONTACT PERSON:
1.	 Name: _____________________________________________________________________________________

2.	 Address: ___________________________________________________________________________________

3.	 Telephone Number: _________________________________________________________________________

5.	 Relationship to Respondent:__________________________________________________________________

RESPONDENT:
1.	 Name of Respondent:_ ______________________________________________________________________

	 Date of Birth: _______________________________  Social Security #:_ ______________________________

	 Intellectually disabled ________________________  or Developmentally ____________________________

	 Clinical Diagnosis: __________________________________________________________________________

	� Has the Respondent been diagnosed by a licensed Physician, Psychologist or Nurologist using the 
standardized testing: ________________________________________________________________________

2:	 Place of Residence of Respondent:____________________________________________________________

	 ___________________________________________________________________________________________

	 If AIP is in a facility, name of director, address, telephone number of facility:________________________

	 ___________________________________________________________________________________________

	 ___________________________________________________________________________________________

	 Service Coordinator at facility in charge of the Respondents care:_________________________________

	 ___________________________________________________________________________________________

	 Date of Admittance: _ _______________________________________________________________________

3.	 Current marital status of respondent:    q single    q married    q widowed    q divorced
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