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Berkshire County Arc Family Special Needs Pooled Trust 
Individual Enrollment Information 

 
 
Donor Information: 
 
Name _________________________________________________________________________________ 
 
Address________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
Email _______________________________________   Phone __________________________________ 
 
Date of Birth__________________________________   SSN _____________________________________ 
 
Relationship to Beneficiary ______________________________________________________________ 
 
 
Beneficiary Personal Information 

Name _________________________________________________________________________________ 
 
Address________________________________________________________________________________ 
 
________________________________________________________________________________________ 
 
Email _______________________________________   Phone __________________________________ 
 
Date of Birth___________________   SSN________________  Marital Status______________________ 

Spouse/Partnername____________________________________________________________________ 

Children(s) name________________________________________________________________________ 
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Beneficiary Disability Information: 

Please describe the beneficiary’s Medical Diagnosis/Disability: 

Intellectual_____________________________________________________________________________ 

Physical________________________________________________________________________________ 

Mental Health___________________________________________________________________________ 

Other___________________________________________________________________________________ 

Has a determination been made by Social Security of a disability?       Yes or No 

Will the beneficiary be applying to Social Security for a determination?      Yes or No 

 

Beneficiary’s Benefit/Income Information: 

Social Security Disability Income (SSDI)  Monthly amount $_______________________ 

Supplemental Security Income (SSI)   Monthly amount$________________________ 

Social Security Retirement Income   Monthly amount $_______________________ 

Annuity/Pension     Monthly amount $_______________________ 

Wages       Monthly amount $_______________________ 

Other       Monthly amount $_______________________ 

Please attach a copy of the beneficiary’s SSDI/SSI Social Security Award Letter 

 

Does the beneficiary have any of the following insurances? (circle applicable): 

MassHealth   Medicare  Other___________________________________ 

Does the beneficiary have a pre-paid funeral? Yes or No 

Does the beneficiary have a Will?    Yes or No 

 

Beneficiary Residential Information: 

Current living situation (circle one): 

Home               Apartment             Assisted living             Group home             Nursing home            Other 

In the future what type of living situation do you envision for the beneficiary? _________________ 

________________________________________________________________________________________ 

________________________________________________________________________________________

________________________________________________________________________________________ 
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Does the Beneficiary have a legal representative such as a: (circle applicable) 

Power of Attorney     Guardian/Conservator     Rep-Payee     Other____________________________ 

Name of legal rep _______________________________________________________________________ 

Address________________________________________________________________________________ 

Email Address ____________________________________ Phone _______________________________ 

A copy of Power of Attorney or Guardianship/Conservator Decree must be submitted with this 
application. 
 

Next of Kin______________________________________________________________________________ 

Address________________________________________________________________________________ 

Phone_____________________________________Email_______________________________________ 

 

Does the Beneficiary have a DDS, DMH or any other Service Coordinator? If so: 

Name__________________________________________________________________________________ 

Address________________________________________________________________________________ 

Phone _________________________________ Email___________________________________________ 

 

Disbursement Information: 

Ability of beneficiary to request funds (circle applicable): Independent      Needs assistance 

If beneficiary is unable to make independent requests, please list the person (s) who you plan 

to designate as Primary Representative of the beneficiary, who will be empowered to request 

funds on his/her behalf.   

Name: ____________________________________   Name: _____________________________________      

Address: __________________________________   Address: ___________________________________ 

Address: __________________________________   Address: ___________________________________ 

Phone:____________________________________   Phone: _____________________________________ 

Email: ____________________________________   Email: ______________________________________ 

Relationship: _____________________________    Relationship:________________________________ 

A completed Personal Representative Form must accompany this application. It is the 
responsibility of the Personal Representative to notify the Berkshire County Arc, Inc. Family 
Special Needs Pooled Trust of changes in the beneficiary’s living arrangement, health, or 
financial profile and needs. Also, please note that any change in the Personal Representative 
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will become effective only upon receipt by the Berkshire County Arc, Inc. Family Special 
Needs Pooled Trust of a properly signed Designation of Personal Representative Form. 

Please list what types of expenses the beneficiary will access the trust for: 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 

 

Are there any types of expenses you do not want the trust accessed for?: 

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________ 

 

Funding Information: 

If this is a future funded account, what will be the event, which will trigger account funding, and 

what is the approximate funding amount and source of funds? ______________________________ 

________________________________________________________________________________________ 

 

Distribution of Trust Remainder upon Death of Beneficiary: 

a) Trust’s Remainder Share 
 

If you wish, you may designate a share of the remaining trust assets to go to 
Berkshire County Arc, Inc. in furtherance of its charitable mission. Funds 
designated for this charitable purpose are used to assist other needy disabled 
persons as well as to defray the ongoing administrative expenses of operating 
the Berkshire County Arc, Inc. Family Special Needs Pooled Trust. 

 
Please note what percentage (if any) of the remaining trust assets you choose to 
go to Berkshire County Arc, Inc. 

 
50% _________________               25% _________________          Other___________________ 
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b) Designated Remainder Beneficiaries 
 

1) Name:_____________________________________________________________________ 

                            Address:___________________________________________________________________ 

              Email Address:_____________________________________________________________ 

                            Relationship to Beneficiary or Donor:_________________________________________ 

                            Percentage of remainder:___________________________________________________ 

 

2) Name:_____________________________________________________________________ 

                            Address:___________________________________________________________________ 

              Email Address:_____________________________________________________________ 

                            Relationship to Beneficiary or Donor:_________________________________________ 

                            Percentage of remainder:___________________________________________________ 

 

3) Name:_____________________________________________________________________ 

                            Address:___________________________________________________________________ 

              Email Address:_____________________________________________________________ 

                            Relationship to Beneficiary or Donor:_________________________________________ 

                            Percentage of remainder:____________________________________________________ 

 

4) Name:_____________________________________________________________________ 

                            Address:___________________________________________________________________ 

              Email Address:_____________________________________________________________ 

                            Relationship to Beneficiary or Donor:_________________________________________ 

                            Percentage of remainder:___________________________________________________ 

 

Note: If you wish to designate a charitable entity as a remainder-person, rather than an 
individual, you must give us the precise legal name of the charitable entity as well as a 
current business address for it. 
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Please tell us how you heard about Berkshire County Arc Family Special Needs Pooled 

Trust___________________________________________________________________________________

________________________________________________________________________________________ 

 

Acknowledgement of Enrollment Questionnaire Preparer: 

I hereby submit this Enrollment Questionnaire for evaluation by Berkshire County Arc, Inc. as 

to whether it will be able to undertake the responsibility of acting as Personal Trustee for the 

proposed beneficiary, given his/her particular needs and individual family situation, and I 

hereby affirm the accuracy of the information I have submitted. I understand that no trust is 

presently established by the submission of this Enrollment Questionnaire. 

 
Signature:______________________________________ Date:___________________________________ 

                Print name: 

 

 

 


