Turcotte Economics Group, LLC


Fact Finding Questionnaire
For Adult Wrongful Death

Decedent’s Full Name:  

Versus

Defendant’s Names(s):


In order to assist us in rendering an opinion in the above matter, please complete the following questions in regards to the decedent, and return it to the Turcotte Economics Group as soon as possible.  If you are not sure of an answer, it is better to leave the question blank then to guess.
1. City of residence:  

2. State of residence:  

3. Date of birth (mm/dd/yyyy):  

4. Date of death (mm/dd/yyyy):  

5. Date of impairment, if different (mm/dd/yyyy):  

6. Gender (please circle one):  
Female 
Male
7. Educational attainment (grade level):  

Degrees and /or certifications (include course of study): 

8. List any illnesses that impacted the decedent’s life prior to the incident:


9. Employment status prior to death (please circle one):  
a. Full-Time
  Part-Time
Not Employed
i. If not employed, please explain:  

b. Employer:  

c. Employer location, City and State:  

d. Job title:  


e. Job function:  


f. Starting date (mm/dd/yyyy):   


g. Last day worked (mm/dd/yyyy):   


h. Yearly earnings in last full year worked:  $


Please include copies of Form W-2 and/or copies of Federal Tax Returns for the five years preceding the incident.

i. Union membership (please circle one):  Yes
No
i. If the decedent is is/was a union member, please specify the local:  

ii. First day with union (mm/dd/yyyy):  


iii. Please circle one:    Apprentice
Journeyman
Foreman
Other

iv. If other, please specify:  



Please include copies of the collective bargaining agreements and summary plan descriptions for the five years previous to the incident.

10. Fringe benefits previous to the incident

a) Please indicate which of the following fringe benefits the decedent was receiving prior to the incident: 


[image: image1.emf]Type of Fringe 

Benefit

Employee 

Contribution

Yes No

Family Individual$ ___________ Per WeekBiweekly Month

Prescription Yes No $ ___________ Per WeekBiweekly Month

Dental Yes No $ ___________ Per WeekBiweekly Month

Vision Yes No $ ___________ Per WeekBiweekly Month

Pension Yes No $ ___________ Per WeekBiweekly Month

401(k) Yes No ___________ %

Life Yes No $ ___________ Per WeekBiweekly Month

Long-Term 

Disability

Yes No $ ___________ Per WeekBiweekly Month

Other: __________ Yes No $ ___________ Per WeekBiweekly Month

Please circle one 

for each type of 

Please circle one for each 

type of insurance

Health


b) Were there other benefits that the decedent was receiving prior to the incident (for example: company car, child care, gym membership, etc.)?  Please indicate the amount and frequency of any employee contributions for each benefit listed.

11. Marital status (please circle one):
Married
Not Married

Spousal information (if applicable):

a. Name of spouse:  
  Date-of-Birth:  

b. Educational attainment (grade level):  

c. Degrees and /or certifications (include course of study): 

d. Employment status (please circle one):  Full-Time
  Part-Time
Not Employed

e. Position held:  

12. Dependents (other then spouse):

Name:
Date-of-Birth:

13. Sources of income since the decedent’s death
a. For each family member, list all sources of new or compensating income.  Please indicate the frequency of the payments, for example; one-time, weekly, monthly, or yearly.
Payment Source
Payment Start Date
Amount
  Frequency  
14. Household Services
The following is a list of chores that the decedent may have performed around the house previous to the death.  For each of the following items please provide the number of hours spent on each chore before the incident.  Circle “Day” or “Week” depending on whether the hours specified are for each day or each week.  If some chores are not listed, please add them to the list in the space provided. 


[image: image2.emf]Household Activity

Previous 

the 

Incident

Since the 

Incident

Housework Day Week

Food preparation and cleanup Day Week

Lawn and garden care Day Week

Household management Day Week

Purchasing goods and services Day Week

Caring for and helping household members Day Week

Caring for and helping household children Day Week

Driving family members to appointments Day Week

Automobile repair Day Week

Home repairs Day Week

Other: Day Week

Day Week

Day Week

Day Week

Day Week

Day Week

Day Week

Day Week

Day Week

Each

(please circle one):

Hours Spent on Each Activity


15. How many waking hours per week would the decedent spend with his/her:

a. Spouse?  

b. Children?  

c. When spending time with his/her spouse, what activities would the decedent take part?  

d. When spending time with his/her children, what activities would the decedent take part?  

16. Did the decedent provide any advice and/or counsel to his spouse?


a. If yes, please list the matters on which the decedent would have given advice and/or counsel to his spouse and the approximate number of hours per week, if known.  


17. Did the decedent provide any advice and/or counsel to his children?


a. If yes, please list the matters on which the decedent would have given advice and/or counsel to his children and the approximate number of hours per week, if known.  


By signing this questionnaire I attest that the foregoing questions were answered truthfully.
Prepared by:  



 
(please print your name)
Signed:  
  Date:  

Please forward the completed questionnaire to:

Turcotte Economic Group, LLC.
2119 Wynne Way

Jamison, PA 18929

(215) 343-4999

or

Leo_Turcotte@verizon.net

© 2008 Turcotte Economics Group, LLC, All Rights Reserved
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