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INTRODUCTION
Life is unpredictable. Whether you're traveling, hospitalized, or facing an unexpected emergency, your family needs immediate access to critical information. This "If I'm Missing" Binder serves as your family's lifeline—a centralized resource containing everything your loved ones need to manage your affairs if you're temporarily or permanently unable to do so.
This guide goes beyond simple password storage. It's a comprehensive system that ensures your family can:
1. Access financial accounts and pay bills
1. Contact the right people immediately
1. Locate important documents
1. Understand your wishes and preferences
1. Navigate insurance claims efficiently
1. Maintain business operations if you're self-employed

WHY THIS MATTERS
According to recent studies, 67% of American families would face immediate financial hardship if the primary earner were suddenly incapacitated. The average family wastes 40+ hours and spends thousands in legal fees trying to locate critical information during emergencies.
This binder prevents that chaos.


SECTION 1: EMERGENCY CONTACTS
In Case of Emergency, Contact These People FIRST

Primary Emergency Contact
	Name:
	________________________________________


	Relationship:
	________________________________________


	Phone:
	________________________________________


	Email:
	________________________________________


	Address:
	________________________________________



Secondary Emergency Contact
	Name:
	________________________________________


	Relationship:
	________________________________________


	Phone:
	________________________________________


	Email:
	________________________________________



Legal Representatives
	Medical Power of Attorney:
	________________________________________


	Phone:
	________________________________________


	Document Location:
	________________________________________



	Financial Power of Attorney:
	________________________________________


	Phone:
	________________________________________


	Document Location:
	________________________________________




CRITICAL PROFESSIONAL CONTACTS
Insurance Agent
	Steve Soyebo Insurance Services
	________________________________________


	Phone:
	________________________________________


	Email:
	________________________________________


	Policy Numbers:
	________________________________________



Attorney
	Name:
	________________________________________


	Specialty:
	________________________________________


	Phone:
	________________________________________


	Email:
	________________________________________



Accountant/CPA
	Name:
	________________________________________


	Phone:
	________________________________________


	Email:
	________________________________________


	Tax ID Location:
	________________________________________



Financial Advisor
	Name:
	________________________________________


	Company:
	________________________________________


	Phone:
	________________________________________


	Account Numbers:
	________________________________________



Primary Care Physician
	Name:
	________________________________________


	Office:
	________________________________________


	Phone:
	________________________________________


	Patient ID:
	________________________________________




SECTION 2: INSURANCE POLICIES
Life Insurance
Policy #1
	Company:
	________________________________________


	Policy Number:
	________________________________________


	Agent:
	________________________________________


	Type:
	________________________________________


	Coverage Amount:
	________________________________________


	Beneficiaries:
	________________________________________


	Premium & Due Date:
	________________________________________


	Policy Location:
	________________________________________


	Online Access URL:
	________________________________________


	Username:
	________________________________________


	Password Hint:
	________________________________________



Health Insurance
Primary Policy
	Company:
	________________________________________


	Policy/Group Number:
	________________________________________


	Member ID:
	________________________________________


	Phone:
	________________________________________


	Online Portal:
	________________________________________


	Username:
	________________________________________


	Password Hint:
	________________________________________


	Coverage Details:
	________________________________________


	Dependents Covered:
	________________________________________



Dental Insurance
	Company:
	________________________________________


	Policy Number:
	________________________________________


	Member ID:
	________________________________________



Vision Insurance
	Company:
	________________________________________


	Policy Number:
	________________________________________


	Member ID:
	________________________________________




Auto Insurance
Policy #1 (Primary Vehicle)
	Company:
	________________________________________


	Policy Number:
	________________________________________


	Agent:
	________________________________________


	Vehicle:
	________________________________________


	Coverage Type:
	________________________________________


	Premium & Due Date:
	________________________________________


	24-Hour Claims:
	________________________________________


	Policy Location:
	________________________________________



Homeowners/Renters Insurance
	Company:
	________________________________________


	Policy Number:
	________________________________________


	Agent:
	________________________________________


	Property Address:
	________________________________________


	Coverage - Dwelling:
	________________________________________


	Coverage - Personal Property:
	________________________________________


	Coverage - Liability:
	________________________________________


	Premium & Due Date:
	________________________________________


	Claims Number:
	________________________________________


	Policy Location:
	________________________________________



Disability Insurance
	Company:
	________________________________________


	Policy Number:
	________________________________________


	Monthly Benefit:
	________________________________________


	Waiting Period:
	________________________________________


	Benefit Period:
	________________________________________


	Policy Location:
	________________________________________




SECTION 3: FINANCIAL ACCOUNTS
Banking Accounts
Primary Checking Account
	Bank:
	________________________________________


	Account Number:
	________________________________________


	Routing Number:
	________________________________________


	Account Type:
	________________________________________


	Online Access:
	________________________________________


	Username:
	________________________________________


	Password Hint:
	________________________________________


	Debit Card Location:
	________________________________________


	Automatic Payments:
	________________________________________



Savings Accounts
	Primary Savings Bank:
	________________________________________


	Account Number:
	________________________________________


	Current Balance (approx):
	________________________________________


	Purpose:
	________________________________________



	Emergency Savings Bank:
	________________________________________


	Account Number:
	________________________________________


	Current Balance:
	________________________________________




Investment Accounts
Brokerage Account
	Company:
	________________________________________


	Account Number:
	________________________________________


	Account Type:
	________________________________________


	Approximate Value:
	________________________________________


	Beneficiaries:
	________________________________________


	Advisor Contact:
	________________________________________


	Online Access:
	________________________________________


	Username:
	________________________________________



Retirement Accounts
	401(k)/403(b) Employer:
	________________________________________


	Plan Provider:
	________________________________________


	Account Number:
	________________________________________


	Approximate Value:
	________________________________________


	Beneficiaries:
	________________________________________


	Contribution per paycheck:
	________________________________________



	IRA Type:
	________________________________________


	Company:
	________________________________________


	Account Number:
	________________________________________


	Approximate Value:
	________________________________________


	Beneficiaries:
	________________________________________




Real Estate & Property
Primary Residence
	Address:
	________________________________________


	Purchase Date:
	________________________________________


	Purchase Price:
	________________________________________


	Current Estimated Value:
	________________________________________


	Mortgage Holder:
	________________________________________


	Loan Number:
	________________________________________


	Monthly Payment:
	________________________________________


	Property Tax Amount & Due:
	________________________________________


	Deed Location:
	________________________________________



Credit Cards & Debt
Credit Card #1
	Company:
	________________________________________


	Last 4 Digits:
	________________________________________


	Credit Limit:
	________________________________________


	Typical Balance:
	________________________________________


	Payment Due Date:
	________________________________________


	Auto-pay Setup:
	________________________________________


	Rewards Program:
	________________________________________


	Customer Service:
	________________________________________




SECTION 4: DIGITAL LIFE & PASSWORDS
Email Accounts
Primary Email
	Provider:
	________________________________________


	Email Address:
	________________________________________


	Password Hint:
	________________________________________


	Recovery Email:
	________________________________________


	Two-Factor Authentication:
	________________________________________


	Important Folders:
	________________________________________



Social Media & Communication
In case of my death, I want my social media accounts:
1. Memorialized
1. Deleted
1. Transferred to: _____________________
Facebook
	Email/Username:
	________________________________________


	Password Hint:
	________________________________________


	Profile URL:
	________________________________________



Instagram
	Username:
	________________________________________


	Password Hint:
	________________________________________



LinkedIn
	Profile URL:
	________________________________________


	Password Hint:
	________________________________________




Cloud Storage & Backup
iCloud/Apple ID
	Apple ID:
	________________________________________


	Password Hint:
	________________________________________


	Storage Plan:
	________________________________________


	Devices Connected:
	________________________________________



Google Drive
	Email:
	________________________________________


	Password Hint:
	________________________________________


	Important Files Location:
	________________________________________



Subscriptions & Utilities
Streaming Services
	Netflix Username:
	________________________________________


	Hulu Username:
	________________________________________


	Other Services:
	________________________________________



Utilities
	Electric Company:
	________________________________________


	Account Number:
	________________________________________


	Gas Company:
	________________________________________


	Water:
	________________________________________


	Internet/Cable:
	________________________________________




SECTION 5: LEGAL DOCUMENTS
Essential Documents Location
Will/Testament
	Location:
	________________________________________


	Date Created:
	________________________________________


	Attorney:
	________________________________________


	Executor Named:
	________________________________________


	Last Updated:
	________________________________________



Living Will/Advance Directive
	Location:
	________________________________________


	Date Created:
	________________________________________


	Healthcare Wishes:
	________________________________________



Power of Attorney Documents
	Financial POA Agent:
	________________________________________


	Location:
	________________________________________


	Date Created:
	________________________________________



	Healthcare POA Agent:
	________________________________________


	Location:
	________________________________________


	Date Created:
	________________________________________



Personal Documents
	Marriage Certificate Location:
	________________________________________


	Birth Certificates Location:
	________________________________________


	Social Security Cards Location:
	________________________________________


	My SSN:
	________________________________________


	Spouse SSN:
	________________________________________


	Passports Location:
	________________________________________


	My Passport Number:
	________________________________________


	Expiration Date:
	________________________________________


	Property Deeds Location:
	________________________________________


	Vehicle Titles Location:
	________________________________________


	Tax Returns Location (Last 7 Years):
	________________________________________




SECTION 6: CHILDREN & DEPENDENTS
Children's Information
Child #1
	Full Name:
	________________________________________


	Date of Birth:
	________________________________________


	SSN:
	________________________________________


	Pediatrician:
	________________________________________


	School:
	________________________________________


	School Contact:
	________________________________________


	Extracurricular Activities:
	________________________________________


	Allergies/Medical Conditions:
	________________________________________



Guardianship Information
In case of death or incapacitation:
Legal Guardian
	Name:
	________________________________________


	Relationship:
	________________________________________


	Phone:
	________________________________________


	Email:
	________________________________________


	Address:
	________________________________________



Alternate Guardian
	Name:
	________________________________________


	Phone:
	________________________________________



Pet Information
Pet #1
	Name:
	________________________________________


	Type/Breed:
	________________________________________


	Age:
	________________________________________


	Microchip Number:
	________________________________________


	Veterinarian:
	________________________________________


	Vet Phone:
	________________________________________


	Medical Conditions:
	________________________________________


	Medications:
	________________________________________


	Feeding Schedule:
	________________________________________


	Preferred Caretaker:
	________________________________________




SECTION 7: FINAL WISHES & PREFERENCES
End-of-Life Preferences
Funeral Arrangements
	Funeral Home Preference:
	________________________________________


	Phone:
	________________________________________


	Pre-paid Plan (Yes/No):
	________________________________________


	Account Number:
	________________________________________



Burial Preferences (check one):
1. Burial
1. Cremation
1. Donation to Science
Cemetery Information
	Cemetery Name:
	________________________________________


	Location:
	________________________________________


	Plot Number:
	________________________________________


	Deed Location:
	________________________________________



Memorial Service Wishes
	Service Type/Location:
	________________________________________


	Special Requests:
	________________________________________


	Music Preferences:
	________________________________________


	Organizations to Include:
	________________________________________



Charitable Donations
	In lieu of flowers, donate to:
	________________________________________


	Organization Name:
	________________________________________


	Contact Information:
	________________________________________



Organ Donation
	Organ Donor (Yes/No):
	________________________________________


	Donor Card Location:
	________________________________________


	Specific Wishes:
	________________________________________




SECTION 8: HOUSEHOLD INFORMATION
Home Systems & Services
Security System
	Company:
	________________________________________


	Account Number:
	________________________________________


	Master Code:
	________________________________________


	Monitoring (Yes/No):
	________________________________________


	Emergency Contact:
	________________________________________



Home Warranty
	Company:
	________________________________________


	Policy Number:
	________________________________________


	Coverage:
	________________________________________


	Phone:
	________________________________________



Service Providers
	Plumber Name & Phone:
	________________________________________


	Electrician Name & Phone:
	________________________________________


	HVAC Service & Last Service:
	________________________________________


	Lawn Care/Landscaping:
	________________________________________


	Pest Control:
	________________________________________



Vehicle Information
Vehicle #1
	Make/Model/Year:
	________________________________________


	VIN:
	________________________________________


	License Plate:
	________________________________________


	Registered Owner:
	________________________________________


	Title Location:
	________________________________________


	Regular Mechanic:
	________________________________________


	Last Service Date:
	________________________________________



Safe & Valuables
	Safe Location:
	________________________________________


	Combination:
	________________________________________


	Contents:
	________________________________________




SECTION 9: FINANCIAL SUMMARY
Last Updated: _____________________
Assets
	Cash/Checking:
	________________________________________


	Savings:
	________________________________________


	Investments:
	________________________________________


	Retirement Accounts:
	________________________________________


	Real Estate:
	________________________________________


	Vehicles:
	________________________________________


	Business Value:
	________________________________________


	Other Assets:
	________________________________________


	TOTAL ASSETS:
	________________________________________



Liabilities
	Mortgage:
	________________________________________


	Credit Cards:
	________________________________________


	Auto Loans:
	________________________________________


	Student Loans:
	________________________________________


	Other Debt:
	________________________________________


	TOTAL LIABILITIES:
	________________________________________



	NET WORTH:
	________________________________________



Monthly Budget
Monthly Income
	Salary (after tax):
	________________________________________


	Business Income:
	________________________________________


	Rental Income:
	________________________________________


	Other Income:
	________________________________________


	TOTAL MONTHLY INCOME:
	________________________________________



Monthly Expenses
	Housing (Mortgage/Rent):
	________________________________________


	Utilities:
	________________________________________


	Insurance (all):
	________________________________________


	Car Payment/Transportation:
	________________________________________


	Groceries:
	________________________________________


	Childcare:
	________________________________________


	Debt Payments:
	________________________________________


	Subscriptions:
	________________________________________


	Other:
	________________________________________


	TOTAL MONTHLY EXPENSES:
	________________________________________




SECTION 10: EMERGENCY INSTRUCTIONS
If I'm Missing for 24-48 Hours
1. Contact these people immediately:
	Name & Phone:
	________________________________________


	Name & Phone:
	________________________________________



2. Check these locations:
	Location:
	________________________________________


	Location:
	________________________________________



3. Access these accounts:
	Account:
	________________________________________


	Account:
	________________________________________



If I'm Incapacitated
1. Medical decisions should be made by:
	Name & Phone:
	________________________________________



2. Financial decisions should be made by:
	Name & Phone:
	________________________________________



3. Business operations should be handled by:
	Name & Phone:
	________________________________________



If I'm Deceased - Action Timeline
First 48 Hours - Priority Actions
1. Contact emergency contacts
1. Contact insurance agent (Steve Soyebo)
1. Contact attorney
1. Contact employer/business partners
1. Secure the home
1. Care for dependents/pets
First Week - Essential Tasks
1. Obtain death certificates (get 10-15 copies)
1. Contact Social Security Administration
1. File life insurance claims
1. Contact financial institutions
1. Stop automatic payments if needed
1. Forward mail
First Month - Important Tasks
1. Meet with attorney regarding will
1. Contact all creditors
1. File all insurance claims
1. Access benefits (life insurance, pension, etc.)
1. Begin probate process if necessary
First Three Months
1. File final tax return
1. Close or transfer accounts
1. Cancel subscriptions and memberships
1. Transfer vehicle titles
1. Update property deeds


SECTION 11: PERSONAL MESSAGES & NOTES
To My Family
Use this space to write personal messages to your loved ones:

	To My Spouse:
	________________________________________



	To My Children:
	________________________________________



	To My Extended Family:
	________________________________________



Important Things You Should Know
	Hidden Items/Valuables:
	________________________________________



	Safety Deposit Box Location:
	________________________________________


	Box Number:
	________________________________________


	Key Location:
	________________________________________


	Contents:
	________________________________________



	Storage Units:
	________________________________________


	Unit Number:
	________________________________________


	Access Code:
	________________________________________


	Contents:
	________________________________________




HOW TO USE THIS BINDER
Immediate Setup (Do This Now)
1. Print this entire document
1. Place it in a 3-ring binder with dividers for each section
1. Fill in all sections you can complete today
1. Store in a fireproof safe or safety deposit box
1. Tell at least 2 trusted people where it's located

Ongoing Maintenance
1. Review and update quarterly
1. Update immediately after major life changes (marriage, divorce, birth, death, job change, home purchase)
1. Keep a digital backup in secure cloud storage
1. Review with your insurance agent annually
1. Update beneficiaries whenever family circumstances change

Security Tips
1. Never store actual passwords—use hints only
1. Keep this binder in a secure location (fireproof safe, safety deposit box)
1. Consider using a password manager for digital access
1. Update beneficiaries whenever family circumstances change
1. Never email or text sensitive information from this binder


INSURANCE REVIEW CHECKLIST
As you complete this binder, use this checklist to ensure your insurance coverage is adequate:

1. Life Insurance: Do I have enough coverage to replace my income for 10+ years?
1. Do all beneficiaries need updating?
1. Disability Insurance: Could my family survive if I couldn't work for 6 months?
1. Health Insurance: Is my coverage adequate for my family's needs?
1. Homeowners/Renters: Does my coverage match my home's current value?
1. Auto Insurance: Am I adequately protected from liability?
1. Umbrella Policy: Do I have additional liability coverage beyond basic policies?
1. Business Insurance: Is my business adequately protected?
1. Long-Term Care: Have I planned for potential long-term care needs?
If you answered "no" or "I'm not sure" to any of these questions, it's time to schedule a comprehensive insurance review.

	CONTACT STEVE SOYEBO INSURANCE
For a complimentary insurance review and to ensure your family is fully protected:
Steve Soyebo Insurance Services
Houston, Texas
Phone: [INSERT PHONE]
Email: [INSERT EMAIL]
Website: [INSERT WEBSITE]
Serving Houston families with comprehensive insurance solutions and personalized service.
Let's make sure you have the right coverage in place to protect what matters most.



DOCUMENT UPDATE LOG
	Last Updated:
	________________________________________


	Updated By:
	________________________________________


	Previous Update:
	________________________________________


	Previous Update:
	________________________________________



	Major Changes Made:
	________________________________________
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