ATTN: VALERIE BENEDICT


ATTN: REAPPOINTMENT CLERK

COUNTY OF SANTA CLARA

PUBLIC ADMINISTRATOR/GUARDIAN/CONSERVATOR

	Conservatee:
	     
	
	LPS #:
	      FORMTEXT 


	

	Birth Date:
	     
	Sex:
	M
	Social Security #:
	      FORMTEXT 


	

	Present Address:
	        
 FORMTEXT 
               FORMTEXT 




	Physician #1:
	
	
	Physician #2:
	

	

	1. Prior Diagnosis:
	
	
	1. Prior Diagnosis:
	

	

	2. Present Diagnosis:
	
	
	2. Present Diagnosis:
	


a. The Diagnosis is based on the following symptoms, behavior, or other factors regarding Conservatee:


Physician #1:



 
     Physician #2:
	
	
	

	
	
	

	
	
	

	
	
	


b. It is the opinion of the undersigned that above-named conservatee, as a result of a mental disorder and/or chronic alcoholism, is still gravely disabled, i.e., unable to provide for his basic needs of food, clothing, and shelter.  The opinion that conservatee cannot provide for his basic personal needs of food, clothing, or shelter as a result of mental disorder and/or chronic alcoholism is based on the following considerations:


Physician #1: 




     Physician #2:
	
	
	

	
	
	

	
	
	

	
	
	


Signature of Physician #1 


    Signature of Physician #2
I declare under penalty of perjury under the laws of the State of                  I declare under penalty of perjury under the laws of the State of California
California that the foregoing is true and correct:                                           that the foregoing is true and correct:

	Executed this date
	
	in
	
	Executed this date
	
	in

	
	(city), CA.
	
	
	(city), CA.

	
	
	

	Signature of Physician
	
	Signature of Physician

	Printed Name:
	
	
	Printed Name:
	

	Address:
	
	
	Address:
	

	Telephone #:
	
	
	Telephone #:
	


CONFIDENTIAL INFORMATION, W & I CODE 5328


	
	 FORMCHECKBOX 

	PERSON/ESTATE
	 FORMCHECKBOX 

	PERSON ONLY
	 FORMCHECKBOX 

	ESTATE ONLY

	

	Conservatee:
	     
	
	LPS #:
	     


Imposition of the following disabilities is recommended:

a. The right to refuse or consent to psychiatric treatment, including psychotropic medications; i.e. – treatment related to grave disability, should be taken away, based on the findings that the Conservator/Patient lacks the capacity to give informed consent.

b. The right to refuse or consent to medical treatment for non-psychiatric/physical conditions:
	
	Please select only one box:
	 FORMCHECKBOX 

	SHOULD be taken away.
	 FORMCHECKBOX 

	SHOULD NOT be taken away.


If you are recommending that this right should be taken away, specify reasons why you are of the opinion that the Conservatee/Patient lacks the capacity to give informed consent to such medical Treatments:
	

	Does the Conservatee/Patient currently have medical conditions requiring treatment?


	Please select only one box:
	 FORMCHECKBOX 

	YES.
	 FORMCHECKBOX 

	NO.


	If the answer is in the affirmative, state the nature of the medical condition(s); specify, e.g. – diabetes, heart trouble:

	

	


c. The privilege of possessing a driver’s license:
	Please select only one box:
	 FORMCHECKBOX 

	SHOULD be taken away.
	 FORMCHECKBOX 

	SHOULD NOT be taken away.


d. The right to refuse to enter into contracts:

	Please select only one box:
	 FORMCHECKBOX 

	SHOULD be taken away.
	 FORMCHECKBOX 

	SHOULD NOT be taken away.


e. Disqualification from possessing a firearm or deadly weapons is recommended because possession of firearms would pose a threat to the safety of the Conservator/Patient or others.

Signature of Physician #1 


    Signature of Physician #2
I declare under penalty of perjury under the laws of the State of                  I declare under penalty of perjury under the laws of the State of California
California that the foregoing is true and correct:                                           that the foregoing is true and correct:

	Executed this date
	
	in
	
	Executed this date
	
	in

	
	(city), CA.
	
	
	(city), CA.

	
	
	

	Signature of Physician
	
	Signature of Physician

	Printed Name:
	
	
	Printed Name:
	

	Address:
	
	
	Address:
	

	Telephone #:
	
	
	Telephone #:
	


CONFIDENTIAL INFORMATION, W & I CODE 5328
PHYSICIAN’S DECLARATION IN SUPPORT OF


PETITION FOR REAPPOINTMENT OF CONSERVATOR





DECLARATION REGARDING SPECIAL DISABILITIES








«Deputy»

