Return to:
City and County of San Francisco


Office of the Public Guardian


1650 Mission Street, 4th Floor


San Francisco, CA  94103


Telephone No.:  415-355-3555

Fax:  415-355-3539

Referral for Conservatorship
CLIENT INFORMATION
Legal Name:______________________________Maiden Name/AKA's ____________________________________
Home Address: ________________________________________________________________________________
         

  (Street)                                                                 (City, State, Zip)                                                      (Phone)
Rent or Own?__________ Amount of Rent___________ Is rent current?  _____   If no, past due amount__________
Does client live alone?  If no, other resident’s name:____________________________________________________

Landlord Name and Phone Number: ________________________________________________________________

Sex: ___  Date of Birth:__________ Birthplace: __________________Ethnicity______________ Religion_________
Marital Status______________ Citizenship___________________  Primary Language________________________
Date Admitted: __________________  Contact Person:  ___________________ ____________________________
If proposed conservatee is now hospitalized, please give:

Reason for hospitalization:_____________________________________________ __________________________

REFERRING PARTY INFORMATION
Completed by: ___________________________________________________________  Date:_________________________







(Please print)

Facility/Agency_________________________________________________________________________________________
Phone Number:________________________ Cell/Pager__________________________ Fax:__________________________

Address_______________________________________________________________________________________________

                             (Street)                                                                                  (City, State, Zip)
Email___________________________________________________________________________________________________________
How long have you been acquainted with the person this referral is regarding?_______________________________________
PLACEMENT PLAN
Discharge Plan: 
Skilled Nursing Facility  □         Residential Care Facility  □     Independent Living □



To which facilities have referrals been made?  How will client pay for services at facility?____________ __________

_____________________________________________________________________________________________
 RELATIVES/FRIENDS

List below the Names, Addresses and Telephone Numbers of relatives and friends of the Proposed Conservatee.  Please include Stepparents, stepchildren, adopted children, adoptive parents, half siblings, etc.  The California Probate Code requires that parents, siblings and children over 12 years must be given notice, no matter where they are located.
(attach additional sheets if necessary)
Father’s Name:_________________________ Mother’s Maiden Name_____________________________________  
Father born:(date/place)__________________________  Mother born:(date/place)__________________________  

Spouse/Former Spouse:_______________________  Place of Death:________________ Burial Site___________
Current Address:_______________________________________________________________________________

          

 (Street)                                                                 (City, State, Zip)                                                                           (Phone)

Children:

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________

           (Street)                                                                 (City, State, Zip)                                                                           (Phone)

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________

           (Street)                                                                 (City, State, Zip)                                                                           (Phone)
Siblings:

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________

           (Street)                                                                 (City, State, Zip)                                                                           (Phone)

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________

           (Street)                                                                 (City, State, Zip)                                                                           (Phone)
List below the Names, Addresses and Telephone Numbers of other key contact persons, including community agencies and support services:
(attach additional sheets if necessary)

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________

                                     (Street)                                                                 (City, State, Zip)                                                (Phone)

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________

                                     (Street)                                                                 (City, State, Zip)      
MEDICAL AND BENEFITS INFORMATION

Social Security Number:___________ Medicare Claim Number:___________  Part A____ Part B______ Part D____
MediCal Number:_________________ Other Health Insurance___________________ Claim/ID #:______________
Address:  _____________________________________________________________________________________   
                             (Street)                                                  (City, State, Zip)                                        (Phone)

Has Long-term Care MediCal application been completed? (If yes, when?) _________________________________

MILITARY INFORMATION FOR PROPOSED CONSERVATEE/SPOUSE

Name:______________________________________  Claim/Serial #:____________________________________

Branch/Rank:_______________________________  Dates of Service: ___________________________________

INCOME INFORMATION
Please provide copies of any supporting documents (i.e. Bank Statements, Income Statements)
Former Occupation: ___________________________________________________________________________
Monthly Income:

Claim Number

Amount

Routed to:


Direct Deposit:
SSA:
_________________________________________________________________________
SSI: 
_________________________________________________________________________
VA: 
_________________________________________________________________________
Civil Service: 
_________________________________________________________________________
Military Pension: 
_________________________________________________________________________

Pension: 
_________________________________________________________________________

Annuity Payments: 
_________________________________________________________________________

Other: 
_________________________________________________________________________

ASSET INFORMATION
Assets: Check all that apply
Real Property/ House____________________________________________________________________________
           


(Street)                                                  (City, State, Zip)                                          (Phone)

*If proposed conservatee owns real property, please run a property profile or get a copy of the deed.  The profile may show if there was an attorney involved in preparing a trust, any recent loan activity, and name of insurance company.
Bank Account(s) and other investments:
Financial Institution
Branch
Account Number
Type

Balance

__________

___________
_________________
__________
___________

__________

___________
_________________
__________
___________


__________

___________
_________________
__________
___________


__________

___________
_________________
__________
___________

Does proposed conservatee have any of the following?   Please check all that apply:

Safe Deposit Box
□
Bank Location_____________________________  Key Location_____________________
Automobile(s)  
□
Location ________________Auto Insurance Company_____________________________
Life Insurance/
□
Name, Policy Number, Location _______________________________________________
Annuity
Bonds
□
Location __________________________________________________________________

Stock(s)/Securities
□
Location __________________________________________________________________

Will
□
Location __________________________________________________________________
Preneed
□
Location __________________________________________________________________
Other Valuable assets (Jewelry, Furniture, etc)________________________________________________________
Does proposed conservatee have a Trust Yes/No or POA/DPOA:?________________________________________
Location of Trust/POA/DPOA documents____________________________________________________________
Name of Trustee or DPOA:
Name:______________________________________________________________Phone______ ________________________________________

Address: __________________________________________________________________________________________________________________

           (Street)                                                                                                                     (City, State, Zip)                               

Does proposed conservatee have a Representative Payee?

Name of Representative Payee:

Name:______________________________________________________________Phone______ ________________________________________

Address: __________________________________________________________________________________________________________________

           (Street)                                                                                                                     (City, State, Zip)                               
ADDITIONAL INFORMATION
Please list diagnoses:___________________________________________________________________________
Please list all medications that are currently prescribed:_________________________________________________ 
_____________________________________________________________________________________________
Doctor’s Name:______________________________________ _____________________Phone______ ________________________________

Address: __________________________________________________________________________________________________________________

           (Street)                                                                                                                     (City, State, Zip)                                                                            
Email________________________________________________________________________________________
Other information (check all that apply):
Uses Walker/Cane
□
Incontinent             □
Smokes               □
Wanders    
□
 Has animal(s)
□
Uses hearing aids □
Homeless  
□
Under LPS
□
Alcohol/Drug Use
□
Combative
□
Sitter
□
Wheelchair
□
Decubiti
□
Glasses
□
Dentures
□

AFFIDAVIT IN SUPPORT OF REQUEST FOR INVESTIGATIONPLEASE NOTE: THIS AFFIDAVIT MUST BE COMPLETED IN FULL AND WILL BE USED OR ATTACHED TO THE PUBLIC GUARDIAN'S CONFIDENTIALSUPPLEMENTAL INFORMATION FORM SUBMITTED TO THE COURT. USE ADDITIONAL PAGES, IF NECESSARY.
AFFIDAVIT
I declare that:
1.
I ,____________________ _______, have made a referral to the Public Guardian recommending a Probate 

                    (Referring Party)
Conservatorship for ___________________________________________________________________________, 
                            (Name of Proposed Conservatee)

(Social Security Number)

who was born on __________________.  I have made the referral in my capacity as ________________________
                             (Date of birth)                                                                                                                                 (Title)

at __________________________________________________________________________________________
                                                                 (Agency)

____________________________________________________________________________________________
                                                                                      (Street)                                                                 (City, State, Zip)                                                (Phone)

Email___________________________________________________________________________________________________________
2.  
Personal Needs:


□   The proposed conservatee is able to provide for personal needs.

□   The proposed conservatee is unable to provide for personal needs.

(physical health, food clothing, shelter) and specific examples are listed below:

(attach additional sheets if necessary)

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

3.  
Financial Resources:


□    The proposed conservatee is able to manage financial resources.

□   The proposed conservatee is unable to manage financial resources.
(attach additional sheets if necessary)

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

____________________________________________________________________________________________________________________________

4.
Residence/Placement


The proposed conservatee is now at _________________________________________________________
____________________________________________________________________________________________________________________________

Proposed conservatee’s residence is/was:_______________________________________________________________________________

I am informed and believe that:

□  
 The proposed conservatee will return to residence


□   
The proposed conservatee will be placed

Supporting facts are listed below:

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________

5.
Alternatives to conservatorship:

To the best of my knowledge, the following alternatives to conservatorship have been tried or are unsuitable:


Other informal assistance?  
□   Yes
 
□   No

Power of Attorney?
□   Yes

□   No

Trusts:
□   Yes
□   No
Supporting facts are listed below:

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________
6.
Relatives: (Attach page 2 of referral if there are relatives)

□   Proposed conservatee has no known relatives

□   Proposed conservatee has relatives
Their names, address and phone numbers are listed below:

(attach additional sheets if necessary)

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________

           (Street)                                                                 (City, State, Zip)                                                                           (Phone)

Name:______________________________________________________________ Relationship: ________________________________________

Address: __________________________________________________________________________________________________________________

           (Street)                                                                 (City, State, Zip)                                                                           (Phone)

Relatives can/will not act for the following reasons: (Please note that relatives cannot be disqualified from acting on behalf of a family member due to physical disability, age or geographic location.)
(Use additional sheets if necessary)

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________
7.
Other services provided:


I know of the following health services, social services, or estate management services provided to the proposed conservatee:

The following people may have additional information:

_________________________________________________________________________________________________________________________

_________________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________
I further declare that the foregoing affidavit/declaration contains _______ pages total.  I make this declaration under penalty of perjury, under the law of the State of California that the foregoing is true and correct and this declaration is executed on _____________, at____________________________________


___________________________________________



                      (Signature)



___________________________________________




      (Type Name)

PLEASE EXPLAIN IN THE SPACE BELOW WHY A CONSERVATORSHIP IS BEING REQUESTED.  PLEASE GIVE SUPPORTING FACTS AS TO WHY THE PROPOSED CONSERVATEE IS UNABLE TO PROVIDE FOR HIS/HER PERSONAL NEEDS FOR PHYSICAL HEALTH, FOOD, CLOTHING OR SHELTER AND/OR SUBSTANTIALLY UNABLE TO MANAGE HIS/HER FINANCIAL RESOURCES OR RESIST FRAUD OR UNDUE INFLUENCE.  PLEASE BE AS SPECIFIC AS POSSIBLE AS THE MATTER WILL BE THE BASES OF THE CONSERVATORSHIP PETITION.
Are you willing to appear in court to testify to the above?  Yes _____  No _____

This referral is submitted by:  
Completed by: ____________________________________________  

Facility/Agency____________________________________________

Address__________________________________________________                   

Phone Number:____________________________________________ 


Date:_____________________________________________________
DECLARATION OF ATTENDING PHYSICIAN 

RE CONSERVATEE’S ABILITY TO RETURN AND CONTROL RESIDENCE
I, ______________________________, hereby declare

1.
I am a medical doctor licensed to practice medicine in the State of California.  
2.
My address and telephone numbers are:

Address: ___________________________________________________________________________________________

                                                                (Street)                                                (City, State, Zip)                                                (Phone)

3. That I am the physician for _____________________, who is presently located at:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

4.
That, based upon my observations and diagnosis, it is my opinion that the above-named proposed conservatee is unable to return to his/her residence or control the residence, due to the following reasons:


(attach additional sheets if necessary)


___________________________________________________________________________________________________________


___________________________________________________________________________________________________________


___________________________________________________________________________________________________________


________________________________________________________________________________


________________________________________________________________________________

5. That it is my opinion that, due to the proposed conservatee’s inability to return and to control his/her residence, it is necessary that the proposed conservatee reside in a facility providing 24 hour care to avert the risk of irreparable harm.  
I declare, under penalty of perjury under the laws of the State of California, that the foregoing is true and correct.  

Date:_________________________


Signed
__________________________________

Print Name_______________________________

____________________________________________________________________________________________ DECLARATION OF ATTENDING PHYSICIAN RE CONSERVATEE’S ABILITY TO RETURN AND CONTROL RESIDENCE
Page 10

