e S E T,

Aging and Adult Services Ron Buttram
.y T IS Director, Public Guardi
Office of Public "D - (905?.252%3
Guardian

Thank you for contacting the Office of the Public Guardian regarding obtaining the
services from our office. In order for the Public Guardian to consider an individual for a
possible probate conservatorship, you must complete the forms included in the referral
packet. Please return the completed forms, along with a Capacity Declaration (GC 335)
to the following address:

Office of the Public Guardian
ATTN: Probate Investigations Unit
222 West Brookside Avenue
Redlands, CA 92373-4606

It is critical for you to provide the requested information to conduct a thorough
‘investigation. An investigation for a probate conservatorship may take up to sixty (60).
days to complete.

If you have any questions, please do not hesitate to contact the Office of the Public
Guardian at 909-798-8500.

Thank you for your time.

Sincerely,

Public Guardian
County of San Bernardino

GLENDA JA
Chief, Public Guardian




County of San Bernardino
Public Guardian — Conservator

222 West Brookside Ave.
Redlands, Ca 82373-4606

REFERRAL FOR AN INVESTIGATION FOR PROBATE CONSERVATORSHIP

Name

AKA's

Marital Status [ ] Single [ Married [ Divorced  []Widow
Spouse’s Name/Address

Date of Birth Birth Place

Height {Approx) Weight (approx)

Currently: 1 Hcspital [ Nursing Home [ Board &Care [ |Home []Other
Address & Phone: '

. ‘Soclal Securty# - MediCal#

Medicare # Clizen: [ [Yes [ |'No Alien#
Veteran's Status: [ 1Yes [ No ‘Service# . Dates of Service:

RELATIVES AND INTERESTED PARTIES

3

Name _ Relationship Address Phone

Physician’s Name and Add‘rés.,s-

,-"

Prescription Medications (Please do not list ‘over the counfer’ medication}
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;mor @ N

10.
11.
12,
13,

14,
15.
16.
17.
- 18.

. SAVINGS ACCOUNT [] Yes [ ] No Balance:

'BURIAL PLANS [ Yes [ No Pre-Paid[]  Arrangements:

INCOME AND ASSETS

SOCIAL SECURITY [JYes [JNo Amourt:

ssl [yes [JNo  Amount: VA [dYes [INo  Amount

WAGES [ Yes [LINo Employer:
OTHER INCOME/ASSETS:

Amount;

CHECKING ACCOUNT [JYes [INo Balance:

Bank/Branch/Account #

Direct Deposits:

Bank/Branch/Account #.

Bank/Branch/Account #:

, Direct Deposlts:

Type of Account (Trust, etc.):

‘SAFETY BEPOSIT BOX []Yes [] No Location:
STOCK/BONDS/SECURITIES [] Yes [ ] :No TypefLocation:
PENSION ] Yes [ ] :No Annuities [] Yes [ 'No

‘Name & address of company:
REAL PROPERTY Address: ___ . - Value:
MOBILE HOME Address: | Value:
'VEHICLES  Location: ~ _ Desgription & Value:

PERSONAL PROPERTY [ Yes L[] No .

Description &:Location:

1NSUR‘ANCE-PGLECIESD Yes [ 1 No  Type: ‘Company:

BURIAL PLOT/CRYPT L] Yes [ ] No Pre-Paid[ |  Location:

wiLL [ Yes [] No Locatior:

POWER OF ATTORNEY:QR TRUST [ Yes [] No Name:

List any additional information Below
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ASSESSMENT OF SOCIAL/MEDICAL NEEDS

It is important for our evaluation to inciude the following information. All referrals must address each
area and be complete, if known. Skilled nursing facilities and hospital staff should be able fo address

" allareas.

1. Is individual in a coma or has a terminal condition?

(Life-sustaining devices used)

2 Orientation to person, place, time (be specific).

3. Individual's knowledge of medical condition and medication.

4. Ifindividual is in pain, fo what degree?

5. Social ._a‘nd communication abilities.

6.~ Ability to follow instructions.

7. Ability to make needs known.

8. Grooming and eating abilities.

9. Bladder/bowel control and frequency.

10. Mobility and aides used.

14. Ability to transfer from bed to wheelchair (If applicable).

12. Ability to cooperate with treatment and/or assistance (specify).
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ASSESSMENT OF SOCIAL/MEDICAL NEEDS, continued

13.

14.

15.

186.

17.

18.

Who secured current placement?

Monthly expenses and amounts {if known).

Where is the income mailed?

Prior address (if currently in acute hospital). '

Does individuél-have any past or current history of violence, verbal, orphysical aggression or

acting out behaviors? If yes, please describe in detail.

-

{Optional) Pertinent;personal history. -

Continue fo next page.
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Please check all areas of need that are not currently being met.
Describe precipitating event(s) that led to this referral, and level of

care required.

1, NEEDS NOT BEING WET:
[] Food [_] Ciothing [] Shelter [] Heaith [] Finances
2 EVENTS LEADING UP TC THIS REFERRAL AND HOW NEEDS ARE NOT BEING MET:

's. LEVEL OF CARE NEEDED:

Signature of Referring Farty Date - Agengy _énd.Tlitlc\a L

Printed.Name ' ' Phone Number
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GC-335

ATTORNEY OR PARTY WITHOUT ATTORNEY (Name, Siate Har numbar, aad address): FOR COURT USE ONLY

TELEPHONE NO:: : FAX NO. (Qptlonai):
S-MAIL ADDRESS (Optional): . _ {
ATTORNEY FOR (Name): .

SUFERIOR COURT OF CALIFORMIA, COUNTY OF

STREET ADDRESS:

MAILING ARDRESS:
CITY AND ZIP CODE:
BRANCH NAME:

CONSERVATORSHIP OF THE PERSON [ | ESTATE  OF (Namef

"] CONSERVATEE [__] PROPOSED CONSERVATEE

CASE NUMBER
CAPACITY DECLARATION—CONSERVATORSHIP

TO PHYSICIAN, PSYCHOLOGIST, OR-RELIGIOUS HEALING PRACTITIONER

The purpose of this form is to enable the court to determine whether the (proposed) conservatee (check all that apphy): . |
A [] isable to attend a-court hearing to determine whether a conservator should be appointed to care for him or her. The court

hearing is set for (date):| |- (Complete item 5, sign, and file page 1 of this form. )
g [_] has the capacity to give informed consert to medical treatment. (Complete items 6 through &, sfgn page 3, and file pages 1
through 3 of this form.)

. ] has dementia and, if so, (1) whether he or she needs 1o be placed in a.secured—perimeter residential care facility for the
eldesty, and (2) whether he or she needs or would benefit from dementia medications. (Complete ftems 6 and & of this form
and form GC-3354; sign and aftach form GC-335A. File pages 1 throtgh 3 of this form and form GC-335A.)

(if more than one ftem is checked above, sfgn the last applicable page of this form or form GC-355A If item C is checked, File page 1
through the lest applicable page of this form; also file form GC-3384 i itern C is checked,) : K
COMPLETE ITEMS 14 OF THIS FORM IN ALL CASES,

GENERAL INFORMATION
1. (Name):
2. {Office address and {elephone nrnber):

3. lam

a. ___1 a California licansed — physician [ ] psychologist acting within the scope of my licensure
[ 1 with at least twe years' experience in diagnosing dementia. :

b. [_] an accredited praciitioner of a refigion whose tenets and practices call for refiance on prayer alene for-healing, which
religion is adhered to by the (proposed) conservatee. The (proposed) conservatee s under My heatinent {Reugidis
practitioner may make the detenmination under ftem § ONLY )} )

4, (Proposed) conservatee (name): :
a. |last saw the {propesed) conservatee on {dats): A

b, The (proposed) conservatee [ | is [_] is NOT a patientunder my continuing freatment. ‘

ABILITY TO ATTEND COURT HEARING , - : :
5. A court hearing on the petition for appointment of a conservator is set for the date Indicated i item A above. {Complete a or b). . ‘

a. [ | Tne proposed conservaiee is able 1o attend the court hearing.
b. 1 Because of medical inability, the proposed sonservatee is NOT able to attend the court-hearing (check all items below that
app! .
(%P Y)l"_”"_} on the date et (see date in box in item A abave).
@ [ forthe foreseeabte future.
@ [_] untl(date)
(4) Supporting facts (State facts In the space helow or chack this box [ and state the facts in Attachment 5):

»

| declare under penalty of perjury under the laws of the State of Galifornia that the foregoing is true and corredt,
Date:

(TYPE GR FRINT NAHE) (SIGNATURE OF DECLARANT)
i Page1 of 3
Form Adogted {or Mandstary Use . : *
Juticial Counch of Califormia CAPACITY DECLARATION—CONS ERVATORSHIP nnfn}ﬂ,ﬁ 'lr_';r\'::é;"i“com tha; 300%51'9--5:13;;'
BC-335 [Rev. Jenuary 1, 20041 Lew Publishers 1881, 1810, Z356.5




CONSERVATORSHIP OF THE | PERSON [_]  ESTATE OF (Name}: CASE NUMBER:

| CONSERVATEE ]  PROPCSED CONSERVATEE

5. EVALUATION OF (PROPOSED) CONSERVATEE'S MENTAL FUNCTIONS

Note to practitioner: This form is not & rafing scale, It is intended to assist you in recording your impressions of the {(proposed)
conservatee's mental abiiiies. \Where appropriate, you may refer to scores on standardized rating Instruments.

finstructions for jtems 6A-8C}: Checl the appropriate designation as follows. a = no apparent impalrment; b = moderate
impairment; ¢ = major impairment; d = so0 impaired as to be incapable of being assessad; e = [ have no opinion) - .

S

A.  Aleriness and attention

(1.

@

3

L evels of arousal {lethargic, responds only to vigorous and persistent stimulation, stupar). |
a b [de [T e [
Drientation (types of crientation impaired)

a [T Jp e Tda [Je T Person

s v Ij o D d T 1e [ Time/(day, date, mohth, 52as0n, year)
s T b ¢ C£dd Tle [ Piace (address, town, state)

a T b Cc Tld Cde [ situation ("Why am fhers?)

Ability to attend and concertrate (give detailed answers from memory, mental ability required to thread a naedle)

a L_1b e T4 C e 3

B. Information processing. Ability to:

{1}

)

3

(4)
8

. ®

(4}

Rermember (ability to remember a question before angwering; 1o recal) names, relatives, past presidents, and events of the
past 24 hours) !

i. Short-term memory a [_1b . C e [ 1d l::l_ é ]
i Long-term memory a | boi c a e L
i Immediste recal! a Ty Cde Tlde E3e L

Underatand and communicate either verbally or otherwise (deficits reflectsd by inability ﬁo.comprehendqua&,ﬁms‘, foliow
instructions, use words correctly, or name objects; use of nonsense words)

a_:b L le Cda e C 1

Reconnize familiar objacts and perscns (deficits reflected by inability to recognfze‘familiarfaées_,-ql_ajects, etc) | _—
a L1p [Tle e e LA ' . : o

Understand and appreciste quantities {deficits reflected by inability to perform simple calcuiations)

a [ 1bp [de¢ CJd [Tle [

Reason Lising abstract concepts. (deficits reflected by inability to grasp absiract aspects of his or-her siwation-orto
interpret. idicmatic expressions oF proverps) T .
al_]i) [_—Jc [ 1d E:]e' ‘ : .
Plan, organize, and carry out actiens (assuming physical ability) in one's own rativnal self-interest {deﬂriits refiected by B g
inability to break complex tasks down inte simple steps. and catry them out) . ‘ '

a L 1B Eﬂcf:'jdE]eE]

.

(7} Reason logically.

a L 1p [ Jc [Ja e [
£. Thought disovders .

(1) Severely disorganized thinking {rambling thoughts; nonsensical, incoherent, or nonﬁnear;tr;inkihg)
a b e T3J¢ THe T4 ‘

{2} Hallucinations (auditary, visual, olfactory)
a _I:J b Lle d e :

(3) Delusions {demanstrably faise belief maintained without or against reason or evidence}

a [ 1p [Je¢ [Cda Te

Uncorrrofiable or intrusive thoughts {unwanted compulsive thoughts, compulsive behavicr).

a L_1hb :]Cl:d Cle

A (Caontinued an next page)
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CONSERVATORSHIP OF THE [ | PERSON [ | ESTATE QF (Name): GASE NUMBER:

] CONSERVATEE [ | PROPOSED CONSERVATEE

i

92

. {continued)
D. Ability to modulate mood and affect. The (proposed) conservatee ] has ] does NQT have  a pervasive

and persistent or recurrent emotional state that appears inapprepriste in degree to his ar her circumsiances. (I so, compiefe
remainder of itam 60,)  [__1 | have no opinion.

{instructions for ltemn 8D: Check the degree of impairment of each inapgropiate mood state (F any} as follows: a = mitdly

inappropriate; b = moderately inappropriate; ¢ = severely inappropriate.)

Anger a [1b [ ¢ [] Euphoria a1 b ] ¢ [ Helplessness a [ ] b [

Anxiety a __1 b [_1c [ ] Depression & 1 b [J ¢ ] Apathy a[_ 10 [

Fear a [ b [ ] c [ Hopeiessness a || b [] © [] Indifierence al_ 10 1

panic a L 1b [Jc (L] Despair a[_] b IT 1 oc[] ' ' _ :
E. The (proposed) conservatee's periods of impairment from the deficits indicated in items 8A~6D

([ do NOT vary substantiafly in frequency, severity, or duration. A
2) [} do vary substantially in frequency, severity, or duration (axplain; confinue on Attachment 6E if necessary).

c [
c ]
c ]

£. [ (Optionaly Other informaton regarding my evaiuation of the (proposad)-conservates's:mental function (e.g., diagnosis,
: symptomatology, and other.impressions) is stated below | stated in Atachment &F. T

ABILITY TO CONSENT TO MEDICAL TREATMENT

" 7. Based on the information above, it is my opinion that the {proposad) conservaiee

~ a.[_] has the capacity to give informed consert to any form of medical treatment. This opinion Is imited to.medical consent
* capacity. : . . ‘ )

h. l:] lacks the capacity to give informed consent to any form of medical fraatment because he.or she is efther {1) unableto
respond knowingly and intelligently regarding madical treatrment or (7} unable to participaie In a treatment. decision by
means of a rationa; thought process, or both. The deficits in the mental functions described initem & above significantly
impair the (proposed) conservatee's ablity to.understand and appreciate the, consequences of medical decisions. This

~ opinicn is limited to medical consent capacity. : ) ’ .

(Declarant must initial here if item 7b applies: o
8. Number of pages attached: ‘

| declare under penaity of perjury under the laws of the State of California that the foregoing is true and correct.
Date: ’

(TYPE QR PRINT NAME) 1SIGNATURE OF DECLARANT)

$0-335 [Rav. January %, 2004] ' CAPACITY DECLARATION-—CONSERVATORSHIP Page 5 of &



GC-335A

CONSERVATORSHI® OF THE [ PERSON [T | ESTATE OF (Name): CASE NUMBER:

— [ ] CONSERVATEE [ | PROPOSED GONSERVATEE

ATTACHMENT TO FORM GC-335, CAPACITY DECLARATION—CONSERVATORSHIP,
ONLY FOR (PROPOSED) CONSERVATEE WITH DEMENTIA

g, |tis my opinion that the (proposed) conservatee [ HAS ] doesNOT have dementia as defined in the current
edition of Diagnostic and Statlstical Manual of Mental Disorders.
a [ j Placement of {proposed) conservatee. (Ifthe {oroposed) conservatee requires placement in a secured-perimgter

residential care facility for the elderly, please complete items Sa(1)-8a(h).}
{1y The (proposed) conservates needs or weuld benefit from placement in a restricted and secure Tacility because
(state reasons; continue on Attachment 9af1) if necessary):

(2) The (proposed) conservatee's mental function deficits, based on my assessment in item.6 of form GC-3335, include
(describe; continus on Attachment 9a(2) # necessary): .

@ [T The (proposed) conservatee HAS capacity to give informed consent to this placement.

(4) T The (proposed) conservatee does NOT have capacity to give informed cansent to this placement. The
- deficits in mental function assessed In item 6 of form GC-335 and described in ttem 9a(2) above significantly
impair the (proposed) conservatee's ahility to understand and appreciate the conseguences of his or her
actions with regard fo giving informed consent fo placement in a restricted and secure envirenment.

(5) A locked or secured-perimeter facility T Jis [ isNOT the least restrictive-environmert appropriate to
the needs of the {proposad) conservates. .
b ] Adminisiration of demientia medications. (If the (proposed]} conservatee raquires administration of psychotropic
" medications appropriate to the care of dementia, please complete ifoms Ob{1)}-9b(8).) o o
(1)  The (proposed) conservatee needs or wouid benefit from the foillowing psychotropic medications appropriste tothe ..
care of dementia, for the reasons stated in itern 9b(5} tlist medications;. continue on Attachment 8b( 1) if necessary): -

{2y The {proposed) conservates's mental function deficits, based on-my assessment in item 8 of form GGC-335, include
{describe; continue on Attachment 9b{2} if necessary): . :

(3 ] The (proposed) conservatee HAS capacity to give informed congent to the administration of
psychotropic medicatians appropriate to the care of dementia.

) [] The (proposed) conservatee does NOT have the capacity to give informed consent e the adminisiration
' of psychotropic medications appropriate o the care of dementia. The deficits in mentaj function assessed
in ftem & of form (GG-335 and described in item 9b(2) above significantly impair the {proposed) ,
conservatee's ability to understand and appreciate his or her actions with regard to giving informed |
consent to the administration of psychutropic medications for the treatmert of dementia. .

() The (proposed) conservatee nesds or would benefit from the administraticn of the psychotropic medications listed
in ftem 9b(1) because (state reasons; continue on Attachment $5(8) Iif necessaryy: o

40. Mumber of pages attached:

| declare under penaliy of perjury under the faws of the State of Califarnia that the foregoing is true and correct,

Date:
{TYPE OR PRINT NAME} (SIGNATURE OF DECLARANT)
Page1of1
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