JUSTIFICATION AND RECOMMENDATION FOR CONSERVATORSHIP

Please read these instructions before completing this new referral packet:
1.
This document includes blue, italicized, hidden text and grey text fields. The hidden text provides the information you need to complete this form, and is not visible when you print or save this document as a pdf. Microsoft Word must be used to complete this form; it cannot be handwritten.
If you cannot see the blue, italicized, hidden text after opening the document, adjust your settings as follows: Select File, Options, Display, and check the box next to “Hidden text” (near the middle of the list of items), then click “OK”.
2.
Text should be entered in the grey text boxes, which will expand, if needed, as you type. Once you start typing, the text field will disappear. If there is no grey text under a numbered item, no information is required. You cannot edit the template. All boxes can be “checked/unchecked” by clicking inside the box. 
3.
This referral packet is required by the court and should be used for General LPS referrals, including outpatient, and for Murphy conservatorship referrals. Most questions apply to all referral types, with the exception of #7 (General LPS only) and #8 (Murphy only).

4.
If the Proposed Conservatee does not have capacity to consent to treatment to remedy the grave disability (#10) and/or to routine medical treatment (#11), please attach the Affidavit B and/or C. 

5.
If the Proposed Conservatee is hospitalized involuntarily, please attach the hold certifications and orders including the Riese order if applicable. 

6.
After completion, and before sending to the Conservator’s Office, you must give a copy of the packet to Proposed Conservatee, personally, and complete the notice form. The notice form can be handwritten. 
7.
Complete the table below with the names and contact information of known relatives within the second degree (spouse, mother, father, brothers, sisters, grandparents, aunts, uncles, nieces, nephews, adult children and grandchildren). If additional space is needed, attach a separate document with the information.

	Relative Name
	Relationship
	Address and Phone (if known)

	     
	     
	     

	     
	     
	     

	     
	     
	     

	     
	     
	     


8.
Complete the table on top of the next page to include name and contact information of person completing the packet and of the facility. Email or fax the completed packet to the Public Conservator’s Office and mail the original. Call the office with questions or if you need technical assistance.
TO:

Department of Disability and Aging Services



Public Conservator’s Office


1650 Mission St., 5th Floor, San Francisco, CA 94103



Email: sfpc@sfgov.org


Telephone: 415-355-3680; Fax: 415-355-3683
	Name of Professional Person
	     

	Name and Address of Facility
	     

	Email
	     

	Telephone
	     

	Fax
	     


SUPERIOR COURT OF THE STATE OF CALIFORNIA

COUNTY OF SAN FRANCISCO

PROBATE COURT – MENTAL HEALTH DIVISION 

Insert the patient’s legal name in the grey box below. You may include an AKA after the legal name if applicable. 
	In re the Conservatorship of the Person of:

     ,


Proposed Conservatee.


	Case No. 

AFFIDAVIT OF PROFESSIONAL PERSON IN SUPPORT OF PETITION FOR APPOINTMENT OF TEMPORARY CONSERVATOR AND/OR CONSERVATOR OF THE PERSON AND IMPOSITION OF LEGAL DISABILITIES DURING TEMPORARY CONSERVATORSHIP PERIOD



Insert name of person completing this form in the grey box below.
Pursuant to Welfare and Institutions Code section 5352 and 5352.1, I,      , declare:
1.
I am the professional person, or his/her designee, in charge of an agency providing comprehensive evaluation, a facility providing intensive treatment, or of providing mental health treatment at a county jail.
2.
I am a psychiatrist or psychologist, licensed by the State of California. 
Insert the name and address of hospital, jail or outpatient clinic in the first box below. Check “involuntary” or “voluntary” depending on patient’s status. For hospitalization/detention/jail, insert date of anticipated release in the last box or write “TBD” if unknown. For outpatient, insert “not applicable” instead of a date. 
3.
The above-named Proposed Conservatee is a San Francisco County resident, and is receiving treatment at      , as an  FORMCHECKBOX 
involuntary or  FORMCHECKBOX 
 voluntary patient. If hospitalized/detained, I anticipate Proposed Conservatee will be ready for discharge/release on or about      .
Insert the patient’s current address or address before hospitalization/jail, or insert “unhoused” or “unknown”. If the address is not in San Francisco, please explain on an attachment why you believe the patient is a San Francisco resident. 
4.
Prior to hospitalization/detention (if applicable) the Proposed Conservatee’s address was/is       .
Insert mental health disorder(s) and/or severe substance use disorder. If substance use disorder is the only disorder, it must be diagnosed as “severe” to qualify.
5.
Proposed Conservatee is diagnosed with the following disorder(s):

	DSM Diagnosis
	Code

	     
	     

	     
	     

	     
	     

	     
	     


6.
Proposed Conservatee exhibits the following symptoms of their disorder(s):

	 FORMCHECKBOX 
 Anosognosia
	 FORMCHECKBOX 
 Hypersexuality
	 FORMCHECKBOX 
 Disorganized Thinking


	 FORMCHECKBOX 
 Disorganized Speech
	 FORMCHECKBOX 
 Irritability

	 FORMCHECKBOX 
 Avolition
	 FORMCHECKBOX 
 Impulsivity
	 FORMCHECKBOX 
 Grossly Disorganized
	 FORMCHECKBOX 
 Cognitive Deficits


	 FORMCHECKBOX 
 Hallucinations

	 FORMCHECKBOX 
 Delusions
	 FORMCHECKBOX 
 Mania
	 FORMCHECKBOX 
 Catatonia


	 FORMCHECKBOX 
 Negative Symptoms 
	 FORMCHECKBOX 
 Pressured Speech

	 FORMCHECKBOX 
 Grandiosity
	 FORMCHECKBOX 
 Paranoia
	 FORMCHECKBOX 
 Abnormal Motor

     Behavior
	 FORMCHECKBOX 
 Mood Lability
	


 FORMCHECKBOX 
 Other (please explain)      
For Severe Substance Use Disorder Diagnosis (minimum of six required if no co-occurring mental disorder):

	 FORMCHECKBOX 
 Consumes larger amounts of substances, and for longer amount of time than intended
	 FORMCHECKBOX 
 Persistent desire or unsuccessful attempts to cut down or regulate substance use
	 FORMCHECKBOX 
 Spends great deal of time obtaining, using, recovering from the effects of substance use


	 FORMCHECKBOX 
 Craving, strong desire or urge to use the substance

	 FORMCHECKBOX 
 Recurrent substance use results in impaired ability to fulfill major obligations
	 FORMCHECKBOX 
 Continued substance use despite it causing significant social/interpersonal problems


	 FORMCHECKBOX 
 Reduction or discontinuance of recreation/social/occupational activities due to substance use
	 FORMCHECKBOX 
 Recurrent substance use in unsafe environments
	 FORMCHECKBOX 
 Persistent substance use despite knowledge that it may cause or exacerbate physical or psychological problems


	 FORMCHECKBOX 
 Tolerance: higher doses needed to achieve desired effect or usual dose has reduced effect
	 FORMCHECKBOX 
 Withdrawal: exhibits symptoms of withdrawal and/or seeks substance to relieve symptoms of withdrawal

	


 FORMCHECKBOX 
 Other (please explain)      
Check the box next to #7 (General LPS) OR #8 (Murphy) and answer all sub questions associated with the one you choose. Do not complete both #7 and #8. For General LPS, complete all sub questions that apply to the patient’s circumstances (food, clothing, shelter, etc). If one doesn’t apply, insert “not applicable”.
[General LPS Conservatorship Only – for Murphy Conservatorship, skip to #8]
 FORMCHECKBOX 
 7.
I have determined that Proposed Conservatee is gravely disabled as defined in Welfare and Institutions Code section 5008(h)(1)(A). 
a.
Proposed Conservatee is unable to provide for food (if applicable) as a result of a mental disorder and/or severe substance use disorder as evidenced by the following:      
b.
Proposed Conservatee is unable to provide for clothing (if applicable) as a result of a mental disorder and/or severe substance use disorder as evidenced by the following:      
c.
Proposed Conservatee is unable to provide for shelter (if applicable) as a result of a mental disorder and/or severe substance use disorder as evidenced by the following:      
d.
Proposed Conservatee is unable to provide for personal safety (if applicable) as a result of a mental disorder and/or severe substance use disorder as evidenced by the following:      
e.
Proposed Conservatee is unable to provide for necessary medical care (if applicable) as a result of a mental disorder and/or severe substance use disorder as evidenced by the following:      
[Murphy Conservatorship Only – for General LPS Conservatorship skip to #9]

 FORMCHECKBOX 
 8.
I have determined that Proposed Conservatee is gravely disabled as defined in Welfare and Institutions Code section 5008(h)(1)(B).
a.
It is my belief and understanding that Proposed Conservatee was found mentally incompetent to stand trial under Penal Code section 1370, was charged with a felony involving death, great bodily harm, or a serious threat to the physical well-being of another person, there was a finding of probable cause and the case has not been dismissed.
b.
Proposed Conservatee is unable to understand the nature and purpose of the proceedings taken against them and to assist counsel in the conduct of their defense in a rational manner. The facts on which this opinion is based are:      
c.
Proposed Conservatee represents a substantial danger of physical harm to others due to their mental disorder. The facts on which this opinion is based are:      
9.
Proposed Conservatee is unwilling and/or incapable of accepting treatment voluntarily. The facts on which this opinion is based are:      
Check the appropriate box below. If you are recommending involuntary psychiatric meds including MAT for SUD, complete and attach the Affidavit B. 
10.
I have determined that Proposed Conservatee  FORMCHECKBOX 
 does or  FORMCHECKBOX 
 does not have the capacity to consent to or refuse treatment related specifically to them being gravely disabled including administration of psychotropic medication. If the Proposed Conservatee does not have capacity, the facts on which my opinion is based are outlined in the attached Affidavit B.
Check the appropriate box below. If the patient does not have capacity to consent to routine medical care including, but not limited to routine physical exams, labs, TB test, xray, EKG, ultrasound, antibiotics, vaccinations, OTC meds, podiatric care, routine dental care, and ongoing treatment for medical conditions existing at the time of admission, complete and attach the Affidavit C.
11.
I have determined that Proposed Conservatee  FORMCHECKBOX 
 does or  FORMCHECKBOX 
 does not have the capacity to consent to routine medical treatment unrelated to the grave disability. If the Proposed Conservatee does not have capacity, the facts on which my opinion is based, are outlined in the attached Affidavit C.
Check the appropriate box below. If you are recommending locked placement, you must explain in the grey box below why a lower level of care is not clinically indicated. 
12.
In my opinion, the least restrictive alternative placement for Proposed Conservatee is  FORMCHECKBOX 
 independent living,  FORMCHECKBOX 
 board and care,  FORMCHECKBOX 
 unlocked treatment facility,  FORMCHECKBOX 
 locked treatment facility,  FORMCHECKBOX 
 state hospital,  FORMCHECKBOX 
 other      . My opinion that Proposed Conservatee should be placed in a locked setting (if applicable), and cannot be treated in a lower level of care, is based on the following facts:      
A temporary conservatorship requires the existence of emergent circumstances. In the grey box below, insert facts explaining why a conservator must be appointed immediately to protect the patient from harm. For example, the patient’s current hold will expire and additional involuntary placement/treatment is required, patient is unhoused or eviction is imminent, patient lacks insight and will not take psych meds or enter treatment facility without court order, patient’s life-threatening medical condition requires treatment, etc.
13.
In my opinion, it is necessary to establish a temporary conservatorship immediately. The facts on which this opinion is based are:      
Insert date in the first box below and the city name, where you are signing, in the second box. Then type your name in the appropriate box below and sign on the signature line.  
I declare under penalty of perjury that the foregoing is true and correct under the laws of the State of California. Executed on       at      , California. 








_________________________________________









Signature









     








Type Name
CONSERVATORSHIP PERSONAL DATA SHEET
	APPLICATION TYPE

	 FORMCHECKBOX 
 5300 (180 days)
	 FORMCHECKBOX 
 5350 – T-CON
	 FORMCHECKBOX 
 5350 Permanent
	 FORMCHECKBOX 
 5350 Murphy
	 FORMCHECKBOX 
  6500


	Last Name
	First Name
	Middle Name

	     
	     
	     


	DOB
	Marital Status
	Gender at Birth
	Current Gender
	Sexual Orientation
	Ethnicity
	Height
	Weight
	Hair
	Eyes

	     
	     
	     
	     
	     
	     
	     
	     
	     
	     


	SS#
	Medi-Cal#:
	DL/ID # (if available)

	     
	     
	     


	Home Address
	City/State/Zip
	Tel. No.

	     
	     
	     


	Present Location / Hospital Name
	Unit / Floor #
	City/State/Zip
	Tel. No.

	     
	     
	     
	     


	Treating Physician
	Tel. No.
	Fax. No.

	     
	     
	     


	Social Worker
	Tel. No.
	Fax. No.

	     
	     
	     


	HOSPITALIZATION INFORMATION

	Date of Admission
	Date of 72-Hour Hold
	Date of 14-Day Hold:
	Other Holds:

	     
	     
	     
	     


	CAPACITY HEARING (RIESE) INFORMATION

**ATTACH COPY OF RIESE ORDER**

	RIESE File Date:
	     
	 FORMCHECKBOX 
 GRANTED
	 FORMCHECKBOX 
  NOT GRANTED


	Criminal # (if available)
	List of Assets
	Sources & Amt. of Income

	     
	     
	     


	Payee Representative
	Probate Conservator
	Case Manager 

	     
	     
	     

	Tel. No.
	Tel. No.
	Tel. No.

	     
	     
	     


	Friends, Attorney, or Other

	Name
	Tel. No
	Name
	Tel. No.

	     
	     
	     
	     


NOTICE OF PROPOSED APPOINTMENT OF TEMPORARY CONSERVATOR

This is to advise you that on                          (5 days after the date of this Notice), or soon thereafter, the San Francisco County Public Conservator will petition the San Francisco Superior Court to be appointed as the temporary conservator of your person. Attached is a copy of the Affidavit of Professional Person in Support of Petition for Appointment of Temporary Conservator including attachments if applicable.
A temporary conservatorship may be established by the Superior Court for a period not to exceed thirty days unless a continuance is granted or a general conservatorship is established. A temporary conservator is authorized to decide where a conservatee lives and to make decisions regarding psychiatric treatment and routine medical care. 
You have the right to contest the establishment of the temporary conservatorship by filing objections with the Superior Court. If a temporary conservatorship is established, you also have the right to file a Petition for Writ of Habeas Corpus.
If you need assistance in filing objections to the proposed appointment, or in requesting a Writ of Habeas Corpus hearing, you should immediately contact the San Francisco Public Defender’s Office at (415) 319-2458.

Dated: 









Signature of person serving Notice


















Print/Type name of person serving Notice

Proof of Service by Personal Delivery

On 






I personally delivered a copy of the

(Date of Service)












foregoing “Notice of Proposed Appointment of Temporary Conservator” to



















(Name of proposed conservatee)

At 


















(Location of service)

I declare under penalty of perjury under the laws of the State of California that the foregoing is true and correct.








Signature of person serving Notice







   










    




Print/Type name of person serving Notice

2

