


	[bookmark: _Hlk83649531]IN THE CIRCUIT COURT OF THE ELEVENTH JUDICIAL CIRCUIT,
IN AND FOR MIAMI-DADE COUNTY, FLORIDA
	


GA-05

	PROBATE DIVISION
	

	IN RE:
	GUARDIANSHIP OF
	
	

	        Respondent.
                                                               
                                                                                        

	Case no.:
	
	

	
	Section:
	
	


ATTENDING PHYSICIAN’S REPORT
(Guardian Advocate - 393.12)
Note: This form is only to be used in support of the Petition for Appointment of a Guardian Advocate or the Initial Guardianship Plan. 
1. Name of Patient: ____________________________________________________________
2. Name of Patient’s Primary Physician: ____________________________________________ 
3. The Patient has been a patient of this physician since: _______________________________
4. Date of most recent examination: _________________________
5. The Patient suffers from the following lifelong developmental disability which manifested prior to the age of 18:
	☐	intellectual disability;
	☐	spina bifida;
	☐	Down syndrome;

	☐	cerebral palsy;
	☐	Phelan-McDermid syndrome;
	
	

	☐	autism;
	☐	Prader-Willi syndrome;
	
	

	
	
	
	
	
	


6. The Patient has the capacity: [mark yes or no]
	☐	Yes
	☐	No
	to determine their own residence.

	☐	Yes
	☐	No
	to consent to medical and mental health treatment.

	☐	Yes
	☐	No
	to make decisions about their social environment and other social aspects.

	☐	Yes
	☐	No
	to make decisions regarding education.

	☐	Yes
	☐	No
	to bring an independent action for support.

	☐	Yes
	☐	No
	to apply for government benefits.

	☐	Yes
	☐	No
	to manage government benefits.

	☐	Yes
	☐	No
	to make decisions regarding their property other than government benefits.

	☐	Yes
	☐	No
	to contract.

	☐	Yes
	☐	No
	to sue and defend lawsuits other than to bring an independent action for support.


7. Brief Medical History: __________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
8. Evaluation of Patient’s Condition (specify mental and physical condition at time of examination): _____________________________________________________________________________________
_____________________________________________________________________________________
9. Describe the Patient’s ability to handle decision-making tasks necessary to care for their person or property:  _____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
10. The Patient  ☐ “does” or  ☐ “does not” need the assistance of a guardian advocate.

11. Additional Comments (if any): ____________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
Signature of Physician completing this report: ________________________________________________
Printed name of Physician: _______________________________________________________________
Physician’s license number: ________________________   Date of Report:	___________________
Physician’s Primary Office Address: _______________________________________________________
Physician’s Telephone Number: __________________________________________________________
Physician’s Email Address: ______________________________________________________________
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