
PUBLIC GUARDIANSHIP OFFICE FOR THE EIGHTH JUDICIAL CIRCUIT
Post Office Box 185, Branford, Florida 32008
(386) 438-8236 telephone
(352) 469-4034 facsimile

We understand that not all requested information may be available at the time of the referral. Nevertheless, please fill it out as completely as possible, with all information that can be gathered from all sources available to you, as all information is required to initiate court proceedings to establish guardianship.  In the event that necessary information is not provided, your assistance will be requested and the determination of eligibility for the guardianship program may be delayed. 
Under Florida law, in the event that this agency agrees to act as guardian, we may not serve as guardian until duly appointed by the court.
INTAKE & REFERRAL FORM

Date: _________________________

Referral Name: _____________________________________________________________________

Facility Name, type of facility & Current Address:        ____________________________________________________________________________________

____________________________________________________________________________________

Telephone Number: (       ) ________________ Date of Birth: ________________ Age: ______
Sex: 
( Male ( Female
Race: __________________ Religion: _________________________

Marital Status: 
( Married
( Divorced
( Widowed
(  Unmarried
( Unknown


Has this referral been deemed legally incompetent by a court?  _________________________
Has a guardian or guardian advocate previously been appointed for this referral?


( No

( Guardian no longer serving  
( Currently has Guardian

( Guardian Advocate no longer serving  
(  Currently has guardian advocate


Name of current or former Guardian / Guardian Advocate ___________________

Address ______________________________________ Phone (   ) ________


If no longer serving, please explain: ______________________________________________

Social Security Number: ___________________
Medicare Number: _____________________
Medicaid Number: ________________________ 
Primary Language Spoken: ______________

Place of Birth:  ____________________________ 
Moved to Florida: __________________
Previous Residence: ________________________________________________________________

Name of Spouse: ________________________________Date of Death: ______________________
Relatives/ Friends:  PLEASE PROVIDE ALL KNOWN INFORMATION ON ALL KNOWN CONTACTS, REGARDLESS OF THE INVOLVEMENT OF SUCH PERSONS IN THE LIFE OF THE REFERRAL.  INFORMATION REGARDING ALL NEXT OF KIN IS REQUIRED PRIOR TO ANY GUARDIANSHIP OR GUARDIAN ADVOCACY MATTER BEING FILED.  KNOWN CONTACTS OF THE WARD ARE NECESSARY TO ENSURE A DILIGENT SEARCH AND INQUIRY IS PERFORMED AS REQUIRED BY LAW.   
Name: ________________________________________ Relationship: _______________________

Address: ____________________________________________________ Phone: (       ) __________
Name: ________________________________________ Relationship: _______________________

Address: ____________________________________________________ Phone: (       ) __________

Name: ________________________________________ Relationship: _______________________

Address: ____________________________________________________ Phone: (       ) __________

Name: ________________________________________ Relationship: _______________________

Address: ____________________________________________________ Phone: (       ) __________

Name: ________________________________________ Relationship: _______________________

Address: ____________________________________________________ Phone: (       ) __________

Name: ________________________________________ Relationship: _______________________

Address: ____________________________________________________ Phone: (       ) __________

(If there are additional contacts please use a separate sheet of paper) 
Medical:  THIS INFORMATION IS REQUIRED
Primary or Treating Physician: _________________________________________________________

Address: ____________________________________________________ Phone: (        ) __________

Primary or Treating Physician: _________________________________________________________

Address: ____________________________________________________ Phone: (        ) __________

 (If there are additional health care providers please use a separate sheet of paper)
DOES THIS REFERRAL HAVE ANY ADVANCE DIRECTIVE, HEALTH CARE SURROCATE DESIGNATION, DURABLE POWER OF ATTORNEY, OR DNR?  _______________________

IF UNKNOWN, WHAT STEPS HAVE BEEN TAKEN TO DETERMINE WHETHER SUCH DESIGNATIONS EXIST? ___________________________________________________________
(The above information is required by law in order to initiate guardianship or guardian advocacy.)
PLEASE ATTACH THE MOST CURRENT OF THE FOLLOWING DOCUMENTS, TO THE EXTENT THAT THEY PERTAIN TO THIS REFERRAL: CARE PLAN, HAB PLAN, IEP, MEDICAL EVALUATION, MEDICATION LIST, APD BUDGET, ADVANCE DIRECTIVE, DNR, HEALTHCARE SURROGATE DESIGNATION, DURABLE POWER OF ATTORNEY
If the referral is developmentally disabled, have Agency for Persons with Disabilities (APD) services been established? ________________________________________________

If not, why were serviced denied? _________________________________________

Waiver Support Coordinator: _____________________________________________ 
Email address: ____________________________________________ Phone: (        ) _________
If this referral requires skilled nursing facility placement or is presently placed in a skilled nursing facility, has long term care Medicaid been established?  _________________________________
If not, does the referral qualify financially for Medicaid? _________________________

MENTAL BEHAVIOR STATUS

Classification of Referral:


   ( Elderly   ( Mentally Ill   ( Developmentally Disabled or Low Cognition ( Brain Injury  

Diagnosis: disability/mental illness/developmental disability: __________________________________
___________________________________________________________________________________

Referral has:
( impaired memory  ( inability to understand simple concepts and ideas

( confusion and/or disorientation ( lack of judgment / problem-solving

Referral needs assistance: 
( giving informed consent to medical treatment
(  Managing property in excess of social security income

( Determine his/her own residence

Is the referral ambulatory?
(YES
       ( NO 
( Walker  
( Wheelchair
Can the referral verbally communicate?
(YES
       ( NO
(YES BUT NOT MEANINGFULLY
Current Monthly Income:
SSA: $__________________   SSI: $_____________________
VA: $_______________________
OSS: $ __________________ Private Pension: $_____________________ Other: $_____________

Bank Name: ____________________________ Account No: ________________ Amount: $_______
Address: ____________________________________________________ Phone: (        ) __________

Bank Name: ____________________________ Account No: ________________ Amount: $_______

Address: ____________________________________________________  Phone: (        ) __________
Real Estate

Description & Location:




______________________________________________________________
Value:
$___________
______________________________________________________________
Value:
$___________
Is the referral paying rent or a mortgage?
( NO ( Rent
( Mortgage

If yes, what are the monthly payments? $ ___________________

Personal Property:

___________________________________

___________________________________

___________________________________

___________________________________

Does referral have final arrangements or a burial account? ( YES ( NO 
Why does this referral need a guardian?

_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
_______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Eligibility 
THE PUBLIC GUARDIANSHIP OFFICE FOR THE EIGHTH JUDICIAL CIRCUIT SERVES AS GUARDIAN OF THE PERSON ONLY.  WE DO NOT HANDLE PROPERTY MATTERS.

INDIVIDUALS MUST BE PLACED OR QUALIFY FOR PLACEMENT IN A SAFE, LICENSED LIVING SITUATION, WHICH MAY INCLUDE A LONG-TERM CARE FACILITY, GROUP HOME, OR INSTITUTIONAL SETTING.   In the event that the referral is not presently placed, placement must be secured or arranged prior to our acceptance of the referral, as we are unable to provide continual lifetime services to an individual who is only temporarily located in our service area.   FURTHER ASSISTANCE OF THE REFERRING PARTY, CASE WORKER, SOCIAL WORKER, SUPPORT COORDINATOR, OR ADULT PROTECTIVE SERVICES MAY BE REQUIRED TO ESTABLISH PLACEMENT PRIOR TO THE INITIATION OR GUARDIANSHIP OR GUARDIAN ADVOCACY. 
Individuals and organizations making referrals to the Eighth Circuit Public Guardian Office must complete the Intake and Referral form prior to this office agreeing to act as guardian. The case manager must screen each person referred to this office. Referrals will be screened using the following criteria:

1. Individual qualifies for guardianship or incapacity under chapters 744 or 393, F.S.

2. Family and/or friends either not willing or unable to act as guardian.

3. Asset and income information available indicates individual meets statutory criteria.

4. No alternative exists that is less restrictive than the type of guardianship sought.

5. Ability and appropriateness of program to meet the individual’s specific needs.

If it is determined that the person does not meet the eligibility requirements, the case manager will inform the referral source. If the referral meets criteria and resources are available, the case manager will inform the referral source that this office agrees to act as guardian. If this office’s caseload is at capacity, the case manager will place the referral on the waiting list. The referral source is then informed that the referral has been place on the waiting list. This office will notify the referral source when an actual vacancy exists in the caseload.  THE GUARDIANSHIP PROGRAM HAS NO AUTHORITY OR RESPONSIBILITY WITH RESPECT TO THE INDIVIDUAL REFERRED UNTIL SUCH TIME AS AN ORDER APPOINTING GUARDIAN OR ORDER APPOINTING GUARDIAN ADVOCATE IS ENTERED. 
Prioritization of Referrals

The Eighth Circuit Public Guardian Office is typically appointed to serve individuals for the remainder of their lives.  Thus, we will prioritize the waiting list according to the following criteria:

1. Cases where the incapacitated person requires an advocate having legal authority to make long term, ongoing decisions on his or her behalf, and no such authority exists or can be otherwise obtained, and all family members have been legally disqualified from serving or have formally declined to serve.
2. Cases where a guardian or guardian advocate is necessary to maintain residential facility or group home placement, obtain non-emergent medical treatment, or consent to ongoing psychiatric, medical, behavioral, and other necessary services, and no other persons are qualified or willing to so serve.

3. Cases where decision making is required in limited situations that do not require ongoing intervention by a guardian or guardian advocate. 
Referral Source:


Name/Title: _________________________________________ Agency: ____________________


Address: ___________________________________________________________________________


Telephone: (     ) _________________________ Email address______________________________


Relationship to Referral: ___________________________________________________________
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