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Aging Solutions, Inc.

“Linking Healthcare Options”

Hillsborough County             Pasco County
                Pinellas County
                Brevard County

    Manatee County


P. O. Box 342095

P. O. Box 342095 

P. O. Box 342095

P.O. Box 410832

    P.O. Box 342095

Tampa, Fl 33694                    Tampa, Fl 33694                     Tampa, Fl 33694                     Melbourne, Fl 32941
    Tampa, FL 33694

813-949-1888                          727-442-9600                          727-442-9600                          321-768-7997
                    1-866-922-4464
Fax: 813-949-1996
                Fax: 813-949-1996                  Fax: 813-949-1996                 Fax: 321-722-0910                       Fax: 813-949-1996

                                                    Office of Public Guardian 
PO Box 342065 Tampa, FL 33694-2065

Fax (813) 949-1996 Email: intake@aging-solutions.org
GUARDIANSHIP INTAKE AND REFERRAL FORM
Thank you for requesting the services of this agency.  We understand that not all of the information asked for on this form may be available at the time of the referral.  Nevertheless, please fill it out as completely as possible since eligibility for the public guardianship program is mandated by Florida Statutes 744.2007 subsection (1) & (3). The information requested assists us in expediently making a determination.

Please identify the county of the residential/current location of the alleged incapacitated individual (AKA Principal) and return the completed form to intake@aging-solutions.org: 

· Hillsborough    

· Pasco

· Pinellas

· Manatee

· Brevard  

Date Intake Form Completed:  _________________
Please note that the acceptance of a potential Ward into the public guardianship program is made by the Office of the Public Guardian.
  ___________________________________________________________________________

Who will be named as the petitioner for Guardianship          Who will sign the Representation Agreement for the 

(i.e. social worker, nurse, administrator)?

     Attorney who will represent the petitioner? 

Name: ___________________________________
     Name: _______________________________________

Address: __________________________________
     Address: _____________________________________

 
  _________________________________

       _____________________________________

Telephone: ________________________________
E-Mail Address:  ​​​​​​​​​​​​​​​​​​​​​​​​​____________________________
      Telephone: ___________________________________

This information is absolutely essential;

without it, acceptance into the program could be delayed.
(Please complete all three if known)
AIP or Principal’s Name: First: ________________________ Gender: _______    Age: ____ Race: _____________



               Middle: ________________________
                                         Last: ___________________________    Social Security Number: ___________________
Also Known As: __________________________
 Birth Date:______________________________________

Current

Location: ________________________________
 Birthplace: ______________________________________

Address: ________________________________
 U.S. Citizen?_____________________________________


 _________________________________
 Marital Status: ___________________________________

Length of time at this Address: _______________           Religious Preference: ______________________________
Telephone: ______________________________
 Languages Spoken: _______________________________

Previous Address:________________________________________________________________________________

Does AIP/Principal own this home or any other home? ____________________________________                                                                                                                                                          

Current/Previous Occupations: ​​​​​​​​​​​​​​ ________________________________________________

Anyone living with the Client? ____________________
Please specify: ___________________________________

Telephone: _______________________________
________________________________________________

Family/Significant Others (Please add additional sheet if needed):
Notice must be provided to next of kin regardless of their contact or interaction with the AIP/Principal, therefore, please list the names, addresses, phone numbers, and relationships of the living next of kin of the AIP/Principal, including the date of birth if the person is a minor. If married, this includes the spouse and all of his or her children: names, addresses, phone numbers, and extent of relationship. 
Name: __________________________  
Name: _________________________________
Relation: ___________________________
Relation: _________________________________

Active Involvement: Yes_____  No_____

Active Involvement: Yes_____  No_____
Address: ________________________________
Address: _______________________________________


  ________________________________

  _______________________________________

Telephone: ______________________________
Telephone: _____________________________________

Why does this AIP/Principal need a guardian? (Please be specific, thorough, and convincing)

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

______________________________________________________________________________________________ 

Attending Physician: ___________________________   Dentist: ________________________​​_
Address: ___________________________________
Address: ______________________________________


  ___________________________________

  ______________________________________

Telephone: _________________________________
Telephone: ____________________________________

Diagnosis Affecting Mental Capacity: ____________________________________________________________________________________________ 

All Other Medical Diagnoses: ____________________________________________________________________________________________ 

____________________________________________________________________________________________ 

Allergies: ____________________________________________________________________________________ 

Medical 

History: ______________________________________________________________________________________ 

_____________________________________________________________________________________________ 

_____________________________________________________________________________________________ 

Mental status/Level of Functioning (including ambulation and ADL’s – such as grooming, bathing, eating, dressing, etc.) :    __________________________________________________________________________  

        __________________________________________________________________________ 

Psychological Testing (include type of exam and scores): _______________________________________________


______________________________________________________________________________________________

______________________________________________________________________________________________
Alternatives to Guardian: All Advance Directives as defined in FS 765 must be listed below: 

Representative Payee Under 42 U.S.C. s 1007:
Yes ________
  No ________
 

If yes, whom (name and number): _________________________________________________________________

Existing Do Not Resuscitate order as defined in FS 401.45(3): Yes______ No______  

If yes, whom (name and number): __________________________________________________________________
Living Will Under FS 765.301: Yes_________ No ________

If yes, does the Living Will designate an individual to act (please attach a copy, with the name and number of the individual): ______________________________________________________________________________ 

Health Care Surrogate Under FS 765.201:  Yes _________          No __________

If yes, whom (name and number): __________________________________________________________________
Health Care Proxy Under FS 765.401:  Yes_______ No ________

If yes, whom (name and number): __________________________________________________________________

Durable Power of Attorney as defined in FS 709: Yes_____ No ______ 

If yes, whom (name and number): __________________________________________________________________

A Trust instrument as defined in 736.0103 (please attach a copy if applicable): Yes_____ No_____

If yes, describe: ________________________________________________________________________________
Anatomical Gifts Under FS 765. 510: Yes ______ No ______
Assets/Property:

Personal (accounts, stocks, furniture, Real (Land, buildings, mobile homes, jewelry, etc.) –

__________________________________________
_______________________________________________

__________________________________________
_______________________________________________ 

__________________________________________
_______________________________________________ 

         Social Security #: _______________________     Monthly Income:  SS - $____________ SSI - $___________  

         Medicare #: ____________________________                               OSS - $____________ VA - $___________

         Medicaid #: ____________________________           Pension/Annuity 
$___________________________

         Veterans #: ____________________________   
   Dividend/Interest 
$___________________________

Other Insurance: ____________________________
   Other Income -
$___________________________

__________________________________________      _________________________________________________ 
FOR FACILITIES ONLY:

Date: _______________________________
Contact Person: ______________________________________ 

Category (check the appropriate one):







Name of

Nursing Home/ACLF _____   Hospital _____
Agency: ____________________________________________ 

State Agency ______  County Agency _____
Address: ____________________________________________

Court ______  Other (Please specify) ______

  ____________________________________________

_____________________________________






   Phone: ____________________________________________
                                         ELIGIBILITY CONSIDERATIONS FOR ACCEPTANCE
The following criteria are drawn from section 744, Florida Statutes, to determine a potential eligibility for Guardianship services: 

1. The person alleging incapacity must be the petitioner for such or be willing to testify regarding their knowledge of the alleged incapacitated person by attending the adjudication hearing. 

2. Advance Directives have not been located and family or friends, other persons are either unwilling or unable to assume guardianship, per the assessment of the referral source. 

3. Asset and income information provided by the referral source shows the potential ward means of being able to support fee for service guardianship services. 
4. Assessment that no alternative less restrictive than guardianship exists. 
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