1. Date you last examined the patient

2. Do you believe the patient is capable of managing or directing the management of benefits in his or her own hest interest?
By capable we mean that the patient:

» Is able to understand and act on the ordinary affairs of life, such as providing for own adequate food, housing,
clothing, ete., and

+ |s able, in spite of physical impaiments, to manage funds or direct others how to manage them.

[ Yes O No {7 Unsure

If "Yes", please omit If "No", please provide a brief summary If "unsure",
question 3, bui be sure to of the findings that led to this conclusion, please explain.
sign and date the form. Also, complete question 3.

3. Do you expect the patient to be able to manage funds in the future {for example, the patient is femporarily unconscious)?
] Yes ] Ne

if ves, please explain.

NAME OF PHYSICIANMEDICAL OFFICER (Please print.) TITLE

ADDRESS (Number and street, City, State, and ZIP Code) TELEPHONE NUMBER (Include Area Code)
( ) i

I declare under penalty of perijury that | have examined all the information on this form, and on any accompanying statements or
forms, and it is true and correct to the best of my knowledge. | understand that anyone who knowingly gives a false or
misleading statement about a materlal fact in this information, or causes someone eise to do so, commits a crime and may be
sent to prison, or may face other penalties, or both.

SIGNATURE OF PHYSICIAN/ DATE

MEDICAL OFFICER
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