CLIENT NAME AND NUMBER ___________________________________________________________

IN THE CIRCUIT COURT OF THE  __________ JUDICIAL CIRCUIT 

IN AND FOR ___________________________ COUNTY, FLORIDA

IN RE:  ___________________________________
CASE NO.: __________________________
Petition Requesting Court Approval for 

Guardian Advocate to Consent to Extraordinary Treatment

_________________________________________________________, guardian advocate appointed on
____________________ 

Name of Guardian Advocate
Date
for _____________________________________________________,

                                    Name of Person.

Said person is presently:
 FORMCHECKBOX 
 Placed on an inpatient basis in ________________________________________________________a receiving or treatment facility in  

___________________________ County and has residence in __________________________________ County, or

 FORMCHECKBOX 
 Involuntarily placed on an outpatient basis in ____________________County.  The service provider is: ___________________________

Psychiatric or Medical Opinion Supporting the Petition

I,_________________________________, a psychiatrist or physician authorized to practice in the State of Florida, 

   Name of Psychiatrist or Physician
have personally examined ___________________________________________________________ on
___________________, and found


Name of Person
Date
that he/she is in need of the following treatment or procedure: _____________________________________________________________

_______________________________________________________________________________________________________________

Observations which support this opinion are: ___________________________________________________________________________

_______________________________________________________________________________________________________________

_______________________________________________________________________________________________________________

This treatment or procedure is essential to the care of the person and the treatment does not present an unreasonable risk of serious, hazardous, or irreversible side effects.

______________________________________________________________
___________________
__________  am    pm

Signature of:     FORMCHECKBOX 
 Psychiatrist      FORMCHECKBOX 
 Physician
Date
Time

________________________________________________________
__________________________________

Typed or Printed Name of Psychiatrist or Physician
License Number
___________________________________________________________
_________________
__________  am     pm

Guardian Advocate’s Signature
Date
Time

________________________________________________________________

Typed or Printed Name of Guardian Advocate
cc:  Check when applicable and initial/date/time when copy provided:
	Individual
	Date Copy Provided
	Time Copy Provided
	Initials of Who

Provided Copy

	 FORMCHECKBOX 
 Person
	
	                          am   pm
	

	 FORMCHECKBOX 
 Guardian Advocate
	
	                          am   pm
	

	 FORMCHECKBOX 
 Representative
	
	                          am   pm
	

	 FORMCHECKBOX 
 Person’s Attorney
	
	                          am   pm
	

	 FORMCHECKBOX 
 Facility Administrator
	
	                          am   pm
	


See s. 394.4598(6), Florida Statutes
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