
 

 

 

GUARDIANSHIP INTAKE FORM 
 

NAME OF INCAPACITATED PERSON:  _________________________________________________ 

 

RESIDENCE ADDRESS:  ___________________________________________________________    

 

CITY/STATE/ZIP:  _______________________________________________________________ 

 

TELEPHONE #:  _________________________________________________________________ 

 

DOB:  _____________________ AGE:  __________ SSN:  ________________________ 

 

MARITAL STATUS:  ______________________________________________________________ 

 

PRESENT LOCATION:   

 

 ADDRESS:  _______________________________________________________________ 

 

 CITY/STATE/ZIP:  _________________________________________________________ 

 

 

PERSON COMPLETING THIS FORM 
 

 

NAME :  ______________________________________________________________________ 

 

RESIDENCE ADDRESS:  ___________________________________________________________ 

 

CITY/STATE/ZIP:  _______________________________________________________________ 

 

TELEPHONE #:  _________________________________________________________________ 

 

DOB:  _____________________ AGE:  __________ SSN:  ________________________ 

 

MARITAL STATUS:  ______________________________________________________________ 

 

RELATION TO INCAPACITATED PERSON:  ______________________________________________ 

  



 

RELATIVES: 
 
Please provide the names and mailing addresses of the respondent’s spouse, adult children, parents and adult 

siblings or, if no such relatives are known to the petitioner, at least three other known relatives of the respondent, 

including step-children, must be included for notice.  Please list all relatives of incapacitated, in following order: 

spouse, adult children, parents, and adult siblings (parents, aunts/uncles, grandchildren, nieces/nephews, cousins): 

(attach additional sheets if necessary) 

 

NAME AGE RELATIONSHIP TO 

INCAPACITATED 

FULL MAILING ADDRESS & TELEPHONE 

NUMBER 

    

    

    

    

    

    

    

    

    

    

 

 

 

 

 

 

 

 

 



 

PROPOSED GUARDIAN 

FIRST CHOICE 

NAME:  _______________________________________________________________________ 

RESIDENCE ADDRESS:  ___________________________________________________________ 

CITY/STATE/ZIP:  _______________________________________________________________ 

TELEPHONE #:  _________________________________________________________________ 

DOB:  _____________________ AGE:  __________ SSN:  ________________________ 

MARITAL STATUS:  ___________________ EMAIL:  ___________________________________ 

RELATION TO INCAPACITATED PERSON:  ________________________________________          _ 

ANY CRIMINAL CONVICTIONS OR BANKRUPTCY FILINGS?     □ YES     □ NO 

IF YES, DESCRIBE:  ______________________________________________________________ 

______________________________________________________________________________ 

EVER BEEN REFUSED BOND?     □ YES     □ NO 

IF YES, DESCRIBE:  ______________________________________________________________ 

______________________________________________________________________________ 

 

SECOND CHOICE 

NAME:  _______________________________________________________________________ 

RESIDENCE ADDRESS:  ___________________________________________________________ 

CITY/STATE/ZIP:  _______________________________________________________________ 

TELEPHONE #:  _________________________________________________________________ 

DOB:  _____________________ AGE:  __________ SSN:  ________________________ 

MARITAL STATUS:  ___________________ EMAIL:  ___________________________________ 

RELATION TO INCAPACITATED PERSON:  ______________________________________________ 

ANY CRIMINAL CONVICTIONS OR BANKRUPTCY FILINGS?     □ YES     □ NO 

IF YES, DESCRIBE:  ______________________________________________________________ 

______________________________________________________________________________ 

EVER BEEN REFUSED BOND?     □ YES     □ NO 

IF YES, DESCRIBE:  ______________________________________________________________ 

______________________________________________________________________________ 

 



 

APPLICANT (PERSON OR ENTITY BRINGING APPLICATION) 
NAME:  _______________________________________________________________________ 

RESIDENCE ADDRESS:  ___________________________________________________________ 

CITY/STATE/ZIP:  _______________________________________________________________ 

TELEPHONE #:  _________________________________________________________________ 

DOB:  _____________________ AGE:  __________ SSN:  ________________________ 

MARITAL STATUS:  ___________________ EMAIL:  ___________________________________ 

RELATION TO INCAPACITATED PERSON:  ______________________________________________ 

ANY CRIMINAL CONVICTIONS OR BANKRUPTCY FILINGS?     □ YES     □ NO 

IF YES, DESCRIBE:  ______________________________________________________________ 

______________________________________________________________________________ 

EVER BEEN REFUSED BOND?     □ YES     □ NO 

IF YES, DESCRIBE:  ______________________________________________________________ 

______________________________________________________________________________ 

 

POWER OF ATTORNEY INFORMATION 
 

DOES INCAPACITATED HAVE (OR DID S/HE EVER HAVE) A GENERAL POWER OF ATTORNEY?    □ YES    □ NO 

 

IF YES, PLEASE PROVIDE:  (ATTACH A COPY OF POA, IF YOU HAVE IT) 

NAME:  _______________________________________________________________________ 

RESIDENCE ADDRESS:  ___________________________________________________________ 

CITY/STATE/ZIP:  _______________________________________________________________ 

TELEPHONE #:  _________________________________________________________________ 

DOB:  _____________________ AGE:  __________ SSN:  ________________________ 

MARITAL STATUS:  ___________________ EMAIL:  ___________________________________ 

RELATION TO INCAPACITATED PERSON:  ______________________________________________ 

STATUS OF POA: □  CURRENT  □  REVOKED 

 

 

DOES INCAPACITATED HAVE (OR DID S/HE EVER HAVE) A MEDICAL POWER OF ATTORNEY?    □ YES    □ NO 

 

IF YES, PLEASE PROVIDE:  (ATTACH A COPY OF POA, IF YOU HAVE IT) 

NAME:  _______________________________________________________________________ 



 

RESIDENCE ADDRESS:  ___________________________________________________________ 

CITY/STATE/ZIP:  _______________________________________________________________ 

TELEPHONE #:  _________________________________________________________________ 

DOB:  _____________________ AGE:  __________ SSN:  ________________________ 

MARITAL STATUS:  ___________________ EMAIL:  ___________________________________ 

RELATION TO INCAPACITATED PERSON:  ______________________________________________ 

STATUS OF POA: □  CURRENT  □  REVOKED 

 

 

DATE INTAKE FORM COMPLETED:  ___________________________________________________ 

 

WHO MAY WE THANK FOR REFERRING YOU TO US:  ______________________________________ 

 


