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Getting Started — Some Things to Know

@  Packets need to be thoroughly * Guardianship packets
completed and should be typed. were last revised in April
The only exception to this is the of 2021. Please make sure
physician’s interrogatories. . h

you are using the most

« Guardianship packets become current version of the
exhibits attached to the packet.
petition for guardianship and
are filed with the court. + Support Coordinators attend the
. . Guardianship Hearing and testify
+ Always consider alternatives, in court.

and be prepared to explain
why those alternatives are not
appropriate, before pursuing
full guardianship.

Link to find current packets and forms:

https://intranet.state.mo.us/dmhonline/general-counsel/guardianship-information/

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Where do I submit a guardianship request? g

As of December 15t, 2021 all new DD Regional Office requests
for guardianship are to be sent to:

DDGuardianship@dmh.mo.gov

» The guardianship requests will go to a centralized email
address and will be assigned to an Information Specialist
from there.

» The assigned Information Specialist will handle the
guardianship to completion.

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH


mailto:DDGuardianship@dmh.mo.gov

MISSOURI DIVISION OF

DEVELOPMENTAL
DISABILITIES

Page 1 — Information

Tips for completing the Missouri Department of Mental Health

Guardianship Packet (REVISED April 2021)
» The first page of

the guardianship v" All forms should be typed. Many of the forms will be attached as an exhibit to the

packet includes petition for guardianship and filed with the court. Legibility is critical. If for some
. . unavoidable reason the form must be hand written, please make sure that the hand

tps and 1Important writing is clear and legible.

information to ' L i o . o o

» The guardianship requests will go to a centralized email address and will be

know when assigned to an Information Specialist from there.

completing a DDGuardianship@dmh.mo.gov

paCket' v Alu:r:a}rs consider a Izi..r:,un.:i guardianship. It is ml:':c:l that you look at each essential

requirement (ie. food, clothing, shelter, gafety, medical) and identify whether the
individual can meet each need through examples that have been personally observed
or assessed. The case manager /social worker will be asked about each of these areas

* When Completing a packet, it is ;liri_ngiﬂ{z::laringand needs to be very familiar with the abilities and limitations of
c e individual.

1mportant to make sure the v The doctor’s interrogatories need to have been completed within 6 months of the last
answer matches the questlon you doctor visit. Be sure the consumer's name is included on the interrogatories, they are
are responding to. Read the signed and dated, notarized. and that the doctor has actually seen the client within

c the last few months.

question and focus the response ¥ The case manager's/social worker's statement should be no more than 6 months old.

on that question. Occasionally, ¥ The guardianship coordinator for each facility/office should review the checklist

responses do not match the against the packet before submitting to the OGC to make sure everything is included.
. Flease look for obvious errors/omissions such as incorrect consumer name,

questlons and have to be redone. incomplete forms and interrogatories that are not notarized.

+ If the individual has been found permanently incompetent to proceed on criminal

charges. please include a copy of the court order with the packet.

v" When completing the case manager's/social worker's statement. please list up front

in the History section the charges for which the individual was found permanently

incompetent to proceed.

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Proposed Ward:

Case Manager/Social Worker:

Name and Telephone Number

Has the client been found Permanently Incompetent to Proceed to Trial?

GUARDIANSHIP PACKET CHECKLIST

1. Doctor’s Interrogatories

2. Case Manager/Social Worker’s Guardianship/Conservatorship Stmt
3. Financial Statement

4. List of Relatives

3. List of Steps Taken to Locate Relatives

6. Information for Family Guardians or Conservators (do not include if proposed
guardian iz the Public Administrator)

7. Background Screening for Proposed Guardians and Conservators (do not include 1if the
proposed guardian or conservator is the Public Administrator, or Respondent’s
parent, adult child, adult sibling)

Ta. Child Abuse and Neglect registry

Tb. Employee Disqualification List for Diept of Health and Senior Services

Tc. Employee Disqualification List for Diept, of Mental Health

7d. State Criminal Background Checl/Sexual Offender Registry

8. Credit History Report for Proposed Conservator (do not include if the proposed
conservator is the Public Administrator, or Respondent’s parent, spouse, adult
child, adult sibling)

9. Consent to Appointment (do not include if proposed guardian is the
Public Administrator)

10. Designation of Fesident Agent (include only if proposed guardian
resides out-of-state)

11. Domicile Statement

12, Information Needed for Confidential Filing Information Sheet
13. Statement Regarding Proposed Guardian
14. List of Prospective Witnesses

15. Copy of Court Order finding client permanently incompetent to
proceed (if applicable)

16. Statement Regarding Pending Criminal Charges

17. Cover Letter to General Counzel’s Office

www.dmh.mo.gov/dd

« All of the items on the checklist are
required to complete the packet.

* Any exceptions are noted on the
checklist

* 10 — “Designation of Resident” is only
required if the proposed guardian lives
out of state.
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The next four pages of the packet are the
Physician’s Interrogatories:

T | 15, Q.Do you belleve twould be i best it appeint
3 ) 11 Q Please describe the cogaitive or bebavioral deficits upon which your answer to Iaterrogatory guardian to proaet his b person?
) 0 is based. (Include examples of tasks/activitie that the individual is unable to pecform due to the "
A alieged mespacianed 1 person )
Respondent ) 7. Q. What was the date of such examisation, of or betwsen what dates
hes e she beem mmder pom cbservabion”
N
mECerel 6. Q.Do yon comider it would be i it p0
conservaser to mansge b her resce
On this ey of 20_ before me, tar
—_dy . - Q.Do you cous: be “disabled”, that is, umable by reason of any
il persanally appessed Q Give the neurological and mental diaguoses including the sympromarology which or me snutive condition, and evaluste info omm
s, after being st dily smoes, testified as follows ch you have made 04 observation o cisions to ‘manage the perscn
INTERROGATORIES
it yom ame, age s addrese.
DEPONENT
Q. Please describe the coguitie or bebavioral defcits upon which your answer
Q base ased (lnchode exam activites that dual is wnable o perform due 1o the
ity

14 Q In your professional opinicn, what is the least resrictive enviromment or altermative for
Respondeat; that i, what course of action allows the incapacitated person o live. 1..:1;:;:‘.:1 ] My Commision Expires

the person,
‘mental condition and financial means?

Let’s take a closer look at each page of the interrogatories...
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Page 4 — Physician Interrogatories 2
In the Matter of- )
)
: )
Analleged incapacitated and disabled person, ) » Make sure the professional filling out
Respondent ) the interrogatories is qualified.
Physician, Psychologist, Psychiatrist,
DEPOSITION OF
etc.
Onthis _ dayof .20, before me a Notary
Public within and for the State of Missouri, personally appeared . L ’
. who, after being first duly swom, testified as follows: ¢ CannOt be S1 ned by a PhYSlClan S
INTERROGATORIES Asms’Fa'nt (P.A.) or a Nurse
Practitioner (N.P.) HOWEVER,
1. QPrint your name, age and address. interrogatories completed by an N.P.
Al or a P.A. can be accepted as long as
the physician signs them.
2. (). What iz your occupation, business or profession?
& » Interrogatories MUST be notarized.
3. Q. Are you licensed to practice in the State of Missouri? .
X  Interrogatories should be no more
than 6 months old when the hearing
is held. If the date on the form is
4. Q. If vour answer to Interrogatory number 3 above 13 affirmative, 15 your license subject to any . .
restrictions imposed by the State of Missouri? nearing 6 months before the packet is
N submitted, please have the Physician
fill out and sign an Affidavit of No
3. Q. If in your practice you specialize in some particular field, pleasze specify same. Chan e that 18 recently nOtarlzed'
A
8. Q. Have vou had occasion to examine, observe and treat ?

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Page 5 — Physician Interrogatories

1. (). What wasz the date of such examination, of or between what dates
has he/she been imder vour observation?

A

8. Q). Give the nenrological and mental diagnoses including the symptomatology which you
observed and which you have made, based upon your examination and observation of

* Make sure all questions
have been answered and

A that you are able to
clearly read the
responses.

9. Q. Please provide detailed facts upon which your diagnostic conclusions are based.
A
10. Q. Do vou consider . to be “incapacitated”, that iz unable by reason * Number 10 - Should
of any physical or mental or cognitive condition to receive and evaluate information or to -:Dmmu.uicah say “Yes” for
decisions to such an extent that the person lacks capacity to manage the person’s essential requirements . .
for food, clothing, shelter, safety, or medical care such that serious physical injury, illness, or disease is GuardlanShlp.

likely to occur were 2 guardian not appointed for the person?

A

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Page 6 — Physician Interrogatories

11. Q). Please dezcnbe the copnitive or behavioral deficits upon which your anewer to Intarrogatory
10 iz based. (Include examples of tasks/activities that the individual iz unable to perform due to the
incapacity)

A

12. Q.Do you consider , to be “disabled”, that is, unable by reason of any
physical or mental or cognitive condition, to receive and evaluate information or to communicate
decisions to such an extent that the person lacks ability to manapge the person's financial resources?

A

13. Q. Please dezcnbe the cognitive or behavioral deficits upon which your answer to Interrogatory
12 is based. (Include examples of tasks/activities that the individual is unable to perform due to the
disablity)

Al

14, Q. In your professionsl opimion, what is the least restrictive environment or altemstive for
E.espondent; that iz, what course of action allows the incapacitated person to live, learn. and work with
minimum restrictions on the person, and is appropriate for the person considering has or her physical and
mental condition and financial means?

A

-  Number 12 - Should say
“Yes” for Conservator.

Number 14 — Read what is
recommended by the physician as
the least restrictive environment
and consider whether the SC’s
response is consistent with the

physician’s recommendation.

«  **Example of inconsistent answers:
Physician recommends natural home
and SC statement recommends
residential.

MENT OF MENTAL HEALTH
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Page 7 — Physician Interrogatories g~

15. Q. Do you believe it would be in s best interest to zppoint a
guardian to protect hisher person?

A
* One or both
should say
(43 2
16. Q. Do you consider it would be in s best interest to zppoint a Yes *
conservator to manage his'her resources?
A
Phystelan's
Signature
DEPONENT

ENOW ALL MEN BY THESE PRESENTS, that I the undersigned Notary Public, hereby certify that
the above-named deponent was first duly swom by me to make true answers to the foregoing

o [ d
interrogatories, that said interrogatories were read by me to deponent, that the answers thereto are . |\/|
comrectly recorded as hereinabove set forth, that this deposition was subscribed to by the deponent and ake sure lt 1S

witness in my presence. / notarized.

* Cannot be more than 6 months old.

NOTAEY PUBLIC

My Commission Expires:

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Pages 8 through 11 — Case Manager’s Statement

The next four pages of the packet is the Case Manager’s Statement.

CASE MANAGER'SSOCIAL WORKER'S - ettt . e
GUARDIANSHIP/CONSERVALORSHIP STATEMENT s v . L Vhat degree: the proposed ward zequire? . . .
MW!F_M‘M proposed ward' fmil L loved 22 Ha Respondent axpeessed interertin reaining the right o vore?
Case Manger's Social Worker's Name 15 Wbt demee of et et st o s et
Adds: o A e 35, HesRespondec xpotsed et resing e righ i, o ey
5 7. Pleass describe the proposad ward s social finctioning st the required exan’
Telephone Nuzber: 15 Does this plmmm lace the st poardble restriction oe the proposed \\:ldspmwm] liberty
Propased Wasd's Name: . N . e o s emof e person . 2 Hem J— e right o amy?
Addrers: W muldzh'\ revon oty ,.:mm.mm s s ks S et
marage the . .
‘pemsan lmunhahlqml ements for food, ulzdnn@, e, saot, ot madicalcae st srices The foregoing is made under culh oF o the best
plysical injery, ilness, or disease is Akl to cecur were & guardian set appointed for the parsca? o fthe praalties o
Dateof Birth 0 requirements for health,
- N safety, habilitation, treatment, and recovery and protecting the person fiom abuse, neglect, and
Admission Sutes financial exploitation?
Bt i el s s, Pt e sl oy
i . the individual i wsable
1. Pleaselistyour place of employmsent and your position s puenly chured e S
N 18 Who are you recommending to serve as guardian of the proposed ward and/or comservator of the
1 Please describe yous educetonal background proposed ward's estate? Stateof Misouri )
10. that lm
mhlcb« mwwfin\ y!n‘zkdummmw(ogum'\: comtiion, 1o Tecive and evabume iormation Courty of. )
3 o to commusicate decisions to such an msupervised, the person Lacks shality to
3. Please deacribe yous contact with the proposed ward. nummzpmm B p—— on 01, the abave witness persanally appeared before me, and afier being
19 Has the person listed in number 13 lhn\'e(\ulless the person Listed is the public Guly suvorm,stated ca outh that the amswers wrisien above were the wilhess's true answer b0 the
servator ofth estte of any other quertns. | ey that the wimes sigued s e to his atement sy Fesetce o e date
person’ e, I iy Wt vty b il el e
& Who curemtly has custody of the proposed vrd” P Enitmons youkarn e date b witen
5 - vl is mabie 10 150, pleaselst the names and addrenses of mch wards or dirabled personn.
‘perfons due to the incapacity.)
5. Please describe the proposed ward's sdmistion and placement history Tiotary Public
(SEAL)
12 Whst are the placemen plass rthe progosed ward” 20, Dos the proposed wad hve  guardian sppoioted it ot sy tber ste? 1o, plesse My Commission Expires
provide the namse and
13, Tothin placement the east revictive altamative forthe proposed ward?
2L Hothepropssdard v et il o poes f ey 1o, lse stch copy of
the document
10
[m——r—

Let’s take a closer look at each page in
the Case Manager’s Statement...

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Page 8 — Case Manager’s Statement

CASE MANAGER'S/S0CTAL WORKER'S
GUARDIANSHIP/CONSERVATORSHIP STATEMENT

« If the Support Coordinator (SC)
changes prior to packet submission,
this does not need to be redone,
however, the packet will need to be
updated with the current SC and the | Telephone Number:
cover letter should include the Proposed Ward's Name:
current information.

Case Manger's/Social Worker's Name:

Address:

Address:
« The Case Manager’s Statement Telephone Number:
cannot be more than 6 months old Date of Birth:
when the hearing is held. If the Admission Status-
dates are nearing 6 months when
the packet is submitted, please 1. Please list vour place of employment and your position.
include a signed and notarized
“Affidavit of No Change” to avoid 2. Please describe your educational background.
delays.
3. Please describe your contact with the proposed ward.

4. Whe currently has custody of the proposed ward?

3. Please describe the proposed ward’s admission and placement history.

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Page 9 — Case Manager’s Statement g~

6. Please describe the proposed ward’s family and residential (places where proposed ward lived
by choice pricr to plac t) history. .
Y chotce pricrto placement) istory « Answer all questions as

thoroughly as possible and

1. Pleaze describe the proposed ward’s social functioning. provide all I‘elevant,
supporting information.

8. Do youhave a recommendation as to whether the proposed ward iz an incapacitated ; that * . y y y

1z, unablze g;?]l:easonofany phyzical or mental or cognitive condition to receive and evaluatepmm HINT’ Thls wlll aSSlSt SC

mformation or to compmmcate decisions to such an extent that the person lacks capacity to manage the N . N .

person’s essential requirements for food, clothing, shelter, safety, orpizdjml ca:ezmh?lliat serious la ter wlth teStl_fylng mn Court.

physical mpury, illness, or disease 15 likely to cocur were a guardian not appointed for the person?

L] List the specific factual reasons for this opinion. (Please include fimctional hm

have personally observed/assessed and melude examples of tasks/activities that the individual is unable \ . Provide as many
to perform due to the meapacity) . .
details as possible to

. o _ support
10. Do you have a recommendation as to whether the proposed ward is a dizabled perzon; that is, o
unable by rezson of any physical or mental or cognitive condition, to receive and evaluate information recommendations.
or to communicate decizions to such an extent that if left unsupervised, the person lacks ability to /

manage the person’s financial resources? /

11.  Listthe specific factual reasons for thiz opinion. (Please include functional limitations you have
personally observed/aszessed and include examples of tasks/activities that the individual is unabla to
perform due to the incapacity.)

12, What are the placement plans for the proposed ward?

13, TIsthis placement the least restrictive altermmative for the proposed ward?

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Page 10 — Case Manager’s Statement ‘@

14, Isthis a supervised placement? What derree of supervision does the proposed ward require?

15, What depree of financial supervizion does the proposed ward require?

* AVOld brlef AT E ) 16, Does this placement place the least possible restriction on the proposed ward's personal liberty

here and explain Why. and exercise of rights and promote the preatest possible inclusion of the person into his or her
commumity, as 1s appropriate for the person considermg his or her physical and mental condition and

17, Isthis placement consistent with mesting the proposed ward's essential requirements for health,
safety, hakilitation, treatment, and recovery and protecting the person from abuse, neglect, and
financial exploitation?

18.  Wheo are you recommending to serve as guardian of the proposed ward and/or conservater of the

proposed ward's estate?
* Note exceptions if
proposed guardian is 19.  Has the person listed in muruber 13 above (unless the person listed is the public
the Public admimistrator) ever been appointed as guardian of the person or conservator of the estate of any other
person?

Administrator.

If g0, pleaze list the names and addresses of such wards or dizabled persons.

20.  Doses the propozed ward have a guardian appointed in this or any other state? If zo, pleaze
provide the name and address of the guardian and the state where the puardianship was obtained.

21, Has the proposed ward ever executed 2 will or power of attormey?  If zo, please attach a copy of
the document.

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Page 11 — Case Manager’s Statement g~

22, Hasz Respondent expressed interest in retaining the right to vots?

* DO not forget to is ﬂEHas R_iﬂpﬂﬁﬂ;xpressed interest in retaining the right to operate a motor vehicle, should they

sign the case
manager’s statement. 24, Has Respondent expressed inferest in retaining the right to marry?

The foregoing is made under oath or affirmation and its representations are true and correct to the best
kmowledge and belief of the undersigned subject to the penalties of making falze affidavit or

declaration.
Case Manager’s
« Make sure the Stognature
CM statement Sigature
is notarized Stte of Lo .
and the date Couty of )&
signed 1s not On__ 201, the ahove witness personally appeared before me, and after being

O duly swom, stated on oath that the answers written above were the witness’s true answer to the
nearlng or past q questions. I certify that the witness signed and swore to this statement in my presence on the date
stated above. In testimony whereof, T have set my hand and official seal at noy office in

6 months. — Comnty, Missouri, on the dafe above writfen

MNotary Public
(SEAL)
My Commission Expires:

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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FINANCIAL STATEMENT
PERSONAL PROPERTY:
Checking Accounts
Bank $
« If you are unsure Bank3
about anything on this Baok$
form, you will need to Savings Accounts
find out. Bank.
Bak. 3
« Ifitis not applicable, Baok.$
please write N/A or $0 Stocks and Bonds
and do not leave it Value §
blank.
Vehicle
Value §
Year, Make and hodel
Value §
Year, Make and hodel
Orther
$
$
TOTAL PERSONAL PROFPERTY 3

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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MONTHLY INCOME:
Secial Securty
o o Payes $
* Only include income .
for the individual, not Payee s
the proposed Veterans Administration Benefits $
guardian. P”’”"‘; $
Interast:
- If it is not applicable, Source s
please write N/A and *Trust income:
do not leave it blank. o :
Source $
TOTAL MONTHLY INCOME:
REAL PROPERTY: (List Location and Value, including property outside Missouri}
§
$
$
§
*If the client is the grantor, a qualified beneficiary, or a trustee or co-trustee of a trust, please
provide the name and address of the presently acting trustees of such trust and the purpose of th
trust as well as a copy of the trust.

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Page 14 — List of Relatives

DISABILITIES

PARENTS:

SPOUSE:

ADULT CHILDREN:

(age 18 or over)

ADULT SIBLINGS:

LIST OF RELATIVES

Mother:
Address:

Father:
Address:

Spouse:
Address:

Brother:
Addreas:

Age:

www.dmh.mo.gov/dd

* You may need to conduct a due

and diligent search for family
members.

If there are known, close and
suitable family members who are
unwilling to become guardian,
you will need to have them sign a
statement indicating that they are
not willing to serve and that they
agree to the proposed guardian.

If you are unable to locate family
members or if they refuse to send
a written statement, please
include a copy of the letter that
was sent to the family member
with the packet.

MISSOURI DEPARTMENT OF MENTAL HEALTH
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Page 15 — List of Relatives Continued

“Close Relatives” does
Emaaes .. notmean in close
proximity or close in

Eelationship: . .
relationship. It means
Name- close in bloodline
Addrese: (example: Aunt,
Relationship: Uncle, Grandparent,
OTHER ADULTS Name: etc.)
LIVING W/ INDIVIDUAL:  Address:
(non DMH clients)
Eelationship:
Mame:
Address:
Eelationship:

#***If there is no known spouse, adult child, or parent, then vou must include the names and
addresses of the siblings and children of deceased siblings of the alleged incapacitated person.

=€ fissouri law prohibits the court from appointing an unrelated third party as guardian or
conservator unless there is no relative suitable and willing to serve.

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Page 16 — List of Steps Taken to Locate Relatives g

LIST OF STEPS TAKEN TO LOCATE RELATIVES

1 Were you able to locate an address for the proposed ward’s mother and father? % Please indicate if

any questions are
inapplicable and do
3. Were you able to locate an address for all of the proposed ward’s children? nOt 1eave the queStion

blank.

2 Were you able to locate an address for all of the proposed ward’s brothers and sisters?

4 Were you able to locate an address for the proposed ward's spouse?

3. Were you able to locate any kmown creditors of the proposed ward?

4. Ifyou answered no to any of the foregoing questions, you will need to conduct a due and diligent .
search for these family members. Please take the following steps and initial on the line after e Here is where SCs

Yol ¢ eted thiz step.

you completed this step document any due
I searched the client’s entire DMH file; 13
I asked Emily members and the client about the missing person’s =~ € and diligent

whereahouts;
I checked telephone directories and inframation in the county of the last known SearCh efforts for
address of the missing person: family members.

I conducted an Internet search for the missing person;
[ sent a certified letter to the last lmown address of the person.

6. How long has it been since the missing person had any contact with the proposed ward?

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Pages 17 and 18 — Information for Guardians  P!SABILITIES

and Conservators

INFOEMATION FOR GUARDIANS AND CONSERVATORS

To help you perfonm your duties properly, described below are the general duties and ebligation of a
guardian and conservator.

1. A guardian or conservator is appointed upon the adjudication of an individual (respondent) as
ncapacitated {guardian) or disabled (comservator). If you have been appointed guardian, the
respondent 13 knovwn as a “ward.” If you have been appointed conservator, the respondent is
kmowm as a “protectse.” Ifmuhavebem  appointed both guardian and conservator, the respondent
is lmown &z both a “ward and profectze,”

2. An incapacitated person lacks the legal ability to make medical or psychiatric treatment decizions,
or to make placement decisions. An incapacitated person may lack the legal ability to vote, to
marry, or to drive an automobile. A disabled person lacks the legal ah]llt} to handle his or her
own financial resources. If the respondent iz adjudicated to be Drll\- partially incapacitated or
disabled, the extent to which the respondent’s rights are limited will be specified by court order.
It iz the guardian’s and conservator’s duty to prevent the ward or protectes, from exercising only
those nights limited or rescinded by adjudication.

3. As guardian, you have the duty to take charge of the person of the ward and to provide for the
ward’s care, treatment, habilitation, education, support and maintenance; and the powers and
duties shall include (a) assurmg that the ward resided in the best and least restrictive zltemative
setting reasonably available; (b) assuring that the ward receives medical care and other services
that zre needed; (c) promoting and protecting the care, comfort, safety, health, and welfare of the
ward; and (d} providing required consents on behalf of the ward. You will be required to filz a
personal status report annually conceming the care, welfare, and placement of your ward.

4. As conzervator, you must take possession of vour profectee’s property to the extent anthonzed by
the court. The property, income, and bank accounts must be kept separate from vour own funds
in your name as conservator for the protectes, You must invest the protectes’s funds according
to law and vou are personally liable for imprudent or unsuthorized investments. You may apply
for an order of contmuing support and mamtenance authorizing you to spend a budgeted sum each
month for the protectee, You will be required to file and ammual accounting (called 2 settlement)
showing in detail all receipts and expenditures occurring during the preceding year. Each enfry
must be explained and each expenditure must be anthorized by statute or court order. You may
not sell, trade, lease, mortgage, transfer, or discard your profectes’s property without court
approval, even though the protectze is vour child or other relative.

Fearm 101943

Your authority as guardian and conservator (described in paragraphs 3 and 4 above) may be
limited by the order appointmg vou. Consult vour attorney as to legal limitations resulting
from your ward’s or protectee’s adjudication and as to the extent of your anthority.

www.dmh.mo.gov/dd MISSOURI

6. Inthe event the ward or profectes dies or you or the ward or protectes move from one address to
another, you have a duty to notify the court m writing of such death or new address as soon as
possible.

7. You are under a duty, at all times, to act in the best interests of vour ward-protectee and to avoid
conflicts of interest that will i impair vour ability so to act. If you fail to perform any of vour duties
as guardian or conservator, you are lizble to be removed from office and may be held personally
liable for any loss or damage sustained by the ward or profectee by reason of\'our failure.

8. In certam cases, expenses of bond and other costs may be saved by placing funds in restricted
deposits and/or securing waiver of filing the annual settlement. Consult your attomey.

8. Under Missouri law, a conservator who is not a licensed attornev cannot represent the
protectee’s estate in connection with court proceedings, whether appearing in court or
preparing pleadings to be filed with the court. You must retan an attomey to perform those
legal services required of you. On order of the court, the attormey may be compensated for services
reasonably necessary from the profectes’s estate. If only himited fimds or public assistance (S3I)
is available, you may qualify for free legal aud.

Date Signature of proposed Guardian/Conservator

Form 101944

» Proposed guardian must sign this.

* Do not include if the proposed guardian is
the Public Administrator
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Page 19 — Background Screening Form g~

Double Click on Caregiver Background Screening Form below to open in PDF

WIPLETED BY THE REQUESTOR

[C- P ATy .

SECTION A: TYPE OF S( s plicat«]
OO 1. cotutct mtncenm e bomgherct Fibe [ g, hatery g 4. eyt ol Monial Heath e Fegety [Mo charga)

O 2. Famiy Fassr Cam Uity (R chageh O 5. il Dy G Lisssinng 40 chag o)

[ 3. Duparimant of Hesith and Sanior Sardoss Fmpioyss. O & Sente Colrminal Buscigrournd Chack: eyl G sncer R ity - Hasma. Saarch (5 12150}

Démcusiiiad List [Mo chargs]
SECTION Bi: RECLIESTOR IMNFORMATION

i 71312 . iyt acm A o e o S SRS * Do not include if the
reErse = e[ proposed guardian or
m—— B conservator is the
Public Administrator,
S8cTion s, SOEvIBa O e or Respondent's

o= [ T H e Drmae | parent, adult child or

adult sibling.

BLOCK Il - TO BE COMPLETED BY THE CAREQNER
©: DENTIFYING DATA FOR DAC KGROUND SCREEMNG

ADDRESSES FOR THE LAST 3 YEARS
EEEET T w T = |lul':

Tha inkrmasicon prvihd i compets and Sooum s [0 fa bt of my Rowindgs, | crdsatand & i unkrwil i s fod o § Safy Sormmsan mgured on s fam
| gmnt my peemison fo citan sy and all niomaton nasdad o pooss Sis raquast, & maks fhe nmation salishis 1o the mquesior and 1o uss Fm

incenation s Lw
T

1. G Bt A shepea)

[CERARY (O O O L LA

WEE FUAEEEN S TP N CLEAR AREAS BELOW.

R LAY L . S PP

4 KTTH [RECUE STORS AR
4 ADDIESS

4 ADDRESSE 2 JFAFFLICABLE)
4 CITY, §TATE, TP CO0E
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Page 20 — Background Screening Instructions =

MBSEAIRIS EAREGINER BAEK BROUND SOREENSNG SERVICE
ST CTIONS

Thi s blberae 19 gaskile 1 rieiave Bt ind isfarmation e paophs who provide dapeine o hishears servicis 15 shidrn, the sbery ssd piriond with

disabiiities

e e * Detailed instructions

by thie D visien ol

_ 2 on how to complete a
e oA e i background screening.

2.1 you hirve & suastion about & particslar resparme, plise eall the sgeney that sent you the nepees at the phone membar

The Carayiver Baekprousd Serianing Ragaeest fom illows the pubic 1o sbe
enmplatad and signed by Both the regueitar ind the canegiver. The reguesber wi

Fe zuur pesis o this faess, the riqusestos & the perion wies mishes s bt bacground il 1 en & petissial canmgiver, The canmgiver b the persan being

scrimnid For the purpesis of sotential employssent is o dived re or bealthears wreior provide

ELOCK | (To be complutad by the reguestor, of penon ebtaining nfemaion)

Suction A- Type of Screaning

Section A contaie tha recuroes avil skl bo serees potistial canagivars. The requester sust isdieate te skunor 1o b included in the b ceground seneaning. All

Do not include if the
R proposed guardian or
conservator is the Public
Administrator, or
S Respondent's parent,

Eii&,f.‘:iff:izﬁ:s.if;:Iulul:u::.: r]l I—:.,':n:ul.:::mmu the seraasing and 16 reeide She isformation B0 e requastor. Tia caragisr mus siga Section D adult child Or adult
sibling.

ELOCK i (To b compluted by the i ver, of perion being screemed)

Suctian £ antifying Duta tor Buckgrosed Servening

e foar potential wsgoy e 2 complits Section C, This section consisas of idantifying infor s neded 1o

g

aanion For rabiass ali

A natay i it Satin £ 4l wtsnataing e aa's i duith

LK il [T ke camlutid by the requistur, of person sbesining infaemasien]

Thi regssstisr mut caspline Blod 0 by greviding retum iddress infarmation

Fill oot the far vty and el i 2l i an the ferm i sssestial for @ quality bickgrewmd chick,
SCREENSNGS 1, 1, 5, 5 AND & SHOULD BE SENT TO: SCREEMING & SHOULD BE SENT TO:

Stie Highvway Patmal Dipar I tebanita | Heaith

Jerticn Sarvices Division

Jatarsen City, 0 65101

A 001 5400 (3-26]

CaMiass April 2021
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Page 21 — Consent to Appointment

IN RE O,

CONSENT TO AFPOINTMENT

+ Proposed guardian T ity st o o coror of e e
must list three
peOple, WhO dO nOt i The undEtsTgned haz DE‘# pled guilty to nor been convicted of a2 misdemsancor or falomy.
. o 2. The underzignad spouse iz
live with them, that 5. The undersigmsd residas at
will know their Telephome Mo.
Whel'eabouts. 4. The nams and addrass of undersizned’s emplover i=:
. Telephone Mo,
. . 5. The following three listed persons (whe are not members of your household, and of each rezide at a
* Do not include if differant address) will know the wherezbouts of the undersiznad:
the proposed Mama: Talephona No.
guardian is the Address: -
. MNama: Talephona Mo,
Public e
Administrator. Name: Telephons No,
Address:

6. The last four digrts of the undersnignad’s Social Secunty Number ara:

7. The undersignad has read and undarstands the Information for Guardians and Conservators as set out on
Form 101943, and ackmowledges receipt of a copy thereof.

The undersizned swears that the matters set forth are true and eorrect to the best Imowledze and belief of the
underziznad, subject to the penalties of making a false affidavit or declaration.

Dated:

{Signature}

Form 10494
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Page 22 — Designation of Agent -

DESIGNATION OF AGENT FOR SERVICE OF PROCESS
AND RECEIPT OF NOTICE

Come(s) now . a non-resident of the State of Missouri, and designates
the following resident of the State of Missouri as Apent for the service of all process on and the receipt

* This form is ONLY g S A R g e s et
applicable if the
proposed guardian lives —_—

outside of Missouri. RS

Name of Agent

r 5y
PUTNAM scort-|
&f ‘{3‘? — L«“ﬁ LAND [c o .
¥ o . Signature of Agent
0@ KNOX || pvnis
y’ E gF| Lmn MACON shEL By MARION'
i ! . ) . .
E o o Twonroe | <3 The foregoing is made under cath or aff and itz rep tions are true and correct to the
Rav [cARROLE Gl Pire best Imowledge and belief of the undersisned, subject to the penalties of making a false affidavit or
AUDRAIRL declaration.
FAYETTE] SALINE “rﬁ V@[ LINCOLN
st Boonef [ S
coorer P a3 i . 9
oxge | JoHuson fpermis 52 Jo T = Datedthis __ day of 20
5 i
coLE F 3
HENRY orca osace | § [ Frankun Y . .
BATES S WILLER d iy Signature of Non-Fesident
wARiEs
il P
7. cLaiR ¢
| caupen
o o Sl | & EOw
B o
4
aARTON 3 [#T8
oADE & 8l
GREENE @‘& Q| TS & g I
smsper [ & & | 8
& e FUNED_[ e cor
e DOUGLAS CARTER e fiss)
hiowev. s
nnnnn o] o T oo | [orcon] ey ne
o NEW
‘Copynight 2005 digital-topo-maps.com A
5
5
©F 2
&

aisgdApril 2021
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Pages 23, 24 and 25 — Domicile DISABILITIES

-—
v

The next three pages of the packet is the Domicile Statement.

DOMICILE STATEMENT

Name of
Client

Where does the client currently reside?

Street

City State: Zip:

Comty:

Length of time  this address

With whom does s/he reside (including any cotenants or codepositars)?

I this 2 placement or natural home?

Prir to this residence, where did the client reside? ***You must include the prior residences,
up to three, for the three years prior to filing for guardianship. If unknown. you must
explain what you did to try to identify and locate prior residences. When listing addresses,
please include those addresses where the client lived by choice. Explain client’s significant
connection to_county where client lived by choice such as years Lived at address, years

attended school in county. work history in county. relatives still live in county. (DO NOT

list institutions. hospitals or DMH i

Street

City: State: Zip:
County:

Dates and length of time at this address
With whom did she reside?
Was this a placement or natural home?

If unknovwm, what efforts were made to locate prior residence?

ks April 2021

Street

City: State: Zip

Couty:

Dates and length of time at this address:
With whom did she reside?
Was this a placement or natural home?

If unknown, what efforts were made to locate pricr residence?

Strest

City: State: Zip.

County:

Dates and length of time at this address:
With whom did s'he reside?
Was this 2 placement or natural home?

1f unkmown, what efforts were made to locate prior residence?

Where wes the patient bor?
County (if born in Missouri):

State (if bom outside of Missouri):

Where did the patient attend school.

CRKARA ARl 2021

4. Doesthe patient ovwn property in this or any other eounty in Missouri?
oves ONe

1fyes, briefly describe the property and state the location of the property

Does the patient own property in any other state”
Yes ONo

If yes, briefly describe the property and the location of the property.

6. Date when (s first entered the mental health system either as an inpafientora  placement
made by the d

2 Ageatthetime
b Complete address at that time

. Lengthof time at this addrese:

AR AP 2021

The Domicile Statement is information on where the client
currently resides, as well prior residences for up to three years.

Let’s look closer at page 25...

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Page 25 — Domicile Statement

4. Does the patient own property in this or any other county m Missoun?
0 Yes O No

If ves, briefly descnibe the property and state the location of the property.

L

Does the patient own property in any other state?
O Yes 0 No

If ves, briefly describe the property and the location of the property.

« Make
sure you

4. Date when (3)hg first entered the mental health system erther as an mpatientor 2 placement answer
made by the department: = number
6, 6a, 6b,
and 6c¢.
b. Complete address at that fime: Do not

leave any of
these blank.

a. Age at the time:

£. Length of tme at this address:

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH



Page 26 — Information Needed for

MISSOURI DIVISION OF

DEVELOPMENTAL
DISABILITIES

Confidential Filing

INFORMATION NEEDED FOR CONFIDENTTAL FILING INFORMATION SHEET

Proposed Ward"s Full Name:

First Middle Last

Propozed Ward's Social Security Number:
Butire SSN =i

Proposed Guardian’s MName:

First Middle Last

Proposed Guardian’s Diate of Birth (not needed for Public Administrator):

Proposed Guardian’s Full Address (not needed for Public Administrator):

Proposed Guardian’s Telephone Mumber (not needed for Public Admimistrator):

 Make sure you
put their
entire social
security
number.

* Note exceptions
for the Public
Administrator.

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Pages 27 and 28 — Statement Regarding RISABIEITES

Proposed Guardian

STATEMENT REGARDING PROPOSED GUARDIAN 6

If you are not recommending a family member to serve as guardian/conservator, please

1 Who did vou consider to serve as puardian and/or conservator? explain in detail below the reasons you are not recommending a family member SEIVE as

puardian/conservator?
Name Relationship to Client
Name Relationship to Client
Name Relationship to Client
Name Relationship to Client

1. Ifyou are not recommending the public administrator or the client’s spouse, parent, adult child, or
M Feletionsp to Client adult sibling as guardian/conservator, has the recommended guardian/conservator submitted
e cusip e themeelves for the required background screening(s)? (Results must be submitted to the court at
least 10 days pricr to the appointment hearing date)

N Eelationship to Client
e shonsiupto If you are not recommending the public administrator or the client’s spouse, parent, adult child, or

adult sibling as conservator, has the recommended conservator submitted themselves for a credit
history report? (Results must be submitted to the court at least 10 days prior to the appointment
hearing date)

2 Who are you recommending serve as guardian and/or conservator?

Has the client ever nomimated a person to make decisions on his behalf in a will or 2
Power of Attomey? If zo, please provide that person’s name and address as well as a copy of
the will or power of attormey.

3. Why are vou recommending this person?

4 Deoes this person understand the client’s disability as well as all of lns'her needs,
medical and placement needs?

meluding

« Make sure that ALL the adults
that are listed on the “List of

Relatives” are also included on

3. Hawe you explamed the duties of guardianship to this person, meluding acting in the best nterest 3 m
of the ward and filing an anmuzl status repert with the court? thls for °

.
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Page 29 — List of Prospective Witnesses <

LIST OF PROSPECTIVE WITNESSES

Name (Phyzician or Licensed Address
Psychologist)

City, State, and Zip Code

MName (Social Worker or Service Address
Coordinator)

City, State, and Zip Code

Name (Proposed Guardian) Address

City, State, and Zip Code

Mame Address

City, State, and Zip Code

www.dmh.mo.gov/dd MISSOURI DEPARTMENT OF MENTAL HEALTH
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Pages 30 and 31 — Statement Regarding
Pending Criminal Charges

Statement Regarding Pending Criminal Charges
tard- E.  Has the person been found by the court to be anently incompetent to

ed Ward: p " pem; [y pet

Fropos o proceed on the pending charge?
osed Ward's Date of Birth
Frop If 0, please attach a copy of the court order.
@ Are there currently any criminal charges pending against the client? Fb’]-l-1 I]:ﬁsae\‘he person ;331 ﬁound;mt guilty by rezzon of mental dizeass or defect excluding
rezponzibility t Chapter 352, BShJo!
If s0, please complete the following:
P. I nO If z0, please attach a copy of the court order
A Charge Pending: f
If other charges are pending, please attach a separate sheet and include the information
B Court Where Pending: ch ar e S requested above.
C. Capge Number: g
An Dioes the client have any other criminal history of which you are aware?
D.  Brief description of the alleged conduct that is the basis for the charge swer
(0 »” d If so, briefly describe his or her criminal history:
No” an s :
.
E.  Has the person been found by the court to be permanently incompetent to
procesd on the pending charge? questlon 2 .
If 5o, please attach a copy of the court order.

If this is the only charge pending, please go to question 2.

If there are other pending charges, please complete the following:

A, Charge Pendmg:

B Court Where Pending:

C. Capge Number:

D. Brief description of the alleged conduct that is the basis for the charge.

30
Ckagsh April 2021 ) - 31
EisEs April 1
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ImprOVing 1iV€S THROUGH

supports and services
THAT FOSTER Self-determlnatl()n.

Information brought to you by:

Information Specialists

DDGuardianship@dmh.mo.gov

Department of Mental Heath
Division of Developmental Disabilities
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ImpTOVing liveS THROUGH :
supports and services

THAT FOSTER Self- determination.



