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COUNTY OF SAN LUIS OBISPO

PUBLIC HEALTH DEPARTMENT

Office of Public Guardian

P.O. Box 1489

San Luis Obispo, California 93406

(805) 781-5845

Fax: (805) 781-5566
OFFICE OF THE SAN LUIS OBISPO COUNTY

PUBLIC GUARDIAN

REFERRAL FOR PROBATE CONSERVATOR

To the person completing referral: Please complete each area leaving no blank areas.   If the referral is not complete to our satisfaction we will return it and request more information. The information you provide below is not considered confidential and you may be called upon to testify should the Public Guardian’s petition for Conservatorship result in a contested hearing.  

Identifying Information:

Name of Referred person (Proposed Conservatee): 

AKA:      
Date of Birth:      


Citizenship:      
Social Security Number:      -     -     

Place of Birth:     
Current living at (address):      

Phone no. (     )     -     
Above address is      
Previous Address:      
Religion/Religious Preference:      

CDL#:___________________Exp._____________________

Marital Status:

Spouse’s Name:      
Spouse’s DOB (age)     

Spouse’s SSN:      
Date of Marriage:      

Place of Marriage:      
Current Address of Spouse (if living):      
If deceased, DOD:      /     /     
Place of Burial:      
Family Composition:
Father’s Name:      

Birthplace:      
Address or DOD:      
Mother’s Name:      

Birthplace:      
Mother’s Maiden Name:
Address or DOD:      
Name

Address (Phone)


Relationship
Age or DOD

     

     

     

     
     

     

     

     
     

     

     

     
     

     

     

     
     

     

     

     
     

     

     

     
     

     

     

     
Friends and Neighbors:


Name

Address (Phone)

Military Service:

Branch:      
Service Dates:       to      
Type of Discharge:       

Where Discharged:      
VA C#:      

Serial No.:      
Employment History:

Usual Occupation:      




Retired:  FORMCHECKBOX 

Years in Occupation:      
Last known Employer:      
Education:

Last Grade Completed:      
Degrees/Certificates Held:      
Name & Place of Grade School:      
Name & Place of High School:      
Name & Place of College:      
Additional Info.:      
Assets (Real Property):

Address:      
City:      

State:       

APN:      
How Title Stands:      
Mortgage Company (Loan No.):      
Address of Mortgage Co.:      
Balance Due:      
Monthly Payment:      
Insurance Company:      
Policy No.:      
Address:      


Insurance Anniversary:      
Premium Due:      
Taxes:  Current  FORMCHECKBOX 
  Delinquent  FORMCHECKBOX 
  
Amount Due:      
Current Status of Property:      
 FORMCHECKBOX 
 See attached for additional real property

Assets (Vehicles):

1. Year:      
Make:      

Model:      
License #:      

VIN:      
Legal Owner(s):      
Registered Owner(s):      
Lienholder (Address):      
Insured By(Address):      
Policy #:      
Insured To:      
Registration:  FORMCHECKBOX 
 Current  FORMCHECKBOX 
 Not Registered  FORMCHECKBOX 
 Delinquent (expired      )

2. Year:      
Make:      

Model:      
License #:      

VIN:      
Legal Owner(s):      
Registered Owner(s):      
Lienholder (Address):      
Insured By(Address):      
Policy #:      
Insured To:      
 FORMCHECKBOX 
See attached for additional vehicles

Furniture, Furnishings, and Personal Belongings:

Description:      
Location:      
Collections:      
Estimated Value:      

Secure?  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Other Assets:

Description:      
Location:      
Description:      
Location:      
Description:      
Location:      
Income:

SSA $:      
SSI $:      
Disability $:      

VA $:      
Pension/Retirement $:      
Interest/Dividends $:      
Other (identify source, acct. #s and amt.):      
MediCal Coverage:

 FORMCHECKBOX 
 Medicare-Part A effective:      
 FORMCHECKBOX 
 

Part B effective:      
 FORMCHECKBOX 
 Supplemental

 FORMCHECKBOX 
 Private (Co/Policy #)      
 FORMCHECKBOX 
 VA   FORMCHECKBOX 
 100%
 FORMCHECKBOX 
 Other (specify)      
 FORMCHECKBOX 
 MediCal

Life/Burial Insurance Policies:

Company (Address):      
Policy #:      
Face Value:      
Cash Surrender Value:      
Beneficiary:      
Funeral/Burial Arrangements:

Funeral Home (Address):      
Pre-Need (Bank):      
Account #:      

Amount:      
Cemetery:      
Marker:  FORMCHECKBOX 
 Ordered   FORMCHECKBOX 
 Paid
Opening/Closing Paid:  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No

Last Will and Testament:

Date of Will:      

Location:      
Nominated Estate Rep.:      
Address & Phone #:      
Bank Accounts:

1. Bank (Address):      
Account #:      
Type of Acct.:      

Balance:      
2. Bank (Address):      
Account #:      
Type of Acct.:      

Balance:      
3. Bank (Address):      
Account #:      
Type of Acct.:      

Balance:      
Certificates of Deposit:

1. Bank (Address):      
Acct. #:      

Date of Maturity:      
Balance or Face Value of C.D.:      
2. Bank (Address):      
Acct. #:      

Date of Maturity:      
Balance or Face Value of C.D.:      
Safe Deposit Box:

Bank (Address):      
Box #:      

Location of key(s):      
IRA/Keogh/Deferred Compensation:

Bank or Financial Institution (Address):      
Acct. #:      
Estimated Balance:      
Medical Information:

Name of Physician:      

Phone #:      
Address:      
Diagnosis/Medical Condition of Proposed Conservatee:      
BASIS FOR REFERRAL

(Please fill out this portion in detail, providing as much history and information as possible with your contact as well as other involved agencies that resulted in this referral). Add attachments if necessary.

1. How has the Proposed Conservatee demonstrated his/her need for conservatorship? (Please address the issues of both the person and estate:)
     
     
     
     
     
     
2.What actions have you or someone else taken to resolve the problems facing the Proposed Conservatee before making this referral?

     
     
     
     
     

I declare under penalty of perjury, under the laws of the State of California, that the foregoing is true and correct to the best of my knowledge.  Executed on this date, the       day of      , 20     , in the City of      , State of      .

Signature: ____________________________Print Name:_______________________
Address:      
Phone #: (     )      -     
Agency:      
Address:      
Phone #: (     )     -     
ext.      
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