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FAMILY SERVICE OF ROANOKE VALLEY

PUBLIC GUARDIANSHIP PROGRAM
REFERRAL FORM

	FSRV use only.

Date and Time Received: __________________________________

Received By: ____________________________________________
Date Referral Packet Completed: _________________________________


Pursuant to a contract with the Virginia Department of Aging and Rehabilitative Services (DARS) FSRV operates the Public Guardianship Program for persons who are indigent, have  no other proper and suitable person(s) willing/able to serve as guardian, are incapacitated, and guardianship is the least restrictive option. Individuals must be over eighteen and reside within our jurisdiction (Cities of Roanoke, Lynchburg, Salem and Counties of Roanoke, Franklin, Amherst, Appomattox, Bedford, Botetourt, Campbell and Craig).
This referral form MUST also include an evaluation by a physician giving their opinion the individual is capacitated. A form is included with the areas to be evaluated. The physician may use this form or a narrative on their letterhead which addresses the specified questions.
Client Information: Fill in all information as known
Name: _______________________________________ SS#______________________
             Last                         First                  Middle                         

Permanent Address______________________________________________________

Phone Number_____________________

Temporary Address______________________________________________________

Phone Number _____________________

DOB___________ Place of Birth___________________________________________

Marital Status:  _________________________________________________________

Sex: _____Race: _____Religion: ____________ Native Tongue: _______________

Height: _____ Weight:_____  Eye Color: ______   Hair Color: ________________
Last Medical Attention:  Date: _______   Location: ____________________________    

Physician_____________________ Address___________________________________
Condition/Diagnosis (include physician’s documentation of condition with this referral):  _______________________________________________________________
________________________________________________________________________
________________________________________________________________________

Nature of Incapacity (Include onset and duration): ________________________________________________________________________________________________________________________________________________

Extent client can care for self: ________________________________________________________________________________________________________________________________________________

________________________________________________________________________

Current Services: 

Is this individual receiving Medical Waiver Services:   _____yes     _____no

Please list all services and services providers. (residential, day support, physicians, etc.)

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Is referral considered competent? _____________________________________  

Is there supporting documentation of incapacity attached? _____Yes; ______No

Circumstances of referral and investigative findings: __________________________

___________________________________________ ____________________________

Mental/Psychiatric Health History (including psychiatric hospitalizations):
________________________________________________________________________

________________________________________________________________________

_______________________________________________________________________

Medical History (including recent hospitalizations): _________________________________________________________

________________________________________________________________________

________________________________________________________________________

Educational/Vocational History: 

________________________________________________________________________

________________________________________________________________________
Legal History (if known): _________________________________________________

________________________________________________________________________

________________________________________________________________________

List all family members/involved persons: 
Name



Relationship

Address & Phone

Family History:  _________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Financial Status of Client
       Source of Income





Amount

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Assets: 

Checking Account 

 Institution



Balance

Savings Account 

Institution



Balance

Real Property



Approximate Value: 
Life Insurance: 
Other:

 


Is individual in need of a conservator: _____yes     _____no
(FSRV can be appointed by court to manage personal assets beyond awarded benefits)

Social Service Involvement:

Agency


Worker





________________________________________________





________________________________________________

Issues to be resolved with appointment of guardian or guardian and conservator: 

1.


2.


3.

Who will be filing petition for guardianship/? (FSRV does not provide legal services): ___________________________________________________

Any Other Information:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Person Making Referral: _______________________________________

Referring Agency: _____________________________________________
Email: _______________________________________________________
Phone: __________________________   Fax: _______________________

For public guardianship referrals, all documentation must be included and presented to a multi-disciplinary panel (MDP) to ensure the referral is appropriate for the public guardianship program before consideration for the program and/or placed on the waiting list. Referrals added to the waiting list are served based on the greatest need. 
Please call Pam Adams (540-795-4651) if you need to discuss this referral. You may fax referral form to (540) 563-5254, ATTN: Pam Adams, or mail to Family Service of Roanoke Valley, 360 Campbell Avenue, Roanoke, VA 24016, ATTN: Pam Adams
	FSRV Use Only:

MDP Review Date: ____________      MDP Outcome: ________________________________

Comments: ______________________________________________________________________________________

_____________________________________________________________________________________


Family Service of Roanoke Valley does not discriminate in providing services with regard to race, creed, color, gender, military status, sexual orientation, age, national origin, political affiliation, qualified disability, or any other legally protected basis.
