
         
   

 

 

        

        

        

 

 

 

 
    

 
 

 

    
 

   

 

 

______________________ 

______________________ 

______________________ 

DATE: ______________ 

TO: ______________________ 

RE: _________________________ 

DOB: _______________________ 

SSN: ________________________ 

A Guardianship/Conservatorship Petition is being initiated for the above-identified 
person. A current Report of Examination and Evaluation is needed for the proceedings in 
District Court.  Your report is one of the most important pieces of evidence the Court will 
consider in determining the abilities of your patient. It is essential that your evaluation of 
the patient’s mental status be as detailed as possible.  This Report of Examination and 
Evaluation will not be accessible to the public. 

To facilitate your preparation of a legally sufficient evaluation, please use the 
included form. With your cooperation and assistance, we will be able to provide for the 
legal protection of your patient without undue delay or inconvenience. 

Please provide me with the completed form (at your earliest convenience) (within 
___days). Thank you for your assistance in this matter. 

Sincerely, 
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IN THE _______________ JUDICIAL DISTRICT 
DISTRICT COURT OF _________________ COUNTY, KANSAS 

IN THE MATTER OF THE GUARDIANSHIP/
CONSERVATORSHIP OF: 

CASE NO.______________ 
______________________________________ K.S.A. Chapter 59 
Respondent/Individual Subject to Guardianship/ 
Conservatorship 

REPORT OF EXAMINATION AND EVALUATION 
(In compliance with K.S.A. 59-30,146) 

This document will not be accessible to the public. 

Examination conducted through and/or by: 

☐ General Hospital: ____________________________________________ 

☐ Psychiatric Hospital: __________________________________________ 

☐ Community Mental Health Center: _______________________________ 

☐ Community Developmental Disability Organization:_________________ 

☐ Licensed Physician: ___________________________________________ 

☐ Licensed Psychiatrist: _________________________________________ 

☐ Licensed Psychologist: ________________________________________ 

☐ Licensed Physician Assistant: ___________________________________ 

☐ Licensed Nurse Practitioner: ____________________________________ 

☐ Licensed Social Worker: _______________________________________ 

☐ Court Appointed Professional: _________________________________ 
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______________________________________________________________________ 

______________________________________________________________________ 

______________________________________________________________________ 

________________________________________________________________ 

Examiner’s Qualifications to Conduct Examination: 

(1) Date/Location of examination: ____________, at _________________________ 

(2) Name of Respondent (named above): __________________________________ 

(3) Respondent’s Date of Birth: _______________ 

(4) Age at time of examination and evaluation: 

(5) The name and contact information for the person who accompanied Respondent 
to the Examination (if applicable), and their relation to Respondent: 

Name: ___________________________________________________________ 

Address: _________________________________________________________ 

Phone Number: ___________________________________________________ 

Relation to Respondent: _____________________________________________ 

(6) Describe (including the date of) any prior assessments, evaluations or 
examinations of the respondent which were reviewed or relied upon in preparation 
for this examination or evaluation (examiner may provide supporting documents 
responsive to this question): 
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___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

__________________________________________________________ 

__________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

(7) Results of this examination and evaluation: 

(a) Describe Respondent’s physical condition: 

(b) Describe Respondent’s mental condition (please describe their cooperation 
during the appointment as well- were they cooperative, verbal, interactive, 
etc): 

(c) Describe the nature and extent of the Respondent’s cognitive and functional 
abilities and limitations: 

(d) Describe any adaptive behaviors and social skills, and, as appropriate, 
educational and developmental potential: 
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_____
_____
_____

_____
_____
_____

_____
_____
_____

_____
_____
_____

(e) Review of activities of daily living and instrumental activities of daily living: 

Bathing and Personal Hygiene 
A. Not evaluated 
B. Not enough information available to evaluate 
C. Evaluated as set forth below: 

☐ Can bathe or shower independently 
☐ Needs assistance with washing hair or back 
☐ Requires help getting in/out of bath or shower 
☐ Needs full assistance for bathing 

Dressing 
A. Not evaluated 
B. Not enough information available to evaluate 
C. Evaluated as set forth below: 

☐ Can select appropriate clothes 
☐ Can dress and undress independently 
☐ Needs help with fasteners (buttons, zippers, laces) 
☐ Requires full assistance to dress/undress 

Grooming 
A. Not evaluated 
B. Not enough information available to evaluate 
C. Evaluated as set forth below: 

☐ Brushes teeth or dentures independently 
☐ Combs/brushes hair independently 
☐ Shaves or applies makeup independently 
☐ Needs assistance with all grooming tasks 

Toileting 
A. Not evaluated 
B. Not enough information available to evaluate 
C. Evaluated as set forth below: 

☐ Uses toilet independently 
☐ Needs help getting on/off toilet 
☐ Needs help with cleaning after toileting 
☐ Wears and needs help with incontinence products 
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_____
_____
_____

_____
_____
_____

_____
_____
_____

_____
_____
_____

Mobility (Transfers) 
A. 
B. 
C. 

Continence 
A. 
B. 
C. 

Feeding 
A. 
B. 
C. 

Not evaluated 
Not enough information available to evaluate 
Evaluated as set forth below: 

☐ Moves in and out of bed/chair independently 
☐ Needs assistance with transfers 
☐ Uses assistive device (walker, cane) with or without help 
☐ Needs full assistance for all transfers 

Not evaluated 
Not enough information available to evaluate 
Evaluated as set forth below: 

☐ Full control over bladder and bowel 
☐ Occasional incontinence 
☐ Requires reminders or supervision 
☐ Fully incontinent and requires assistance 

Not evaluated 
Not enough information available to evaluate 
Evaluated as set forth below: 

☐ Can feed self independently 
☐ Needs assistance with cutting food 
☐ Needs help bringing food to mouth 
☐ Requires full assistance with feeding 

Instrumental Activities of Daily Living (IADLs) 
A. Not evaluated 
B. Not enough information available to evaluate 
C. Evaluated as set forth below: 

☐ Manages medications ☐ Prepares meals 
☐ Does laundry ☐ Manages finances 
☐ Shops for groceries/personal items 
☐ Uses telephone or other communication devices 
☐ Manages transportation (drives, uses public transit) 
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___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

___________________________________________________________ 

(f) Prognosis for any improvement and, as appropriate, any recommendation 
for treatment and rehabilitation: 

Provide recommendations for treatment or rehabilitation or medications, or 
for other measures which may improve or alleviate the Respondent’s 
limitations (taking into account Respondent’s education and developmental 
potential): 

(8) Names(s)/qualifications of other professional(s) performing this examination and 
evaluation with you (if any): 

(Name) (Title)        Qualifications/Professional Licensure 

(9) Certification/Opinion. I certify under penalty of perjury that I/we have personally 
completed an independent examination and evaluation of the Respondent named 
above, and that this report contains an accurate summary of the results and 
findings of that examination and evaluation. Further information concerning these 
findings may be obtained by contacting 

at 
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___________________________________________________________ 

___________________________________________________________ 

(a) Based upon these findings, it is my/our opinion that Respondent: 

(Check as appropriate) 

☐ Has the ability to meet essential needs for physical health, safety or 
welfare 

☐ Does not have the ability to meet essential needs for physical health, 
safety or welfare, and is therefore, in my/our opinion, an 
incapacitated person. 

☐ Has the ability to manage the estate 

☐ Does not have the ability to manage the estate and is therefore, in 
my/our opinion, an incapacitated person. 

(b) Based upon these findings, it is my/our opinion that the individual’s ability 
to attend court hearings is as follows: 

☐ A. The individual is able to attend court hearings. 
☐ B. There are medical contraindications to the individual’s attendance 

at a hearing. The individual could participate if the hearing was held 
at an alternate location or by use of real-time audio-visual 
technology. 

☐ C. There is no practical way for the individual to attend and 
participate in the hearing even with supportive services or 
technological assistance. Explain: 

☐ D. I don’t have enough information to form an opinion on this issue. 
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_____________  

_____________  

(Date) (Signature) (Title) 

(Name: print) 

(Date) (Signature) (Title) 

(Name: print) 
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