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SCHEDULE 2 Regulation 3(2)

Adults with Incapacity (Scotland) Act 2000 (“the Act”)

Certificate to inform decision whether to dispense with intimation under section 37(3) or action
under section 37(4).

o (full name of medical practitioner)
OF ettt ettt e e e
......................................................................................................................... (professional address)
have eXamined ........ccccccviiiiiii (resident’s name),
...[...[.... (resident’s date of birth)

O ettt ettt et et
............................................ (authorised establishment where resident lives) on ...../...../..... (date)
I MY CAPACILY @S ..ovivviet ittt ettt ettt ettt ettt e et e ea e s e es et e et e as s eeae e ensaeesa e ens *,

I am of the opinion that it would pose a serious risk to the health of the resident named above for
him/her to be notified:

- that his/her capacity is to be medically examined under section 37(2) of the Act;
- of the result of that medical examination;
- that his/her affairs are to be managed under section 37 of the Act.**

The reason fOr thiS OPIMIOTI IS ......oooiviiiiiii ittt ettt enae s

(brief description of reason(s)).

I am not related to the resident or to any of the managers of the authorised
establishment in which he/she resides, nor do I have any direct or indirect financial
interest in the authorised establishment.
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***] am a medical practitioner approved by .. e . (approving body) for
the purposes of section 20 of the Mental Health (Scotland) Act 1984 as havmg special experience
in the diagnosis or treatment of mental disorder.

............................................. (signature of medical practitioner)

.................................................. (printed name)

* the person signing the certificate must be a medical practitioner; insert as appropriate ¢g
GP, specialist in mental disorder,

*ok If any alternative is inappropriate, please delete it.

Hkk Delete if this is not the case.



