Part A - Request for Capacity Assessment Report

The following part is to be completed by the person requesting the report.

Details of Request

Date of Request | |

Nature of Report Sought Assessment of capacity to:

Make a Will
Make a Codicil to a Will

(Tick which of these applies)

Details of the person who is the subject to the report

Name
Address
Date of Birth
Telephone

Email

Support Person (if applicable)

Usual General Practitioner
(name and address)

Treating Specialists

Known Medical Conditions Summary attached

Upcoming operations or Summary attached
hopitalisations

Documents or transactions to which the assessment relates

Will/Codicil Will in draft attached; or
Copy of signed Will attached

A summary of the nature and effect of the Will is in the attached letter.

Attention Medical Practitioners/Psychologists

This report may be used as evidence in court proceedings. In that event, you would be asked to comply with Division 5 of the
Supreme Court Rules 2000 and the Expert Witness Code of Conduct which is contained in the Supreme Court of Tasmania
Practice Direction No 1 of 2016. If you have any concerns, you should contact your medical defence association/professional
association for advice.




PART B - Capacity Assessment Report

The following part is to be completed by the person providing the report.

Details of the person providing the report

Name |

Organisation |

Qualifications |
Address

Telephone |

Email |

Summary of any previous
contact with the person, eg
How long have you known them,
how often do you see them and
when did you last see them?

Capacity Assessment

Date of assessment(s)

Other persons in attendance

General Assessment,
Observations and Notes




Mini Mental Test

Mini mental test not completed

Mini mental test completed
Mini mental SCOre.......cocvveevverieeerririennas

Notes of tests and results

Item/Question

Suggestions/Sample Questions

The following are sample questions that may be asked of the person, and their answer recorded. They need not

necessarily be used in every case and there may be others you wish to ask.

Q1. Can you tell me why | am doing this report?

Q2. Do you have any objections to me completing this report?

Q3. Do you have a Will?

Yes

No (tick box)

Q4. Do you know what a Will is, and tell me what it does?

Q5. Can | ask you about your financial position?

Yes

No (tick box)




Q6. What assets do you have? (eg house, bank accounts)

Q7. Who do you want to receive those assets when you die?

Q8. Why?

Q9. Is there anyone that you do not wish to benefit by your Will?

Q10. Are you changing your Will, and, if so, why?

Current medications being taken by the person:

List attached or set out below

What is the risk and likelihood that any of those medications may impact on the person’s capacity?

None

Yes medication/s could impact, see below

Assessment Conclusion

The person has the capacity to make the Will/Codicil for the reasons set out in “Assessment Observations and
Notes”.

The person does not have the capacity to make the Will/Codicil for the reasons set out in “Assessment
Observations and Notes”.

I am unable to express an opinion about whether the person does or does not have capacity to make the Will/
Codicil for the reasons set out in “Assessment Observations and Notes”.

I have made a referral as detailed in the “Details of Referral” section of this report for the reasons set out in
“Assessment Observations and Notes”.




Details of referral (if made)

Date of Referral

Referred to

Qualification of Specialist

Reasons for Referral

Appointment Details

Declaration

I declare that the information provided is true to the best of my knowledge and belief and the opinions are expressed
are within my knowledge and/or based upon information provided to me or by other treating health care professionals.

Signature or person
completing report

Date

© The Law Society of Tasmania

Feedback and suggestions about this document are invited to: The Elder and Succession Law Committee of the Society
Email: info@Ist.org.au
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