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Appointment of a Person of trust

This form must be sent to the secretariat.
If you have any questions, do not hesitate to contact your therapist.

To be completed by the patient:

] Initial Designation

[] Refusal to designate a support person*

[] Contact Information Update*

] Re-designation following the revocation* of the previously designated support person:
» Last name / First name**:

] Onthe other hand, | undertake to have informed this trusted person of his dismissal*
*Check the corresponding box.
** Indicate the name and surname of the person being revoked.

To be completed by the patient:

I, the undersigned:
Birth Name: Given name(s):
Date of birth: Place of birth:
Mailing address:
Landline and/or mobile phone number(s):
Email Address:
Declares*:
] Not being subject to a guardianship measure
[] Be the subject of a guardianship measure and attach to this form the authorization of the guardianship judge or
the family council.
Have received information on the appointment of a person of trust and, pursuant to Article L.1111-6 of the Public
Health Code,

Request*:
] Not appointing a person of trust.
[] Cannot designate a person of trust.
[] To be designated as a person of trust
» Birth Name: Given name(s):
» Mailing address:
» Landline and/or mobile phone number(s)::
» Email Address:
Relationship with designated support person:
[] Parents.
[] Relative.
[] General practitioner
[] Other (specify relationship):
[] Have informed them that their name and contact information will be in my administrative file.
] Would like this trusted person to accompany me in my procedures and attend my medical interviews, in
order to better help me in my decisions.
[] Keep this designation until it is revoked, which | can decide at any time, and in this case, | undertake to inform

the institution (fillin a new form to designate the new person of trust.).
*Check the corresponding box.

To be completed by the patient: To be completed by the person of trust:
Date Date
Patient Signature Signature of the person of trust
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