ADVANCE STATEMENT
MADE UNDER THE
MENTAL HEALTH (CARE AND TREATMENT) (SCOT LAND) ACT 2003

. Name of | person mak g this statement:
Address of person: e

Date of Birth: #

2. 1G> | nome] wish the following views to be taken into

account, in the event of decisions about my care and treatment being made under
the Mental Health (Care and Treatment) (Scotland) Act 2003, and my being unable
to express my views about my care and treatment at that time.

3. I would like to state my wishes regarding the following treatments:
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(Please note when compiling this list you may wish to express both positive and
negative views on treatments, e.g. those freatments which work well for you and
those that are less effective.

In addition your reasons for your stated position are alse important: e.g. an adverse
reaction to a particular medication.)

3
4. Signature ‘ —

Date of Advance Statement:
5. Witness Certificate

1 certify that in my opinion -_[insert name of person making

advance statement] has the capacity of properly intending the wishes set out above.

I hereby witness his/her signa
i -0/
[signature] [date of wi g 5ip ature

Full name of witness: h
Address of witness: _

Designation of witness: ¢(aarsucrh /T o YO ATH (T -

[Occupation/category which enables the witness to act as a ‘prescribed person’]

You should keep a list of the names of everyone who has a copy of this statement.

Please also note that the entire statement should be accompanied by your s:gnamre — please
print double sided,




