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First application for appointment of a Receiver


	
	Case Ref:
	     

	IN THE HIGH COURT OF JUSTICE OF THE ISLE OF MAN

CIVIL DIVISION


	

	IN THE MATTER of the Mental Health Act 1998
	
	

	and

	IN THE MATTER of 
	[Full Name Of Patient]
	(a patient)

	

	I, 
	[Full Name Of Applicant]
	

	of

	
	[Address line 1]
[Address line 2]
[Address line 3]
[Address line 4]
	

	apply for
(Enter an ‘X’ in the appropriate box)


	 FORMCHECKBOX 
  1. my appointment as Receiver for the patient:

	
	[Full Name Of Patient]
	

	of
	
	

	
	[Address line 1]
[Address line 2]
[Address line 3]
[Address line 4]
	

	I am  FORMCHECKBOX 
 not related to the patient
         FORMCHECKBOX 
 the [state relationship] of the patient



	 FORMCHECKBOX 
 2. the appointment of 

	
	[Full Name Of Person]
	

	of
	

	
	[Address line 1]
[Address line 2]
[Address line 3]
[Address line 4]
	

	as Receiver for the patient


	
	[Full Name Of Patient]
	

	of

	
	[Address line 1]
[Address line 2]
[Address line 3]
[Address line 4]

	

	[He  FORMCHECKBOX 
] [She  FORMCHECKBOX 
] is

 FORMCHECKBOX 
 not related to the patient

 FORMCHECKBOX 
 the [state relationship] of the patient



	 FORMCHECKBOX 
 3. the appointment of some other suitable person

	Signed
	
	Date dd/mm/yy

	
	 FORMCHECKBOX 
 advocates for the applicant

 FORMCHECKBOX 
 applicant
	

	                                        Address for service
	[Address line 1]
[Address line 2]
[Address line 3]
[Address line 4]


	To be completed by a doctor and filed with the application for appointment of Receiver

	

	MENTAL HEALTH ACT 1998

	IN THE MATTER of
	[Full Name Of Patient]
	(a patient)

	1.  I, Dr 
	[Full name of doctor]

	of

	
	[Practice Address line 1]
[Practice Address line 2]
[Practice Address line 3]
[Practice Address line 4]

	

	have been the medical attendant of the above patient since dd/mm/yy

	2.   On the [day] day of [month] 20       I examined the patient with the specific object of ascertaining the state of [his  FORMCHECKBOX 
 her  FORMCHECKBOX 
] mind.

	3.   In my opinion the patient is:-

 FORMCHECKBOX 
 incapable by reason of mental disorder of managing his/her affairs
 FORMCHECKBOX 
 capable of managing his/her affairs


	If the patient is not capable of managing his/her affairs please complete paragraphs 4 and 5



	4.  I base my opinion on the following grounds:-

[Grounds]


	5.  My opinion as to whether or not notice of the application for the appointment of a Receiver should be given to the patient is that this [should  FORMCHECKBOX 
 should not  FORMCHECKBOX 
] be given.


	If your opinion is that notice of the application should not be given to the Patient, please complete paragraph 6.



	6. I base this opinion on the fact(s) that:-

	
	 FORMCHECKBOX 
 the patient is incapable of understanding it
 FORMCHECKBOX 
 such notification would be injurious to the patient’s health
 FORMCHECKBOX 
 such other reason specified below


	

	[Other reasons]


	 Signed
	
	Date dd/mm/yyyy

	              (Registered Medical Practitioner)
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