
To view the full contents of this document, you need a later version of the PDF viewer. You can upgrade 
to the latest version of Adobe Reader from www.adobe.com/products/acrobat/readstep2.html 
 
For further support, go to www.adobe.com/support/products/acrreader.html


MPC 406 (7/1/14)  
MPC 406 (7/1/14)  
STATEMENT OF ATTENDING PHYSICIAN FILED WITH PETITION FOR SPECIAL PROCEEDING IN RE: 
A HEALTH CARE PROXY
Commonwealth of Massachusetts
The Trial Court
 Probate and Family Court
In the Interests of:
Principal/Respondent
This Statement will be used by the Probate and Family Court in a special proceeding regarding a Health Care Proxy.  This Statement must be dated, and an examination must have taken place within 30 days prior to this Petition being filed with the Court.  If a guardianship or conservatorship is being sought for this person, do not use this document.
INSTRUCTIONS FOR COMPLETION
To the Honorable Justices of the Probate and Family Court:
I am the attending physician as defined in G.L. c. 201D, §1 for the above-named Principal/Respondent.  I am licensed in the Commonwealth of Massachusetts.  I personally examined the Principal/Respondent on:
.
Based upon the examination, I have determined that the Principal/Respondent lacks the capacity to make or to communicate health care decisions according to accepted standards of medical judgment.
It is my opinion that the cause and nature of the Principal's/Respondent's lack of capacity to make or to communicate health care decisions is due to:
The extent and probable duration of the Principal's/Respondent's lack of capacity to make or to communicate health care decisions is:
Please select, if applicable:
I have determined that the Principal/Respondent lacks the capacity to make or to communicate health care decisions because of:
OR
or similar nature.
OR
AND
Name:
Specialty:
I certify that the above statement is true to the best of my knowledge and belief AND I certify that I have not been appointed the Principal's/Respondent's Health Care Agent or Alternate  Health Care Agent.
Signed Under the Penalties of Perjury:
Office Phone #: 
Office Address:
8.2.1.3144.1.471865.466429
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