Treatment Capacity Form
According to Section 15 and 22

of Mental Health Law no. 14 year 2019
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Based on my clinical assessment, the patient* is incapable to consent for his/her treatment,
because:
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Patient is unable to understand the information that is relevant

to the proposed treatment, or
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The patient is unable to appreciate the reasonably foreseeable consequences of a decision or

lack of decision.
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Informed consent was provided by his/her substitute decision maker:

....................... gl g gyl el 55
Date and Time: | =~~~ 7 Physician Signature:

&j@d’.’\m\gi#gdﬁjem dhgﬁﬁgﬁ'd\jsmu\usﬁ\y

Approval of the Review and Assessment Board if no substitute decision maker is available
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*Every person below 18 years of age is considered incapable regarding treatment decision
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