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Permitted Health Care Resident 

FOR INTERNAL USE ONLY 
Not to be produced to third parties without written consent of the patient identified below or 
following proper subpoena of consumer’s personal records under code of civil procedure 

section 1985.3 

PHYSICIAN’S CONFIDENTIAL CERTIFICATION LETTER 

TO:    Tri-Palm Unified Owners Association, A Community for Senior Citizens (55 years and older)
32-851 Desert Moon Drive, Thousand Palms, CA 92276 
Telephone: (760) 343-5256        Fax: (760) 343-1828 

I hereby declare, under penalty of perjury, that the following statements are true and correct, to 
the best of my knowledge: 

1) _________________________________________ is my patient, whose address is 

__________________________________________, Thousand Palms, CA 92276; 

2) I am a duly licensed physician in the State of California and my medical license 
number  

is #________________________________________________. 

3) Doctor’s Name, business address and phone number are as follows: 

_____________________________________________________________________

_____________________________________________________________________

_____________________________________________________________________ 

4) I am aware that my patient has asked to have a full-time, live-in caregiver.  

5) I hereby certify that my patient is a person who requires live-in care for necessary daily activities 
or medical treatment or both. 

6) This care requires SUBSTANTIAL ASSISTANCE with (check all that apply): 

Necessary daily activities:   Walking;   Help getting in/out of bed;    Personal 
hygiene (bathing/toilet);    Dressing;    Meals preparation/eating;          Cannot 
drive;   

   Other  ______________________________________________  

Medical treatment:   Oxygen;    Medications;    Medical equipment;  Doctors 
appointments;   

  Other _________________________________________________ 

Full time (24/7) care required:  (check one)    

(    ) Short Term (1-6 mos)   -  (    ) Long Term (7 mos-1 yr)    -  (   ) Palliative     
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I understand that this information is solely for the internal use of Tri-Palm Unified Owners Association, 
that it will be kept confidential and will be provided only to authorized representatives of Tri-Palm 
Unified Owners Association, who periodically verify and reevaluate eligibility of residents to maintain the 
Senior Housing status of the community in which my patient resides.  

I also understand that, if there is any dispute regarding the above issues, I may be called to testify under 
oath about these matters, in a deposition in Court or in another proceeding. 

I declare, under penalty of perjury under the laws of the State of California that the foregoing statements 
are true and correct. 

Executed at ______________________________________, California, on ______________________ 

Signature:    ________________________________________________________________________ 
Physician’s Signature 

(This form must be mailed or faxed directly from the 

Physicians’ office to the Tri Palm Unified Assn. office)

(Rev. Mar. 2020) 
(Form D) 
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