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A copy of the cancellation and expiry form must be sent to Psychiatric Patient Advocate Services.  
Fax Number: (506) 462-2230.

Name:_______________________________________________________Medicare Number: ______________________

Address:___________________________________________________________________________________________

Phone number:_______________________________________ DOB (MM/DD/YYYY): _______/_______/______________

Reason for cancellation of Supervised Community Care plan (select one):

 T As a Supervised Community Care plan was implemented for ______________________________ (Name of 

Individual) on ________________________ (Date), and said plan has expired, without renewal by the Review 

Board within one year of the implementation date, the Supervised Community Care plan is no longer in effect. 
OR

 T As a Supervised Community Care plan was implemented for ______________________________ (Name of 

Individual) on ________________________ (Date), I am of the opinion that the person no longer requires their 

plan as they no longer meet the criteria. 
OR

 T As a Supervised Community Care plan was drafted and reviewed, and implemented for  

_________________________________ (Name of Individual) on _______________________ (Date), and 

said individual has requested the cancellation of their plan as of 30 days after notice was received on 

_____________________ (Date). As such, the Supervised Community Care plan is no longer in effect. 

(PSYCHIATRIST’S NOTES)

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

Supervised Community Care Plan - Cancellation and Expiry Form
Mental Health Act, Part II.I
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(PSYCHIATRIST’S NOTES)

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________ 

_____________________________________________________________  _________________________________
(Signature of Individual/Substitute Decision Maker, if Applicable)   (Date) 

_____________________________________________________________ _________________________________
(Signature of Treating Psychiatrist)             (Date)

___________________________________  
(Phone Number)


