	REQUEST FOR CARETAKER POSTPONEMENT FROM JURY SERVICE
§13-71-105, C.R.S. 

Any person may request to be postponed from jury service when the daily care of an individual with a permanent disability living in the same household is the person’s sole responsibility and the performance of juror service would cause a substantial risk of injury to the health of the individual with a disability. Prospective jurors who are regularly employed at a location other than their household may NOT be postponed for this reason.

The jury commissioner may ask that any person who requests such postponement submit a written statement from a physician, licensed physician assistant (PA) authorized under section 12-240-107(6), C.R.S., licensed advanced practice nurse (APN) or an authorized Christian science practitioner. § 13-71-105(2)(d), C.R.S.

For any postponement request, please be aware that you may be called to testify before the court about your representations.  ALL questions must be answered legibly.  If not, this application will be considered incomplete and invalid.

Name of Prospective Juror: __________________________________ County: _________ Juror:____________

Name of Patient:_______________________________________________________ DOB:_________________

Address:_________________________________________________  State:_______  Zip Code:_____________

Describe the nature of care provided by the prospective juror and  indicate why the performance of juror service would cause a substantial risk of injury to the individual with a disability:

________________________________________________________________________________________

________________________________________________________________________________________

________________________________________________________________________________________
This disqualification is valid for one year from the date juror is summoned for jury duty.

Name of Physician, PA, APN or Christian Science Practitioner:________________________________________

Business Address:____________________________________________________State:_______Zip:_________

Business Phone:__________________________________ License Number_____________________________

I, __________________________, swear and affirm under penalty of perjury, under the laws of the State of Colorado, that the statements of this document are true and correct to the best of my knowledge and belief.

_______________________________________________________     Date: ____________________________
Signature of Physician, PA, APN or Christian Science Practitioner

THIS DOCUMENT IS NOT A PUBLIC RECORD AND SHALL NOT BE DISCLOSED TO THE GENERAL PUBLIC



