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STATE OF NEW JERSEY 


 
DEPARTMENT OF HUMAN SERVICES 


DIVISION OF MENTAL HEALTH SERVICES 
 


SCREENING OUTREACH 
REQUEST FOR POLICE TRANSPORT AND SUPERVISION 


PURSUANT TO N.J.S.A. 30:4-27.6b.* 
 


I am a New Jersey Certified Mental Health Screener and an employee of  
 
_________________________________________________  
 
(Designated Screening Service for _____________County)  
 
I certify that I have made an outreach visit and based on that visit I believe   
 
 _____________________________ is in need of involuntary commitment, that is, that s/he 
is dangerous to self, others, or property because of a mental illness and is unwilling to 
go to the screening service on his or her own.  (The transport is to a screening service 
for further assessment by a physician and disposition, which may include civil 
commitment.) 
 
 
Therefore, I request that ____________________________________ Police Department  
 
Transport ______________________________________to  the Designated Screening 
Service  
 
located at  __________________________________________________________ 
for a complete assessment. 
 
              
    _________________________________________ 
    Signature of Screener 
 
              
    _________________________________________ 
    Printed Name of Screener 
 
              
    Date_______________________ Time __________am/pm 
 
* N.J.S.A. 30:4-27.6 (b)  “A State or local law enforcement officer shall take custody of a person and take 
the person immediately and directly to a screening service if: (b) A mental health screener has certified on 
a form prescribed the division that based on a screening outreach visit the person is in need of involuntary 
commitment and has requested the person be taken to the screening service for a complete 
assessment…The involvement of the law enforcement authority shall continue at the screening center as 







long as necessary to protect the safety of the person in custody and the safety of the community from 
which the person was taken.” 
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Application for up to 72-Hour Assessment, Evaluation, and Crisis Intervention or 
Placement for Evaluation and Treatment Confidential Client/Patient Information 
Welfare and Institutions Code (W&I Code), section 5150(g)(1), requires that each person, at the time 
they are first taken into custody under this section, shall be provided, by the person who takes them into 
custody, the following information orally in a language or modality accessible to the person. If the person 
cannot understand an oral advisement, the information shall be provided in writing. 


 Complete Advisement Incomplete Advisement 
Date of Advisement/Attempt: 


Good Cause for Incomplete Advisement: 


Detainment Advisement 
My name is  . I am a (peace officer/behavioral 
health professional) with (name of agency). You are not under criminal arrest, but I am taking you for 
examination by behavioral health professionals at (name of facility). 
You will be told your rights by the behavioral health staff. 
If taken into custody at their residence, the person shall also be told the following: 
You may bring a few personal items with you, which I will have to approve. Please inform me if you need 
assistance turning off any appliance or water. You may make a phone call and leave a note to tell your 
friends or family where you have been taken 
Advisement Completed/Attempted By: Position: Language or Modality Used: 


To (name of 5150 designated facility):  
Application is hereby made for the assessment and evaluation of  ,
date of birth  , and residing at  , 
California, for up to 72-hour assessment, evaluation, and crisis intervention, or placement for evaluation 
and treatment at a designated facility pursuant to Section 5150, et seq. (adult) or Section 5585 et seq. 
(minor), of the W&I Code. Detainment Start Date:  Detainment Start Time:  
(The 72-hour period begins at the time when the person is first detained.) 
If the authorization for voluntary treatment is not available for a minor/conservatee, indicate to the best of 
your knowledge who has legal authority to make medical decisions on behalf of the minor/conservatee: 
(name & contact information, if available) 
(Check one):  Parent(s)  Legal Guardian(s)  Conservator  Other:  
Indicate to the best of your knowledge whether the minor is under the jurisdiction of the juvenile court: 
(Check one):  W&I Code 300 (dependent)  W&I Code 601, 602 (ward) 
The detained person’s condition was called to my attention under the following circumstances: 


Specific facts that I have considered that lead me to believe that this person is a danger to self or others as 
a result of a mental health disorder or gravely disabled as a result of a mental health disorder, a severe 
substance use disorder, or a co-occurring mental health disorder and a severe substance use disorder: 


Please Note: A copy of this application shall be treated as the original. 
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 I have considered the historical course of the person’s mental health disorder, severe substance use 
disorder, or co-occurring mental health disorder and a severe substance use disorder, as follows: 


No reasonable bearing on the determination No information because: 
Optional Information 


History Provided by (Name) Address Phone Number Relation 


 Based upon the above information, there is probable cause to believe that said person is a: 
Danger to Self (DTS) as a result of a mental health disorder. 
Danger to Others (DTO) as a result of a mental health disorder. 
Gravely disabled adult as a result of a mental health disorder, severe substance use disorder,  
or co-occurring mental health disorder and severe substance use disorder (as defined in W&I 
Code section 5008(h)). 
Gravely disabled minor as a result of a mental health disorder (as defined in W&I Code section 
5585.25). 


Notifications to be Provided Pursuant to Section 5152.1 and/or 8102 of the W&I Code 
Notify behavioral health director/designee: 


(Name) (Phone) 
and peace officer/designee:


(Name) (Phone) 
 of 


Person’s release or end of detention if either of the boxes below are checked. 
Notification of person’s release is requested by the referring peace officer because: 


 The person has been referred to the facility under circumstances which, based upon an allegation of 
facts regarding actions witnessed by the officer or another person, would support the filing of a criminal 
complaint. 


 Weapon was confiscated pursuant to W&I Code Section 8102. 
Signature, title, and badge number of peace officer, professional person in charge of the facility designated 
by the county for evaluation and treatment, member of the attending staff, designated members of a mobile 
crisis team, or professional person designated by the county. 
Name of Law Enforcement Agency or Evaluation Facility/Person: 


Address: City: State: Zip Code: 


Name: Title: Badge Number: Phone: 


Signature: Date: Time: 


References 
Welfare and Institutions Code 
Sections: 300, 601, 602, 5008, 5122, 5150, 5150.05, 5152.1, 5328, 5350, 5354, 5585.25, 5585.50, 8102 
Individual Detained: Date of Birth: 


Please Note: A copy of this application shall be treated as the original. 





		Position: 

		Language or Modality Used: 

		No reasonable bearing on the determination: Off

		No information because: Off

		Gravely disabled minor as a result of a mental health disorder as defined in WI Code section: Off

		State: 

		Zip Code: 

		Title: 

		Badge Number: 

		Advisement: Off

		A-A-date: 

		IncompleteReason: 

		PO-BHP: 

		CompletedBy: 

		5150Facility: 

		Detainee: 

		DetaineeDOB: 

		DetaineeResidence: 

		DetainmentStartDate: 

		DetainmentStartTime: 

		LegalAuthority-Minor: Off

		Other-Specify: 

		JuvenileCourtJurisdiction: Off

		Circumstances1: 

		Circumstances2: 

		Circumstances3: 

		SpecificFacts1: 

		SpecificFacts2: 

		SpecificFacts3: 

		SpecificFacts4: 

		SpecificFacts5: 

		SpecificFacts6: 

		Historical: Off

		HistoricalCourse1: 

		HistoricalCourse2: 

		HistoricalCourse3: 

		HistoricalCourse4: 

		NoInfoWhy: 

		HistoryProvider1: 

		HistoryProvider2: 

		HistoryProvider3: 

		Address1: 

		Address2: 

		Address3: 

		Phone1: 

		Phone2: 

		Phone3: 

		Relation1: 

		Relation2: 

		Relation3: 

		ProbableCause: Off

		DTS: Off

		DTO: Off

		DisabledAdult: Off

		BHDName: 

		BHDPhone: 

		LEOName: 

		LEOPhone: 

		CriminalComplaint: Off

		Weapon: Off

		DOB: 

		LEA-EF-P: 

		LEA-EFP-Address: 

		LEA-EFP-City: 

		PO-PP-Name: 

		PO-PP-Phone: 

		SigDate: 

		SigTime: 

		IndividualDetained: 








 


1 
State of Colorado, Behavioral Health Administration                                                               
Form M-0.5 (rev. 01/2024), Transportation Hold 
 


EMERGENCY TRANSPORTATION FOR 
IMMEDIATE SCREENING 


Date: Time:  


Individual’s Name: Case/Incident/Event No: 


Address (Street, City, County, State, Zip Code): Date Of Birth: Race: 


Place Of Contact: Primary Language: Sex: 
 


Gender Id:  
Name Of Person Reporting Individual’s Condition to Undersigned: 


Nearest Relative (Name): Relationship: 


Address (Street, City, County, State, Zip Code): Phone 


Pursuant to the provisions of SECTION 27-65-107, C.R.S. as amended, the individual was taken into protective custody by the 
undersigned and transported for an immediate screening at (name of facility): 
            
                                                                                                                                                                 
The undersigned has probable cause to believe the individual is experiencing a behavioral health crisis or is gravely disabled 
and, as a result, without professional intervention the individual may be a danger to the person’s self or others.  Signs and/or 
symptoms consistent with this probable cause is/are: 
 


 


Examples may include: Feelings of paranoia Agitated Non sensical speech Bizarre Complaints Confusion 
Hearing Voices Seeing Things Homicidal Thoughts Suicidal Thoughts 


Individuals Or Pets the Individual Is Responsible For (names/locations): 


SIGNATURE:                                                                  TITLE: BADGE/CERTIFICATION NO.: 


This Emergency Transportation Hold must not last longer than 14 hours, except that when a person is transported to an emergency medical 
facility the involuntary transportation hold expires upon the facility receiving the individual for screening by an intervening professional. The 
intervening professional must screen the individual immediately when received by the facility.  If an intervening professional is not immediately 
available, the individual must be screened within eight (8) hours after the individual’s arrival to the facility, per Section 27-65-107(3)(a)-(b),4(a)(I), 
C.R.S. 
NOTICE TO INDIVIDUAL: Section 27-65-107(1)(a), C.R.S., authorizes your immediate transport to an outpatient mental health facility, a 
designated facility, or other clinically appropriate facility. If such facilities are not available, you may be taken to an emergency medical services 
facility. 


 


EMERGENCY TRANSPORTATION FOR IMMEDIATE 
SCREENING 


        By checking this box, I acknowledge I advised the individual of their rights during this transportation hold. (M-0.51) 


Required Distribution: Facility 
 


   Respondent 
 


   Res. Record 


Check if restraint intervention used during transport 





		Date: 

		Time: 

		Individuals Name: 

		CaseIncidentEvent No: 

		Address Street City County State Zip Code: 

		Date Of Birth: 

		Race: 

		Place Of Contact: 

		Primary Language: 

		Sex Gender Id: 

		Name Of Person Reporting Individuals Condition to Undersigned: 

		Nearest Relative Name: 

		Relationship: 

		Address Street City County State Zip Code_2: 

		Phone: 

		Pursuant to the provisions of SECTION 2765107 CRS as amended the individual was taken into protective custody by the undersigned and transported for an immediate screening at name of facility: 

		The undersigned has probable cause to believe the individual is experiencing a behavioral health crisis or is gravely disabled and as a result without professional intervention the individual may be a danger to the persons self or others  Signs andor symptoms consistent with this probable cause isareRow1: 

		undefined: Off

		By checking this box I acknowledge I advised the individual of their rights during this transportation hold M051: Off

		Individuals Or Pets the Individual Is Responsible For nameslocations: 

		SIGNATURE TITLE: 

		BADGECERTIFICATION NO: 

		Respondent: Off

		Text1: 

		Check Box3: Off

		Check Box4: Off








 


1 
State of Colorado, Behavioral Health Administration 
Form M-1 (rev. 09/23) Emergency Mental Health Hold Application 


 Date/Time Involuntarily Detained:  


Individual’s Name: Case/Event No. (Law Enforcement Only): 


Address (Street, City, County, State, Zip Code): Date Of Birth: Primary Language: 


Place Of Contact: Race/Ethnicity: Sex: 
 


Gender Identity: 
Current Psychiatric Care (where/provider name): 


Previous Psychiatric Care (where/provider name/when): 


Name Of Person Reporting Individual’s Condition to Undersigned: 


Nearest Relative (Name): Relationship: 


Address (Street, City, County, State, Zip Code): Phone: 


 


Individual’s Presenting Symptoms (Select all that support probable cause for emergency procedures)  
Physical Activity:  Emotional Reaction/Attitude: 


Dress/ 
Hygiene: 


Speech: 


Expressions:  


Does individual:  Access to weapon(s)? 


Type(s), Location(s) of weapon(s): 


 


EMERGENCY MENTAL HEALTH HOLD APPLICATION 
 


C.R.S 27-65-106, as amended. 


Agitated                  Elevated 
 


Lethargic                 Isolated 
 


Aggressive                Suspicious            Excited  Withdrawn 
 


Euphoric                   Sad                     Angry  Manic 
 


Confused         Indifferent          Scared   


   Clean          Dirty 
 


   Tidy            Unkempt  
  


   Eccentric   
 


   Inappropriate    


Screaming    Over-talkative Dramatic Mumbling 
 


Rambling    Under-talkative Forceful Silent 
 


Nonsensical    Shouting  Controlled Monotone 
 


Illogical     Normal  Variable 


Suicidal thoughts  Grandiose ideas   Suspicious or Paranoid 
 


Homicidal thoughts  Bizarre Complaint  Unusual sexual ideas 
 


Hearing voices   Overly self-critical  Seeing things 
 


Ideas of being persecuted Disregard for Danger  Flat, lack of expression 
 


Know who they are? 
 
 


Where they are? 
 


Understand reason for 
hold? 


Yes  No 
 


Yes  No 
 


Yes  No 


Yes 
 


No 
 


Unknown 







2 
State of Colorado, Behavioral Health Administration 
Form M-1 (rev. 09/23) Emergency Mental Health Hold Application 
 


Individual’s Name:                                                       DOB:                                 Date/Time: 
NARRATIVE REPORT (Additional information that supports probable cause to invoke the emergency procedure): 
The individual appears to have a mental health disorder and, as a result of such mental health disorder, appears to be 
an imminent danger         to others, the         individual’s self, or appears to be         gravely disabled.  The 
circumstances, behaviors, and presentations observed by the undersigned shows probable cause to take the individual 
into custody are as follows: 
 


 


 


 


 


 


 


 


 


 


 


 


 


TREATMENT AND EVALUATION LOCATION: Pursuant to the provisions of SECTION 27-65-106, C.R.S., as amended, the 
individual was taken into custody by the undersigned and detained for 72-hour treatment and evaluation at (facility name and 
address): 
 
 


 


Is the individual responsible for any persons or pets?  If yes, please provide additional details. 
 


              No                         Yes: _________________________________________________________________                  


Is the individual responsible for any property (such as temporary housing) which may be jeopardized by their 
detainment?  If yes, please provide additional details. 
 


              No                          Yes: _________________________________________________________________ 
 


Printed Name: Title: Contact: 


Signature: Agency: Badge or CO License No.: 
 


Co-Signer Printed Name: Title: Contact: 


Co-Signer Signature: Agency: Badge or CO License No.: 


 


**NOTICE TO INDIVIDUAL: Section 27-65-106(5), the time period for 
evaluation and treatment are not to exceed seventy-two (72) hours.** 


Required Copies Provided to:  


 


Receiving Facility 
 


Individual 
 
 


Records 


Hold Discontinued (date/time): 
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STATE OF INDIANA ) IN THE 
) 


COUNTY OF  ) CASE NO.  


IN RE THE MENTAL HEALTH ) 
PROCEEDINGS OF:  ) 


) 


APPLICATION FOR EMERGENCY DETENTION 
OF MENTALLY ILL AND DANGEROUS AND/OR GRAVELY DISABLED PERSON 


(Facilities complete sections 1 through 4) 


1. Comes now Applicant:


Facility name 


Facility address 


Telephone number 


Email address or facsimile number 


Name of Applicant on behalf of the facility 


Admission Date and Time 


2. And files this Application under Indiana Code 12-26-5 concerning:


Name of individual 


Home address and County 


Location where individual can be found (if different) 
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Identifying data:   Sex 


DOB or estimated age:  


Other distinguishing characteristic(s): 


3. Applicant requests that the court authorize:


Continued emergency detention in the following appropriate facility:  


(Name and location of facility)  


Law enforcement to take the individual into custody and transport to the 
following appropriate facility, which has been contacted and agreed to accept 
the individual: 


(Name and location of facility)  


4. Physician’s Attestation1:


I hold a valid license to practice medicine in Indiana, issued by the Medical Licensing
Board of Indiana, or am a medical officer of the United States Government who is in
Indiana performing official duties.


I believe there is probable cause to believe that the above-named individual, based on
an examination by a physician, advanced practice registered nurse, or physician
assistant, OR information given to a physician, advanced practice registered nurse, or
physician assistant, is mentally ill, meaning a psychiatric disorder that substantially
disturbs an individual’s thinking, feeling, or behavior and impairs the individual’s ability
to function, due to:


intellectual disability,  


alcoholism, 


addiction to narcotics or dangerous drugs, 


temporary impairment as a result of alcohol or drug use, or 


other psychiatric disorder. 


1 This Application is not complete without a Physician’s Attestation.  







Page 3 of 5 


and the individual is: 


dangerous to self, 


dangerous to others, or 


gravely disabled (meaning a condition in which the individual, as a result of 
mental illness, is in danger of coming to harm because the individual is unable to 
provide for the individual’s essential needs or has a substantial impairment or 
obvious deterioration of that individual’s judgment, reasoning, or behavior that 
results in the individual’s inability to function independently), 


and the individual requires involuntary detention to receive care and treatment for the 
following reasons: 


Physician name 


Physician signature 


Date/time 


(Judicial Officers complete Sections 5 or 6) 


5. Emergency Detention Order


The undersigned judicial officer, having reviewed this Application, finds:


the Application was filed within forty-eight (48) hours of admission, excluding  
Saturdays, Sundays, and legal holidays (if the individual was admitted after midnight 
and before 8:00 a.m., the time period begins to run at 8:00 a.m.); 
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there is probable cause to believe the individual has a mental illness, is either 
dangerous or gravely disabled, and requires involuntary detention to receive care 
and treatment; 


 
the court authorizes continued emergency detention in the following appropriate 
facility:   


 
 (Name and location of facility)   


 
the court authorizes law enforcement to take the individual into custody and  
transport to the following appropriate facility, which has been contacted and agreed 
to accept the individual: 


 
 (Name and location of facility)   
The individual may not be detained in the facility for more than fourteen (14) days 
from the time of admission, excluding Saturdays, Sundays, and legal holidays 
pending a final hearing.  
 
If petitioner believes a temporary or regular commitment is necessary, Petitioner is 
ORDERED to file a request for final hearing within seven (7) days from the date of 
admission, excluding weekends and holidays.  If no request for a hearing has been 
filed, this order for detention expires as provided in Indiana Code 12-26-5-1. 
 
The individual shall be discharged from the facility immediately if the 
superintendent of the facility or the physician believes detention is no longer 
necessary and the facility shall promptly notify the court of the same. 


 
If clinically appropriate, a physician may authorize and begin a mental health or 
substance use disorder treatment plan using accepted clinical care guidelines, 
including medication, for the individual detained.  
 
A copy of this Application for Emergency Detention shall be made a part of the 
individual’s medical record.  
 
If transfer to another facility is appropriate under accepted clinical care guidelines 
(check one): 


 
the facility must obtain judicial approval before transferring the individual to 
another appropriate facility, or  


 
the facility is not required to obtain judicial approval before transferring the 
individual to another appropriate facility in Indiana, so long as the facility has 
been contacted and has agreed to admit the individual under the emergency 
detention order. 
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The facility is ordered to promptly notify the court of any transfer. 


SO ORDERED (Date/time) 


Judicial Officer 


6. Emergency Detention Denial


The undersigned judicial officer, having reviewed this Application, finds:


the Application was not filed within forty-eight (48) hours of admission, excluding  
Saturdays, Sundays, and legal holidays (if the individual was admitted after midnight 
and before 8:00 a.m., the time period begins to run at 8:00 a.m.); or  


there is no probable cause to further detain the individual, and the individual is 
hereby released.   


SO ORDERED  (Date/time) 


Judicial Officer 


Last Updated: 6/17/2024





		COUNTY OF: 

		IN RE THE MENTAL HEALTH PROCEEDINGS OF: 

		IN THE: 

		CASE NO: 

		Facility name: 

		Facility address: 

		Telephone number: 

		Email address or facsimile number: 

		Name of Applicant on behalf of the facility: 

		Admission Date and Time: 

		Name of individual: 

		Home address and County: 

		Location where individual can be found (if different): 

		Sex: 

		DOB or estimated age:: 

		Other distinguishing characteristic(s):: 

		Continued emergency detention in the following appropriate facility:: Off

		Name and location of facility 1: 

		Law enforcement to take the individual into custody and transport to the following appropriate facility, which has been contacted and agreed to accept the individual:: Off

		Name and location of facility 2: 

		intellectual disability: Off

		alcoholism: Off

		addiction to narcotics or dangerous drugs: Off

		temporary impairment as a result of alcohol or drug use, or: Off

		other psychiatric disorder: Off

		dangerous to self,: Off

		dangerous to others, or: Off

		gravely disabled: Off

		Reasons: 

		Physician name: 

		Physician signature: 

		Date/time: 

		the Application was filed within forty-eight (48) hours of admission: Off

		there is probable cause to believe the individual has a mental illness: Off

		the court authorizes continued emergency detention in the following appropriate facility:: Off

		Name and location of facility 3: 

		Name and location of facility 4: 

		the court authorizes law enforcement to take the individual into custody and: Off

		Judicial Officer: 

		Judicial Officer 1: 

		Date/Time: 

		Date/Time 1: 

		the Application was not filed within forty-eight (48) hours of admission: Off

		there is no probable cause to further detain the individual, and the individual is hereby released: Off

		choice: Off








COMMONWEALTH OF MASSACHUSETTS 
DEPARTMENT OF MENTAL HEALTH 


APPLICATION FOR AN AUTHORIZATION OF TEMPORARY INVOLUNTARY HOSPITALIZATION 
M.G.L. Chapter 123, Sections 12 (a) and 12 (b) 
Application Pursuant to Section 12 (a) 


 


1) Application to (Facility Name):                                                                                                                                               
 


2) I hereby apply for admission of (Name of Individual):                                                                                                          
 


Address:                                                           City/Town:                                                                                             State:              
 


Social Security Number:                                                Date of Birth:                                            Sex: M☐      F☐ 
 


to the facility named above pursuant to M.G.L. c. 123, s. 12 (a). I hereby authorize transport and the use of restraint of 
the person named above but only if necessary for the safety of the person being transported or of others who are likely 
to come into contact with him or her. M.G.L. Chapter 123, s. 21. 


 


Based on my examination1, it is my opinion that the person requires hospitalization at the above named facility so as to 
avoid the likelihood of serious harm by reason of mental illness. Evidence supporting my opinion includes: 


 


A). Mental Illness: For purposes of admission to an inpatient facility under Section 12, “Mental Illness” means a 
substantial disorder of thought, mood, perception, orientation, or memory which grossly impairs judgment, behavior, 
capacity to recognize reality or ability to meet the ordinary demands of life. Symptoms caused solely by intellectual or 
developmental disabilities, autism spectrum disorder, traumatic brain injury or psychiatric or behavioral disorders or 
symptoms due to another medical condition as provided in the most recent edition of the Diagnostic and Statistical 
Manual of Mental Disorders (DSM) published by the American Psychiatric Association, or except as provided in 104 
CMR 27.18, alcohol and substance use disorders do not constitute a serious mental illness; provided, however, that 
the presence of such conditions co-occurring with a mental illness shall not disqualify a person who otherwise meets 
the criteria for admission to a mental health facility. Specify evidence including behavior and symptoms:                                                                                                                   
                                                                                                                                                                                    
                                                                                                                                                                                    


 


B). Likelihood of Serious Harm (check all categories that apply): 
☐ (1) Substantial risk of physical harm to the person himself/herself as manifested by evidence of threats of, or 
          attempts at suicide or serious bodily harm and/or 
☐ (2) Substantial risk of physical harm to other persons as manifested by evidence of homicidal or other violent 
          behavior or evidence that others are placed in reasonable fear of violent behavior and serious physical 
          harm to them; and/or 
☐ (3) Very substantial risk of physical impairment or injury to the person himself/herself as manifested by 
          evidence that such person’s judgment is so affected that he/she is unable to protect himself/herself in the 
          community and the reasonable provision of his/her protection is not available in the community. 


Specify evidence including behavior and symptoms:                                                                                                                     
                                                                                                                                                                                                          
                                                                                                                                                                                                      


 
 


3) Applicant Certification (check all applicable boxes) 
a) I am a: ☐ Licensed Physician ☐ Qualified (i.e. Licensed) Psychologist ☐ Advanced Practice Registered Nurse 


  ☐ Licensed independent Clinical Social Worker (LICSW) ☐ Police Officer 


b) ☐ I have; I have not ☐ personally examined this person. If not, why?                                                                    
                                                                                                                                                                                        


c) ☐ I have consulted with either the receiving facility or emergency screening program. 


d) ☐ I have not so consulted because:                                                                                                                           
                                                                                                                                                                                        


 


Print Applicant’s Name (Not Patient):                                                                                               Phone:                                           
 


Address:                                                                 City/Town:                                                                                              State:             
 


Applicant’s Signature:                                                                                                     Date:                              Time:                         
NOTE: Parts 1) through 3), above, must be completed to apply for involuntary hospitalization. 


Form AA-5 See Reverse for Section 12(b) Revised: 9/30/21 
1 If an examination is not possible because of the emergency nature of the case and because of the refusal of the person to consent to such 
examination, the physician, qualified psychologist, advanced practice registered nurse or licensed independent clinical social worker on the basis of 
the facts and circumstances may determine that hospitalization is necessary and may apply therefore. G.L. c.123 s.12(a) 







COMMONWEALTH OF MASSACHUSETTS DEPARTMENT OF MENTAL HEALTH 


Authorization Pursuant to Section 12 (b) 
 


Designated Clinician* Authorization: 
(Note: Boxes A. through G., below, must be checked to authorize a Section 12(b) involuntary admission to 
a facility.) 


☐ A. I am a designated clinician* of the aforementioned facility with authority to 
authorize admissions under Section 12 (b). 


☐ B. I have personally examined this person: 


 ☐ within 2 hours of his/her arrival at the facility 


 ☐ more than 2 hours after his/her arrival at the facility due to the fact 
 that I was engaged in an emergency situation.** The emergency situation was:                         


 


                                                                                                                                                                    
 


                                                                                           and I examined the patient at:              am/pm. 
 


☐ C. This person does not require emergency or inpatient medical or surgical care. 


☐ D. I have offered this person an application for Care and Treatment on a Conditional Voluntary Basis 
 and the person: (one of the two boxes below must be checked to proceed with a Section 12(b) 


authorization)  
☐ refused to sign, or 
☐ the application was rejected (the reasons why the application was rejected must be stated 


on the application and the rejected application shall become part of this person’s medical 
record at the facility). 


Note: 104 CMR 27.07 (1) requires that the patient be offered an opportunity to change to conditional 
voluntary status again within three days of admission. 


 


☐ E. I concur with the applicant’s recommendation and have completed a psychiatric 
examination to support this conclusion. Alternatively, I am the applicant, I have personally 
examined this person, and have completed sections 1), 2), 2A) and 2B) on the opposite 
side of this form. 


☐ F. In my opinion, at the present time there is no less restrictive placement that is appropriate  
for this person to which he or she is willing to go. 


☐ G. I authorize this person’s admission. 


☐ H. I reject this application for admission for the following reasons:                                                                 
 


                                                                                                                                                                                        
 


                                                                                                                                                                                        
 


                                                                                                                                                                                        
 


Designated Clinician’s Name (print):                                                                                       Phone:                                     


Address:                                                                                                                                                                            


Address:                                                                                                                                                                            


City:                                                                                                                                   State:                                        
 


Designated Clinician’s Signature:                                                                                                                                            


Date:                                                                                              Time:                                                                 
 


* A physician or qualified advanced practice registered nurse, authorized, as applicable, by the Department pursuant to 
 104 CMR 33.00 
 


** See 104 CMR 27.07 (2) 
 


Form AA-5 Revised 9/30/21 





		Application Pursuant to Section 12 (a)

		Authorization Pursuant to Section 12 (b)



		Application to Facility Name: 

		I hereby apply for admission of Name of Individual: 

		Address: 

		CityTown: 

		State: 

		Social Security Number: 

		Date of Birth: 

		Sex M: Off

		F: Off

		the criteria for admission to a mental health facility Specify evidence including behavior and symptoms 1: 

		the criteria for admission to a mental health facility Specify evidence including behavior and symptoms 2: 

		the criteria for admission to a mental health facility Specify evidence including behavior and symptoms 3: 

		1 Substantial risk of physical harm to the person himselfherself as manifested by evidence of threats of or: Off

		2 Substantial risk of physical harm to other persons as manifested by evidence of homicidal or other violent: Off

		3 Very substantial risk of physical impairment or injury to the person himselfherself as manifested by: Off

		Specify evidence including behavior and symptoms 1: 

		Specify evidence including behavior and symptoms 2: 

		Specify evidence including behavior and symptoms 3: 

		Licensed Physician: Off

		Qualified ie Licensed Psychologist: Off

		Advanced Practice Registered Nurse: Off

		Licensed independent Clinical Social Worker LICSW: Off

		Police Officer: Off

		I have I have not: Off

		personally examined this person If not why: Off

		undefined: 

		I have consulted with either the receiving facility or emergency screening program: Off

		I have not so consulted because: Off

		undefined_2: 

		Print Applicants Name Not Patient: 

		Phone: 

		Address_2: 

		CityTown_2: 

		State_2: 

		Date: 

		Time: 

		A: Off

		B: Off

		C: Off

		D: Off

		within 2 hours of hisher arrival at the facility: Off

		more than 2 hours after hisher arrival at the facility due to the fact: Off

		that I was engaged in an emergency situation The emergency situation was: 

		ampm: 

		undefined_3: 

		and I examined the patient at: 

		refused to sign or: Off

		the application was rejected the reasons why the application was rejected must be stated: Off

		E: Off

		F_2: Off

		G: Off

		H: Off

		I reject this application for admission for the following reasons: 

		1: 

		2: 

		3: 

		Designated Clinicians Name print: 

		Phone_2: 

		Address_3: 

		Address_4: 

		City: 

		State_3: 

		Date_2: 

		Time_2: 








Date and Time Peace Officer 


Department        ID Number 


Date and Time Physician or other Qualified Person under HG § 10-622 


License No. 


Peace Officer 


Department       ID Number 


Date 


CERTIFICATION BY PEACE OFFICER 
I am a ☐ sheriff, ☐ deputy sheriff, ☐ State police officer, ☐ county police officer, ☐ municipal or other local
police officer, or ☐ Secret Service agent who is a sworn special agent of the United States Secret Service or
Department of Homeland Security authorized to exercise powers delegated under 18 U.S.C. § 3056. 


As to (Evaluee), I have personally observed the ☐Evaluee or
☐ Evaluee's behavior and, based on the ☐ observation or ☐ other information, have reason to believe that the
Evaluee has a mental disorder and presents a danger to the life or safety of the Evaluee or others. Pursuant to 
Maryland Code, Health–General Article § 10-622, I have transported the Evaluee to    


         (emergency facility) for evaluation. 


CERTIFICATIONS BY 
OTHER PERSON QUALIFIED UNDER HG § 10-622 AND PEACE OFFICER 


I am a ☐ physician, ☐ psychologist, ☐ clinical social worker, ☐ licensed clinical professional counselor, ☐
clinical nurse specialist in psychiatric and mental health nursing, ☐ psychiatric nurse practitioner, ☐ a licensed 
clinical marriage and family therapist, ☐ health officer or ☐ designee of a health officer. I have examined 


    (Evaluee).  Based on ☐ the examination or ☐ other information, I 
have reason to believe that the Evaluee has a mental disorder and presents a danger to the life or safety of the 
Evaluee or others and, in accordance with Maryland Code, Health–General Article § 10-622, have completed the 
attached Petition for Emergency Evaluation and have requested a peace officer to take into custody and transport 
the Evaluee to the nearest emergency facility for evaluation by a physician. The Peace Officer explained to me 
the serious nature, meaning, and content of the Petition and I asked the officer to proceed. 


I have explained to the Petitioner the serious nature of the Petition and the meaning and content of the Petition. 


CC-DC-014 (Rev. 12/2020)   CERTF 





		CERTIFICATION BY PEACE OFFICER

		CERTIFICATIONS BY

		OTHER PERSON QUALIFIED UNDER HG § 10-622 AND PEACE OFFICER



		CheckBox6: Off

		CheckBox1: Off

		CheckBox2: Off

		CheckBox3: Off

		CheckBox4: Off

		CheckBox5: Off

		FillText1: 

		CheckBox7: Off

		CheckBox11: Off

		CheckBox8: Off

		CheckBox9: Off

		FillText11: 

		FillText12: 

		FillText2: 

		FillText3: 

		FillText4: 

		CheckBox12: Off

		CheckBox13: Off

		CheckBox14: Off

		CheckBox15: Off

		CheckBox22: Off

		CheckBox16: Off

		CheckBox17: Off

		CheckBox18: Off

		CheckBox19: Off

		FillText14: 

		CheckBox21: Off

		CheckBox20: Off

		FillText5: 

		FillText6: 

		FillText7: 

		FillText8: 

		FillText9: 

		FillText10: 

		Reset: 








P a g e  | 1 ( R e v i s e d  2 / 2 0 2 1 )


EMERGENCY HOLD ORDER APPLICATION (Minnesota Statutes 253B.051 and 253B.06) 
Pursuant to Minnesota Statutes 253B.051, subd. 1, a peace or health officer shall make written application for admission of the person 
to the treatment facility, state-operated treatment program or community-based treatment program. The application shall contain 
the circumstances under which the person was taken into custody. If danger to specific individuals is a basis for the emergency hold, 
the statement must include identifying information on those individuals, to the extent practicable. A copy of the statement shall be 
made available to the person taken into custody. 


For use when applying for admission of a person on an emergency hold order. The term “Peace Officer” means a sheriff or deputy 
sheriff, municipal or other local police officer, or state patrol officer. The term “Health Officer” means a licensed physician, mental 
health professional as defined in 245.462 subd. 18, clauses 1 to 6, licensed social worker, registered nurse working in a hospital ER, 
advanced practice registered nurse (APRN), mental health practitioner providing mental health mobile crisis intervention services with 
the consultation and approval of a mental health professional, or a formally designated member of a pre-petition screening unit. 
Pursuant to MS 253B.051 Subd.1, the Peace or Health Officer must provide the officer's name, agency and telephone number or 
contact information.  


Health or Peace Officer’s Statement (M.S. 253B.051 subd. 1) 


I am a   with  and am hereby making a written application 
(Title or Position) (Agency)


to the head of the treatment facility for the admission ___ of ________________________ 
(Patient’s Full Name) (County) 


I believe that this person is mentally ill, developmentally disabled, chemically dependent or intoxicated in public, and is in danger of 
injuring self or others if not immediately detained. 


In the space provided below, please identify the specific reasons for the circumstances under which the person was taken into custody. 
You must include a statement with identifying information regarding any individuals who might be endangered if this person is not 
held. Please print and attach additional pages if necessary. 


Printed Name and Signature Title and Contact Information Date Time 
AM


PM


Consent of Head of Treatment Facility or Program 


I am the head of the  ___________ facility/program and 


____ consent / ____ do not consent to admit or hold ______ in this facility/program for 
 (Patient’s Full Name)


emergency care and treatment and an Examiner has provided a written statement in support of the hold. 


Printed Name and Signature Title Date Time 
AM


PM



https://www.revisor.mn.gov/statutes/cite/253B.051

https://www.revisor.mn.gov/statutes/cite/245.462

https://www.revisor.mn.gov/statutes/cite/253B.051

https://www.revisor.mn.gov/statutes/cite/253B.051





P a g e  | 2 ( R e v i s e d  2 / 2 0 2 1 )


Initial Assessment (M.S. 253B.06) 


Pursuant to M.S. 253B.06 (subd. 1), I hereby declare that I am a physician knowledgeable and trained in diagnosing of the patient’s 
mental health or developmental disability and have examined this person within 48 hours of hospitalization to this facility, and in my 
opinion there is an apparent need for care, treatment, and evaluation as a person with a mental illness or developmental disability. 
OR: 
Pursuant to M.S.253B.06 (subd. 2.), I hereby declare that this person has been examined within 48 hours according to procedures 
established by a physician or APRN and that I am a staff person knowledgeable and trained in the diagnosis of the alleged disability 
and in my opinion there is an apparent need of admission as a chemically dependent person. 


(The Examiner’s statement must be filled out when using this form as a Peace or Health Officer Authority or Examiner’s Hold Order) 


Printed Name and Signature Title Date Time 
AM


PM


Examiner’s Statement (M.S. 253B.051 subd. 1) 


I am a licensed physician, mental health professional as defined in section 245.462, subd 18, clauses 1 to 6, licensed physician assistant, 
or an APRN working in the ER of a hospital that has a process for credentialing and recredentialing any APRN acting as an examiner in 
an ER, and am knowledgeable, trained and practicing in the diagnosis and treatment of the alleged impairment. 


On the ________ day of _____________ , 20 ____ , I examined _________________________________________________ and I am 
of the opinion that he/she is mentally ill/chemically dependent/developmentally disabled and is in danger of causing injury to self or 
others if not immediately detained, and that a court order cannot be obtained in time to prevent such anticipated injury. If danger to 
specific individual(s) is the basis for the emergency hold, the statement must identify the individual(s), to the extent practicable. 


The reasons for my opinion are as follows (reasons must include observations of behavior, avoid conclusory language and be specific 
enough to provide an adequate record for review): 


Printed Name and Signature Title Date Time 
AM


PM


If you ask, we will give you this information in another form, 
such as Braille, large print or audiotape. 


Facility Name 


Patient Name 


Birthdate 


EMERGENCY HOLD ORDER 
(Minnesota Statutes 253B.051 and 253B.06) 



https://www.revisor.mn.gov/statutes/cite/253B.06

https://www.revisor.mn.gov/statutes/cite/253B.06

https://www.revisor.mn.gov/statutes/cite/253B.06

https://www.revisor.mn.gov/statutes/2016/cite/253B.05

https://www.revisor.mn.gov/statutes/2017/cite/245.462



		Title or Position: 

		Agency: 

		County: 

		Title and Contact Information: 

		AM: Off

		PM: Off

		Title: 

		AM_2: Off

		PM_2: Off

		Title_2: 

		AM_3: Off

		PM_3: Off

		Title_3: 

		AM_4: Off

		PM_4: Off

		Facility Name: 

		Time 3: 

		Time 4: 

		Facility/Program Name: 

		Consent: Off

		Do not consent: Off

		Day: 

		Month: 

		Year: 

		Patient's Full Name: 

		Reasons for my opinion are:: 

		Statement with identifying information: 

		Printed Name: 

		Printed Name_2: 

		Printed Name_4: 

		Printed Name_3: 

		Birthdate: 

		Date_2: 

		Date: 

		Time: 

		Date #4: 

		Date #3: 

		Time 2: 

		Date #2: 








 


New York State 
Form OMH 474A/476A (1/11) Office of Mental Health 


EMERGENCY or C.P.E.P.** EMERGENCY ADMISSION 
(Sections 9.41, 9.45, 9.55 and 9.57 Mental Hygiene Law) 


Custody/Transport of a Person 


Alleged To Be Mentally Ill To A Hospital Approved 


To Receive Emergency or C.P.E.P. Emergency Admissions 


Person’s Name (Last, First, M.I.) “C” No. 


...................................................................................................................................... 


Sex .............................................................................. Date of Birth ......................... 


Address ....................................................................................................................... 


I. § 9.41 Mental Hygiene Law Custody/Transport By Certain Peace Officers and Police Officers 


I, ____________________________________, a Peace Officer/Police Officer of _________________________________, 
(Name) (Department/Location) 


hereby acknowledge that I have taken into custody_________________________________________, who appears to be 
(Name of Person) 


mentally ill and is conducting him/herself in a manner which is likely to result in serious harm to him/herself or others.* 


A. I have removed or directed the removal of this person to _________________________________________________. 
(Name of §9.39 Hospital/C.P.E.P.**) 


OR 


B. I am temporarily detaining this person at _________________________________, a safe and comfortable place, 
(Location) 


pending examination or admission to _____________________________. I am notifying ____________________ 
(Name of §9.39 Hospital/C.P.E.P.**) (Director of Community Services) 


or __________________________of ___________________________________ or ________________________ 
(Health Officer) (City) (County) 


of this detention/removal. 


Signature of Peace Officer/Police Officer Title/Badge Number 
AM 


PMMo. Day Yr. Hr.  Min. 


II. § 9.45 Mental Hygiene Law Request By A Director of Community Services or Designee 


I, ______________________________, am the Director of Community Services for ________________________________. 
(Name) (City or County) 


I, ____________________________, am the designee of the Director of Community Services for _____________________. 
(Name) (City or County) 


It has been reported to me that ___________________________, has a mental illness for which immediate care and treatment 
(Name of Person) 


in a hospital is appropriate and which is likely to result in serious harm to him/herself or others.* 


This information has been reported to me by ___________________________, who is: 
(Name) 


• a licensed physician • a police officer • the adult sibling of the person 


• a licensed psychologist, • a peace officer with  • the committee or legal guardian 


registered professional nurse, appropriate special duties of the person 


or licensed social worker currently responsible • the spouse of the person • the supportive case manager 


for providing treatment services to the person • the child of the person of the person*** 


• a health officer • the parent of the person • the intensive case manager 


of the person*** 


I hereby direct, under section 9.45 of the Mental Hygiene Law, that peace/police officers of _______________________________ 
(Department/Location) 


take this person into custody and transport him/her to _________________________________. 
(Name of §9.39 Hospital/C.P.E.P**) 


OR 


I hereby request, under section 9.45 of the Mental Hygiene Law, that ___________________________ transport this person to 
(Name of Ambulance Service) 


___________________________. 
(Name of §9.39 Hospital/C.P.E.P**) 


Signature of Director of Community Services or Designee 
AM 


PM
Mo. Day Yr. Hr.  Min. 


*“Likely to result in serious harm” means: (a) a substantial risk of physical harm to the person as manifested by threats of or attempts at suicide or serious bodily harm or other conduct demonstrating 


that the person is dangerous to himself or herself (“other conduct” shall include the person’s refusal or inability to meet his or her essential need for food, shelter, clothing, or health care, provided that 
such refusal or inability is likely to result in serious harm if there is not immediate hospitalization), or (b) a substantial risk of physical harm to other persons as manifested by homicidal or other violent 


behavior by which others are placed in reasonable fear of serious physical harm. 


**A hospital approved by the Commissioner of OMH, under MHL Section 9.39, as maintaining adequate staff and facilities for admitting patients on an emergency basis, or, a C.P.E.P. licensed by OMH 


to provide psychiatric emergency services to patients admitted under MHL Section 9.40. 


***Includes a supportive or intensive case manager who meets the applicable qualifications established by OMH, and who has been assigned to a person by a case management program which has 


been approved by the Office of Mental Health for the purpose of reporting under this section (MHL§9.45). 







Form OMH 474A/476A (1/11) 


Custody/Transport Of A Person 


Alleged to be Mentally Ill To A Hospital 


Approved to Receive Emergency Admissions 


Name (Last, First, M.I.) 


III. § 9.55 Mental Hygiene Law Request By A Qualified Psychiatrist 


I, ____________________________________, M.D., a qualified psychiatrist*, am supervising or providing treatment 


for ________________________ at _______________________, a facility licensed or operated by the Office of Mental 
(Name of Person) (Name of Facility) 


Health which does not have an inpatient psychiatric service. I have examined this person and am of the opinion that s/he 


appears to have a mental illness for which immediate observation, care and treatment in a hospital is appropriate and which is 


likely to result in serious harm to him/herself or others.** 


I hereby direct, under section 9.55 of the Mental Hygiene Law, that peace/police officers of _________________________. 
(Department/Location) 


take into custody and transport this person to _______________________________. 
(Name of §9.39 Hospital/ CPEP***) 


–OR– 


I hereby request, under section 9.55 of the Mental Hygiene Law, that______________________________ transport this person 
(Name of Ambulance Service) 


to _______________________________________. 
(Name of §9.39 Hospital/ CPEP***) 


Signature of Psychiatrist 
AM 


PMMo. Day Yr. Hr.  Min. 


IV. § 9.57 Mental Hygiene Law Request By An Emergency Room Physician 


I, ________________________________, M.D., am an emergency room physician or provide emergency medical services at 


__________________________________, a general hospital which does not have an inpatient psychiatric service. 
(Name of Hospital) 


–OR– 


I, ________________________________, M.D., am a physician at ________________________________. 
(Name of C.P.E.P.***) 


It is my opinion, based on examination of ____________________________, that s/he appears to have a mental illness for 
(Name of Person) 


which immediate care and treatment in a hospital is appropriate and which is likely to result in serious harm to him/herself or 


others.** 


I hereby request that the hospital program director, or the director’s designee, direct the removal of such person to 


a hospital approved by the Commissioner of OMH under MHL Section 9.39 or to a comprehensive psychiatric emergency 


program. 


Signature of Physician Examiner 
AM 


PM
Mo. Day Yr. Hr.  Min. 


Based on the above request, I hereby direct under section 9.57 of the Mental Hygiene Law that peace/police officers of 


________________________________ take into custody and transport this person to _______________________________. 
(Department/Location) (Name of §9.39 Hospital/ CPEP***) 


–OR– 


Based on the above request, I hereby request under section 9.57 of the Mental Hygiene Law that ________________ 
(Name of Ambulance Service) 


transport this person to ____________________________. 
(Name of §9.39 Hospital/ CPEP***) 


Signature of Hospital Director/Designee 
AM 


PM
Mo. Day Yr. Hr.  Min. 


* A qualified psychiatrist means a physician licensed to practice medicine in NY state, who: is a diplomate of the American Board of Psychiatry and Neurology or is eligible to be certified by that Board, or 
who is certified by the American Osteopathic Board of Neurology and Psychiatry or is eligible to be certified by that Board. 


** “Likely to result in serious harm” means: (a) a substantial risk of physical harm to the person as manifested by threats of or attempts at suicide or serious bodily harm or other conduct demonstrating 
that the person is dangerous to himself or herself (“other conduct” shall include the person’s refusal or inability to meet his or her essential need for food, shelter, clothing, or health care, provided that 
such refusal or inability is likely to result in serious harm if there is not immediate hospitalization), or (b) a substantial risk of physical harm to other persons as manifested by homicidal or other violent 
behavior by which others are placed in reasonable fear of serious physical harm. 


*** A hospital approved by the Commissioner of OMH, under MHL Section 9.39, as maintaining adequate staff and facilities for admitting patients on an emergancy basis, or a CPEP licensed by OMH to 
provide psychiatric emergency services to patients admitted under MHL section 9.40. 








         


  


    


                           
                    
                           


            
                         


                          
                      


                         
  


                            
      


                          
           


           
          
         
       
       


                                
              


                                
                   


                            
                                


                         
           


        


             


              
    


                                               


                 
         


   
     


      


 


                  


        Form OMH 474 (12-09) NYS Office of Mental Health 


Patient’s Name (Last, First, M.I.) “C” No. 


........................................................................................................ 
EMERGENCY  ADMISSION 


Section 9.39 Mental Hygiene Law Sex………………………………………Date of Birth……………... 


Facility Name Unit/Ward No. 


I. General Provisions for Emergency Admission 


A. In order for a person to be admitted to a hospital according to Section 9.39 of the Mental Hygiene Law, all the following requirements must be met: 
1. The hospital must be approved by the Commissioner of Mental Health to receive and retain patients according to this Section; 
2. The person must be alleged to have a mental illness for which immediate observation, care, and treatment in a hospital is appropriate and which is likely to result 


in serious harm to himself or herself or others. “Likelihood to result in serious harm” means: 
- a substantial risk of physical harm to the person as manifested by threats of or attempts at suicide or serious bodily harm or other conduct demonstrating that the 
person is dangerous to himself or herself (“other conduct” shall include the person’s refusal or inability to meet his or her essential need for food, shelter, 
clothing, or health care, provided that such refusal or inability is likely to result in serious harm if there is not immediate hospitalization), or 


- a substantial risk of physical harm to other persons as manifested by homicidal or other violent behavior by which others are placed in reasonable fear of serious 
physical harm. 


3. A staff physician of the admitting hospital must examine the person and find that the person meets the standard for admission under this Section. The physician 
then completes this Form, OMH 474, Emergency Admission. 


B. A person who is alleged or appears to be mentally ill may be taken into custody, transported, or removed to a hospital approved to accept emergency admissions, 
according to the following sections of the Mental Hygiene Law: 


- Section 9.41- Powers of Certain Peace Officers and Police Officers, Form OMH 474A/476A, I 
- Section 9.43- Powers of Courts- Form OMH 465, Civil Order for Removal to Hospital 
- Section 9.45- Powers of Directors of Community Services, Form OMH 474A/476A, II 
- Section 9.55- Powers of Qualified Psychiatrists, Form OMH 474A/476A, III 
- Section 9.57- Powers of Emergency Room Physicians, Form OMH 474A/476A, IV 


C. On admission, the person will be given a written notice of status and rights as a patient admitted according to MHL Section 9.39. This notice will also be given to the 
Mental Hygiene Legal Service and up to three other persons designated by the person admitted. 


If a person admitted according to this Section is to be retained in the hospital for more than 48 hours, another physician, who is a member of the psychiatric staff of 
the hospital, must examine the person and confirm the admitting physician’s findings by completing page 2 of this form (OMH 474). 


Within 15 days of admission, if it is determined that the person is not in need of involuntary care and treatment, s/he shall be discharged unless s/he is suitable and 
agrees to remain as a voluntary or informal patient. If the person is in need of continued inpatient care and treatment, and is not suitable or will not agree to remain 
as a voluntary or informal patient, s/he may be retained beyond 15 days only by completion of an application and two medical examinations as required for 
admission according to MHL Section 9.27- Involuntary Admission on Medical Certification. 


II. Record of Admission 
A. The above-named person was brought to this hospital by: 


Name 


Title/Badge No. (as appropriate) Address Phone 


Relationship to Person Address of Person Time of arrival A.M. 
at hospital: 


df Month Day Year Hour Minute P.M. 


B. Circumstances which led to the person being brought to this hospital: (If applicable) Person was taken into custody, transported, or 
removed to this hospital in accordance with MHL Section _____. 


C. I HAVE EXAMINED THE ABOVE-NAMED PERSON PRIOR TO ADMISSION AND FIND THERE IS REASONABLE CAUSE TO 
BELIEVE THAT THE PERSON HAS A MENTAL ILLNESS FOR WHICH IMMEDIATE OBSERVATION, CARE AND TREATMENT IN A 
MENTAL HOSPITAL IS APPROPRIATE AND WHICH IS LIKELY TO RESULT IN SERIOUS HARM TO HIMSELF OR HERSELF OR 
OTHERS. 


Admitting Physician’s Signature: A.M. 


P.M. Month Day Year Hour Minute 







 
 
 
 
 
 
 


 
  


  


 


 


    


    


 


                        
 


  
 
 
 
 


  


 
 


                          
                                                                                      
 
 
      
        
         
              
      
 
 
  


   
                                                                                                                                                                                                                 


                                                                                           
 


                                        


                                                                                                                                                                                 Form OMH 474 (12-09) page 2 NYS Office of Mental 


EMERGENCY ADMISSION 
Section 9.39 Mental Hygiene Law 


Patient’s Name (Last, First, M.I.) “C” No. 


III. Examination to Confirm Need for Extension of Emergency Admission Beyond 48 Hours


A. Pertinent and Significant Factors in Patient’s Medical and Psychiatric History:


B. Physical Condition (including any special test reports):


C. Mental Condition:  The conduct of the patient (including statements made to me by others) has been:


D. The patient shows the following psychiatric signs and symptoms:


E. Does the patient show a tendency to cause serious harm to him/herself? Yes     No  to others? Yes     No 


If yes, explain: 


F. Mental diagnosis (If determined):


A.M. 


IV. Staff Psychiatrist’s Confirmation:


I have personally observed and examined ____________________________ 
on: (Patient’s Name) Month   Day   Year   Hour Minute P.M.


Based on such examination and the case history, I hereby confirm that there is reasonable cause to believe that the patient 
has a mental illness for with immediate care and treatment in a hospital is appropriate and which is likely to result in serious 
harm to himself or herself or others. The facts stated and information contained herein are true to the best of my knowledge 
and belief. 


I am on the psychiatric staff of _________________________________ Hospital. _______________________________________ 
(Signature) 



Flavio Casoy

Cross-Out





		AM: Off

		PM: Off

		Admitting Physicians Signature: 

		AM_2: Off

		PM_2: Off

		AM_3: Off

		PM_3: 

		Sex of patient: 

		Date of birth of patient_af_date: 

		Facility Name: 

		Unit/Ward Number: 

		Name of person that brought patient to hospital: 

		Title/Badge Number: 

		Phone number of person who brought patient to hospital: 

		Relationship to person brought to hospital: 

		Address of person who brought patient to hospital: 

		Month of the day arrived at hospital: 

		day arrived at hospital: 

		Address of person: 

		Year of the day arrived at hospital: 

		Hour of the day arrived at hospital: 

		Minute of the day arrived at hospital: 

		MHL Section: 

		Circumstnaces which led to the person being brought to the hospital: 

		Month of admitting physicians signature: 

		Day of admitting physicians signature: 

		Year of admitting physicians signature: 

		Hour of admitting physicians signature: 

		Minute of admitting physicians signature: 

		Patients Name Last First MI: 

		C number: 

		Pertinent and significant factors in patients medical and psychiatric history: 

		Physical Condition including any special test reportsRow1: 

		Mental Condition, The conduct of the patient including statements made to me by others: 

		The patient shows the following psychiatric signs and symptoms: 

		Yes the patient show a tendency to cause serious harm to him or herself: Off

		No the patient does not show a tendency to cause serious harm to him or herself: Off

		Yes the patient show a tendency to cause serious harm to others: Off

		No the patient does not show a tendency to cause serious harm to others: Off

		Explain how the patient shows a tendency to cause harm to him or herself: 

		Mental diagnosis if determined: 

		Patients Name: 

		Observed patient on this day: 

		Observed patient on this year: 

		Observed patient on this month: 

		Observed patient at this hour: 

		Observed patient at this minute: 

		Hospital staffed at: 








New York State 
Form OMH 471B (7/09) OFFICE OF MENTAL HEALTH 


REQUEST BY AN EXAMINING PHYSICIAN TO TAKE INTO 
CUSTODY/TRANSPORT A MENTALLY ILL PERSON 


(SECTION 9.27 (i) MENTAL HYGIENE LAW) 


PART A REQUEST FOR CUSTODY AND TRANSPORTATION OF A MENTALLY ILL PERSON BY 
A PEACE OFFICER OR A POLICE OFFICER 


Pursuant to the authority granted me under Section 9.27 (i) of the Mental Hygiene Law, 


I, ____________________________________ M.D., hereby request ________________________________________________________ 
(Name of Examining Physician) (Name & Badge # of Peace/Police Officer) 


to take _________________________________________________________________________ into custody and transport this person to 
(Name of Person) 


________________________________________________________________________________________________________________. 
(Name and Address of Hospital) 


I have examined this person and have certified that he/she is mentally ill and in need of involuntary hospitalization. This person has also 
been certified as mentally ill by another examining physician and an application for admission has been completed. 


_______________________________________________ M.D. _____________________ ____________________ 
(Signature) (Time) (Date) 


_______________________________________________________________________________________________________ 
(Location/Address) 


PART B REQUEST FOR TRANSPORTATION OF A MENTALLY ILL PERSON BY AN AMBULANCE 
SERVICE 


I, ____________________________________ M.D., hereby request ___________________________________________________________ 
(Name of Examining Physician) (Name of Ambulance Service) 


is hereby authorized under Section 9.27 (i) Mental Hygiene Law to transport ______________________________________________________ 
(Name of Person) 


to: ________________________________________________________________________________________________________________. 
(Name and Address of Hospital) 


I have examined this person and have certified that he/she is mentally ill and in need of involuntary hospitalization. This person has also 
been certified as mentally ill by another examining physician and an application for admission has been completed. 


_______________________________________________ M.D. _____________________ ____________________ 
(Signature) (Time) (Date) 


_______________________________________________________________________________________________________ 
(Location/Address) 






STATE OF NEW JERSEY
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DEPARTMENT OF HUMAN SERVICES


DIVISION OF MENTAL HEALTH SERVICES


SCREENING OUTREACH


REQUEST FOR POLICE TRANSPORT AND SUPERVISION


PURSUANT TO N.J.S.A. 30:4-27.6b.*


I am a New Jersey Certified Mental Health Screener and an employee of 

_________________________________________________ 

(Designated Screening Service for _____________County) 

I certify that I have made an outreach visit and based on that visit I believe  

 _____________________________ is in need of involuntary commitment, that is, that s/he is dangerous to self, others, or property because of a mental illness and is unwilling to go to the screening service on his or her own.  (The transport is to a screening service for further assessment by a physician and disposition, which may include civil commitment.)

Therefore, I request that ____________________________________ Police Department 

Transport ______________________________________to  the Designated Screening Service 

located at  __________________________________________________________


for a complete assessment.




















_________________________________________






Signature of Screener




















_________________________________________






Printed Name of Screener




















Date_______________________ Time __________am/pm


* N.J.S.A. 30:4-27.6 (b)  “A State or local law enforcement officer shall take custody of a person and take the person immediately and directly to a screening service if: (b) A mental health screener has certified on a form prescribed the division that based on a screening outreach visit the person is in need of involuntary commitment and has requested the person be taken to the screening service for a complete assessment…The involvement of the law enforcement authority shall continue at the screening center as long as necessary to protect the safety of the person in custody and the safety of the community from which the person was taken.”





Form OMH 476 (1-06) State of New York 
OFFICE OF MENTAL HEALTH 


C.P.E.P. EMERGENCY ADMISSION 
Section 9.40 Mental Hygiene law 


Patient’s Name (Last, First, M.I.) “C” No:


 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 


Sex: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Date of Birth: . . . . . . . . . . . . . . . . . . . 


Facility Name: . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 


I. General Provisions for Emergency Admission to a Comprehensive Psychiatric Emergency Program (C.P.E.P.) 
A. In order for a person to be admitted to a C.P.E.P. according to section 9.40 of the Mental Hygiene Law, all the following requirements must be met: 


1. The C.P.E.P. must be licensed by the Office of Mental Health to provide psychiatric emergency services to patients admitted under this Section. 
2. The person must be alleged to have a mental illness for which immediate observation, care, and treatment in a C.P.E.P. is appropriate and which 


is likely to result in serious harm to the person or others. “Likely to result in serious harm” means: 
-a substantial risk of physical harm to the person as manifested by threats of or attempts at suicide or serious bodily harm or other conduct demon 
starting that the person is dangerous to himself or herself (“other conduct” shall include the person’s refusal or inability to meet his or her essential 
need for food, shelter, clothing, or health care, provided that such refusal or inability is likely to result in serious harm if there is not immediate 
hospitalization), or 


-a substantial risk of physical harm to other persons as manifested by homicidal or other violent behavior by which others are placed in reasonable 
fear of serious physical harm. 


3. A staff physician of the admitting C.P.E.P must examine the person and find that the person meets the standard for admission under this Section. The 
admitting physician then completes this Form, OMH 476, C.P.E.P. Emergency Admission. 


B. Specific authority for taking into custody and transporting or removing a person, who is alleged or appears to be mentally ill, to a C.P.E.P. for emergency 
admission is contained in the following sections of the Mental Hygiene Law: 


-Section 9.41 - Powers of Certain Peace Officers and Police Officers, Form OMH 474A/476A, I 
-Section 9.43 - Powers of Courts - Form OMH 465, Civil Order for Removal to Hospital 
-Section 9.45 - Powers of Directors of Community Services, Form OMH 474A/476A, II 
-Section 9.55 - Powers of Qualified Psychiatrists, Form OMH 474A/476A, III 
-Section 9.57 - Powers of Emergency Room or C.P.E.P. Physicians, Form OMH 474A/476A, IV 


C. The person must be examined by a staff physician of the C.P.E.P. as soon as practicable, and in any event no later than six hours after being received 
in the C.P.E.P. emergency room. If the physician determines that the person may have a mental illness for which immediate observation, care and 
treatment in a C.P.E.P. is appropriate, and which is likely to result in serious harm to the person or others, the person may be admitted to the C.P.E.P. 


On admission, the person will be given a written notice of status and rights as a patient admitted according to MHL Section 9.40. This notice will also be 
given to the Mental Hygiene Legal Service and up to three other persons designated by the person admitted. 


If a person admitted according to this Section is to be retained for more than 24 hours after being received in the C.P.E.P. emergency room, another 
physician, who is a member of the psychiatric staff of the C.P.E.P., must examine the person and confirm the admitting physician’s findings by 
completing page 2 of this form (OMH 476) and the person must be moved to an extended observation bed. 


Within 72 hours of being received in the C.P.E.P. emergency room, if it is determined that the person is not in need of involuntary care and treatment, 
s/he shall be discharged unless s/he is suitable and agrees to be admitted to an appropriate hospital as a voluntary or informal patient. If it is deter-
mined that the person is likely to continue meeting the requirements for the C.P.E.P. emergency admission beyond the 72 hour period, the person shall 
be evaluated at and, if appropriate, admitted to a psychiatric hospital authorized to receive patients pursuant to MHL Section 9.39 - Emergency 
Admissions. If the person is determined to no longer meet the requirements for C.P.E.P. emergency admission, but the person is in need of continued 
inpatient care and treatment, and is not suitable or will not agree to be hospitalized as a voluntary patient, s/he may be admitted to an appropriate 
hospital as an involuntary patient by completion of an application and two medical examinations as required for admission according to MHL Section 
9.27 - Involuntary Admission on Medical Certification. 


II. Record of Admission Name 
A. The above-named person was brought to this C.P.E.P. by: 


Title/Badge No. (as appropriate) Address Phone 


Relationship to Person Address of person 
Time of arrival 
at hospital: 


A.M. 
P.M. 


MONTH DAY YEAR HOUR MINUTE 


B. Circumstances Which Led to the Person Being Brought to this C.P.E.P.:  (If applicable) Person was taken into custody, transported, or  
removed to this C.P.E.P. in accordance with MHL Section ____. 


C. I HAVE EXAMINED THE ABOVE-NAMED PERSON PRIOR TO ADMISSION AND HAVE DETERMINED THAT THE PERSON MAY HAVE A MENTAL 
ILLNESS FOR WHICH IMMEDIATE OBSERVATION, CARE AND TREATMENT IN A C.P.E.P. IS APPROPRIATE, AND WHICH IS LIKELY TO RESULT 
IN SERIOUS HARM TO HIMSELF OR OTHERS. 
Physician’s Signature A.M. 


P.M. 
MONTH DAY YEAR HOUR MINUTE 







  


Form OMH 476 (1-06) page 2 State of New York 
OFFICE OF MENTAL HEALTH 


Patient’s Name (Last, First, M.I.) “C” No: C.P.E.P. EMERGENCY ADMISSION 
Section 9.40 Mental Hygiene law 


III. Examinations to Confirm Need for Retention Beyond 24 Hours in an Extended Observation Bed 
INSTRUCTIONS: To be completed by a physician, other than the admitting physician, who is a member of the psychiatric staff within 24 hours after the 
patient is received in the C.P.E.P. emergency room. Please note: no patient may be retained in the C.P.E.P. for more than 24 hours without being moved 
to an extended observation bed. 


A. Pertinent and Significant Factors in Patient’s Medical and Psychiatric History: 


B. Physical Condition (Including any special test reports): 


C. Mental Condition: The conduct of the patient (including statements made to me by others) has been: 


D. The patient shows the following psychiatric signs and symptoms: 


E. Does the patient show a tendency to cause serious harm to him/herself? Yes No to others? Yes No 


If yes, explain: 


F. Mental diagnosis (if determined): 


IV. Psychiatrist’s Confirmation 


A.M. 
P.M. I have personally observed and examined _______________________________ on: MONTH DAY YEAR HOUR MINUTE 


(Patient’s Name) 


Based on such examination and the case history, I hereby confirm that the patient may have a mental illness for which immedi-
ate care and treatment in a C.P.E.P. extended observation bed is appropriate, and which is likely to result in serious harm to the 
patient or others. The facts stated and information contained herein are true to the best of my knowledge and belief. 


I am on the psychiatric staff of _________________________________ C.P.E.P. ______________________________________ 
(Signature of Psychiatrist) 
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APPLICATION FOR 
INVOLUNTARY EMERGENCY EXAMINATION 


AND TREATMENT 
Mental Health Procedures Act of 1976 


Section 302 
(THE BLANKS BELOW MAY BE COMPLETED FOLLOWING ADMISSION.) 


NAME Last First Middle DOB SEX 


ADDRESS GENDER IDENTITY 


County of Residence Race Ethnicity 


NAME OF FACILITY ADMISSION DATE ADMISSION NUMBER 


The completing of this form is a governmental action and statements made in the furtherance of this process are subject to the 


penalties set forth at 18 Pa.C.S. § 4904 relating to unsworn falsification to authorities. 


INSTRUCTIONS 
1. Part I must be completed by the person who is attesting that the individual meets the


standard in the Mental Health Procedures Act of 1976 Section 302 for an involuntary
examination due to the presence of an imminent threat to self or others, specifically due to
symptoms of a mental illness.


2. If a warrant for involuntary evaluation is being sought by any party other than a physician,
police officer, or individual designated by the County Mental Health Administrator, please
contact the County Mental Health Administrator in the county where the individual in need
of services is located.


3. After a warrant is executed and the individual is taken to an examination location, the rights
described in Form MH783-A must be explained. Part IV shall be signed by the person who
explains these rights to the individual who is the subject of the warrant.


4. Part V is to be completed by the Physician, Police Officer, County Administrator or
Delegate.


5. Part VI is to be completed by the examining physician(s).


6. If the individual being evaluated is subject to criminal proceedings, please note the
arresting entity and any conditions present below.



alecarroll

Inserted Text
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IMPORTANT NOTICE 
Part I 


APPLICATION 


I attest that the statements below are made subject to the penalties set forth at 18 Pa.C.S. § 4904 relating to 
unsworn falsification to authorities and that I am legally liable, criminally and civilly, for any untrue 
statements made as part of this governmental process.  


________________________________________________________________ 
Signature of the individual providing information   date 


I believe that ____________________________________________________________ 
PERSON'S NAME 


poses a clear and present danger of harm to themself or others due specifically to the severity of  
symptoms resulting from what I conclude to be mental illness. (Check and complete all that apply for this patient) 


The specific actions that I have witnessed that demonstrate the legal standard for an involuntary evaluation has been 
met which I attest to having personally witnessed, include:  


Clear and present danger to others shall be shown by establishing that within the past 30 days the 
person has inflicted or attempted to inflict serious bodily harm on another and that there is 
reasonable probability that such conduct will be repeated. A clear and present danger of harm to 
others may be demonstrated by proof that the person has made threats of harm and has 
committed acts in furtherance of the threat to commit harm; or 


Clear and present danger to themself shall be shown by establishing that within the past 30 days; 


(i) the person has acted in such manner as to evidence that they would be unable, without care,
supervision and the continued assistance of others, to satisfy the person’s need for
nourishment, personal or medical care, shelter, or self-protection and safety, and that there is
reasonable probability that death, serious bodily injury or serious physical debilitation would
ensue within 30 days unless adequate treatment were afforded under the act; or


(ii) the person has attempted suicide and that there is reasonable probability of suicide unless
adequate treatment is afforded under this act. For the purpose of this subsection, a clear and
present danger may be demonstrated by evidence showing that the person has made threats
to commit suicide and has committed acts which are in furtherance of the threat to commit
suicide; or


(iii) the person has substantially mutilated themself or attempted to substantially mutilate themself
and that there is the reasonable probability of mutilation unless appropriate treatment is
afforded under this act. For the purposes of this subsection, a clear and present danger shall
be established by evidence showing that the person has made threats to commit mutilation
and has committed acts which are in furtherance of the threat to commit mutilation.
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Describe in detail the specific behavior and actions that in your judgment are attributable to the individual’s mental illness that 
have occurred within the last 30 days, which support your assessment (include location, date/time whenever possible, and state 
who observed specific behaviors):  


By providing this statement, I understand that I may be required to testify at a court hearing 
concerning the information that I have provided.  


To your knowledge, has a mental health professional, such as a therapist or members of a mobile crisis 
team, engaged with this individual in the last 30 days?  


 Yes


 No


 Unknown


To your knowledge, has any professional spoken to the individual for whom a warrant is sought about 
seeking voluntary mental health treatment? 


 Yes


 No


 Unknown


If yes, please provide any information known about the response or outcome of that engagement below. 
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I hereby request that the County Administrator issue a warrant authorizing involuntary transportation, 
evaluation, and possible treatment.


      SIGNATURE OF APPLICANT           DATE & TIME 


        PRINT NAME AND ADDRESS OF APPLICANT    TELEPHONE NO. 


Warrant Requested: Based on the information I provided above, in my judgment, 
       INDIVIDUAL'S NAME 


meets the criteria for an involuntary evaluation based on observed evidence of mental illness as outlined in 
Section 302 of the Mental Health Procedures Act. 
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PART II 
Authorization for Transportation to an Approved Facility for Examination 


Without a Warrant 
(Under MHPA Section 302(a)(2), 50 P.S. § 7302(a)(2)) 


The County Mental Health Administrator or their delegates, Police Officers, and Physicians may 
cause an involuntary mental health evaluation to occur based on their interaction with the individual, 
without the formal execution of a 302 warrant. 


Execution of an involuntary evaluation without a warrant requires one of the above-listed 
professionals to have directly observed the individual. When a 302 evaluation occurs based on 
professional judgment, this form shall be completed to document when the individual arrived at the 
evaluation location.  


When ambulance transport is required, please reach out to the county mental health administrator 
or their delegate to inform them that the evaluation without warrant authority is being exercised. 
Depending on the individual’s insurance, the county may be responsible to cover the cost of 
transportation, and therefore should be notified as soon as possible.  


To be completed by the delegate, physician or police officer causing an individual to be 
transported and evaluated without a warrant issued by the County Mental Health Administrator: 


I affirm that having observed the conduct of ___________________________________, I determined that 
      INDIVIDUAL’S NAME


the individual’s actions meet the immanency standard for the possibility of harm to self or others due to 
the severity of their behaviors evidencing mental illness as required for an involuntary evaluation within 
Section 302 of the Mental Health Procedures Act.  


 PROFESSIONAL NAME & ROLE         DATE & TIME 
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PART III 
Warrant 


This form serves as the official response to the warrant request form competed in Part I. The County Mental 
Health Administrator or their delegate shall complete Part II.  
(Check A or B) 


A. Based upon representations made to me by
NAME OF APPLICANT 


I hereby order that 
NAME OF INDIVIDUAL 


shall be taken to 


an emergency provider of mental health services at 
    FACILITY NAME/ TYPE 


for the purpose of an involuntary examination and potential treatment under the authority 


provided in Section 302 of the Mental Health Procedures Act. The total length of time that the 


302 warrant remains valid to detain the individual for purposes of examination cannot exceed 


120 hours.  The commencement of the 120-hour warrant detention period begins at the time 


that the individual arrives at the facility for purposes of conducting the mental health 


examination.  


  SIGNATURE OF COUNTY MENTAL HEALTH ADMINISTRATOR, OR THEIR OFFICIAL DELEGATE         DATE & TIME 


          PRINT NAME OF COUNTY MENTAL HEALTH ADMINISTRATOR, OR THEIR OFFICIAL DELEGATE 


DENIAL OF WARRANT 


B. The request of the petitioner for a warrant is denied due to:
 


        SIGNATURE OF SIGNATURE OF COUNTY MENTAL HEALTH ADMINISTRATOR, OR THEIR OFFICIAL DELEGATE                 DATE & TIME
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Part IV 
THE PATIENT’S RIGHTS 


I affirm that when the patient arrived at 
        NAME OF FACILITY 


I met with them to explain their rights to them. These rights are described in Form MH 783-A. 


I asked the individual if they understood their rights, and the response provided was, (please check the 
appropriate response):  


 Acknowledgement of their rights.


 No response.


 Combative.


 Confused/Did not seem to understand their rights or my question.


SIGNATURE OF PERSON EXPLAINING RIGHT DATE & TIME 


PRINT NAME AND TITLE OF PERSON EXPLAINING RIGHTS  
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PART V 
ACTIONS TAKEN TO PROTECT THE PATIENT’S INTEREST 


I affirm that to the best of my knowledge and belief the following actions were taken, which constitute the reasonable 
and necessary steps to assure that while the individual is detained for emergency examination and treatment, the health and 
safety needs of their known dependents are met and that the individual’s personal property and the premises they occupy are 
secure. 


Describe the actions taken below. Use additional sheets if required. 


             SIGNATURE            DATE & TIME 


         PRINT NAME & ROLE 
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Part VI 
PHYSICIAN’S EXAMINATION 


Patient Name (please print)  ___________________________________________________ 


I affirm that the above-named person arrived at this facility at: 
   DATE & TIME 


__________________________________________________________________________ 
SIGNATURE OF THE  FACILITY REPRESENTATIVE 


I affirm that the above-named person was initially examined WITHIN 2-HOURS OF ARRIVAL, specifically at: 


          DATE & TIME


SIGNATURE OF PHYSICIAN 


TO BE COMPLETED IF THE PHYSICIAN WAS NOT ABLE TO COMPLETE A MENTAL HEALTH EXAMINATION OF THE 
INDIVIDUAL WITHIN THE FIRST TWO-HOURS OF ARRIVAL AT THE FACILITY: 


If the individual could not participate in the evaluation due to serious medical complications, including being incoherent due to 
substance use, please indicate when the individual was re-evaluated to determine whether the person met involuntary treatment 
criteria due to mental illness.  


         SIGNATURE OF PHYSICIAN          DATE & TIME 


TO BE COMPLETED BY THE PHYSICIAN WHO COMPLETED THE EXAMINATION: 


RESULTS OF EXAMINATION 
FINDINGS: (Describe the mental health examination findings in detail. Use additional sheets if necessary). 


EVIDENCE THAT INDIVIDUAL PRESENTS IMMINENT RISK OF HARM TO SELF OR OTHERS THAT WARRANTS INVOLUNTARY TREATMENT: (Use additional sheets if 
necessary). 
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“INDIVIDUALIZED” TREATMENT NEEDED: (Describe the individualized recommended mental health treatment needed by the patient. Use additional sheets if necessary). 


Determination 
Based on professional medical training and the scope of practice within which I operate, I diagnose the individual subject to an 
involuntary examination to be: (Check A, B or C) 


A. The patient is severely mentally disabled and in need of involuntary treatment that shall be provided for the
duration of this warrant period.


B. The patient does not meet the statutory standard that requires imminency of harm to self or others explicitly
based on an individual’s mental illness to require involuntary treatment, and, as a result, the individual shall
be returned to a place which the individual reasonably designates.


C. The patient has voluntarily agreed to participate in mental health treatment utilizing the process outlined in
Section 201 of the Mental Health Procedures Act.


I attest that the above patient has been medically cleared following my conduct of a mental health examination for the 
purpose of a 302 assessment on:____________________________ 


 DATE & TIME


        SIGNATURE OF PHYSICIAN COMPLETING 302 ASSESSMENT


         PRINTED NAME OF PHYSICIAN                 TELEPHONE 





		Mental Health Procedures Act of 1976 Section 302

		INSTRUCTIONS

		IMPORTANT NOTICE

		APPLICATION

		Authorization for Transportation to an Approved Facility for Examination Without a Warrant



		DENIAL OF WARRANT

		THE PATIENT’S RIGHTS

		ACTIONS TAKEN TO PROTECT THE PATIENT’S INTEREST

		PHYSICIAN’S EXAMINATION

		RESULTS OF EXAMINATION





		NAME Last First Middle: 

		DOB: 

		SEX: 

		ADDRESS: 

		GENDER IDENTITY: 

		County of Residence: 

		Race: 

		Ethnicity: 

		NAME OF FACILITY: 

		ADMISSION DATE: 

		ADMISSION NUMBER: 

		team engaged with this individual in the last 30 days: Off

		seeking voluntary mental health treatment: Off

		DATE  TIME: 

		PRINT NAME AND ADDRESS OF APPLICANT: 

		TELEPHONE NO: 

		INDIVIDUALS NAME: 

		INDIVIDUALS NAME_2: 

		PROFESSIONAL NAME  ROLE: 

		DATE  TIME_2: 

		B: Off

		NAME OF APPLICANT: 

		NAME OF INDIVIDUAL: 

		FACILITY NAME TYPE: 

		DATE  TIME_3: 

		PRINT NAME OF COUNTY MENTAL HEALTH ADMINISTRATOR OR THEIR OFFICIAL DELEGATE: 

		1: 

		2: 

		3: 

		undefined_4: 

		DATE  TIME_4: 

		NAME OF FACILITY_2: 

		Acknowledgement of their rights: Off

		No response: Off

		Combative: Off

		ConfusedDid not seem to understand their rights or my question: Off

		DATE  TIME_5: 

		PRINT NAME AND TITLE OF PERSON EXPLAINING RIGHTS: 

		DATE  TIME_6: 

		PRINT NAME  ROLE: 

		Patient Name please print: 

		DATE  TIME_7: 

		DATE  TIME_8: 

		DATE  TIME_9: 

		DATE  TIME_10: 

		PRINTED NAME OF PHYSICIAN: 

		TELEPHONE: 

		Text1: 

		Date2_af_date: 

		Check Box7: Off

		Check Box8: Off

		Check Box9: Off

		Check Box10: Off

		Text11: 

		Text12: 

		Text13: 

		Text14: 

		Text15: 

		Text16: 

		Text17: 

		Text18: 

		Text19: 

		Text20: 

		Text21: 
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, referred to below as “person”, shall be Pursuant to Tenn. Code Ann. § 33-6-401, ___________________________
detained under Tenn. Code Ann. § 33-6-402 for immediate examination under Tenn. Code Ann. § 33-6-404 to  determine 
whether the person is subject to admission to a hospital or treatment resource under Tenn. Code Ann. 
§ 33-6-403 for emergency diagnosis, evaluation, and treatment under Title 33, Chapter 6, Part 4, Tenn. Code Ann.


I have reason to believe that the person identified above has a mental illness or serious emotional disturbance, AND  the 
person poses an imminent substantial likelihood of serious harm under Tenn. Code Ann. § 33-6-501 because of the 
mental illness or serious emotional disturbance, as evidenced by the following behavior by the person which I have 
observed or have reason to believe is true:  (Specifically, include behavior which shows threats or attempts at homicide, 
suicide, other bodily harm, or behavior placing others in reasonable fear of violent behavior, or which shows that the 
person is unable to avoid severe impairment or injury from specific risks.) 


Signature:Date:  ______________  _______________________________________ 


Printed Name:Time:  ______________    ___________________________________ 


PART 1 


   Complete Part 1 for  EMERGENCY DETENTION for immediate examination for emergency admission 


  Complete Part 2 for the 1st Certificate of Need for EMERGENCY INVOLUNTARY ADMISSION     


  Complete Part 3 for the 2nd Certificate of Need for EMERGENCY INVOLUNTARY ADMISSION      


EMERGENCY DETENTION  
FOR IMMEDIATE EXAMINATION FOR EMERGENCY ADMISSION 


I am a (check one): 


Law enforcement officer authorized to make arrest in Tennessee 
Licensed physician 
Licensed psychologist with health service provider designation 
Qualified Mental Health Professional (QMHP), as identified in Tenn. Code Ann. § 33-1-101 and found on 
page 2, section A of this form, designated by the TDMHSAS Commissioner as a mandatory  


  pre-screening agent 


Disposition (i.e. released, transferred, transported to CSU, admitted, etc.):   


Signature: Date:  ______________  _______________________________________ 


Printed Name:Time:  ______________    ___________________________________ 


STATE OF TENNESSEE DEPARTMENT OF MENTAL HEALTH AND SUBSTANCE ABUSE SERVICES 
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***BLANK PAGE*** 
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SIGNATURE OF EXAMINING PROFESSIONAL 
_


Time:


Check Here to RESCIND     
(requires a new examination) 
Date: ______________  ____________


___________________________________


PART 2  FIRST CERTIFICATE OF NEED 
     FOR EMERGENCY INVOLUNTARY ADMISSION 


UNDER TITLE 33, CHAPTER 6, PART 4, TENNESSEE CODE ANNOTATED 


, of the County of  ,  
            PRINT NAME OF EXAMINING PROFESSIONAL  


State of Tennessee, certify that I personally examined 


on ,   at 


PRINT NAME OF PERSON EXAMINED  


 AM PM
   DATE  YEAR    TIME 


A Please check (1), (2), or (3) as appropriate and check that the requirements outlined under that section were followed: 


(1) I am a Qualified Mental Health Professional (QMHP), as defined under Tenn. Code Ann. § 33-1-101(20) who has been
designated by the Tennessee Department of Mental Health and Substance Abuse Services (TDMHSAS) Commissioner as
a Mandatory  Pre-Screening Agent (MPA).*


*A TDMHSAS Commissioner-designated MPA must have mental health experience with children in order to complete a certificate of need on a child.


OR 
(2) I am not a TDMHSAS Commissioner-designated MPA and, I am a (check one of first two (2) boxes below and then
check the following two (2) boxes to confirm compliance with Tenn. Code Ann. § 33-6-105):


   AND


   AND 


Licensed physician, OR      


Licensed psychologist designated as a health service provider, 


I have completed this certificate because a mandatory pre-screening agent was not available  within 2 hours, 


I have consulted with the mental health crisis team in my area and have determined that all available less 
drastic alternatives to placement in a hospital or treatment resource are unsuitable to meet the needs of the 
person as indicated in Section B, # 4 below. 


I spoke with  ____________________________ (STAFF NAME)_____________________(TITLE/AGENCY). 


OR 


(3) Pursuant to T.C.A. § 33-6-426(b), I am admitting this patient on an involuntary basis for care and treatment with only
my assessment and this CON as the basis. I (admission only valid if all are checked and true):


        AND  


        AND 


        AND


Am a licensed physician and am board certified as a psychiatrist by the American Board of Psychiatry 
and Neurology


Am not related by blood, marriage, or adoption, or the legal guardian, conservator, or legal custodian 
of the person who is subject to this certificate,


Do not have an ownership interest in the private facility where the person is to be admitted, 


Am not employed or contracted with the admitting hospital or treatment resource. 


A Certificate of Need signed pursuant to T.C.A. § 33-6-426(b) is not applicable for admission to a state-owned or operated hos-
pital or treatment resource or a hospital or treatment resource that contracts with TDMHSAS.    


B In my professional opinion, based on the examination and the information provided, I certify that this person is subject to 
involuntary care and treatment under Title 33, Chapter 6, Part 4, Tennessee Code Annotated because, as shown by the  
following facts and reasoning, the person:  


1. has a mental illness or serious emotional disturbance as defined in Tenn. Code Ann. § 33-1-101(19) and (22),  list known
mental illness or serious emotional disturbance history and current signs/symptoms):  Mental illness is a psychiatric disorder,
alcohol dependence or drug dependence; does not include intellectual and/or developmental disabilities. Serious emotional dis-
turbance is a condition in a child who at any time during the past year has had a diagnosable mental, behavioral, or emotional
disorder of sufficient duration to meet psychiatric diagnostic criteria, that results in functional impairment which substantially
interferes with or limits the child’s role or functioning in  family, school, or community activities and includes any mental disorder,
regardless of whether it is of biological etiology.
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2. AND, poses an imminent substantial likelihood of serious harm under Tenn. Code Ann. § 33-6-501 because of the
mental illness or serious emotional disturbance (detail specific behavior substantiating this requirement):
A person “poses an imminent substantial likelihood of serious harm” IF AND ONLY IF the person:


        has threatened or attempted suicide or to inflict serious bodily harm on such person, or 
has threatened or attempted homicide or other violent behavior, or  
has placed others in reasonable fear of violent behavior and serious physical harm to them, or 
is unable to avoid severe impairment or injury from specific risks, AND  
there is a substantial likelihood that such harm will occur unless the person is placed under involuntary treatment.  


3. AND, needs care, training, or treatment because of the mental illness or serious emotional disturbance


(describe what makes care, training, or treatment necessary):


4. AND, all available less drastic alternatives to placement in a hospital or treatment resource are unsuitable to meet the


needs of the person (list alternatives considered and rationale for rejection of all alternatives):


B 


C Having certified that this person is subject to involuntary care and treatment under Title 33, Chapter 6, Part 4, 
Tennessee Code Annotated, I further certify that this patient: 


 May be transported to a TDMHSAS designated telehealth location for a second certificate of need (CON) examination; 
OR 
       Requires direct transportation to an admitting psychiatric facility for a second certificate of need (CON) examination; 
AND 


OR 


(1) May be transported to an admitting psychiatric facility or TDMHSAS designated telehealth location for second CON
examination pursuant to Tenn. Code Ann. § 33-6-901 by ambulance, secondary transportation agent designated by the
sheriff, an available friend, neighbor, mental health professional familiar with the individual, relative, or a member of  the
clergy because the patient does not require physical restraint or vehicle security AND does not pose a reasonable risk of
danger to the patient’s self or others for purposes of transport;


(2) Must be transported to an admitting facility or TDMHSAS designated telehealth location for second CON evaluation
by sheriff or secondary transportation agent designated by the sheriff pursuant to Tenn. Code Ann. § 33-6-901(d)
because the patient poses a reasonable risk of danger to the patient’s self or others AND requires physical restraint and
vehicle security for purposes of transport; or transport option (1) is unavailable.


D 


FIRST CERTIFICATE OF NEED - PART 2 CONTINUED Name of person examined:__________________________ Date: ____________ 


WITH MY SIGNATURE: 


• I conclude that this person is subject to admission to a hospital or treatment resource under Title 33, Chapter 6, Part 4,
Tennessee Code Annotated. The information is accurate and based upon my (check one):


         FACE-TO-FACE examination of the individual     TELEHEALTH examination of the individual 


• I understand that completion of this certificate of need initiates a process, which may result in deprivation of an individual’s
liberty for the purposes of care, training, or treatment. I understand that to willfully provide inaccurate information on this
certificate of need constitutes a crime.


DATE                                    TIME   PHONE NUMBER  


SIGNATURE OF EXAMINING PROFESSIONAL PRINT NAME OF EXAMINING PROFESSIONAL 


___________________________________________  


            


____________________       ___________________  


 ___________________________________________


  


 ____________________________________________
 







MH-5542      Certificate of Need       RDA-2305 


 PART 3 
Date:____________________  Name of person examined:_______________________________________________________________


OR 


I am a licensed physician. 


I am a qualified advanced practice provider as defined by Tenn. Code Ann. § 33-6-407(a) and a licensed physician 


completed the First Certificate of Need/Part 2 of this Form.  


A 


In my professional opinion, based on the examination and the information provided, I certify that this person is subject to  
involuntary care and treatment under Title 33, Chapter 6, Part 4, Tennessee Code Annotated because, as shown by the      
following facts and reasoning, the person:  


1. has a mental illness or serious emotional disturbance as defined in Tenn. Code Ann. § 33-1-101(19) and (22),
(list known mental illness or serious emotional disturbance history and current signs/symptoms):
Mental illness is a psychiatric disorder, alcohol dependence or drug dependence; does not include intellectual and/or
developmental disabilities. Serious emotional disturbance is a condition in a child who at any time during the past year
has had a diagnosable mental, behavioral, or emotional disorder of sufficient duration to meet psychiatric diagnostic
criteria, that results in functional impairment which substantially interferes with or limits the child’s role or functioning
in family, school, or community activities and includes any mental disorder, regardless of whether it is of biological
etiology.


2. AND, poses an imminent substantial likelihood of serious harm under Tenn. Code Ann. § 33-6-501 because of the mental
illness or serious emotional disturbance (detail specific behavior substantiating this requirement):
A person “poses an imminent substantial likelihood of serious harm” IF AND ONLY IF the person:


• has threatened or attempted suicide or to inflict serious bodily harm on such person, or
• has threatened or attempted homicide or other violent behavior, or
• has placed others in reasonable fear of violent behavior and serious physical harm to them, or
• is unable to avoid severe impairment or injury from specific risks, AND
• there is a substantial likelihood that such harm will occur unless the person is placed under involuntary treatment.


3. AND, needs care, training, or treatment because of the mental illness or serious emotional disturbance
(describe what makes care, training or treatment necessary): _


4. AND, all available less drastic alternatives to placement in a hospital or treatment resource are unsuitable to meet the
needs of the person (list alternatives considered and rationale for rejection of all alternatives):


B 


WITH MY SIGNATURE: 


• I conclude that this person is subject to admission to a hospital or treatment resource under Title 33, Chapter 6, Part 4,
Tennessee Code Annotated. The information is accurate and based upon my (check one):


       FACE-TO-FACE examination of the individual                              TELEHEALTH examination of the individual 


• I understand that completion of this certificate of need initiates a process, which may result in deprivation of an
individual’s liberty for the purposes of care, training, or treatment. I understand that to willfully provide inaccurate
information on this certificate of need constitutes a crime.


DATE                                    TIME   PHONE NUMBER  


SIGNATURE OF EXAMINING PROFESSIONAL
___________________________________________  
     PRINT NAME OF EXAMINING PROFESSIONAL       
____________________    _____________________  


________________________________________


________________________________________
      


C 


SECOND CERTIFICATE OF NEED FOR EMERGENCY INVOLUNTARY ADMISSION 
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