
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) 


