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Mental Health Procedures Act Checklist 
  

Section Number:  201 

Purpose: Voluntary examination and treatment 

General Requirements: Voluntary consent to receive in-patient treatment 

Who May Apply: 

Any person 14 years of age or older.  Parent or guardian of child under 14 
years of age or from 14-18 with the recommendation of a Doctor.  If 14 to 17 
years old, parents must be informed of their right to object and be given a 
Notification of Admission of a Child form (MH781-E-8-76) 

Form & Application 
Signed consent to in-patient treatment.   
  
Form MH-781 a, b, c as necessary.  MH-782 Bill of Rights. 

Hearing Required: No 

Examination / Evaluation: By physician 

Who Makes the Decision: Examining physician 

Duration of Commitment / Treatment: 
Indefinite stay is permitted.  Must give  from 0 up to 72 hours notice to 
withdraw, if applicable.  May be subject to 302 or 304c commitment upon 
withdrawal of voluntary consent 



Mental Health Procedures Act Checklist 
  

Section Number:  302  
  

Purpose: Involuntary Emergency Examination and Treatment 

General Requirements: 
Severe mental disability based upon clear and present danger to self or others.  
Overt behaviors of threats with acts to further the threats occurring within the 
past 30 days. 

Who May Apply: 
Any responsible person may apply to the County Administrator or his/her 
delegate. Upon personal observation of Section 301 behavior, any physician, 
police officer or authorized person may take the person to an approved facility. 

Form & Application 

Application must be in writing signed by petitioner. Approved by County 
Administrator or his/her delegate.  
  
Form MH-783.  No form required until the person is at the facility 

Hearing Required: No 

Examination / Evaluation: By physician at designated facility. 

Who Makes the Decision: Examining  Physician 

Duration of Commitment / Treatment: 
May not exceed 120 hours from time of physician exam at designated facility.  
Patient may be subject to 303 commitment.  Patient may convert to voluntary 
status 



Mental Health Procedures Act Checklist 
  

Section Number:  303 

Purpose: Extended Involuntary Emergency Treatment 

General Requirements: 
Patient has been subject to prior 302 commitment and extended continued 
treatment is recommended. 

Who May Apply: Director of facility, or any responsible person. 

Form & Application 
Application must be in writing, signed by petitioner.   
  
Form MH-784 

Hearing Required: Yes 

Examination / Evaluation: By physician 

Who Makes the Decision: Mental Health Review Officer.  (MHRO) 

Duration of Commitment / Treatment: 
May not exceed 20 days from date of certification order.  Commitment may be 
to in-patient, partial hospitalization, or out-patient. Patient may convert to 
voluntary status. Patient may be subject to 304b. 



Mental Health Procedures Act Checklist 
  

Section Number:  304b 
  

Purpose: 
  
Court ordered involuntary treatment for persons presently subject to involuntary 
treatment 

General Requirements: 
Patient met 302 criteria, has been subject to prior 303 commitment and extended 
treatment is recommended. 

Who May Apply: Director of facility, or County Administrator 

Form & Application 
Application must be in writing, signed by petitioner. 
  
Form MH-785 and Form MH-785a 

Hearing Required: Yes 

Examination / Evaluation: By physician 

Who Makes the Decision: MHRO or Orphan’s Court Judge 

Duration of Commitment / Treatment: 
May not exceed 90 days from date the court order is signed by Orphan’s Court Judge. 
Commitment may be to in-patient, partial hospitalization or out-patient. Patient may be 
subject to 305 commitment.  Patient may convert to voluntary status 



Mental Health Procedures Act Checklist 
  

Section Number:  304c 

Purpose: 
Court ordered involuntary treatment for persons NOT presently subject to 
involuntary treatment 

General Requirements: 
Same criteria as 302, but on a less than emergency basis. Patient can safely 
wait 72 hrs. until a hearing . Patient must be served with a copy of the petition 
at least 72 hours prior to the hearing date. 

Who May Apply: Any responsible person 

Form & Application 
Application must be in writing, signed by petitioner. 
  
Form MH-785 

Hearing Required: Yes 

Examination / Evaluation: Court may order an in-patient or out-patient psychiatric evaluation 

Who Makes the Decision: MHRO or Orphan’s Court Judge. 

Duration of Commitment / Treatment: 

May not exceed 90 days from the date the court order is signed by the 
Orphan’s Court Judge.  Commitment may be to in-patient, partial 
hospitalization or out-patient treatment. Patient may be subject to further 
court ordered commitment (305). May convert to voluntary status 



Mental Health Procedures Act Checklist 
  

Section Number:  305 

Purpose: Additional periods of court ordered involuntary treatment 

General Requirements: 
Patient has been subject to prior 304 commitment. Continued presence of mental illness 
which led to dangerous behavior. Continued dangerous behavior is not required. Need 
for continued treatment is recommended as being ‘necessary and appropriate.’     

Who May Apply: Director of facility or County Administrator 

Form & Application 
Application must be in writing, signed by petitioner. 
  
Form MH-785 

Hearing Required: Yes 

Examination / Evaluation: By physician 

Who Makes the Decision: MHRO or Orphan’s Court Judge 

Duration of Commitment / Treatment: Not to exceed 180 days from the date  the Orphan’s Court Judge signed the court order 



Mental Health Procedures Act Checklist 
  

Section Number:  306 

Purpose: 
Transfer of Person in Involuntary Treatment: 
1. To setting of greater restraint 
2. To setting of lesser restraint 

General Requirements: 

1.  person is non-compliant with their treatment plan. Mental Illness present at 
time of  commitment has not improved. Or Person complies with treatment but 
mental condition has deteriorated.  
 

2. Mental illness present at time of inpatient commitment has improved. 
Documented need for involuntary out-patient treatment is ‘necessary and 
appropriate’. 

 

Who May Apply: 
1. Director of facility or County Administrator 

 
2. Director of facility 

Form & Application 

1. Application must be in writing, signed by petitioner.  
      Form MH-788 and Form MH 788.1 
 

2. Application must be in writing, signed by Superintendent/ 
      Director of Facility or designee. 

Hearing Required: 
1. Yes 
2. No 

Examination / Evaluation: 
1. By physician if requested by Court 
2. Not required 

Who Makes the Decision: 

1. MHRO or Orphan’s Court Judge 
 

2. Superintendent/ 
       Director of facility in cooperation with County Administrator 

Duration of Commitment / Treatment: 
1. Not to exceed the number of days remaining on current commitment order. 

 
2. Not to exceed the number of days remaining on current commitment order. 



 

Voluntary  

Commitments 







CONSENT FOR VOLUNTARY IN-PATIENT TREATMENT 
 

LAST NAME OF PATIENT                                           FIRST                                                 MIDDLE AGE SEX 

   

NAME OF COUNTY PROGRAM NAME OF BASE SERVICE UNIT BASE SERVICE UNIT NO. PATIENT’S SOC. SEC. NO. 

    

NAME OF FACILITY ADMISSION DATE ADMISSION NUMBER 

   

 

INSTRUCTIONS 
 

BEFORE SIGNING THIS FORM, YOUR TREATMENT SHOULD BE EXPLAINED TO YOU 

AND YOU MUST BE GIVEN A COPY OF THE PATIENT’S BILL OF RIGHTS.  THE REPORT 

OF YOUR INITIAL EVALUATION AND THE PROPOSED TREATMENT PLAN MUST BE 

COMPLETED AND SIGNED BY YOU AND THE PHYSICIAN. 

 

VOLUNTARY CONSENT TO IN-PATIENT TREATMENT 

For the above-named person who is:  (check 
ONE)  An adult 18 years of age or older; or 

  
A person who is at least 14 years of age but not yet 18 
years old 

I consent to the treatment which has been explained to me including the types of medication, examination procedures 

and the types of restrictions which are applicable; and 

 

I understand that in order to leave before I am discharged, I must give up to 72 hours advance notice in writing to 

those in charge of my treatment; and 

 

I confirm that my rights and responsibilities while a patient in this hospital have been explained to me.  

 

                                          ___________________________________________     ______________ 
                                          SIGNATURE OF PATIENT                                                                                                             DATE OF SIGNATURE                                      

For the above-named person who is:  Under 14 years of age 

I consent to the treatment of my child or ward which has been explained to me including the types of medication, 

examination procedures and the types of restrictions which are applicable; and 

 

I understand that in order to take my child or ward out of the hospital before he or she is discharged, I must give up 
to 72 hours advance notice in writing to those in charge of the patient’s treatment; and                                                               
   

 

I confirm that the rights and responsibilities for myself and my child or ward while a patient in this hospital have been 

explained to me. 

 

                                          ___________________________________________     ______________ 
                                           SIGNATURE OF:  (CHECK ONE)   PARENT OR  GUARDIAN                         DATE OF SIGNATURE 

 

 

                                          ___________________________________________    
                                                                         PRINT NAME OF PERSON SIGNING ABOVE 

   

 
01635A                                                                                                                                                                                                                                                                                            
MH  781  -  7/82 



INITIAL EVALUATION AND TREATMENT PLAN 

INITIAL FINDINGS: 

 

 

 

 

 

 

DESCRIPTION OF PROPOSED TREATMENT PLAN: 

 

 

 

 

 

 

DESCRIPTION OF PROPOSED RESTRICTIONS AND RESTRAINTS: 

 

 

 

 

 

 

 

 

 

 
 

_____________________________________________________         __________________________________________________ 
                               SIGNATURE OF PHYSICIAN  / DATE                                                                                              SIGNATURE OF CLIENT,  PARENT OR GUARDIAN / DATE 
 
 
 

Any person who knowingly provides any false information when he/she completes this form may be subject to prosecution 

 
O16358                                                                                                                                                                                                                                                                                            MH 781  -  7/82 
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EXPLANATION OF VOLUNTARY ADMISSION RIGHTS 
 

FOR ADULT PATIENTS, PATIENTS 14 YEARS OF AGE OR OVER BUT LESS THAN 
18 YEARS OF AGE, AND FOR THE PARENTS OR GUARDIANS OF  

CHILDREN UNDER 14 YEARS OF AGE 
 
 

 Before your or your child’s voluntary admission to this hospital, you or your child 
has the right to: 
 

1. An explanation of the type of treatment which may be involved. 
 

2. An explanation of any restraints or restrictions to which may be used. 
 

 Upon your or your child’s admission, you or your child will have the following rights: 
 

1. Within 72 hours after admission, a plan of treatment will be developed.  You 
may participate in the development of this plan. 
 

2. You may withdraw or you may withdraw your child from treatment at any time by 
giving written notice in advance to the Director of the facility; however, 

 
3. You may be asked to agree to remain or allow your child to remain in the facility 

for a specified period of time up to 72 hours after you request discharge. If, 
when you request discharge, you are asked to remain or allow your child to 
remain, for this period of time, someone will immediately explain why to you.  
The facility may institute involuntary commitment proceedings during this period. 
 

4. You or your child may not be transferred from this facility to another facility 
without your consent. 

 
In addition to the above rights, the Bill of Rights attached applies to you and your 

child, upon admission.  You will receive a longer, more detailed version of these rights 
with 72 hours of admission.  If you do not understand any of these rights, 
______________________________ would be pleased to discuss them with you. 

(NAME OF MENTAL HEALTH WORKER) 
 
 
 

IMPORTANT NOTICES 
 

 If you are 14 years of age or over, but less than 18 years of age:  Treatment does 
not require your parents’ consent; however, according to the Mental Health Procedures 
Act of 1976, the Director of this facility is required to inform your parent or guardian of 
your admission.  Your parent or guardian has the right to object to your treatment and 
may ask the court for a hearing on their objections. 
 
 If you are under 14 years of age:  If any responsible person believes that 
treatment in this facility is not in your best interest, that person may ask the court for a 
hearing on their objections. 
 

A COPY OF THIS FORM MUST BE GIVEN TO CONSUMER 
 
 
0206A                MH 781-BCD  -  2/87 



BILL OF RIGHTS 
 

YOU HAVE A RIGHT TO BE TREATED WITH DIGNITY AND RESPECT 
 

YOU SHALL RETAIN ALL CIVIL RIGHTS THAT HAVE NOT BEEN SPECIFICALLY 
CURTAILED BY ORDER OF COURT 

 
 

1. You have the right to unrestricted and private communication inside and outside this facility 
including the following rights: 
 

a. To peaceful assembly and to join with other patients to organize a body of or participate 
in patient government when patient government has been determined to be feasible by 
the facility. 
 

b. To be assisted by an advocate of your choice in the assertion of your rights and to see a 
lawyer in private at any time. 

 
c. To make complaints and to have your complaints heard and adjudicated promptly. 

 
d. To receive visitors of your own choice at reasonable hours unless your treatment team 

has determined in advance that a visitor would seriously interfere with your or others 
treatment or welfare. 

 
e. To receive and send unopened letters and to have outgoing letters stamped and mailed.  

Incoming mail may be examined for good reason in your presence for contraband.  
Contraband means specific property which entails a threat to your health and welfare or 
to the hospital community. 

 
f. To have access to telephones designated for patient use. 

 
2. You have the right to practice the religion of your choice or to abstain from religious practices. 

 
3. You have the right to keep and to use personal possessions; unless it has been determined that 

specific personal property is contraband.  The reasons for imposing any limitation and its scope 
must be clearly defined, recorded and explained to you.  You have the right to sell any personal 
article you make and keep the proceeds from its sale. 
 

4. You have the right to handle your personal affairs including making contracts, holding a driver’s 
license or professional license, marrying or obtaining a divorce or writing a will. 
 

5. You have the right to participate in the development and review of your treatment plan. 
 

6. You have the right to receive treatment in the least restrictive setting within the facility necessary 
to accomplish the treatment goals. 
 

7. You have the right to be discharged from the facility as soon as you no longer need care and 
treatment. 
 

8. You have the right not to be subjected to any harsh or unusual treatment. 
 

9. If you have been involuntarily committed in accordance with civil court proceedings, and you are 
not receiving treatment, and you are not dangerous to yourself or to others, and you can survive 
safely in the community, you have the right to be discharged from the facility. 
 

10. You have a right to be paid for any work you do which benefits the operation and maintenance of 
the facility in accordance with existing Federal wage and hour regulations. 
 

 

A COPY OF THIS FORM MUST BE GIVEN TO CONSUMER 
 
 

                          MH 782  12/06 
 



PATIENT CONSENT TO TRANSFER 
 
 

(For transfer of voluntary patient under Article II of the Mental Health Procedures Act of 1976 of 
patient governed by Section 415 (d) of the Mental Health and Mental Retardation Act of 1966.) 
 
 
 I, _________________________________________, hereby give my consent for the 

facility at which I currently reside to send a copy of my case record to 

____________________________________________for the purpose of planning for my 

transfer there.  I further give my consent for my transfer to the above listed facility. 

 

    _________________________________________ 
SIGNATURE OF PATIENT (If under 18 years of age, the consent of parent or 
person or Agency having legal custody must be obtained) 

 
 

 
 
    ________________________________________ 
    RELATIONSHIP TO PATIENT 

 
 
 
 
 

    ________________________________________ 

    DATE 
 
 
     
 

 
 I, ___________________________________________, certify that I have fully explained 

this form to the patient and witnessed his/her signature. 

 

    _________________________________________ 
    SIGNATURE OF WITNESS 

 
 
 
 
 
 

 
 

FORM MUST BE COMPLETED IF CONSUMER IS BEING TRANSFERRED TO ANOTHER HOSPITAL 
 
 
 
 
 
 
 
 
 

OFFICES OF MENTAL HEALTH 
AND MENTAL RETARDATION                             MH/MR 50 – 8/76

(PRINT NAME OF PATIENT) 

(NAME OF FACILITY) 

(PRINT NAME OF WITNESS) 



REQUEST TO WITHDRAW FROM TREATMENT 
(Form MUST be completed in its entirety) 

 
 
Name of Patient:  ___________________________________________________ 
 
 

 I, ___________________________________________________, hereby give notice of intent to withdraw 

myself/my child within the next __________ hours from treatment.  I understand that a member of the treatment staff 

may discuss this matter with me and make a decision during this time period. 

 

 

____________________________________________ _______________________________________________ 
SIGNATURE OF PATIENT / PARENT / OR GUARDIAN OF MINOR    DATE 

 
 
 
 
____________________________________________ _______________________________________________ 
SIGNATURE OF PARENT OR GUARDIAN OF PATIENT UNDER 14 YEARS OF AGE RELATIONSHIP TO MINOR, IF PARENT OR GUARDIAN 
 
 
 
 
____________________________________________ _______________________________________________ 
NAME OF FACILITY STAFF MEMBER RECEIVING REQUEST   DATE RECEIVED 
 
 
 
 
 
 
 
 
 
 
02030A                            MH 781F  -  2/87 
 

(NAME OF PATIENT / PARENT / OR GUARDIAN OF MINOR) 

(UP TO 72) 



 

ACT 

147 









NOTIFICATION OF ADMISSION OF CHILD 
(For parents or guardians of minor 14 – 18 years old) 

 
MUST BE COMPLETED IN FULL 

 
 

 As permitted under the Mental Health Procedures Act of 1976, your child 

_______________________________________________________________, was voluntarily admitted 

to __________________________________________________________________________________ 

on __________________________ to receive mental health treatment.  Prior to admission, your child 

was examined by a physician or licensed clinical psychologist.  The following treatment is proposed: 

 

BRIEF DESCRIPTION OF PROPOSED TREATMENT 

 

 

 

 

 

 

 

 

 

 

 

 

IF YOU ARE OPPOSED TO YOUR CHILD’S ADMISSION FOR ANY REASON, YOU MAY 

FILE AN OBJECTION WITH THE COURT OF COMMON PLEAS.  A HEARING WILL BE 

HELD ON YOUR OBJECTION BEFORE A JUDGE OR COURT APPOINTED MENTAL 

HEALTH REVIEW OFFICER.  If you wish to file an objection and cannot afford an attorney, you may 

seek assistance from your local legal service office.    

 

If you have any questions about your child’s plan of treatment or your right to file an objection or your 

child’s rights, contact __________________________________________________________________ 

at ____________________________, ____________________________________________________. 

 

02043A                  H 781 – E  -  2/87 

(NAME OF CHILD) 

(NAME & ADDRESS OF FACILITY) 

(DATE) 

(NAME OF MENTAL HEALTH WORKER) 

(TELEPHONE NUMBER) (ADDRESS) 
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APPLICATION FOR INVOLUNTARY EMERGENCY 
EXAMINATION AND TREATMENT 

(Individual as Petitioner / Allegheny County as Authorizing Agent) 

 
Mental Health Procedures Act of 1976 

Section 302 
 

(THE BLANKS BELOW MAY BE COMPLETED FOLLOWING ADMISSION) 

PATIENT’S LAST NAME                                                          FIRST                                           MIDDLE SEX 

                                                         COMPLETE ENTIRE LINE COMPLETE 
DATE OF BIRTH SOCIAL SECURITY NUMBER AGE 

COMPLETE COMPLETE COMPLETE 
NAME OF COUNTY PROGRAM NAME OF BSU BSU NUMBER 

Allegheny COMPLETE IF KNOWN COMPLETE 
NAME OF HOSPITAL / FACILITY ADMISSION DATE ADMISSION NUMBER 

COMPLETE COMPLETE COMPLETE 

 

INSTRUCTIONS 
 

1. Part I must be completed by the person who believes the patient is in need of treatment if 
this person is not a physician, police officer, the County Administrator or his delegate, he 
or she must request authorization or a warrant through the County Administrator. 
 

2. If the authorization or a warrant through the County Administrator is required, call or visit 
the Office of the County Administrator.  Authorization to take a patient for examination 
without a warrant is to be documented in Part II.  If a warrant is required, Part III must be 
completed by the County Administrator or a person designated by the Administrator to 
sign the warrants. 

 
3. When the patient is taken to the examination facility, the rights described in Form MH 

783-A must be explained.  Part IV should be signed by the person who explains these 
rights to the patient. 

 
4. Part V is to be completed by the County Administrator (or representative) or by the 

Director of the Facility (or representative) upon arrival of the patient at the facility. 
 

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

6. If additional sheets are required at any point in completing this form, note on this form the 
number of additional sheets which are attached. 

 
7. If the patient is subject to criminal proceedings/detention, briefly describe below. 

 
 

COMPLETE IF ANY CRIMINAL CHARGES, COURT DATES OR OUTSTANDING 

WARRANTS ARE PENDING 

 

LIST ANY ACTIONS THE HOSPITAL SHOULD TAKE, INCLUDING CONTACT INFORMATION 

NECESSARY PRIOR TO CONSUMER’S RELEASE 

 



IMPORTANT NOTICE 
 

ANY PERSON WHO PROVIDES ANY 
FALSE INFORMATION OR PURPOSE 
WHEN HE COMPLETES THIS FORM 
MAY BE SUBJECT TO CRIMINAL 
PROSECUTION AND MAY FACE 
CRIMINAL PENALTIES INCLUDING 
CONVICTION OF A MISDEMEANOR. 

 
 

Part I 
APPLICATION 

 
 

 I believe that __________________________________________________________________ 

is severely mentally disabled: (Check and complete all applicable for this patient) 

 A person is severely mentally disabled when, as a result of mental illness, his/her capacity to 
exercise self-control, judgment and discretion in the conduct of his/her affairs and social relations or to 
care for his/her own personal needs is so lessened that he/she poses a clear and present danger of harm 
to others or to himself or herself. 
 

 DANGER TO OTHERS.  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 himself shall be shown by establishing that within the past 

30 days: 
 

 DANGER TO SELF (One box must checked below)  

(i)   the person has acted in such manner as to evidence that he/she would be 

unable, without care, supervision and the continued assistance of others, to satisfy 
his/her 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 afford 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 the proof that 
the person has made threats to commit suicide and has committed acts which are 
in furtherance of the threat to commit suicide; or 

 
 

 the person has substantially mutilated himself/herself or attempted to mutilate himself/herself 

substantially and that there is the reasonable probability of mutilation unless adequate treatment is 
afforded under this act.  For the purposes of this subsection, a clear and present danger shall be 
established by proof that the  

PERSON’S NAME 

CONSUMERS’S NAME 



(i) person has made threats to commit mutilation and has committed acts which are in 
furtherance of the threat to commit mutilation. 

 
Describe in detail the specific behavior within the last 30 days which supports your belief (include 

location, date and time whenever possible and state who observed the behavior): 

LIST ONLY BEHAVIORS WITNESSED BY THE PETITIONER OR BEHAVIORS 

ADMITTED TO THE PETITIONER BY THE CONSUMER WHICH OCCURRED WITHIN 

THE PAST 30 DAYS 

 

THREAT OF HARM TO SELF OR OTHERS MUST INCLUDE A STATED PLAN, 

THE ABILITY TO CARRY OUT THE PLAN, AND AN ACT OF FURTHERANCE 

 

 
I understand that I may be required to testify at a court hearing concerning the information I gave. 
 
On the basis of the information I gave above, I believe that _____________________________________ 

is in need of involuntary examination and treatment.  I request that:  (Check A or B – Notice that B can 

only be checked by a physician, a police officer, the County Administrator or his/her delegate). 

A.   The County Administrator issues a warrant authorizing a policeman or someone 

representing the County Administrator to take the patient to a facility for examination and 
treatment.  (This box MUST be checked if Petitioner is an individual other than a physician 
or a police officer.) 

 
 

______________________________________________________ _________________ 
SIGNATURE OF APPLICANT DATE 

 
 
 

 ______________________________________________________ _________________ 
PRINT NAME AND ADDRESS OF APPLICANT TELEPHONE NUMBER 

 

  

B.  That this facility examines the patient to determine his/her need for treatment. 

 
 

______________________________________________________ _________________ 
SIGNATURE OF PHYSICIAN, POLICE OFFICER, COUNTY ADMINISTRATOR OR DATE 
HIS/HER REPRESENTATIVE 

 
 
 
______________________________________________________ _________________ 
PRINT NAME AND TITLE OF PHYSICIAN, POLICE OFFICER, COUNTY ADMINISTATOR TELEPHONE NUMBER 
OR HIS/HER REPRESENTATIVE 

 
 
 
______________________________________________________  
PRINT ADDRESS 

PERSON’S NAME 

CONSUMER’S NAME 

PETITIONER MUST COMPLETE 

PETITIONER MUST COMPLETE 

COMPLETE 

COMPLETE 



PART II 
Authorization for Transportation to an Approved Facility for Examination 

Without a Warrant 
(Under Section 302(a) (2)) 

 
 For use in emergency situations when the Administrator orally authorizes a responsible person to 

take a patient to a designated facility for examination without a warrant.  When such authorization of a 

County Administrator or designee is obtained by telephone, the documentation below is required: 

 
 
 
_________________________________________________________ _________________________ 
                               NAME OF PERSON REQUESTING AUTHORIZATION  DATE & TIME OF CALL/AUTHORIZATION 

 
 
 
____________________________________________________________________________________ 

REASON FOR ORAL AUTHROIZATION 
 
 
 
____________________________________________________________________________________ 

NAME AND TITLE OF PERSON GIVING AUTHORIZATION 

 
 
 
 
 
 

 I swear or affirm that I personally obtained authorization for transporting the patient to 

_________________________________________________________________ from the above-named 

Administrator or his/her representative and that I was advised that documentation of this telephone call is 

maintained in the Administrator’s files. 

 

_________________________________________________________ _________________________ 

                                                             NAME AND ADDRESS          RELATIONSHIP TO PATIENT 

 
 

(FACILITY) 





Part V 
ACTIONS TAKEN TO PROTECT THE PATIENT’S INTEREST 

 
 I affirm that to the best of my knowledge and belief the following actions which were taken 
constituted all reasonable steps needed to assure that while the patient is detained the health and safety 
needs of any of his/her dependents are met and that his/her personal property and the premises he/she 
occupies are secure.   
 
 Describe the actions taken below.  Use additional sheets if required. 
 

THE PERSON SIGNING THIS FORM IS TAKING RESPONSIBILITY FOR ALL OF 

THE CONSUMER’S BELONGINGS, INCLUDING THEIR HOME AND PERSONAL PROPERTY 

IN THE HOME.  THEY ARE ALSO TAKING RESPONSIBILITY FOR ANY CHILDREN AND 

ASSURING THEIR SAFETY AS WELL AS ANY PETS IN THE HOME. 

 

WE SUGGEST THAT A FAMILY MEMBER OR WHOMEVER ACCOMPANIES THE CONSUMER 

TO THE HOSPITAL SIGN THIS SECTION 

 

IF SOMEONE ACCEPTS RESPONSIBILITY OVER THE PHONE, A SECOND HOSPITAL 

STAFF MEMBER SHOULD ALSO LISTEN TO THE PHONE CONVERSATION AND  

SIGN AS A WITNESS TO WHAT WAS SAID OVER THE PHONE. 

 

 

 

 

 

 

 

 

 
 

 
_________________________________________________________ _________________________ 
              SIGNATURE OF PHYSICIAN, POLICE OFFICER, COUNTY ADMINISTRATOR                             DATE 
                                                   OR REPRESENTATIVE 

 
 
_________________________________________________________  

     PRINT NAME AND TITLE OF PHYSICIAN, POLICE OFFICER, COUNTY ADMINISTRATOR 
                                                      OR REPRESENTATIVE 

COMPLETE 

SIGNATURE OF PERSON ACCEPTING RESPONSIBILITY OR NAME 
OF PERSON ACCEPTING RESPONSIBILITY OVER THE PHONE 

COMPLETE 



Part VI 
PHYSICIAN’S EXAMINATION 

 
 

 I affirm that ___________________________________________________ arrived at this facility 

at _______________ and was examined by me at __________________. 

 
(Please list EXACT arrival and examination times.  Examination time must follow authorization time.) 

 

RESULTS OF EXAMINATION 
 

FINDINGS:  (Describe your findings in detail.  Use additional sheets if necessary.) 

EXAM MUST TAKE PLACE WITHIN 2 HOURS OF ARRIVAL IF WARRANT HAS ALREADY 

BEEN GRANTED, OR WITHIN 2 HOURS AFTER AUTHORIZATION IF THE HOSPITAL  

CALLS IN THE WARRANT REQUEST. 

 

IF CONSUMER AGREES TO AN EXAM, THEN REFUSES ADMISSION AND THE  

HOSPITAL FILES A 302, ANOTHER EXAM MUST BE DONE FOR THE PETITION. 

 

TREATMENT NEEDED:  (Describe the treatment needed by the patient.  Continue on additional sheets if necessary) 

HOSPITAL HAS NO LEGAL RIGHT TO DO A PSYCHIATRIC EXAM UNLESS  

THE CONSUMER AGREES OR A 302 WARRANT IS AUTHORIZED. 

 

TREATMENT NEEDED SHOULD INCLUDE USE OF MEDICATION, RESTRAINTS, ETC. 

 

 

 
In my opinion:  (Either Box A or Box B MUST be checked) 
 

A.   The patient is severely mentally disabled and in need of treatment.  He or she should be 

admitted to a facility designated by the County Administrator for a period of treatment not to 
exceed 120 hours.  (Upholds 302) 
 

B.   The patient is not in need of emergency involuntary treatment.  He or she shall be 

returned to a place which he or she shall reasonably designate.  (Overturns 302) 
 
 
 

__________________________________________________________  _________________________ 
                                         SIGNATURE OF EXAMINING PHYSICIAN                               DATE 

 
 
__________________________________________________________ 
                                        PRINT NAME OF EXAMINING PHYSICIAN 

COMPLETE 

COMPLETE 

(PERSON’S NAME) 

(EXACT ARRIVAL TIME) (EXACT EXAM TIME) 

CONSUMER’S NAME 
MUST BE EXACT TIME MUST BE EXACT TIME 

PHYSICIAN’S SIGNATURE 



 

JUSTIFICATION FOR INVOLUNTARY TREATMENT 
(To be completed at all commitment levels) 

 

 
Complete only Section A OR Section B 

 
A.   I affirm that _______________________________ was offered a voluntary admission and 

explained patients’ rights.  These rights are described in Form MH 781-B, C, D-7-82. 

Hospital:  __________________________________________ 

 Refused to sign a voluntary 

 
 ____COMPLETE   ___________________________________ ___COMPLETE  ____________ 
 Signature of Person Offering Voluntary     Date 

 
 ____COMPLETE  ___                             ___                       ___  
 Print Name of Person Offering Voluntary     
 

 ____COMPLETE     __________________________________ Patient refused to sign form 
 Signature of the Patient  
 

Patient’s comments:  ______COMPLETE IF ANY ____________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

 

 

B.      I, _____PHYSICIAN’S NAME_________________, M.D., state that it is inappropriate to consider 

this patient for voluntary treatment. 

 Patient was violent and aggressive in the emergency room. 

 Patient was in an acute medical crisis in the emergency room. 

 Patient has a history of becoming violent when hospitalized. 

 Patient is unable to sign informed consent. 

 Patient has continually signed out of hospital AMA. 

 Patient has continually refused prescribed treatment (i.e. medication). 

 Patient has consistently been non-compliant with out-patient treatment recommendations. 

 Other: (please specify–cannot say “Physician’s Discretion” or just state consumer’s diagnosis). 

 

_____________COMPLETE__________________________, M.D. ______COMPLETE_______ 
Printed Name of Physician       Date 
 
 
____________________________Form MUST be signed  ______________________________, M.D.  
Physician’s Signature 

(Print Name of Physician) 
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