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	APPLICATION FOR EMERGENCY CERTIFICATION



	
	
	
	

	Name of Facility Applied To:
	
	Date:
	

	
	
	
	

	Name of Person:
	
	Social Security Number:
	

	
	
	
	

	Address:
	
	Phone Number:
	

	
	
	
	

	Date of Birth:
	
	Religion:
	
	Sex:    FORMCHECKBOX 
Male   FORMCHECKBOX 
Female

	
	
	
	
	


Marital Status:  FORMCHECKBOX 
 Married    FORMCHECKBOX 
 Single    FORMCHECKBOX 
 Widowed    FORMCHECKBOX 
 Separated    FORMCHECKBOX 
 Divorced


	
	
	
	

	Blue Cross Number:
	
	
	

	
	
	
	

	Health Insurance Number:
	
	
	

	
	
	

	Public Assistance Number / VA:
	
	

	
	
	

	Name of Relative or Friend:
	
	Relationship:
	

	
	
	
	

	Address:
	
	Phone Number:
	

	

	Reason for Application:  Within the past five (5) days, I have personally observed the above named person and found the following conditions exist:

	

	1.
	The person is in need of immediate psychiatric care and treatment; and

	2.
	The person has a mental disability by reason of which,

	
	a.
	The person’s continued unsupervised presence in the community would

	
	
	create:

	
	
	i.
	an imminent and substantial risk of physical harm to the person himself as manifested by behavior evidencing serious threats of, or attempts at suicide; or

	
	
	ii.
	an imminent and substantial risk of physical harm to others as manifested by behavior or threats evidencing homicidal or other violent behavior; or

	
	
	iii.
	an imminent and substantial risk of physical harm to the mentally disabled person as manifested by behavior which has created a grave, clear and present risk to his physical health and safety.

	
	
	
	

	


The person has the following mental disability or disabilities:

Description of Behavior which establishes the need for emergency application:

Check below if applicable:

 FORMCHECKBOX 
  I personally observed the above described behavior

 FORMCHECKBOX 
  The above described behavior was reported to me by, (name) 

       (address)





    Phone Number: 

 FORMCHECKBOX 
  I believe that the report of the above described behavior is reliable because:

	


Alternatives considered prior to referral:

	


Why ruled out?

	


Person’s present physical condition: (Include available laboratory work and current status relative to use of alcohol and or drugs) 

	


Past history of physical or mental disability: (Include prior psychiatric hospitalization, if known)

	


Present medication person is receiving: (List kind(s), Amount(s), and Time(s), and prescribing Physician if known)

	


If person received sedation before coming to the hospital, list: kind, amount, and time

	I have discussed this application with:
	

	
	(Name of staff person)

	Facility:
	

	In my judgment
	
	is the facility that

	will impose the least amount of restriction on this person while affording him/her the necessary and appropriate care and treatment.

	Name of Applicant:
	

	
	Please Print

	Signature of Applicant:
	

	
	

	Credentials of Applicant:
	

	


Peace Officer Request:

	I have requested a peace officer from
	

	
	(name of police department)

	
	

	to take the above named person into custody for admission to
	

	
	(facility)
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