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	ADULT VOLUNTARY ADMISSION SUCCESSIVE APPLICATION



	
	
	
	

	Facility Applied to:
	
	Date:
	

	
	
	
	

	I, 
	
	, hereby request the continuation of my Voluntary

	Hospitalization for a period not to exceed ninety (90) days.  I understand that an 

	examination will be made and completed within five (5) days to determine whether I 

	should continue to stay at this facility for treatment.  If treatment is indicated and I agree 

	to stay at this facility, treatment will begin immediately.  If treatment is indicated and 

	another alternative facility is preferred and feasible, I will be able to leave.  If treatment is 

	not indicated, I understand that arrangements will be made for my discharge.

	

	I agree that during my hospitalization I will be provided with care and treatment that

	may include the administration of medication orally or intramuscularly.

	

	I understand also that at any time during my hospital stay I may indicate in writing that I

	intend to leave the hospital.  I further understand that within one (1) business day the

	mental health professional(s) responsible for my treatment must either discharge me or

	notify me of the hospital’s intent to apply for civil court certification.

	

	

	

	Applicant’s Signature:
	

	Address:
	

	
	

	
	

	
	

	Witness:
	

	Address:
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