ADULT
Emergency Packet

Age 18 or Over

All Forms Required Are In This Packet:


Cover Page/Crisis Diversion Tracking Form



Mobile Crisis Safety Plan



Crisis Diversion Screening Assessment



Petition for Protective Custody and Treatment



Peace Officer's Statement for Emergency Detention



Licensed Mental Health Professional's Statement



Third Party Statement


Multiparty Consent for the Release of Confidential Information


Consent for Release of Confidential Information



Inpatient Admission Data



Homicidal Behavior Assessment

EDWIN FAIR COMMUNITY MENTAL HEALTH CENTER

CRISIS DIVERSION TRACKING FORM

Consumer Name:________________________________
Chart #:________________

Is consumer under 21years of age?  (Must complete)
  FORMCHECKBOX 
Yes
 FORMCHECKBOX 
No
County of Residence _______________
   County of Responsibility ______________

GAF __________
INPATIENT DISPOSITION:

 FORMCHECKBOX 
Voluntary Hospitalization

 FORMCHECKBOX 
Involuntary Hospitalization

 FORMCHECKBOX 
Substance Abuse Treatment

Name and Location of Hospital/Treatment Center: ___________________________  ___________________________________________________________________

DIVERTED FROM INPATIENT AND REFERRED 

TO THE FOLLOWING OUTPATIENT SERVICES:
EFCMHC OUTPATIENT REFERRAL:

OTHER OUTPATIENT REFERRAL:

 FORMCHECKBOX 
Case Management Services


 FORMCHECKBOX 
Private Psychiatrist/Clinician

 FORMCHECKBOX 
Day Treatment Services



 FORMCHECKBOX 
Crisis Residential

 FORMCHECKBOX 
Outpatient Services




 FORMCHECKBOX 
Nursing Facility

 FORMCHECKBOX 
Outpatient Substance Abuse Services

 FORMCHECKBOX 
Family/Friends Attendant Care

 FORMCHECKBOX 
Immediate Medication Evaluation

 FORMCHECKBOX 
Therapeutic Foster Care

 FORMCHECKBOX 
On-Site Counseling/Referral


 FORMCHECKBOX 
Other _________________________

 FORMCHECKBOX 
Not in Need of Psychiatric Services

 FORMCHECKBOX 
Other __________________________

________________________________________




________________

Date of Contact









Time of Service

________________________________________




________________

Signature & Credentials of Emergency Worker





Length of Service

PAGE  
1
Pcop/forms/clinical/emer adult cover page 9/10/14                                                   To be submitted for reporting purposes.


