CAUSE NO. _______________

THE STATE OF TEXAS FOR THE 		§		IN THE _________ COURT OF
						§
BEST INTEREST AND PROTECTION	§
						§
OF _______________ (initials only)		§		_________ COUNTY, TEXAS

GENERAL INFORMATION

1. 	Applicant’s name: ___________________________________________________
	Address: ___________________________________________________________
	Telephone: _________________________________________________________
	Cell number: _______________________________________________________

2.	Patient’s Unit (if applicable): __________________________________________

3.	Relationship, if any, to patient: _________________________________________

4.	Patient’s gender: ______________

5.	Patient’s age and date of birth: __________________________________________

6.	Patient’s DL# or State-issued ID: (either give the number or indicate with your initials you were unable to ID)
			Number: _____________ OR Initial if unable to ID: _______

7.	Patient’s SSN#: (either give the number or indicate with your initials you were unable to ID)
			Number: _____________ OR Initial if unable to ID: _______

8.	Patient’s race: ☐Asian	☐Black	☐Caucasian		☐Hispanic
				☐Two or more races		☐Unknown

9.	If patient is a minor or subject of a guardianship, the parent(s), managing conservator(s), or guardian(s), and their address for service:

	_____________________________________________________________________


10.	Who is responsible for costs and expenses? Please complete this section.
	☐Hospital; indicate name of hospital: _____________________________________
	☐Healthcare District	☐______________ County (insert county name)
	☐Other County**: ______________________________________________________

If a County other than (COUNTY NAME) is guaranteeing costs, give County name above, and add the following information below (1) Name of person you spoke with, (2) Court and court number represented, (3) telephone number, and (4) when contacted. **Attach Paperwork from Transferring County**

______________________________________________________________________________
______________________________________________________________________________

11. 	Physician/Psychiatrist, if any, treating patient: __________________________________
_____________________________________________________________________________

12.	Prior psychiatric/chemical dependency history: _________________________________
_____________________________________________________________________________

13.	The proposed patient has the following pending criminal charges:
	_______________________________________________________________________

14.	Current temporary expiration date: _________or extended expiration date: __________

15.	How entered hospital? Check one, and attach required back-up:
	☐Emergency without warrant (attach Mental Health Unit copies)
	☐Emergency with a warrant (attach copy)
	☐Voluntary

If originally voluntary and facility is now seeking a commitment, check appropriate reason, and attach required back-up:
	☐Written request for release (attach copy)
	☐Absent without authorization (attach letter from treating physician)
	☐Unable to consent to treatment (attach letter from treating physician)
	☐Refuses to consent to treatment (physician must complete item 10 on physician’s       
certificate)

16.	Date, time, and circumstances of emergency detention:
	_______________________________________________________________________
	_______________________________________________________________________
	_______________________________________________________________________
	_______________________________________________________________________

17.	Acts leading to application:
	_______________________________________________________________________
	_______________________________________________________________________
	_______________________________________________________________________
	_______________________________________________________________________

18.	Witnesses’ names, addresses, and phone numbers:
	_______________________________________________________________________
	________________________________________________________________________
	Family contact: ___________________________________________________________
	________________________________________________________________________

19.	What mental health facility or chemical dependency treatment facility is proposed patient going to? If private facility, consent must be obtained (attach letter of confirmation):
	________________________________________________________________________

20.	Person or agency who is to transport patient:
	________________________________________________________________________

	
	SIGNED AND DATED THIS _________ day of ___________________, 202___


							____________________________________
							Applicant
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