MENTAL HEALTH COURT

       INTAKE / SCREENING FORM

FAX TO:  





Submitted by:      









(801) 532-5444

Attorney:    





Prosecutor:         

	Defendant’s Full Name (any former names)


	

	Defendant’s DOB:


	

	Defendant’s SS#

	

	Case Number(s)


	

	Charge(s)


	

	Address/Phone # where client will be living once released. (See # 5 below)
	

	Disposition Agreement (See #7 below)


	


1.
Is the client legally competent?

 FORMCHECKBOX 
 No. 
Make a referral to LDA Social Service Coordinators to screen for competency if case involves a felony.

 FORMCHECKBOX 
 Yes. Proceed to next question. 
2.
Does the client report a diagnosis of:

 FORMCHECKBOX 
Schizophrenia

 FORMCHECKBOX 
Bi-Polar Disorder

 FORMCHECKBOX 
Schizo-Affective Disorder

 FORMCHECKBOX 
 No.  This client is not eligible for Mental Health Court.

 FORMCHECKBOX 
 Yes.  Are there records verifying the above diagnosis?  Identify each treating agency/person listed below. 

 FORMCHECKBOX 

Alta View Hospital


 FORMCHECKBOX 

Valley Behavioral Health

 FORMCHECKBOX 

Utah Neuropsychiatric Institute (UNI)

 FORMCHECKBOX 

Cottonwood Hospital

 FORMCHECKBOX 

Juvenile Detention Center

 FORMCHECKBOX 

S.L. Regional Medical Center (Holy Cross)

 FORMCHECKBOX 

Jordan Valley Hospital

 FORMCHECKBOX 

University of Utah Medical Center
 FORMCHECKBOX 

Youth Corrections (O&A, Genesis, Decker Lake)

 FORMCHECKBOX 

LDS Hospital


 FORMCHECKBOX 

Division of Child & Family Services
 FORMCHECKBOX 

Utah Dept. of Corrections (Prison & Orange Street)
 FORMCHECKBOX 

Pioneer Hospital


 FORMCHECKBOX 

S. L. Co. Metro Jail - Mental Health
 FORMCHECKBOX 

Intermountain Medical Center

 FORMCHECKBOX 

St. Mark’s Hospital


 FORMCHECKBOX 
    Utah State Hospital


 FORMCHECKBOX 

McKay Dee Hospital

 FORMCHECKBOX 

Riverton Medical Center
 FORMCHECKBOX 
    Lone Peak Hospital-Draper
         FORMCHECKBOX 

Davis Community/Lakeview Hospital

 FORMCHECKBOX 

American Fork Hospital

 FORMCHECKBOX 

Utah Valley Regional Hospital

 FORMCHECKBOX 

Physician: __________________________________

 FORMCHECKBOX 

Orem Community Hospital
 FORMCHECKBOX 

Timpanogos Regional Hospital

 FORMCHECKBOX 

Other: ______________________________________


3.  Case transfers to Mental Health Court require an open misdemeanor or felony case in 3rd District Court. (DUI’s, violent crimes, and sex offenses are not eligible for Mental Health Court). Upon acceptance into Mental Health Court, Justice Court cases must be appealed to District Cout to transfer the case to Mental Health Court

4.
Does the client want to be involved in Mental Health Court?  Have you educated him/her about the requirements of Mental Health Court?
A.  Weekly court reviews (Mondays @ 3:00 PM)
E.  Random urinalysis


B.  Medication compliance




F.  Complete all recommended treatment


C.  Verifiable, stable, drug-free residence (within SL. Co.)

G.  Duration of treatment depends upon length of probation


D.  No alcohol or illegal drug use



             (ie., 12 months, 18 months, 24 months, 36 months)

5.
Where will the client live if he/she is involved in Mental Health Court? A verifiable, stable, drug free residence within Salt Lake County is required for Mental Health Court. (Homeless Shelter is okay). In special cases, limited housing may be arranged and available through Mental Health Court. For Veterans, housing may be available through the VA.

6.

Approval must be obtained from the current assigned District Attorney and the appropriate contact listed below regarding plea offer/disposition and case transfers to Mental Health Court.

3rd District Court cases        Sim Gill
SGill@slco.org
7.

Discuss the following two dispositions / resolutions with the District Attorney:


A.  Plea in Abeyance
   B.  Mental Health Court as a condition of probation.
8.
The client must sign a MHC Referral pleading which must be filed with the Court.  The client must also sign an Inter-Agency Release of Information for Screening and an Inter-Agency Release of Information. 
8.




SALT LAKE THIRD DISTRICT COURT
INTER-AGENCY RELEASE OF INFORMATION FOR MENTAL HEALTH COURT SCREENING FORM
I, 





ADVANCE \y 122
DOB:  

ADVANCE \y 122authorize the release and disclosure of all records and information obtained by my attorney for the sole purposes of clinical and legal screening for the Third District Mental Health Court (“MHC”).  Prior to my acceptance into MHC and the terms and conditions of MHC, these records and the information contained therein may not be used for any other purpose.  Additionally, I authorize my attorney to provide access to my records and/or detailed summaries of those records to a representative of Valley Behavioral Health and the Salt Lake County District Attorney’s Office for the purpose of clinical and legal screening
This authorization applies to the following types of information, as indicated below:

 Mental Health Diagnosis and Treatment

 Medical Diagnosis and Treatment


 Legal issues/ records 



 Jail/ Custody data 

 Alcohol & Drug Abuse Treatment (Drug & Alcohol info is protected under Code of Federal Regulations, Title 42, Volume1, Part 2)
I understand that my records may be confidential, depending on the information contained in them, under one or more of the following statutes or regulations: 


Medical Records (including mental health records) - Health Insurance Portability and Accountability Act of 1996 (HIPAA); 45 U.S.C. § 1320d et seq.; Part C and Privacy Rule; CFR, Title 45, Volume 65, Part 160-164.


Drug or Alcohol Treatment Records - CFR, Title 42, Volume 1, Part 2.

I understand that medical records and drug and alcohol treatment records generally cannot be disclosed without my written consent.  This authorization is valid for the duration of the court’s supervision/ monitoring period in 

Case(s) #:  


I understand that all information and records collected may be discussed by all of the above agencies.  I waive any durational limits that might otherwise apply to this release. 


Signature of client


    date

   Signature of witness


date




     SALT LAKE THIRD DISTRICT
MENTAL HEALTH COURT
INTER - AGENCY RELEASE OF INFORMATION
I,                                                                                ______   DOB:______________________________

authorize the Mental Health Court Treatment Coordinator and the Criminal Justice Services Case Manager assigned to the Salt Lake Third District Mental Health Court to disclose to and obtain information from the following agencies: 
 Salt Lake Legal Defender Association, 424 East 500 South, Suite 300, Salt Lake City, UT 84111

 Salt Lake County Metro Jail, Mental Health Services, 3415 South 900 West, Salt Lake City, UT 84119

 Valley Behavioral Health, 5965 South 900 East, Ste. 110, Murray, UT 84121

 Criminal Justice Services, 145 East 1300 South, Ste. 501, Salt Lake City, UT 84115


 Veteran Justice Outreach Program, 500 Foothill Drive 116, SLC, UT, Amy Earle, LCSW

 Salt Lake District Attorney Office, Patricia Cassell/Sim Gill specific only to purposes of MHC 

 State of Utah Adult Probation and Parole

This authorization applies to the following types of information, as indicated below:

 Mental Health Diagnosis and Treatment
 Medical Diagnosis and Treatment


 Legal issues/ records 


 Jail/ Custody data 

 Alcohol & Drug Abuse Treatment (Drug & Alcohol info is protected under Code of Federal Regulations, Title 42, Volume1, Part 2)
The above information will be used by the Salt Lake Third District Mental Health Court for the purposes of (a) coordinating treatment service; (b) providing referral information; and (c) monitoring for compliance with a treatment program, including informing the court of diagnosis, treatment issues, participation in treatment, attendance or non-attendance, progress, prognosis and completion of treatment. 

I understand that my records may be confidential, depending on the information contained in them, under one or more of the following statutes or regulations: 


Medical Records (including mental health records) - Health Insurance Portability and Accountability Act of 1996 (HIPAA); 45 U.S.C. § 1320d et seq.; Part C and Privacy Rule; CFR, Title 45, Volume 65, Part 160-164.


Drug or Alcohol Treatment Records - CFR, Title 42, Volume 1, Part 2.

I understand that medical records and drug and alcohol treatment records generally cannot be disclosed without my written consent.  This authorization is valid for the duration of the court’s supervision/ monitoring period in 

Case(s) #:  



I understand that all information and records collected may be discussed by all of the above agencies.  I waive any durational limits that might otherwise apply to this release. 

 Signature of Client 


Date


 Signature of Witness

Date 
MENTAL HEALTH COURT RANT

As part of the Mental Health Court (MHC) screening process, all applicants must undergo a clinical assessment prior to being approved for MHC.  The Jail Diversion Outreach Team (JDOT) at Valley Behavioral Health will be administering the RANT during regular business hours at the number listed below. Gabe will go to the jail if the applicant is in custody.  To schedule an appointment with the RANT administrator please contact: 

Gabe McQueen
JDOT

Valley Behavioral Health Forensic Unit

1020 South Main Street #100

Salt Lake City, Utah 84101

801-539-7026
Gabrielmc@valleycares.com
The following is for your use.

RANT appointment date: _______________ Time: ____________

NOTES:

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________________________________________________________________________________

HIPAA COMPLIANT

AUTHORIZATION FOR RELEASE OF INFORMATION
	TO:                

NAME:
 MERGEFIELD "First_Name"      MERGEFIELD "Middle_Name" 
DOB:         MERGEFIELD "DOB" 
SSN:          

          MERGEFIELD "SS" 
	This instrument authorizes you to furnish and release to the:

Salt Lake Legal Defender Association

424 East 500 South, Suite 300

Salt Lake City, Utah 84111

               (801) 532-5444




This instrument authorizes you to furnish and release to the Salt Lake Legal Defender Association or a representative thereof, for the purpose of legal representation MERGEFIELD "First_Name" 

 MERGEFIELD "Middle_Name" 

 MERGEFIELD "Last_Name" , all of my records, including those normally considered private, privileged, confidential, controlled and protected, including but not limited to: medical, psychiatric, and hospital records; psychological, mental health, and substance abuse records; court records or any records incidental thereto; military testing reports or medical evaluations and reports; and medical, psychiatric, psychological testing, assessments, evaluations, diagnoses, findings, treatments, care plans and reviews, referrals, admissions and discharges, and opinions in your records on the following:

    
 HOSPITAL / ER / CRISIS EVALUATIONS
     
 MEDICATION / PRESCRIPTION HISTORY
     
 MEDICAL DIAGNOSTIC / TREATMENT
    
 LAB / DRUG TESTING RECORDS

     
 PSYCHOLOGICAL / PSYCHIATRIC 
    
 GROUP THERAPY / PSYCHOEDUCATIONAL

    
 DRUG & ALCOHOL ABUSE / TREATMENT
     
 CASE MANAGEMENT / TREATMENT PLANS & REVIEWS

    
 EDUCATIONAL / TRANSCRIPT / IEP
    
 EMPLOYMENT RECORDS

    
 VERBAL COMMUNICATION
    
 CIVIL / CRIMINAL COURT RECORDS
    
 OTHER: 
              








              

PROHIBITION ON REDISCLOSURE:  Alcohol and Drug Abuse Medical Records are protected by Federal confidentiality rules (42 CFR Chap. 1, Part 2, Subpart C § 2.32) The Federal Rules prohibit further disclosure of this information unless further disclosure is expressly permitted by written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Chap. 1, Part 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal Rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. 
I understand that authorizing the disclosure of this health information is voluntary.  I understand that any disclosure of information, carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules. If I have any questions about disclosure of my health information, I can contact the authorized individual or organization making the disclosure.  I understand that the information authorized for release may indicate the presence of a communicable or venereal disease which may include, but is not limited to, diseases such as hepatitis, syphilis, gonorrhea, or the human immunodeficiency virus, also known as acquired immune deficiency syndrome (AIDS).  This document specifically authorizes the release of mental health, substance abuse, psychological, and psychiatric information and records. With this knowledge, I give my consent to the release of all information in my medical and other records as indicated above,  including any information concerning my identity, and release the above agency / health provider, its affiliates, agents and employees, from any liability in connection with the release of the information contained herein.  I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke this authorization I must do so in writing and present my written revocation to the Medical Record Department and /or Privacy Officer.  I understand that the revocation will not apply to information that has already been released in response to this authorization.  The medical provider to whom this authorization is furnished may not condition treatment on whether or not I sign the authorization.  I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.  Unless otherwise revoked, this authorization will expire 365 days from the date signed.  Notarized photocopies of this authorization are to be given the same effect as the original.

DATE: ___________________





X  ______________________​​​_______________




 MERGEFIELD "First_Name" 

 MERGEFIELD "Middle_Name"  

                                                             Client Signature
 MERGEFIELD "Last_Name" 
STATE OF UTAH  
)

                  
:SS







COUNTY OF SALT LAKE  
   ) 

On the _____ day of ________________________, 20___,

before me, _________________________________ a notary public, 

personally appeared _________________________________ [client name] 
proved on the basis of satisfactory evidence to be the person whose name is subscribed      

to this instrument, and acknowledged  MERGEFIELD "he_or_she" he/she executed the same.


​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​






Notary Signature

HIPAA COMPLIANT

AUTHORIZATION FOR RELEASE OF INFORMATION
	TO:                

NAME:
 MERGEFIELD "First_Name"      MERGEFIELD "Middle_Name" 
DOB:         MERGEFIELD "DOB" 
SSN:          

          MERGEFIELD "SS" 
	This instrument authorizes you to furnish and release to the:

Salt Lake Legal Defender Association

424 East 500 South, Suite 300

Salt Lake City, Utah 84111

               (801) 532-5444




This instrument authorizes you to furnish and release to the Salt Lake Legal Defender Association or a representative thereof, for the purpose of legal representation MERGEFIELD "First_Name" 

 MERGEFIELD "Middle_Name" 

 MERGEFIELD "Last_Name" , all of my records, including those normally considered private, privileged, confidential, controlled and protected, including but not limited to: medical, psychiatric, and hospital records; psychological, mental health, and substance abuse records; court records or any records incidental thereto; military testing reports or medical evaluations and reports; and medical, psychiatric, psychological testing, assessments, evaluations, diagnoses, findings, treatments, care plans and reviews, referrals, admissions and discharges, and opinions in your records on the following:

    
 HOSPITAL / ER / CRISIS EVALUATIONS
     
 MEDICATION / PRESCRIPTION HISTORY
     
 MEDICAL DIAGNOSTIC / TREATMENT
    
 LAB / DRUG TESTING RECORDS

     
 PSYCHOLOGICAL / PSYCHIATRIC 
    
 GROUP THERAPY / PSYCHOEDUCATIONAL

    
 DRUG & ALCOHOL ABUSE / TREATMENT
     
 CASE MANAGEMENT / TREATMENT PLANS & REVIEWS

    
 EDUCATIONAL / TRANSCRIPT / IEP
    
 EMPLOYMENT RECORDS

    
 VERBAL COMMUNICATION
    
 CIVIL / CRIMINAL COURT RECORDS
    
 OTHER: 
              








              

PROHIBITION ON REDISCLOSURE:  Alcohol and Drug Abuse Medical Records are protected by Federal confidentiality rules (42 CFR Chap. 1, Part 2, Subpart C § 2.32) The Federal Rules prohibit further disclosure of this information unless further disclosure is expressly permitted by written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Chap. 1, Part 2.  A general authorization for the release of medical or other information is NOT sufficient for this purpose.  The Federal Rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. 
I understand that authorizing the disclosure of this health information is voluntary.  I understand that any disclosure of information, carries with it the potential for an unauthorized re-disclosure and the information may not be protected by federal confidentiality rules. If I have any questions about disclosure of my health information, I can contact the authorized individual or organization making the disclosure.  I understand that the information authorized for release may indicate the presence of a communicable or venereal disease which may include, but is not limited to, diseases such as hepatitis, syphilis, gonorrhea, or the human immunodeficiency virus, also known as acquired immune deficiency syndrome (AIDS).  This document specifically authorizes the release of mental health, substance abuse, psychological, and psychiatric information and records. With this knowledge, I give my consent to the release of all information in my medical and other records as indicated above,  including any information concerning my identity, and release the above agency / health provider, its affiliates, agents and employees, from any liability in connection with the release of the information contained herein.  I understand that I have a right to revoke this authorization at any time.  I understand that if I revoke this authorization I must do so in writing and present my written revocation to the Medical Record Department and /or Privacy Officer.  I understand that the revocation will not apply to information that has already been released in response to this authorization.  The medical provider to whom this authorization is furnished may not condition treatment on whether or not I sign the authorization.  I understand that the revocation will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.  Unless otherwise revoked, this authorization will expire 365 days from the date signed.  Notarized photocopies of this authorization are to be given the same effect as the original.

DATE: ___________________





X  ______________________​​​_______________




 MERGEFIELD "First_Name" 

 MERGEFIELD "Middle_Name"  

                                                             Client Signature
 MERGEFIELD "Last_Name" 
STATE OF UTAH  
)

                  
:SS







COUNTY OF SALT LAKE  
   ) 

On the _____ day of ________________________, 20___,

before me, _________________________________ a notary public, 

personally appeared _________________________________ [client name] 
proved on the basis of satisfactory evidence to be the person whose name is subscribed      

to this instrument, and acknowledged  MERGEFIELD "he_or_she" he/she executed the same.


​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​​






Notary Signature

IN THE DISTRICT COURT OF THE THIRD JUDICIAL DISTRICT

IN AND FOR SALT LAKE COUNTY, STATE OF UTAH
	THE STATE OF UTAH,

Plaintiff,

vs.

​_______________________________,

Defendant.


	MENTAL HEALTH COURT REFERRAL 
Case No.  _________________

JUDGE __________________


I, ___________________________, hereby request that the above-entitled case be screened for Mental Health Court.   

DATED this _____ day of _____, 20____.

_____________________________________ 
__________________________________

DEFENDANT





PROSECUTING ATTORNEY








Bar No. ________

_____________________________________

ATTORNEY FOR DEFENDANT

Bar No.  _________
















