CLIENT NAME AND NUMBER ___________________________________________________________

IN RE:  ________________________________________
CASE NO.: __________________________

Petition Requesting Authorization for Continued Involuntary Inpatient Placement

The petition of  __________________________________________________________ who is the Administrator of _______________________________________________________________________________ Facility shows that:

1.
The above named person, __________________________________ of _______________________ County, 


Florida, is currently in the aforesaid facility and was admitted to this facility on
____________________________ .





Date
2.
That according to the provisions of Section 394.467 (7), F.S., this person may not be retained after ______________________________, (Date) without an order authorizing continued involuntary inpatient placement.

3.
That the person continues to meet the criteria for involuntary inpatient placement pursuant to Section 394.467(1), F.S., and 


 FORMCHECKBOX 
 that legally authorized period has nearly expired, or 


 FORMCHECKBOX 
 the person was admitted while serving a criminal sentence whose sentence will expire on
________________ , or 




Date

 FORMCHECKBOX 
 the person was placed while a minor and will reach the age of majority on
_________________.



Date
Wherefore, it is requested an Order be issued authorizing this Facility to retain the person for a period not to exceed six (6) months.
_________________________________________________
___________________
_____________  am    pm

Signature of Administrator or Designee
Date
Time

____________________________________________________

Printed or Typed Name of Administrator or Designee
CONTINUED OVER
Petition Requesting Authorization for Continued Involuntary Placement (Page 2)

Physician's or Clinical Psychologist's Statement

I hereby state that the above named person continues to meet the criteria for involuntary placement.  Behavior which supports this opinion is: ____________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Person’s treatment during placement was: ______________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________

Less restrictive settings which were investigated and the reasons they were ruled out are as follows: ________________

________________________________________________________________________________________________

________________________________________________________________________________________________

________________________________________________________________________________________________


 FORMCHECKBOX 

Support for facts in this statement is attached.


 FORMCHECKBOX 

The individualized treatment plan for the person is attached.
____________________________________________________
_______________
_________   am    pm
Signature of     FORMCHECKBOX 
 Physician      FORMCHECKBOX 
 Clinical Psychologist
Date
Time

________________________________________
_______________________________

Printed Name of Physician/Clinical Psychologist
License Number
File this completed form with the Administrative Law Judge.
Person       FORMCHECKBOX 
 does    or        FORMCHECKBOX 
 does not have a private attorney.  If so, the name and address of the private attorney is:

Private Attorney Name: ______________________________________________________________________________

Private Attorney Address: ____________________________________________________________________________
cc:  Check when applicable and initial/date/time when copy provided:
	Individual
	Date Copy Provided
	Time Copy Provided
	Initials of Who Provided Copy

	 FORMCHECKBOX 
 Person
	
	                          am   pm
	

	 FORMCHECKBOX 
 Guardian
	
	                          am   pm
	

	 FORMCHECKBOX 
 Guardian Advocate
	
	                          am   pm
	

	 FORMCHECKBOX 
 Representative
	
	                          am   pm
	

	 FORMCHECKBOX 
 Public Defender or      FORMCHECKBOX 
 Private Attorney
	
	                          am   pm
	


See s. 394.467(7), Florida Statutes

CF-MH 3035, Feb 05 (obsoletes previous editions)    (Recommended Form)
BAKER ACT
