IN THE CIRCUIT COURT OF LAWRENCE COUNTY, ARKANSAS

PROBATE DIVISION

IN THE MATTER OF 

______________________




NO. PR-20______

PETITION TO COMMIT PERSON WITH MENTAL ILLNESS

The undersigned on oath states that ___________________________________, a resident of Lawrence County, State of Arkansas, is believed to have mental illness and should be committed to the appropriate receiving facility or program for the treatment of mental illness.  He/She is believed to a clear and present danger to himself/herself or others as defined below.*
Describe person’s conduct, clinical signs and symptoms in detail, including time and place of occurrence.  Such description shall be limited to facts within the petitioner’s personal knowledge.

Conduct, Signs and Systems: _____________________________________________________________ _________________________________________________________________________________________ ________________________________________________________________________________________
Time and Place of Occurrence: _______________________________________________________________
Petitioner’s name, address, phone number and relationship to Respondent: _____________________________

_________________________________________________________________________________________

Witnesses and Addresses: ____________________________________________________________________
___________________________________________________________________
Wherefore, this petitioner prays that the Court issue an Order of Commitment of _____________________ 
to the Arkansas State Hospital or any appropriate receiving facility _______________________ for care and treatment.


My relationship to the person is ____________________ and my address is _________________







___________________________________







PETITIONER


Subscribed and sworn to before me this __________ day of _____________________, 20___.








_______________________________________








Notary, Probate Judge, Probate Clerk, or Referee

My commission expires:______________________

*
(a) A clear and present danger to himself/herself is established by demonstrating that:  (1) the person has inflicted serious bodily injury on himself/herself or has attempted suicide or serious self-injury and there is a reasonable probability that such conduct will be repeated if admission is not ordered; or (2) the person has threatened to inflict serious bodily injury on himself and there is a reasonable probability that such conduct will occur if admission is not ordered; or (3) the person’s behavior demonstrates that he/she so lacks the capacity to care of his/her own welfare that there is a reasonable probability of death, serious bodily injury, or serious physical or mental debilitation if admission is not ordered.

(b)  A clear and present danger to others is established by demonstrating that the person has inflicted, attempted to inflict, or threatened to inflict serious bodily harm on another, and there is a reasonable probability that such conduct will occur if admission is not ordered.
ARKANSAS DIVISION OF MENTAL HEALTH
(To be completed by person filing Petition)

NAME 


LAST
FIRST
MIDDLE

ADDRESS

RACE
 SEX
 AGE
 BIRTH DATE

PLACE OF BIRTH
(city and state or county)

LENGTH OF RESIDENCE IN ARKANSAS
(months, years)

LENGTH OF RESIDENCE IN COUNTY
(months, years)

VETERAN?
 BRANCH OF SERVICE
 SERIAL NO.

V.A. CLAIM NO.
 SOCIAL SECURITY NO.

MEDICARE NO.
 
WELFARE RECIPIENT?

EDUCATION
 RELIGION




(Grade/High school/College)

OCCUPATION
 MARITAL STATUS

LIVING ARRANGEMENTS:
1. With Spouse ____
2. With Children ___
3.  Alone ____ 4. With Parents ____

5.  With Relatives ____
6. With Friends ____
7.  Institutional Setting ____
8.  Other ____

CORRESPONDENTS:

Name of husband or wife
Address
Phone

Name of Father
Address
Phone
Name of Mother
Address
Phone

Name of Legal Guardian
Address
Phone

Has person ever been in a mental health treatment program? 
  If yes, please give the following information:

Name of Facility or Program


Address

DESCRIBE PERSENT ILLNESS – When did it start, what were the symptoms?

Name & Address of Person’s family physician




Signature of Person Giving Information

Relationship

Date
