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In support of this request, I hereby state with respect to the above-named person that: 

1. In my clinical judgment
a. this person has failed or refused to comply with the assisted outpatient treatment ordered by the court;

b. efforts were made to solicit compliance by this person with the treatment ordered by the court; and

c. this person (Check appropriate box),

□ may be in need of involuntary care and treatment in a hospital providing inpatient services for
mental illness pursuant to MHL Section 9.27, or

□ may have a mental illness for which immediate observation, care and treatment in a hospital is
appropriate and which is likely to result in serious harm to self or others pursuant to
MHL Sections 9.39 or 9.40.

2. To the best of my knowledge and belief, the facts stated above and the information contained herein are true.

Signature of M.D.  

Mo. Day Year   

PART Bl CUSTODY/TRANSPORT OF PERSON SUBJECT TO ASSISTED OUTPATIENT TREATMENT ORDER

Pursuant to M�L section 9.60(n), I hereby direct that (check one)

□ the ambulance service, or 

□ an aooroved mobile crisis outreach team or 

□ peace officers/police officers of

(Department/Location) 

take the above-named person into custody and transport him/her to the following hospital (as designated by 
the section of Community Services): 

Name of Hospital: 

Address of Hospital' 

Signed: 

Position/Capacity: (check one) 
-

Director of Assisted Outpatient Treatment (AOT) Program 
-

Designee of Director of AOT Program 
__ Physician designated pursuant to MHL 9.37 
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