CERTIFICATE OF LICENSED PSYCHIATRIST OR ADVANCED PRACTICE REGISTERED NURSE WITH PRESCRIPTIVE AUTHORITY
FOR ASSISTED COMMUNITY TREATMENT


		The undersigned licensed psychiatrist, or advanced practice registered nurse with prescriptive authority and who holds an accredited national certification in an advanced practice registered nurse psychiatric specialization, hereby certifies that he/she/they is/are duly licensed in the State of Hawai‘i, or is a medical officer of the United States; and
		That he/she/they has/have examined

		_________________________________________________________
		(Name of Person)

		_________________________________________________________
		(No.)		(Street)

		_________________________________________________________
		(City)						(State)

		____________________					______________
		(Age and/or DOB)						(Sex)

on the _______ day of ____________________, 20 ______, at______ o’clock, _____.M.


CHECK ALL ITEMS THAT APPLY:

1.	That he/she/they named has/have reason to believe that the above-named person is:
		(   )  mentally ill
		(   )  suffering from substance abuse
		As manifested by (include diagnosis & examples) _____________________
		_____________________________________________________________
		_____________________________________________________________
		_____________________________________________________________
		_________________________________________________________
		_________________________________________________________.
2.	The above-named person is unlikely to live safely in the community without available supervision, is now in need of treatment in order to prevent a relapse or deterioration that would predictably result in the person becoming imminently dangerous to self or others, and the person’s current mental status or the nature of the person’s disorder limits or negates the person’s ability to make an informed decision to voluntarily seek or comply with recommended treatment, based upon the following: 
[bookmark: _Hlk136864793]		_________________________________________________________
		_________________________________________________________
_________________________________________________________
_________________________________________________________.
3.	(A) The above-named person has a mental illness has caused that person to refuse needed and appropriate mental health services in the community, based upon the following:
		_________________________________________________________
		_________________________________________________________
_________________________________________________________
_________________________________________________________.

	OR	


(B) The above-named person has a history of lack of adherence to treatment for mental illness or substance abuse that resulted in the person becoming dangerous to self or others and that now would predictably result in the person becoming imminently dangerous to self or others, based upon the following:
		_________________________________________________________
		_________________________________________________________
_________________________________________________________
_________________________________________________________.
4.	Considering less intrusive alternatives, assisted community treatment is essential to prevent the danger posed by the person, is medically appropriate, and is in the person’s medical interests, based upon the following: 
_________________________________________________________
		_________________________________________________________
_________________________________________________________
_________________________________________________________.
5.	The beneficial mental and physical effects of the recommended medication outweigh the detrimental mental and physical effects, based upon the following:
		_________________________________________________________
		_________________________________________________________
_________________________________________________________
_________________________________________________________.
6.	The name of the treating medical professional or designated mental health program who has agreed to be responsible for the management and supervision of the person’s treatment in the community:
	Name: ____________________________________________________
	Address: __________________________________________________
	Telephone: ________________________________________________
7.	Additional circumstances and reasons for this belief, including the reports of others are detailed in such attachments as:
(   )  Proposed treatment plan by 						
dated 					
		(   )  Discharge summary by referring hospital
		(   )  Clinical reports by designated mental health program
		(   )  MH-l
		(   )  MH-4
		(   )  MH-5
		(   )  MH-6
		(   )  Findings and Order of Involuntary Hospitalization
  dated ____________________________________________
		(   )  Other (specify) _______________________________________
8.	Spouse or Reciprocal Beneficiary
Name: 						  Phone: 			
Address: 									
Legal Parent
Name: 						  Phone: 			
Address: 									
Name: 						  Phone: 			
Address: 									
Adult Children
Name: 						  Phone: 			
Address: 									
Name: 						  Phone: 			
Address: 									
Name: 						  Phone: 			
Address: 									
Legal Guardian
Name: 						  Phone: 			
Address: 									
If none above, closest adult relative
Name: 						  Phone: 			
Address: 									

	I certify under penalty of perjury that the allegations made herein are true of my own knowledge except as to stated upon information and belief which I believe them to be true.

			Signed: ____________________________________________
					(Certifying Licensed Professional)

Print name:__________________________________________
			Business Address:
			____________________________________________________
			____________________________________________________
			Telephone: _____________________________
			Date:  _________________________________
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