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                                          THE_____________ COUNTY
STATE OF SOUTH DAKOTA   )


                                         BOARD OF MENTAL ILLNESS
                             SS

COUNTY OF _______________)

IN THE MATTER OF 




                                          PETITION FOR
___________________________


                                           EMERGENCY COMMITMENT
I, _________________________ (please print clearly), under penalty of perjury, state the following:

1. I believe, on the basis of personal knowledge, that ____________________is, as a result of a severe mental illness, a danger to self or others or has a chronic disability and in such condition that immediate intervention is necessary.

2. The specific nature of the danger is: _____________________________________________________________________________________​_______________.
3. In summary, I believe such danger exists based on the following information:

________________________________________________________________________________________________________________________________________________________________________________________________________.

4. The above person came to my attention based on these facts: _______________________________________________________________________________________________________________________________________________________________________________________________________.

5. Petitioner’s interest in this case is as a [circle one] (police officer) (doctor) (counselor) (witness) (family member) (other) [please describe specific relationship]: ________________________________________________________________________________________________________________________________________________________________________________________________________.
6. Information at to the above person to be evaluated is as follows:

Address___________________________________________________________

County of residence: _____________________Age/DOB:___________________

Marital status: ________________Occupation: _______________ Veteran: [ Yes  No ] 

Name of nearest relative(s) (or guardian):_________________________________________________________

Address of nearest relative(s) (or guardian):_______________________________________________________

Phone contact number for nearest relative(s) (or guardian):___________________________________________

7. Supplemental information as to the above person to be evaluated:


(a) Do you have any information that the above person has a “chronic disability.” As defined in the Chronic Disability Information Exhibit A? [ Yes  No ]
    If “Yes,” please submit Chronic Disability Information Exhibit A, which shall be incorporated into this Petition by this reference.


(b) Are there any persons not listed above, with knowledge of the above person, whose information could be helpful in an evaluation of this person? [ Yes  No ]

    If “Yes,” please submit that supplemental information with this Petition.


8. I have read the foregoing Petition and know the contents of it. I swear or affirm, under penalty of perjury, under the laws of the state of South Dakota that the foregoing is true and correct.

WHEREFORE, Petitioner asks that this matter be brought on for hearing pursuant to the terms of SDCL 27A-10 and the South Dakota emergency commitment procedures.

Executed on this ____day of _______________(month), 20___, in the county of__________________(county name), in the state of South Dakota. 


____________________________


Petitioner’s signature (required)


____________________________


____________________________


Address of Petitioner (required)


____________________________

QMHP Chronic Disability Information Exhibit A.
“Chronic disability” is defined as “a condition evidenced by a reasonable expectation, based on the person’s psychiatric history, that the person is incapable of making an informed medical decision because of a severe mental illness, is unlikely to comply with treatment as shown by a failure to comply with a prescribed course of treatment outside of an inpatient setting on two or more occasions within any continuous twelve month period, and, as a consequence, the person’s current condition is likely to deteriorate until it is probable that the person will be a danger to self or others.” SDCL 27 A-1-1(4).

1.   I, _________________ (please print clearly), believe that _________________has a chronic      disability, as defined above.

2. Specifically, this person’s psychiatric history shows that this person is incapable of making an informed medical decision because of a severe mental illness and is unlikely to comply with treatment as shown by a failure to comply with a course of treatment prescribed by __________________(a doctor, board or court), on _________________(date(s) prescribed or ordered), outside of an inpatient setting on two or more occasions within the continuous twelve month period beginning ______________and ending ______________, namely on these two or more dates: (1)________________and (2) __________________, +___________________(specify all dates of failure to comply) and, as a consequence, this person’s current condition is likely to deteriorate until it is probable that the person will be a danger to self or others.
3. A summary of the person’s psychiatric history, severe mental illness, lack of capacity to make an informed medical decision, previous decompensation or deterioration and probability of dangerousness is as follows: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

4. I have read the foregoing Chronic Disability Information Exhibit A, know the contents of it, and specifically incorporate it into the Certification of Qualified Mental Health Professional, by this reference. 

Dated this ______day of _______________(month), 20___.

______________________________________________

                 QMHP Signature

Certification of QMHP


                                THE __________________COUNTY





                                                BOARD OF MENTAL ILLNESS

STATE OF SOUTH DAKOTA        )

COUNTY OF _____________         )

In the Matter of



                                              CERTIFICATION OF 







                         QUALIFIED METAL HEALTH

_________________________

                                              PROFESSIONAL OR 

ALLEGED MENTALLY ILL


                                         PHYSCIAN

I_____________________________(print name) have seen ____________________________ 
on the _______ day of _____________________, 20____, and have made a careful personal examination. 


As a result of such examination, I hereby certify that, according to my judgment, said person is mentally ill, and a fit subject for custody and treatment in the hospital for the mentally ill. I also certify that I have stated correctly the answers I have obtained from the best sources within my knowledge, and from my observation, the interrogations furnished, which interrogations and answers hereby accompany this certificate, and are given below. 


Dated at _________________this _______day of _________________, 20____.





       Signature: __________________________​​​​​​​






       Qualified Mental Health Professional

(1) HISTORY:

a. Petitioner Informant:

1. Name ____________________________________________________
2. Address __________________________________________________
3. Relationship _______________________________________________
    b. Patient
            1. Full Name __________________________________________________


        

            2. Birthplace & Date ____________________________________________


                                            3. Sex, Race & Education ________________________________________


                                            4. Occupation _________________________________________________


                                            5. Social Security # _____________________________________________


                                            6. How long in South Dakota ___________________________ ⁬ Homeless


                                            7. County of Residence & Address _________________________________


                                            8. Marital Status ________________________________________________
                       c. Spouse
            1. Name ______________________________________________________


                                            2. Address ____________________________________________________

                     d. Next of Kin 
           1. Full Name __________________________________________________

                                                           2. Address ____________________________________________________


                                           3. Relationship _________________________________________________
                       e. Legally responsible   1. Full Name ________________________________________________
                           Relative/guardian      2. Address __________________________________________________
                           Attorney in Fact        3. Relationship _______________________________________________

                       f. Military Service   ___________  Yes    ____________   No

      g. Previous Treatment for Mental Illness – dates, places of treatment, hospitalizations, etc.

⁬ Outpatient mental health involvement in past year _____________________________________________
⁬ Hospitalization for mental health in past year _________________________________________________
⁬ SPMI       ⁬ No history

                                    Does this patient have a Chronic Disability?  ⁬ Yes    ⁬ No.    If yes, attach date, Exhibit A.

                     h. A review of previous behavior or acts which led to involuntary commitment or treatment which are    

                         similar or related to the person’s present psychiatric condition or status:

             

⁬Suicidal Ideation   ⁬Suicidal Gesture   ⁬Suicide Threat   ⁬Suicide Attempt   ⁬Homicidal Threats     

             

⁬Depression   ⁬Unable to care for self   ⁬Dementia   ⁬SPMI

             

⁬ Other: ________________________________________________________________________


       IF A MINOR:

                       i.        Father
1. Full Name ___________________________________________________



 

2. Address _____________________________________________________


        j.        Mother
1. Full Name ___________________________________________________





2. Address _____________________________________________________

                  EXAMINATION FINDINGS

a. Physical condition, including any special test results: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________. 

b. Present Mental Condition: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

c. Is this patient considered to be a danger to self?  If so, explain: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

d.  Is this patient considered to be a danger to other? Is so, explain: ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

e. Diagnostic Impression: __________________________________________________________________________
f. Is the person taking any medication or drugs? List them if known. In your opinion, do these have an affect on the person’s current   behaviors?  If so explain:            ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________. 

g. In your opinion, could this person benefit from treatment? If so, please list the least restrictive alternatives:      ___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________.

IVC7 _______________________________________________________________________________________________

h. Qualified Mental Health Professional: _________________________________________________

                                                                                                   Signature
