05/20/201 4 L13:4% LFAX 815 727 29146 Will Co Publlc Defender 00 0005

Mental Health Court Application me
Personal Information
Last Name: ' First Name:
Address:
City: ‘ State: Zip: Phone #:
Date of Birth: Race: - Gender: Male/ Female
Driver’s License #: Marital Status: Married/Single/Divorced/Widower/Living as Married
Spouse Name: Number of Children: Pregnant? N/A/ Yes/ No
Education
Highest Grade Completed: Current School:

Reading Problem: Yes/No - Writing Problem: Yes/No Did you have an LE.P? Yes/No

Employment/Benefits
Source of Imcome: Employer:
Occupatior: Insurance: Yes/No Company:

Policy, Group and 1D Number:

Social Security Benefits: Yes/ No/ Pending If yes, start date

Medicare: Yes/No Medicaid: Yes/No
Denied Benefits: Yes / No  Reason: Date:
Benefits Stopped: Yes/No  Reason: Date:

Criminal History J

Current Charge: Attorney:
Other Cases Pending: Yes/No  OQut of County Case: Yes/No (If yes, list under comments)

Currently on Probation: Yes/No Officer: Parcle: Yes/No Agent:

Have you completed or been discharged from a Mental Heaith Court Program in the past three (3) years"f‘

Yes/ No When? Where?

l Comments t

PLEASE FILL OUT BOTH SIDES OF THIS FORM



Vas ZU/ZuL e LII4Y FAA BLD [ZAf ZYLY will Uo tublic Derender LQUUOZ/DGQ;

e rw m e mme e e e me mm em mm e b m v e e e ey el o e e et m wm —— e e E o amm e e e e e e e
e

Mental Health Court Application Form- Side Two -

Menta} Health/Medical
Psychiatric Diagnosis:
Psychiatrist: _ Address:
City; State: Zip: Phone #:
Psychologist/ Other Clinician: Address:
City: State: | Zip: Phone #:

Medication/ Dosage:

Medicatiory/ Dosage:

Medicatiory/ Dosage:

Medicatiory Dosage:

Have you ever been hospitalized for psychiatric reasons? Yes/No

Where: Dates:
Where: ) Dates:
Where: Dates:

Medical Issues? Yes/No  Diagnosis:

Medication/ Dosage:

Medicatioxy/ Dosage:
Substance Abuse
Please list all Drugs you have experimented with
Drug: Age of First Use: Frequency:
Drug:  Age of First Use: Frequency:
Drug: Age of First Use: __ Frequency:

Have you ever had inpatient / ouipatient treatment? ¥es/ No

Where: | . | Dates:
Where: : Dates:
Signature: Date:
Attorney Signature: ) o Date:
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[ acknowledge that my client 1s applylng for Mental Health Court.
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WILL COUNTY MENTAL HEALTH COURT
AUTHORIZATION FOR RELEASE, OF HEALTH INFORMATION

This AuthhoOrization form is designed to meet the requirements of federal privacy regulations issued by the U.S.
Department of Health and Human Services at 45 CFR §164.508 (pursuant to HIPAA, the federal Health Insurance
Portability 2nd Accountability Act of 1996), 42 CFR Part 2 (pertaining to the confidentiality of drug and alcohol abuse
records), ard applicable state law (including but not limited to 20 ILCS 301/1-1 ot scq).

LAUTHORIZE AND DIRECT THESE FOLLOWING PROVIDERS:

Provider, A gency, or Facility (including any of its subsidiarics or affiliates or staff) Dates of Service

S

TO RELEASE INFORMATION ABOUT OR BISCLOSE FROM THE RECORD OK:

PATIENT / RECIPIENT: DATE OF BIRTH:

ADDRESS: PHONE:

THE FOLLOWING INFORMATION CR RECORDS:
0 Twish to have all protected health information released (including but not limited fo diagnosis, treatment,
assessments, referrals, payments, records from other providers, etc.) except as may be otherwise provided.

To the extent any such information exists, pursuant to this authorization:
o [wish torelease HTV/AIDS information.

0 I wish to release developmental disability and/or mental health information (exclude psychotherapy notes).
o 1 wish to release infermation about drug/alcohol abuse diagnosis, freatments, assessments, or referrals.

Note: If you place any restrictions on the release of your protected health information, you will not be able to
participate in the Will County Mental Health Courf, including the Will County Health Department’s Forensic
Program, although your treatment by providers not offered through the Will County Mental Heulth Court will not be
affected. A decision to porticipate in the Will County Mental Health Court places responsibifity for use and release of
this informetion under your control.

TO:

O

0 The Will County Mental Health Court Team. 14 W. Jefferson Street, Joliet, Illinois 60432. Attn; Tudge Domenica
Osterberger. T understand the following information agencies and their staff may discass, disclose, and iransfer the
information or records among themselves as the Will County Menial Health Court Team and I do not consider
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those discussions to be a re-Bisefosure as each agency is authorized to receive the information or records,
undersicxnd the Will County Mental Health Court Team necessarily includes the following agencies and I intend Sfor
the information 1o he released 1o any of the agencies in their capacity as part of the Will County Mental Heqlyj;
Court Team: The Twelfth _ Judicial Circuit of Ilfinois, 14 W. Jefferson Street, joliet, Illinois 68432 and/or its staff
the Will County Public Defender’s Office, 58 E. Clinton Street. Joliet, Hlinois 60432 and/or its staff, the Mﬂﬁ
State’s Attorney’s Office. 121 N, Chicago Street, Joliet, lllinois 60432 and/or its staff, the Will County Health
Department, 501 N. Ella Avenue, Jolet, lllinois 60433 and/cr its staff; the Will County Probation Department. 57 N,
Ottawa Sireet., Joliet, Ilinois 60432 and/or its staff: the Will County Center for Correctional Concerns, 95 5. Chicage
Street. Joliet Hlmms 60432 and/or its staffi the Will County Adult Detention Facdity, 95 S. Chicage Street. Joljet.
Minois 60432 and/or its staff and contractors, including but not limited to Medical.

INFORMATION OR RECORDS MAY IF RELEASED IN THE FOLLOWING FORMS:

o Oral 1 Photocopy  u Written o Electronic 0 Other (specify)

PURPOSE OF DISCLOSURE:

[ submit this request because § want my protected health information to be disclosed to the Will County Mental Health
Court Team for the purposes of (a) coordinating treatment services; (b) providing referral information; and (¢) monitoring
for compliance with a treatment program and my contractual agreement, including informing the Will County Mental
Health Cowrt Team of my diagnosis, treatment issues, participation in treatment, atterdance or non-attendance, progress,
prognosis, and completion of treatment. |

EXPIRATION:

T'intend on giving advance consent to information that may coms into existence after the date I sign this authorization.
This authorization expires on , 20 (i.e., one year from the date it is signed), unless =
shorter time is indicated here:

1 UNDERSTAND THE FOLLOWING:

= This authorization is voluntary.

= My treatment, payment for 1t and/or eht,jblhty for enrollment or benefits capnot be conditioned on my signing this
authorization form. [ may receive a copy of this form.

= ]} mavy inspect and copy my protected health information prior to its release and without signing this form.

o This authorization to disclose information may be revoked by me at any time, excapt to the extent that action bas
been taken prior to receipt of revocation. To revoke the authorization, I must notify the Provider indicated above or
the Mental Health Court Team in writing.

« The Mental Health Court Team 15 not a health care pmwder health plan, or otherwise covered by HIPAA and the
information described above may be re-disclosed and no longer protected by HIPAA. However, the Mental Health
Court Team is prohibited from re-disciosing mental health, substance abuse, and genetic, or HIV/AIDS-related
information under the Fedetal Substance Abuse Confidentiality Requirements and/or lllinois law.

« If I do not consent, my treatment by any provider will not be affected, but I will not be allowed to participate in the
Will County Mental Health Court.

Patient or Personal Representative’s Signature Date

If signature is other than by the patient, explain your authority to act for the patient:

[ can attest to the identity of the above-named person.

Witness ' Date
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The following information will not be used to determine your eligibility for Mental Health
Court. FHowever, this statistical information is required in order for your application to be
complete. The data will be submitted to the Will County State’s Attorney’s Office through the
Will County Health Department after a decision as to your eligibility 1s made to ensure

confidentiality.

Current Charge:

- Apge: Race: Sex: Male/Female

Do you or have you ever played video games? Yes/No

What garries?

Frequency:

Age you began to play each game:

What types of music do you listen to?

List favorite bands/ Musicians:

List recent movies you have watched:




