                                                                                                Case #(s)_____________________________
                                                                                                                                        If Applicable


McHENRY COUNTY
MENTAL HEALTH COURT

Phone 815/334-4913 Fax 815/334-4691
REFERRAL

The following subject, 






 DOB: 



, 
is believed to be a candidate for the McHenry County Mental Health Court program.  
This individual  FORMCHECKBOX 
 is  FORMCHECKBOX 
 is not currently an inmate in the McHenry County Correctional Facility.

Previously Referred:     FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No    
(If Known)
Referral from:   FORMCHECKBOX 
 Jail      FORMCHECKBOX 
 Court Services      FORMCHECKBOX 
 Public Defender      FORMCHECKBOX 
 Police Agency   ___________

    FORMCHECKBOX 
 Private Attorney   _______________________       FORMCHECKBOX 
 Other ___________________

    FORMCHECKBOX 
 Family Member    _______________________       FORMCHECKBOX 
 Self

Additional Information: 







































Signed,









Date 




PLEASE FORWARD THIS REFERRAL TO THE SPECIALTY COURTS COORDINATOR
To be completed by the State’s Attorney’s Office

I have reviewed the information on 


 that this department has regarding the above named individual and find he/she  FORMCHECKBOX 
 is  FORMCHECKBOX 
 is not a suitable candidate for consideration to the Mental Health/Drug Court program at this time.

Additional Information: 







































Signed,









Date 




Original to – Specialty Courts Coordinator – Scott A. Block
Copies to – SAO, ATTY
8/2009, REV 7/2010, REV 5/2011
MCHENRY COUNTY MENTAL HEALTH COURT PROGRAM 

Initial Referral Information

Interviewed by 







Date 



Agency/Department 






Arresting Agency 





  Officer 




Offense 












Name 













Alias/AKA 












Address 












Phone Number _____________________ Alternative Phone Number ______________________
Date of Birth 



Sex  FORMCHECKBOX 
 M   FORMCHECKBOX 
 F
Ethnicity 





Marital Status: 

  Veteran: Yes/No  GED: Yes/No   HS Diploma: Yes/No
Children/Dependents   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If yes, how many and age(s) ________________________________________________________
Family Support: __________________________________________________________________________________________________________________________________________________________________________
Employed   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If yes, where:  ___________________________________________________________________

Current Benefits:   FORMCHECKBOX 
 Social Security      FORMCHECKBOX 
 Medicaid      FORMCHECKBOX 
 Medicare      FORMCHECKBOX 
 Other, please list

_____________________________________________________________________________________
History
Diagnosis ____________________________________________________________________________
Current Medications: __________________________________________________________________________________________________________________________________________________________________________
Current/Previous Mental Health Treatment   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If yes, when & where: __________________________________________________________________________________________________________________________________________________________________________
Name of doctor(s)/clinician(s) ____________________________________________________________
Hospitalization History: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
History of Substance Abuse  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If yes, what and date of last use: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Criminal History
Previous Police Contact (including arrests)  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If yes, for what & when: ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Previous Incarceration  FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No


If yes, for what & when: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Additional Information ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
