


CERTIFICATE OF EVALUATION

TO ANY PEACE OFFICER:
	I, licensed for the independent practice (Psychiatrist, LISW, LPCC, LMFT, PMHNP, CNP-BC) with: (medical group)                                                                           certify that (client)_____________________ as a result of a psychiatric condition, presents a likelihood of serious harm to self or to others through grave passive neglect or other means.  

· NM State Statue § 43-1-10: Mental health evaluation and car in the absence of a legally valid order from the court shall be granted if: a physician, a psychologist or a qualified mental health professional licensed for independent practice who is affiliated with a community mental health center or core service agency has certified that the person, as a result of a mental disorder, presents a likelihood of serious harm to themselves or other and that immediate detention is necessary to prevent such harm. Such certification shall constitute authority to transport the person. 
· The proposed client is to be transported to the Nearest Hospital Emergency Room for a psychiatric assessment for possible emergency admittance to a psychiatric inpatient facility for further treatment. This certificate constitutes authority for any peace officer to transport the proposed client to a facility. A court order is not required under the section of the statue. 
I am providing the following information to assist with the safety of the: The Client, The Community, Law Enforcement and Medical Attendants. 
                                                                                                                     					
Client name                                                    Address                                                               Phone Number

_____________________________________________________________________________________
DOB/age               SSN                      M/F              Height/Weight                Race              Hair/eye color

Additional information (Treatment guardians, Family Members, Friends, etc)

· The client has been with ____________________ (facility) since __/___/____.
· The client was las seen by __________________ (a qualified Professional) on __/__/____.
· Mental Health diagnosis(s):________________________________________________________.
· Other medical diagnosis(s):________________________________________________________.
· Medications:___________________________________________________________________.
· Known Substance abuse(s):_______________________________________________________.
· Weapon History (known to possess or carry):_________________________________________.
· Assaultive Behavior: _____________________________________________________________.
· Last known time taken into protective custody: ___/___/____ Agency: 

· Description of proposed client’s behavior that constitutes dangerousness:
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

· Attention: Medical Attendants- Client treatment plan
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


[bookmark: _GoBack]If this order is not served within 72 hours of signed date return to petitioner









Signature                                                                                    Date                            Time


Name (print)                                             Name of Medical Facility                      Phone





