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APPLICATION FOR MENTAL HEALTH DIVERSION

Date:  ___________________________

Name: 


                             Offense:  ______________________________

Case Number:  ____________________ Next scheduled Court date:  _______________

Attorney Information:

Attorney's Name:  











Address:   












                      
     (Street Name & Number)                                                           (Apt./Lot#)                   
                                        (City/State)                                                                                (Zip)

Work Telephone:  






                                    (Area Code)                   (Number)
Custody Status:   (  Incarcerated     (  Mental Health facility    (  Not in custody
Referred by:  (  Prosecutor     (  Attorney    (  Court  (  Treatment Provider

                        (  Jail     (   Probation Officer    (  Law Enforcement 

Name of Referral Source:  _____________________________________

Brief explanation as to reason for referral (to be completed by referral source):

Personal Information:

Full Name:  










     



(First)                                           (Middle)                                              (Last)

Alias/Nickname:  











Maiden Name/Other Married Names:  








Social Security Number:  



          Date of Birth:  




Age:  
             Race:  
    Place of Birth:  







Are you a U.S. Citizen?  






    ( Yes  ( No  

If no, please list Alien Status:  









Driver's License Number:  



  State of Issue:  




Driver's License Status:    (  Valid       (  Suspended        (  HTV         (  Never Licensed

Transportation:  (  Self (has access to a vehicle)      (  Family/friend        (  None

Do you have a gun permit?   ( Yes  ( No

Are there any guns or other weapons in your home?   ( Yes  ( No

If yes list: _______________________________________________________________

________________________________________________________________________

Residential Information:

Address:   












                      
     (Street Name & Number)                                                           (Apt./Lot#)                   
                                        (City/State)                                                                                (Zip)

Home Telephone:  



      Work Telephone:  




                    
       (Area Code)          (Number)                                              (Area Code)        (Number)

Cellular Phone:  



      Pager Number:  





                    
       (Area Code)          (Number)                                              (Area Code)        (Number)
Please list anyone who resides with you:

Name




Relationship

Contact Person:

Contact Person’s Name: ____________________________________________________

Address:  _______________________________________________________________

Home Phone Number:  __________________   Cell Phone Number:  _______________

Relationship (relative, friend, neighbor):  ______________________________________

Prior Legal History:

Juvenile:

Have you ever had contact with the police as a juvenile?  


    ( Yes  ( No

If yes, what age:  


    How many times?  






 Please list each police contact as a Juvenile:

Date

  Place


Charge   

 

Outcome

Have you ever been sent to the Department of Correction 

as a juvenile?  








    ( Yes  ( No

Have you ever been placed in secure detention or a jail as


    ( Yes  ( No

a juvenile?


Have you ever been charged with juvenile runaway?  


    ( Yes  ( No

Have you ever been involved in the Child Department of Child Services (Welfare) System?








    ( Yes  ( No

If yes, please explain:_________________________________________________________________

_______________________________________________________________________

If yes, were you ever placed out of the home or sent to a 

residential placement facility?





    ( Yes  ( No

If yes, please explain:  










Adult:

Have you ever had contact with the police as an adult?  


    ( Yes  ( No

Age of first conviction:  




Please list each police contact as an adult (including all contacts in which charges were dismissed, not filed, or you were found not guilty of the offense):

Date

     Place


Charge   
  

Outcome

Pending Charges:

Do you have any charges now pending in Indiana or in 

any other State or County?  






    ( Yes  ( No

If yes, please list each pending case:

Date

  Place


Charge   

           Date of Next Hearing

Probation/Parole:

Have you ever been on Probation?  





    ( Yes  ( No  

If yes, where and what charge?  









Was your Probation violated?  





    ( Yes  ( No

If yes, where and why?  










Have you ever been on Parole?  





    ( Yes  ( No

If yes, where and what charge?  









Was your Parole violated?  






    ( Yes  ( No

If yes, where and why?  










Criminal Orientation:

Have you had any previous felony convictions?  



    ( Yes  ( No

Have you ever been charged with Battery or a Violent Offense?  

    ( Yes  ( No

Have you ever been charged with Escape?  




    ( Yes  ( No

Have you ever been convicted of a Sex Offense?     ( Yes  ( No

Have you ever been a member of a juvenile or adult gang? 
 ( Yes  ( No   

If yes, name of gang:  










Instant Offense:

At the time of the instant offense were you under the influence of alcohol or drugs? 

( Yes  ( No

If yes, please list what type of alcohol/drug and amount consumed:  




At the time of the instant offense, were you on Probation?


    ( Yes  ( No  

or Parole?








    

Employment:

Are you currently employed?  ( Yes  ( No         

Name of Present Employer:  










Rate of Pay:  $


  Name of Supervisor:  






Current Employment Status:  

(  Laid Off 
 (  Medical Leave  
(  Suspension  
Other:  




(  Full-Time 
 (  Part-Time 

(  Temporary 

Other:  




Hours worked per week:  
             ( Day Shift    ( Night Shift    ( Day and night Shift 

Do you receive welfare benefits?  ( Yes  ( No         

If yes, how much?  $


     and  what type?  




  
Do you receive:   ( Social Security  (  Disability
If so, how much?  $




XI.  Health:

Health Insurance:     ( None    ( Medicaid    (  Insurance company _________________ 

Describe your general health:    ( Good   ( Fair   (  Poor  Other:  


_____

Do you have any medically diagnosed illnesses?  
( Yes  ( No

If yes, please list:____________________________________________________________________

_______________________________________________________________________

________________________________________________________________________        

 Have you ever suffered from any of the following conditions: 


High Blood Pressure  ( Yes  ( No
Heart Condition   ( Yes  ( No


Hepatitis

( Yes  ( No
HIV/AIDS/STD   ( Yes  ( No


Diabetes

( Yes  ( No
TB                        ( Yes  ( No

If yes, please describe any treatment:  





______

Do you have difficulty seeing?  
( Yes  ( No         

Do you have difficulty hearing?  
( Yes  ( No         

Are you currently taking any prescribed medication?  
  ( Yes  ( No         

If yes, please list all prescription medications you are taking currently:

Name Of Medicine

For
           Date Prescribed               Doctor/Pharmacy

Name of current primary physician:  





Address:   












                      
     (Street Name & Number)                                                           (Apt./Lot#)                   
                                        (City/State)                                                                                (Zip)

Telephone:  






                          (Area Code)                   (Number)

Do you have any physical disabilities or handicaps?  


    ( Yes  ( No         

If yes, please explain:  










Mental Health:

What best describes your current mental health: (Circle one)

EXCELLENT

GOOD

FAIR

POOR

Do you have any history of violent or out-of-control behavior?      ( Yes  ( No

If yes, explain:  __________________________________________________________

_______________________________________________________________________

Have you ever suffered from:


Have you ever been involved in:

Depression?

( Yes  ( No

Parenting Classes?

( Yes  ( No

Nervousness?

( Yes  ( No

Anger Control Class? 

( Yes  ( No

Anxiety?

( Yes  ( No

Domestic Violence Class?
( Yes  ( No

Schizophrenia?
( Yes  ( No

Mental Health Treatment?
( Yes  ( No

Bipolar Disorder?
( Yes  ( No

Sex Offender Treatment?
( Yes  ( No

Any Other Disorder?
( Yes  ( No


If yes, explain: ________________________________________________________

_____________________________________________________________________

Have you ever received a mental health evaluation or treatment?
   ( Yes  ( No     

If yes, please list Mental Health Treatment facilities/programs you have attended:

Name of
     Treatment
         
                             Was Treatment 
       Court

Facility                     Dates             
                              Completed
     Ordered






                 ( Yes  ( No            ( Yes  ( No 







     ( Yes  ( No            ( Yes  ( No 







     ( Yes  ( No            ( Yes  ( No 







     ( Yes  ( No            ( Yes  ( No

Have you ever attempted suicide?   ( Yes  ( No If yes, number of attempts? __________


Method (s): ________________________________________________________


Dates: ____________________________________________________________

Does any family member have any mental health issues?  


    ( Yes  ( No     

If yes, please explain:  










XII.  Substance Use:

Tobacco Use:

Do you smoke cigarettes? 






    ( Yes  ( No  

If yes, how many packs per day?  









Do you chew smokeless tobacco?  





    ( Yes  ( No  

If yes, how often/much?  










Alcohol Use:

Please list any type of alcohol that you have consumed:





        Amount

   Type

Age First
     Consumed
             Days of the

   Date 

of Alcohol
  Used

        Per Day

     Month

Last Used
Do you believe that you have a problem with alcohol?  


   ( Yes  ( No  

If yes, please explain:  










Does anyone in your family have a problem with alcohol?  


    ( Yes  ( No

If yes, name of family member and state problem:  







Illegal Drugs:

Do you believe that you have a problem with drugs?  ( Yes  ( No  

If yes, please explain:  










Does anyone in your family have a problem with drugs?  


    ( Yes  ( No

If yes, name of family member and state problem:  







Please complete the following chart describing drug use:

	SUBSTANCE
	Check (√) if ever used
	Age when 1st used
	Method of use (i.e. smoke, snort, oral/

ingest, inject (IV)
	How often used (per month)
	Date Last used?
	Currently using?  (Yes/No)

	LSD/Acid
	
	
	
	
	
	

	PCP/Angel Dust
	
	
	
	
	
	

	Marijuana/Hashish
	
	
	
	
	
	

	Mescaline
	
	
	
	
	
	

	Peyote
	
	
	
	
	
	

	Psilocybin/Mushrooms
	
	
	
	
	
	

	Amphetamines/Speed
	
	
	
	
	
	

	Caffiners/Mini-Thins
	
	
	
	
	
	

	Cocaine
	
	
	
	
	
	

	Methamphetamine or Methadrine
	
	
	
	
	
	

	Methicathinone (CAT)
	
	
	
	
	
	

	Dilaudid
	
	
	
	
	
	

	Librium
	
	
	
	
	
	

	Ecstasy/MDMA
	
	
	
	
	
	

	Quaaludes
	
	
	
	
	
	

	Seconal or other Barbiturates
	
	
	
	
	
	

	Valium
	
	
	
	
	
	

	Xanax
	
	
	
	
	
	

	Darvon/Darvocet
	
	
	
	
	
	

	Amyl Nitrate
	
	
	
	
	
	

	Codeine
	
	
	
	
	
	

	Glue/paint or other inhalants
	
	
	
	
	
	

	Nitrous Oxide
	
	
	
	
	
	

	Demerol/Talwin/

Morphine
	
	
	
	
	
	

	Heroin
	
	
	
	
	
	

	Methadone
	
	
	
	
	
	

	Opium
	
	
	
	
	
	

	Oxycotin
	
	
	
	
	
	

	Other (s):
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


Have you ever received treatment for substance abuse?
   ( Yes  ( No     

If yes, please list substance abuse treatment facilities/programs you have attended:

Name of
     Treatment
         
                             Was Treatment 
       Court

Facility                     Dates             
                              Completed
     Ordered






                 ( Yes  ( No            ( Yes  ( No 







     ( Yes  ( No            ( Yes  ( No 







     ( Yes  ( No            ( Yes  ( No 







     ( Yes  ( No            ( Yes  ( No

ATTACHMENTS REQUIRED:

· Probable Cause Affidavit – Police Incident Report

· Morgan County Mental Health Treatment Review Team  - Release of information

· Morgan County Probation  - Releases of information

· Mental Health Diagnosis and treatment records

I affirm under the penalties of perjury that I have completed this questionnaire honestly, to the best of my knowledge, not withholding any information requested.

______________________________








Date





Applicant

______________________________

Signature

______________________________








Date





Person Completing Application (if

                                                                        not applicant)

______________________________

Signature

FOR INTERNAL USE ONLY

( Yes  ( No        Meets Criteria – Accepted by Prosecutor

If no, please explain:  ______________________________________________________

________________________________________________________________________

________________________________________________________________________

________________________________________________________________________

( Yes  ( No        Meets Criteria – Accepted by Probation Department

If no, please explain:  ______________________________________________________

________________________________________________________________________

________________________________________________________________________

MENTAL HEALTH EVALUATION INFORMATION
Date of Evaluation:  _______________     Evaluation by:  _________________________

( Yes  ( No        Meets Criteria – Centerstone

If no, please explain:  ______________________________________________________

________________________________________________________________________

________________________________________________________________________

See attached Diagnosis and recommendations by Centerstone OR other Provider.

                                                                                                                              12/4/09 OV


