Assisted Outpatient Treatment

Laura's Law Referral

Email this to: AOT-MH@solanocounty.com
BEHAVIORAL HEALTH DIVISION

Adult Mental Health Administration

|DEPARTMENT OF HEALTH & SOCIAL SERVICES| Phlo:ne gg;g Zg‘l‘zgfg
ax -

Name (Last, First:) Date [mm/dd/yyyyl:
Address: City:
Phone: Your Email:

Best time to contact you by phone? []Morning: 8a-12p [JAfternoon: 12p-5p

What is the name of the person you are referring to Assisted Outpatient/Laura's Law? Include birthdate if known.

What is your relationship to that individual?

DAduIt Family Member - Describe

DAduIt residing with individual - Describe

[]Director of treating agency/hospital - Describe

[]Treating mental health professional - Describe

DPeace, parole, probation officer - Describe

Why are you referring this individual to the Assisted Outpatient Treatment Program? Describe psychiatric concerns.

Is this individual currently connected to mental health treatment, if known? (please check one box)  Yes H No H

If yes and known, please provide name and contact information for that provider:

Concerns Regarding Behavior - time frames if known:
Threats, Attempts, Acts of Violence towards him/herself or others? Please describe.

Interaction with law enforcement (Calls to police department, arrests)?

History of Mental Health Treatment:
History of psychiatric treatment in the community (provide dates, contact information, and details - if known)?

History of psychiatric hospitalizations (provide dates, facilities, and details - if known)?
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