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N UNIVERSITY OF CINCINNATI MEDICAL CENTER

APPLICATION FOR EMERGENCY ADMISSION

‘ IN ACCORDANCE WITH GRC § 5122.10

UCMC-884, Rev: 113

TO: ' The Chief Clinical Officer ___ :
Facllity Name Date

The undersignad has reeson to balleve that

- Name of Pereon to be Admittad

M~ 1 Isa mentally It person subject to-hospitalization. by court ordsr-under division B pf‘s.ectlon_5122._01 of the Revised -
. Code: i.8,, because of a mental lliness, this person . - : L ,

1 (

) (1) Represents a-substantial risk of physical harm to himself/herseif as marifasted by eviderics of thraats of,
or attempts at, suicide or geriotis self infiicted bodlly harm, L e T
A { )] (2) Represents a substantlal risk of physical harm to others as maniested by evidence of recent hdml_cldai
or other violent behavlor or evidence of recent threats that place another inreasonable fear of viclent
behavior and serjous physlca‘l herm, orother evidence of present dangerousness. _ .

( } {3) Represents & subét,anﬂal. and immediate rlsk of serious physical Impairment or njury to him/herself as
manifestad by evidenice that he/she is unabls to provide for and is not providing for his/her basic physioal
needs because of his/her mental liinese and that'appropriats provision for such needs cannot be made

" immediately available In the community. - S ‘

( ) (4) Would benefitfrom treatment in & Hospital for his/er mefital linass and Is In need of such treatment as
manifested by evidence of behavior that creates grave and Imminent risk to substantial rights of others or -
him/hergeff. o o ‘

2. represents a substantlal risk of physical harm to hlh{herself_or others If allowed to be at lib'erty- pending examination.

Therefore, it is requasted that said person be admitied to the above named faciiity.

et EAMILY NOTIFICATION X ASCORDANGE WITH ORC § 8122.18
| Family aware of hospitalization when patient taken into custody.
| Family notification ( ) aitempted or {( ) completed on ____ ‘ . to
‘ Dale
Name of Next of KIn -~
Signature ' - ‘ A Dalé '!1me
PRINT Name .

Must be flllad out by one of the followlng: & psychiatriat, llcensed olinical psychologlst, licensed physician, health, parole
or poilcs officer, sheriff or deputy sherif,

\— (Statement shall Include the circumstances under which the individual was taken into custody and the reason for the
person's belief that hesphtalization is necessary. The statement shall also include & reference to efforts made to-sacure
the.Individual's property.at his/tier rasidence If he/she was teken Into‘custody there. Every reaschable and appropriate
sffort should be made to take this pérson into custody in the least conspicuous manner possible,) .

o ’ (continued on reverse sida)
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When taking the patient Into custody, | explained to him/her my name, professlonal designation; and agsnoy affiliation;
that the custody-taking was not a criminal arrest; and that the patierit was being taken for examination by mental health
professlionals at University of Cincinnati Medical Center.

Signatura ' e Time l Tiie/Poaltion/Badgs or Licensa # N '/'
FRINT Name
Placa of Employment Tele;.)hone #
STATEMENT OF OBSERVATION
BY PSYCHIATRIST, LICENSED PHYSICIAN ~
WMWLJEME
Place of Observation
~’
~’
Signature. , Data. Tima Title
PRINT Nams - ' ‘ . . -
APPROVED ‘ | BIGNATURE OF CHIEF CLINICAL OFFICER OR DESIQNEE PATETIME

(___)YES (+~)- ND
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