Notice to Department of Children and Families of 

Non-Filing of Petition for Involuntary Outpatient Placement Or Diminished Treatment Plan

Due to Non-Availability of Services or Funding

I have evaluated _____________________________Social Security #________________________ a person referred for:

 FORMCHECKBOX 
  Involuntary Outpatient Placement

 FORMCHECKBOX 
  Continued Involuntary Outpatient Placement

I have found that services needed by the person are:

 FORMCHECKBOX 
  Unavailable in the community

 FORMCHECKBOX 
  Unavailable due to waitlists
 FORMCHECKBOX 
  Unfunded

As a result of this finding, 

 FORMCHECKBOX 
  No petition for involuntary outpatient placement or continued involuntary outplacement was filed or

 FORMCHECKBOX 
  A petition for involuntary outpatient or continued involuntary outplacement was filed but omitted services that were unavailable or unfunded.

Please check which of the following services are needed by the person but are unavailable for any of the above reasons:

 FORMCHECKBOX 
  Residential Treatment


 FORMCHECKBOX 
  Vocational Program

 FORMCHECKBOX 
  Psychotropic Medications


 FORMCHECKBOX 
  Drop-In Center

 FORMCHECKBOX 
  Counseling




 FORMCHECKBOX 
  Peer Support Services

 FORMCHECKBOX 
  Club House




 FORMCHECKBOX 
  Others as specified below

 FORMCHECKBOX 
 FACT or Intensive Case Management
The nature of the service unavailability or lack of funding is described as follows:

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________


___________________________________________

Signature of Service Provider Representative


Printed Name of Representative
Date

_______________________________________


___________________________________________

Name of Service Provider




Address of Service Provider

Telephone

See s. 394.4655(2)(a)3, Florida Statutes

CF-MH 3150, Feb 05   (Recommended Form)
BAKER ACT
