Designation of Service Provider for Involuntary Outpatient Placement

Pursuant to chapter 394.4655, Florida Statutes, a petition for Involuntary Outpatient Placement has been filed to require 

_____________________________________ to comply with a treatment plan approved by the court.

The following service provider has been identified by:

 FORMCHECKBOX 
 ___________________________________________, a representative of the Department of Children and Families, or

 FORMCHECKBOX 
____________________________________________, a representative of a designated receiving facility

	Name of Assigned Service Provider:
	

	Address of Provider:
	

	Phone Number of Provider:
	


The service provider will have primary responsibility for service provision under an order for involuntary outpatient placement.  The service provider will prepare a written proposed treatment plan, in consultation with the person or the person’s guardian, guardian advocate, or health care surrogate/proxy, if appointed, to be attached to the petition for involuntary outpatient placement for the court’s consideration for inclusion in the involuntary outpatient placement order. The Baker Act requires that each person shall have an opportunity to assist in preparing and reviewing such a plan prior to its implementation and that the plan shall include a space for the person’s comments.

For purpose of determining whether a person meets the criteria for involuntary outpatient placement or for preparing the proposed treatment plan, the clinical record may be released to the state attorney, the person’s attorney, and to the appropriate mental health professionals, including the proposed service provider, in accordance with federal and state law.

The treatment plan must specify the nature and extent of the person's mental illness. The treatment plan must also address the reduction of symptoms that necessitate involuntary outpatient placement and include measurable goals and objectives for the services and treatment that will be provided to treat the person's mental illness and to assist the person in living and functioning in the community or to attempt to prevent a relapse or deterioration. 

Service providers may select and provide supervision to other individuals to implement specific aspects of the treatment plan. The services in the treatment plan must be deemed to be clinically appropriate by a physician, clinical psychologist, psychiatric nurse, mental health counselor, marriage and family therapist, or clinical social worker, as defined in s. 394.455, Florida Statutes, who consults with, or is employed or contracted by, the service provider. 

The service provider must certify to the court in the proposed treatment plan whether sufficient services for improvement and stabilization are currently available in the local community, whether there is space available to serve this person, that funding is available to finance the care, and whether the service provider agrees to provide those services. If the service provider certifies that the services or funding required by the proposed treatment plan are not available, the petitioner may not file the petition.

A petition for Involuntary Outpatient Placement will be filed with the circuit court no later than ___________________________.  A copy of the proposed treatment plan developed by the assigned service provider, in consultation with the person, must be attached, including a certification by the service provider that the proposed services and funding are available to support the proposed treatment/service plan.  The service provider shall also provide a copy of the of the proposed treatment plan to the person and the administrator of the receiving facility.

The service provider identified above shall prepare a treatment plan, consistent with the above requirements, no later than ___________________to be attached to the petition for involuntary outpatient placement, unless the service provider cannot certify the availability of funded services to meet the person’s needs.

_________________________________________________

_________________________

Signature of  FORMCHECKBOX 
 DCF       FORMCHECKBOX 
  Receiving Facility representative

Date

__________________________________________________

_______________________________________________________

Printed Name of Representative




Address and Telephone Number of Representative

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