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	CERTIFICATE OF LICENSED PHYSICIAN


	EXAMINATION OF CHILD IN NEED OF EMERGENCY ADMISSION


	     
	
	   
	
	     


	  NAME OF PERSON EXAMINED
	
	AGE
	
	  COUNTY OF RESIDENCE


	     
	
	     
	
	     


	  PLACE OF EXAMINATION
	
	  HOUR AND DATE OF EXAMINATION


	I, THE UNDERSIGNED LICENSED PHYSICIAN, have examined the above-named child and am of the opinion that the said child is in need of treatment and in need of emergency admission as defined by Section 44-24-10, S.C. Code of Laws, 1976, as amended.

“Child in need of emergency admission” means a child who is in need of treatment, who poses an imminent danger of seriously harming himself or others if not immediately hospitalized, and for whom immediate hospitalization can be obtained only through an involuntary emergency admission.

“Child in need of treatment” means a child in need of mental health treatment who manifests a substantial disorder of cognitive or emotional processes, which lessens or impairs to a marked degree that child’s capacity either to develop or to exercise age appropriate or age adequate behavior. The behavior includes, but is not limited to, marked disorders of mood or thought processes, severe difficulties with self-control and judgment including behavior dangerous to self or others, or serious disturbances in the ability to care for and relate to others. The presence of epilepsy, mental retardation, organic brain syndrome, physical or sensory handicaps, or brief periods of intoxication caused by alcohol or other substances is not sufficient to meet the criteria for a child in need of treatment but does not exclude a child otherwise determined to fulfill the above criteria.

The grounds for my opinion are based upon the following symptoms, specific examples of behavior, and type of serious harm thought probable if the child is  

not immediately hospitalized:


	SYMPTOMS:
	     


	     


	     


	SPECIFIC EXAMPLES OF BEHAVIOR:
	     


	     


	     


	TYPE OF SERIOUS HARM THOUGHT PROBABLE IF NOT IMMEDIATELY HOSPITALIZED:
	     


	     


	     


	     


	The person is therefore to be transported to
	     


	
	NAME OF SCDMH PSYCHIATRIC HOSPITAL


	or to
	     
	  for involuntary emergency admission.


	
	NAME OF NON-SCDMH HOSPITAL
	

	For admission to SCDMH hospital, Physician must complete Part II, Page 2, over.


	
	 , M.D.
	     


	SIGNATURE OF LICENSED PHYSICIAN
	
	S.C. LICENSE NUMBER


	     
	 , M.D.
	     


	TYPED OR PRINTED NAME
	
	PHONE NUMBER

	     


	ADDRESS                          


	


	All information MUST be typed or clearly printed.

SCDMH FORM
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	CERTIFICATE OF LICENSED PHYSICIAN


	EXAMINATION OF CHILD IN NEED OF EMERGENCY ADMISSION


	Name of Patient
	Sex
	County of Residence
	Date of Birth
	Age


	     
	 FORMDROPDOWN 

	     
	     
	   


	Are there prior admissions to SCDMH or other
	Where?
	When?

	mental hospitals?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     
	     


	Are there criminal charges?
	If yes, give details (include county, type of charge).

	
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No
	     


	Reasons for psychiatric admission (specify symptomatology) (Not necessary to repeat if completed on Page 1, over.)


	     


	     


	     


	     


	Medical Condition of patient


	     


	     


	     


	Is patient medicated prior to transporting?
	If yes, give type, amount, route and when administered.

	     
	     


	Medication - Maintenance Drugs
	     

	     


	HEALTH OF PATIENT


	Disease
	Yes
	No
	Date(s)
	Disease
	Yes
	No
	Date(s)
	Disease
	Yes
	No
	Date(s)


	Paralysis or
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Cancer
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Homicidal or
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


	Crippled limbs
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Suicidal Tendency
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Blindness or
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	TB or Lung Disease
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Mental Retardation
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Eye Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Heart or Hi. Bl. Pressure
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	or Dementia
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Deafness or
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Tremors or Abnormal
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Syphilis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Ear Trouble
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Movements
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	HIV
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Epilepsy or
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Hepatitis
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Alcohol Abuse
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Seizures
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Serious Allergies
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Drug Abuse
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     

	Diabetes
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Head Injury
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     
	Types Abused
	 FORMCHECKBOX 

	 FORMCHECKBOX 

	     


	Patient’s Operations
	     
	     

	     
	


	Name of treatment facility accepting admission
	Name of treatment facility physician authorizing admission

	     
	     


	ON THE BASIS OF MY PERSONAL EXAMINATION I BELIEVE THAT THE CHILD IS IN NEED OF INVOLUNTARY EMERGENCY PSYCHIATRIC HOSPITALIZATION. FURTHERMORE, THE CHILD HAS NO MEDICAL/SURGICAL CONDITIONS OR DISABILITIES THAT PRESENTLY REQUIRE A GENERAL HOSPITAL OR NURSING HOME LEVEL OF CARE AND IS MEDICALLY STABLE AND PHYSICALLY ABLE TO PARTICIPATE IN PSYCHIATRIC TREATMENT.


	 I have consulted with the
	     
	Community Mental Health Center regarding Preadmission  

	 Screening. If not, state clinical  reason
	     

	
	
	, M.D.
	     
	
	
	     
	

	
	SIGNATURE OF LICENSED PHYSICIAN
	
	S.C. LICENSE NUMBER
	
	
	NAME OF  CENTER
	

	
	     
	, M.D.
	     
	
	
	
	

	
	TYPED OR PRINTED NAME
	
	PHONE NUMBER
	
	
	SIGNATURE OF FACE TO FACE SCREENER AND DATE
	

	
	     
	
	
	     
	

	
	ADDRESS
	
	
	PRINTED NAME OF SCREENER, TITLE AND ID#
	


	All information MUST be typed or clearly printed.

SCDMH FORM

JAN. 92 (REV. JULY 2009) (F.M. 08 09 12)   M-017   (CG 12/99)         Section 44-24-60(A)(2)
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