
 
MENTAL HEALTH FACE SHEET 

 
 
 

 
Hospital:  ___________________________________________  Date of Admission: _______________ 

 

Admitting Physician:  ___________________________________________ 

 

Mental Health Agency Involved:  ___________________________________________ 

 

Patient Information 

 

Name:    
                           Last                                                                           First                                                                        Middle 
                                                                                                                                                       
Social Security #:   County of Legal Residence:  
                                  
Last Known Residence: 
       
                 Street Address                                                                               City                              State                           Zip                                County 

 
Mailing Address  

(if different from above):       
                                                             Street Address                               City                               State                            Zip                               County 

 
Date of Birth:  Place of Birth:   
                                                                                                                 City                                      State                                        County 

  
Person to Contact:  Relation:  

           (not staff)     Full Name                                
    

      
                                                             Street Address                                                             City                               State                            Zip                           

     
 
Sex [  ] Male 

[  ] Female 
Race/National Origin: [  ] White 

[  ] Black 
[  ] Hispanic  [  ] American Indian/ Alaskan Native     
[  ]  Asian/Pacific Islander  [  ] Other ___________ 

 
Ohio Revised Code (ORC) Section 5122.05 Involuntary Admission. 
(A) The chief clinical officer of a hospital may, and the chief clinical officer of a public hospital in all cases of psychiatric medical 
emergencies, shall receive for observation, diagnosis, care, and treatment any person whose admission is applied for under any of the 
following procedures:  
(1) Emergency procedure, as provided in section 5122.10 of the Revised Code;  
(2) Judicial procedure as provided in sections 2945.38, 2945.39, 2945.40, 2945.401, 2945.402, and 5122.11 to 5122.15 of the Revised 
Code.  
Upon application for such admission, the chief clinical officer of a hospital immediately shall notify the board of the patient's county 
of residence. To assist the hospital in determining whether the patient is subject to involuntary hospitalization and whether alternative 
services are available, the board or an agency the board designates promptly shall assess the patient unless the board or agency already 
has performed such assessment, or unless the commitment is pursuant to section 2945.38, 2945.39, 2945.40, 2945.401, or 2945.402 of 
the Revised Code. 
 
Fax Numbers-  Lucas County Mental Health Recovery Services Board: 419-244-4707     Lucas County Probate Court: 419-213-2750 
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