State Hospital
Triage Consultation & Expedited Admission Request
	(Please type)

	PATIENT INFORMATION

	Patient’s last name:
	First:
	Middle:
	Cause Number:
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	Interpreter required

☐ Yes☐No
	Language:
	Disabilities:
	Birth date:
	Age:
	Sex:
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	☐ M
	☐ F

	Last known street address:
	SSN:
	Home phone:
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	P.O. box:
	City:
	State:
	ZIP Code:
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	Guardian:  ☐ Yes ☐No:
	Attorney Assigned:

[bookmark: Text19][bookmark: Text20]Name:                                                phone:     
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	☐ Felony charges individual awaiting: ☐in jail evaluation☐inpatient evaluation ☐competency restoration
                                                                OR
☐ Misdemeanor charges individual awaiting: ☐in jail evaluation ☐inpatient evaluation competency restoration 

	Date of arrest: Click here to enter a date.
	Date of most recent court order: Click here to enter a date.

	[bookmark: Text21]What about the individual’s condition, behavior or presentation is prompting this referral?     

	[bookmark: Text22]Please describe interventions/supports that have already been attempted in this facility and the outcomes:     
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	Does the individual currently have a prescription for medications to treat mental health symptoms? ☐ Yes ☐No
                   If No has the individual expressed a willingness to take medications if prescribed? ☐ Yes ☐Not discussed ☐No unwilling 

Is the individual currently taking medications to treat mental health symptoms? ☐ Yes☐No
[bookmark: Text24]                   If No please describe efforts to administer medications:     


	

	Jail information

	

	Referring jail:
	Referring Jail administrator:
	Primary contact for this case:
	Primary contact number:
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	Mental Health provider

	Name agency or clinician currently treating client:
	Primary contact name:
	Title/Position:
	Phone no.:

	[bookmark: Text31]     
	[bookmark: Text32]     
	[bookmark: Text33]     
	[bookmark: Text34][bookmark: Text35](         )     

	The above information is true to the best of my knowledge. 
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	Click here to enter a date.	

	
	Referral Completed by:
	
	Date of referral:
	



· This completed form should be emailed to:  triageconsult@dshs.wa.gov
 
· This email box is checked at 10am daily Monday through Friday.

You will receive a confirmation receipt that contains the link to upload copies of the documents you are including. At a minimum your packet must include the following:

☐ A completed copy of the Triage Consultation & Expedited Admission Request 
☐ A copy of the valid court order for admission to a state hospital; 
☐ Medical and Psychiatric Records from the facility; 
☐ Medication records for the last 72 hours; 
☐ Restraint/Seclusion logs for the duration of their stay at current facility; 
☐ Medical/Mental Health notes for length of stay at current facility; 
☐ Current labs if available
☐ Court order for involuntary administration of medications – if available 
☐A completed copy of the Triage Consultation & Expedited Admission Request 
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