INVESTIGATION INFORMATION

FOR COMPLIANCE WITH COURT ORDERED INVESTIGATION

UNDER AUTHORITY OF ORS 427.235
A. Identifying Information

Individual’s name       
date of birth      
Other names used      
Usual address      






(street)
     
     
     

(city)




(county)


(phone)

Length of residency at this address      ; in the state of Oregon .
Currently residing at      
     




(name of facility)



(address)

     
     
     

(city)




(county)


(phone)

Legal guardian, if any,      
     
                                             (name)



(relationship)

     
     
     

(address)


(city)




(phone)

Marital status      ; 
social security #      
Education attainment      
Last employer      
from       to      
B. Family Information

Father’s name       
birthplace      
Usual address      
                                                       (street)

     
     
     


(city)




(state)


(phone)

Mother’s name       
birthplace      
Usual address      
                                                       (street)

     
     
     


(city)




(state)


(phone)

C. Presenting Concerns

What behaviors have you personally observed that cause you to believe this person is developmentally disabled with mental retardation and is:

a. dangerous to self or others

     
b. not able to provide for personal needs

     
c. not receiving care and support as is necessary for health, safety, or training

     
What behaviors have been reported to you that suggests this person is:

a. dangerous to self and other;

     

reported to you by whom?      
b. not able to provide for personal needs

     

reported to you by whom?      
c. not receiving care and support as is necessary for health, safety, or training?

     

reported to you by whom?      
D. Characteristics Suggesting Disruption in Management of Daily Living

Check the following items that currently describe this individual:

 FORMCHECKBOX 
 Bed bound



 FORMCHECKBOX 
 Fearful

 FORMCHECKBOX 
 Unkempt




 FORMCHECKBOX 
 Agitated

 FORMCHECKBOX 
 Depressed



 FORMCHECKBOX 
 Violent

 FORMCHECKBOX 
 Suicidal




 FORMCHECKBOX 
 Apathetic

 FORMCHECKBOX 
 Homicidal



 FORMCHECKBOX 
 Suspicious

 FORMCHECKBOX 
 Behaviorally aggressive

 FORMCHECKBOX 
 Confused, rambling, disorganized thinking or speech

 FORMCHECKBOX 
 Appears to be seeing or hearing events not present

 FORMCHECKBOX 
 Unfounded beliefs that people are against them trying to harm them

 FORMCHECKBOX 
 Physical pr psychological withdrawal from others with resistance to engage

Describe in more detail any items checked above (add space as needed):

     
E.  Background Information Relating to Current Concerns
a. Explain how and when the disruptions reported in section D above began:

     

Was their onset  FORMCHECKBOX 
 gradual or  FORMCHECKBOX 
 sudden?

b. Describe any situation or occurrence that could have caused the disruption.

     
When did these occur?

     
c. Describe the individual before the situation or occurrence addressed in section b.

     
d. List individual’s past involvement with any mental health service, developmental 

     disability program, physician, counselor, consultant, or any other specialist 

     providing service to people with mental retardation (list date service received).

     
e. List all medications person is currently taking.

 
Have medications been prescribed that individual is not taking?  List and indicate 

for what reason the medication is prescribed and why the person is not taking.

     
f. Has this person been abusing or considered addicted to any drugs?  Please indicate what.




     
g. Has this individual had any recent or chronic illness or serious accident?  Please 

     describe.

     
h. Describe person’s visual and hearing capabilities.

     
How does this person communicate with others?

     
i. Describe any seizure disorder by history or any seizures observed or reported:

     
j. Does this person need support in?  FORMCHECKBOX 
 walking  FORMCHECKBOX 
 dressing  FORMCHECKBOX 
 eating  FORMCHECKBOX 
 toileting

           Describe supports needed:

     
k. Does this person require support in any of the following?

 FORMCHECKBOX 
 Acquiring or consenting to medical care or treatment

 FORMCHECKBOX 
 Administering own medication

 FORMCHECKBOX 
 Acquiring or consenting to mental health services

 FORMCHECKBOX 
 Managing personal financial resources

 FORMCHECKBOX 
 Planning for, acquiring, consenting to residential support

 FORMCHECKBOX 
 Executing legal documents

 FORMCHECKBOX 
 Others, specify:




F.  Other Information

a. Identify any individual who has an interest in this person’s welfare:

Name


relationship


address


phone
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
     
b. What agencies are interested or involved with this individual?

     
c. Personal physician:

     Name      
Phone      
     Address      


     City       
County       
Zip      
G.  Alternative Community Resources

a. Specify plans considered other than commitment.


 

H. Individuals Who Provided Above Information

     Name      
Relationship      
     Address      
Phone      
     City       
County       
Zip      
How long has this individual known this person?      
How well does this individual know this person?      
     Name      
Relationship      
     Address      
Phone      
     City       
County       
Zip      
How long has this individual known this person?      
How well does this individual know this person?      
Signature:_________________________________

                     Civil Commitment Investigator

Subscribed and sworn to before me this  ______day of ____________________20____.

_____________________________






Notary Public for Oregon
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