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Recommendation for assessment

Mental Health Act 2000 Queensland
Sections 16(b) & 49(a)

♦  The person who makes this recommendation for assessment must not be an employee or relative of
the person who makes the request for assessment.

♦  A doctor or authorised mental health practitioner must not make a recommendation for assessment
for their relative.

♦  The request for assessment and recommendation for assessment must be made by different persons.

Person’s details
Given name/s Family name

BLOCK LETTERS

The person who needs
to be assessed Also known as

Residential addressDo not use patient
identification labels

Town/suburb State Postcode

Phone No.

Date of birth / / or       Age

Mark ⌧⌧⌧⌧ applicable box Male Female Not stated/unknown

Reasons must be given
Facts known because of personal observation

Facts communicated by others

PLEASE PRINT

Describe the
behaviour of the
person that indicates
ALL the assessment
criteria are met

Assessment criteria:
(s13)

♦  the person appears to
have a mental illness;

♦  the person requires
immediate assessment;

♦  the assessment can
properly be made at an
authorised mental
health service;

♦  there is a risk that the
person may—
♦  cause harm to himself

or herself or someone
else; or

♦  suffer serious mental
or physical
deterioration;

♦  there is no less
restrictive way of
ensuring the person is
assessed; and

" the person*—
" is lacking the capacity

to consent to be
assessed; or

" has unreasonably
refused to be
assessed.

* does not apply to a
person before a court or in
custody requiring
assessment at an
authorised mental health
service as a classified
patient.

continued over page…####



Person’s name: ______________________________ DOB: ___/___/___
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Declaration
Mark ⌧⌧⌧⌧ applicable box doctor authorised mental health practitioner

I have examined the person within 3 days preceding this recommendation; and
I am satisfied that the assessment criteria apply to the person.

Print nameDoctor / authorised
mental health
practitioner

Signature

Date / /

Business address

Town/suburb State Postcode

Phone No.

To: administrator, authorised mental health service

MUST BE completed by health service employee when assessment period starts
Start of assessment period

Mark ⌧ if applicable Person brought to health service by ambulance

Name of health service

Start date / / Start time : 24
hour

Print nameHealth service
employee

Signature

Designation


