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PLEASE PRINT CLEARLYAND RETURN TO THE SECRETARY

TODAY'S DATE:
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(Last) (First) (Middle lnitial)

E unle n rrunlE

AGE: DATE OF BIRTH

SOCIAL SECURITY NUMBE R

PLACE OF BlRTH:

RACE: I WHrre n sLACX tr nSlnru E nUrntCAN tNDtAN n HtSpANtC

OTHER

MARITALSTATUS:

HEIGHT WEIGHT: EYES: HAIR



REQUEST FOR CONSIDERATION IN MICAP

EIGHTEENTH JUDICIAL CIRCUIT

DuPAGE COUNTY, ILLINOIS

NAME OF DEFENDANT

ADDRESS OF DEFENDANT

CASE NUMBER(

ATTORNEY'S NAME AND PHONE NUMBER

MICAP b primarily a diversion program. ln order to apply for the MICAP the applicant
must meet the following criteria:

Applicant must be f/ years of age or older and have an adult criminal case in DuPage
County.

The offense charged isa misdemeanor or nonviolent felony case

Must have Axis I Major Mental lllness (per DSM-IV-TR or DSM-V)

Applicant must be appropriate for and amenable to mental health treatment

Applicant must refrain from illicit drug use, alcohol use and non-prescribed drug use as a
condition of participation

Applicant must demonstrate that the Mental lllness is a contributing or motivating factor
in the criminal activity that brought them into the criminaljustice system. Please explain:
(diagnosis, how the illness/disorder relates to the charges).

Applicant must be a resident in DuPage County or htend to remain in the county for the
length of MICAP Supervision.

lf allabove criteria b met, the applicant should completethe Preliminary lnformation Sheet and review and sign
the Release of Confidential lnformation form. The matter should be given a status date in Court Room 4001, per
theMlCAPapplbationprocedure. Pleaseattachanypsychiatric/psychological/mentalhealthtreatmentrecords
that wou ld aid the M ICAP team in assessi ng the applicant's el! i bility.
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DuPage County MICAP

PRELIMINARY INFORMATION SHEET

DATE:

DEFENDANT'S NAME

Case No Charges:

NCD CTRM

Does the applicant live in DuPage county? I ruO n yeS Address

ls the applicant currently on probation, parole, or pre-trial supervision? I ruO f VfS - lf YES,

where: with officer:

ls the applicant a veteranZ f ruO I VfS

Applicant's diagnosis (if known):

Name and address of Defendant's mental health provider (if known):

Date of last appointment attended with MH provider:

Defendant's attorney's name: Phone:

Do you have health insurance? I ruo ! veS - lf YES: f private insurance f vedicare

I employer plan ! parent's plan

lnsurance company's name Policy

Contact lnformation

Home Phone Cell Phone:

Email

Employer:

Work Address

Work Phone:

An applicant packet must be completed and turned in to the probation department. No part of the MICAP

application packet should be filed in court. Please see MICAP Application Procedures for more info.

THE MICAP ORDER MUST BE ENTERED IN OPEN COURT WITH THE DEFENDANT PRESENT AND BOND RECORD COMPTETED.

A COPY OF THE SIGNED ORDER MUST BE PROVIDED TO THE MICAP OFFICE BEFORE THE CASE WItL BE CONSIDERED.



DUPAGE COUNTY MENTAL ILLNESS COURT ALTERNATIVE PROGRAM

On going Release of Confi dential I nformation

lhaveaskedtoparticipateintheMentallllnessCourtAlternativeProgram("MICAP"). lunderstandthatlamrequiredtoaccepttreatment,
including psychotropicmedication,casemanagementand/orotherservicesinordertoparticipateinthisprogram,andthatthesetreatmentsand

other services are described in my Court-mandated treatment plan and are conditions of my bond.

I understand that information regarding my attendance and progress intreatment b protected by federal and state law and regulations. As a

condition of participating in MICAP, however, I willwaive these protections as provided in this release.

I authorize the staff of MICAP and the providers of the services described in my treatment plan to release and share information with each other

and withmyattorney,theMlCAPjudge,theDuPagecountyState'sAttorney'sOffice,theDuPageCountyDepartmentofProbationandtheHealth

Departmentcase managerandoutcomecomponentstatistician. They mayshare hformation on mytreatmentplan, diagnosis, previousoutpatient

treatmentand/orhospitalizations, medications orotherrehabilitation efforts aswellas myprogress intreatment, medication compliance, attendance

and degree of participation intreatment programs and otherservicesdescribed in my treatment plan, compliance with the rules of any programs or

services described inmytreatment plan, dates and resultsof urinalysisorbloodtesting, prognosis and termination orcompletion of treatment orany

services described in my treatment plan. Background information regarding priormental healthtreatment andjail/prison experiences and police

contactsmayberequiredfrommeforstatisticaldocumentation, lfanyprovidersoftreatmentorotherservicesdescribedinmyCourt-mandated

treatment plan requestthat I sign additionalconsents, waivers orreleases authorizing them to disclose orshare any information related to the

treatment plan ormy participation in MICAP, I willdo so.

The reasons this information needs to be released and shared are:

to allow this staff of MICAP and the providers of treatment and other services described in my treatment plan to coordinate treatment and

serviceswith each other;

to enable thejudge and staff of MICAP, my attorney, the DuPage County State's Attorney's Office and the DuPage Department of

Probation to monitorwhether I am in compliance with allthe terms of my bond and the orders issued bythe MICAP Judge, and MICAP

Participation Guidelines;

toenable the staff andthejudge of the DuPage Mental Health Courtto make informed decisions regarding ongoing treatment planning, my

continuing participation inthe MICAP program andthe outcome of mycriminalcase.

My consent for the release, sharing and re-disclosure of the hformation described above b limited to these purposes. I understand that the

recipients of this information may use itonly inconnectionwith theirofficialduties and with respectto the terms of my M|CAP-mandated treatment
plan and the statistical outcome component of MICAP.

I understand that the information released and shared may result inmodifications to the terms of my bond Courtorders and/or mandates and/or the

terms of my participation h a treatment program of other services. I also understand that this hformation may affect the outcome of pending

criminal matters orthe conditions of my release pending criminalproceedings orsentencing.

I understand that this consent to release and share confidential information isrequired for me to participate in the Mental lllness CourtAlternative

Program.Thisconsentwillremainineffectforaperiodnottoexceedoneyear.Thisconsentcannotberevokedbymeuntillhave completedthe

Court-mandatedtreatmentplanorhavebeenterminatedfromMICAP. However,iflrevokethisorfailtosignanewreleasetocoveranytimelwill
be inviolation oftheterms of my bond and subjectto a petitionto revoke bond.

a

NAME OF DEFENDANT

THIS RELEASE IS IN EFFECT FROM TIME OF SIGNING UNTIL
(NO MORE THAN 1 YEAR FROM TODAY)

SIGNATURE OF DEFENDANT DATE

WITNESS:

DATE: CASE NUMBER:
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