Application for Treatment Court

APPROVED 0[O | DENIED

O

Docket No.

APPLICATION FOR TREATMENT COURT

Name: Date of Birth / / SSH -
(First, Middle, Last Name)
Address: Home Phone #:
Cdl Phone#:
Email address: Work Phone #:

Areyou currently incarcerated? I Yes, [ No Arresting agency:

Current charges:

Areyou currently on Probation/Parole? List State/County of supervision:

Areyou awareif you are the subject of any ongoing criminal investigation? [ Yes;, [INo

If yes, where?

District Attorney: Magisterial District Judge:
Defense Counsdl: Phone #:

Drug/Alcohol of choice: Length of use:

List any other illicit drugs you have used:

Do you have mental health diagnosis or any mental health issues? [ Yes; [ No If yes, what?

Areyou prescribed any medications? [ Yes; [ No If yes, what?




Application for Treatment Court 2

List past or current inpatient/outpatient treatment for drugs:

Place: Y ear:
Place: Year:
Place: Y ear:
Place: Year:

List past or current inpatient/outpatient treatment for acohol:

Place: Year:
Place: Year:
Place: Year:
Place: Year:

List past or current inpatient/outpatient treatment for mental health issues:

Place: Y ear:
Place: Year:
Place: Year:
Place: Year:

The statements made in this application are true and correct toetfiteof my knowledge, information and belief. |
understand that false statements made herein are subjectperibtties of 18 Pa. C.S.A. 4904 relating to unsworn
falsification to authorities.

Date:

(Signature of Defendant)

This completed Application for Treatment Court is to be subniittdge Warren County District Attorney’s Office, 204
Fourth Avenue, Warren, PA 16365, telephone (814) 728-3460

TO BE COMPLETED BY TREATMENT TEAM COORDINATOR:

Please indicate the reason(s) for denial into the program:




