Mental Institution Relative Release Order Request

24USC(8)§320 for Substance Abuse Treatment
42USC(102)IV§9501 Public Health & Welfare (PHW) Mental Health Bill of Rights

(Ai)Access to treatment that most promotes liberty (D) right to informed consent

(I)Right to access mental health records (J) Right to access to Telephone and Mails

28USCVI (153)§2243 3 day response to an order to show cause, hearing in 5 days   

42USC(46)XII-J§3796ii, 42USC(46)XII-G§3796 ff, 42USC(42)II§3401 & 24USC(8)301(B)(a)(b) up to 30 days civil commitment for narcotic addicts and 42 months aftercare treatment, 

42USC(7)§423 right to social security disability benefits 

MI-mental illness, AMI-addicted mentally ill, AMIGO-addicted mentally ill guardianship opportunity
Writ of Habeas Corpus 

Pardon MI,


         


Date of Hospitalization  _____________ Date of Release _____________  Date of Contract__________  

AMI Name: ________________________________________     SS# _____________________________




                   

Diagnosis:________________________________  Prescription:_________________________________

Hospital ( ) or Prison ( ): _________________________       ID #________________________________

Address:  _____________________________________________________________________________

______________________________________________________ County: ________________________

Telephone #: _____________________________                 SS Benefits: __________________________  
AMIGO Name: __________________________________
 SS or tax ID ________________________

                     
              

Relation: 18USC(55)§1201Kidnapping G parent(   ) child (  ) sibling (   ) cousin (  ) grandparent (   )                    

            aunt/uncle (   ) niece/nephew(   ) friend (   ) community supervision (  ) community housing (   ) 

Treatment Plan: _______________________________________________________________________ 

______________________________________________________________________________________

Address:  _____________________________________________________________________________     

______________________________________________________  County:_______________________
Telephone #:_____________________________                  email:______________________________

Please sign and attach treatment and legal records to guarantee that the guardianship opportunity 

meets the standards of financial and drug control security deemed to be needed by the patient. 

___________________________________                             ____________________________________                                                   AMI


                                                                   Court or Psychiatrist

___________________________________                             ___________________________________   AMIGO
           

                                                                Director
