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Unified Judicial System 

2nd Circuit Mental Health Court Application 
Return to: Treatment Court Coordinator Nichole Larive at nichole.larive@ujs.state.sd.us 

Date of Application: Referring Party: 

Criminal File No.: Charges: BAC, if available: 

Previous Treatment Court Participation? No  Yes Court: When: 

Disability accommodations? No  Yes Accommodations Needed: 

Interpreter needed? No  Yes Language Needed: 

Full Name: Date of Birth: 

Other Names Used: Gender: 

Race: Ethnicity: Hispanic  Non-Hispanic  Unknown 

Phone Number: Email Address: 

Address: 

City: State: Zip Code: 

Driver’s License Status: None Expired  Revoked  Suspended  Valid  ID ONLY 

Driver’s License Number: State: 

State ID Number: State: 

Marital Status: Single  Married  Separated  Divorced Widowed Co-Habitating 

Primary Source of Financial Support: Monthly Income: $ 

Are you currently on probation? No  Yes Probation Officer: 

Are you currently on parole? No  Yes Parole Officer: 

Number of Law Enforcement Contacts: Age of First Arrest: 

Have you ever been sentenced to prison: No  Yes When: 

Current living arrangements: Own  Rent Hotel/Motel  With Friend/Family  Jail  Homeless 

Service the Military or Armed Forces? No  Yes Received Veterans Services? No  Yes 

Military Status: 
Current Member  Honorable Discharge Dishonorable Discharge 

Other Than Honorable Discharge Bad Conduct Other: 

Branch of Service: Rank at Discharge: 

Discharge Date: Discharge Reason: 

Pregnant: No  Yes  Yes-Significant Other #/Children Under Age 18: #/Children Over Age 18: 

Paying Child Support: N/A  Current Paying, not current Not paying 

#/Children living with you: #/Children living with other relative: #/Children in foster care: 

#/Children living independently: #/Children you had your parental rights terminated or relinquished: 
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List all MEDICAL conditions:       

Prescribed medication in the past year: No   Yes    Taking medication as prescribed? No   Yes    

List ALL medications:      

Medical Insurance: None   Medicaid   Medicare   VA   Federal   State   Private       

List all MENTAL HEALTH diagnoses:       

Previous Treatment Services:  
None   Detox   Inpatient   IOP   Outpatient   Jail-Based   Individual  

Co-Occurring   Inpatient Mental Health    Outpatient Mental Health 

History of Overdose: No   Yes Drug of Overdose:       Date of Overdose:       

Drugs of Choice: 1)       2)       3)       

Current IV Drug Use: No   Yes History of IV Drug Use: No   Yes 

Currently in Treatment: No   Yes Where:       

Treatment Needs Assessment completed within the past 6 months: No   Yes 
If YES — Provide a copy to the Treatment Court Coordinator 

Employment Status:  
Unemployed   Employed Full Time   Employed Part Time   Self-Employed   Student    

Disabled   Retired   Volunteer   Other:       

Employer:       Start-Date:       

Supervisor:       Phone Number:       

Address:       

Emergency Contact:       Relationship:       

Emergency Contact Address:       Phone Number:       

Significant Other:       

Significant Other Address:       Phone Number:       

Highest Grade Completed:       
High School Diploma   GED   Vocational Training   2 Year College Degree 

4 Year College Degree   Advanced College Degree 

CHILDREN 

Full Name:  
Date of 
Birth: 

Gender: Full Name: 
Date of 
Birth: 

Gender: 

                                    

                                    

                                    

                                    

Assistance/Benefits:  
None   WIC   TANF   VA   LIEAP   Child Support   SSI SSD   Voc Rehab 

Unemployment   Food Stamps   Medicaid   Housing Assistance   Other:       
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Other Members of the Household 

Full Name: Full Name: Full Name: 

                  

                  

Defense Attorney:       

 

The Treatment Court Team will determine whether you are eligible for the program. By signing this application, you 
agree to allow court services officers, treatment providers and mental health providers to conduct necessary 

interviews to determine eligibility and share that information with the rest of the team. By signing below, the applicant 
acknowledges that she/he has had an opportunity to discuss this matter with counsel and that she/he understands 
her/his Boykin rights, and freely and voluntarily agrees to participate in the process required to create the Level of 

Service Inventory (LSI) and to that end waives his/her Boykin rights for the purpose of completing the LSI. 
 

 
       

  
      

Applicant Signature Date  Defense Attorney Signature Date  



Voluntary Absconder Policy Acknowledgement 
 

Mental Health Court is a voluntary program. You can ask to remove yourself from the 
program at any time. However, your probation may be revoked if you do not complete 
the program. If you voluntarily abscond from probation while in Mental Health Court, you 
have chosen to voluntarily remove yourself from the program and can be terminated 
from Mental Health Court. 

If you are terminated from Mental Health Court, your case(s) will be returned to a circuit 
court judge for the probation violation. The circuit court judge will make the final decision 
about your probation revocation and sentence, limited only by the maximum penalty 
allowed by law. 

 

 

I, __________________________________, understand that if I choose to voluntarily 
abscond from Mental Health Court I may be terminated from the program without any 
further notice beyond this acknowledgement. 

 

 

____________________________________________________ 
Participant Signature     Date 

 

____________________________________________________ 
Defense Attorney Signature    Date 

  



Publicity Consent / Release Form 
 

I accept and approve the use, printing, and copying of all media by the South Dakota 
Treatment Courts. This includes all pictures or videos taken of me. My name may or 
may not be included for media, promotional, educational, and other purposes. I realize 
this coverage may use my picture, with or without further explanation. This could be 
alone or with other pictures, in a story, on a website, or on a cover of any or all public 
materials for South Dakota Treatment Courts.  

I release the South Dakota Treatment Courts, its staff and employees, or anyone it 
authorizes, from all claims relating to or arising from the use of the consented items 
above. 

I am over eighteen years of age. I have read this agreement or have had it read and 
explained to me. I fully understand what it means. I have signed this by my own free will 
without force.  

 

Name:  
Address:  
City:  
State:  
Zip Code:  
Telephone:  

 

 

This consent/release will remain in use and cannot be revoked by me until: 

 Successful completion of the South Dakota Treatment Court 
 Discharge from court-ordered supervision or probation 
 Termination of my involvement with the South Dakota Treatment Court 
 Sentencing for violating the terms of my South Dakota Treatment Court 

involvement 

 

 

____________________________________________________ 
Participant Signature     Date 
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