
DEFENSE ATTORNEY INSTRUCTIONS 
 

STEP 1: Submit the following documents to the Forensic Outpatient Services Office. 
 

A. Defense Attorney Information Form (attached); This is a fillable Form. Signature fields   
     are not fillable and will need to be signed by the defense counsel. 
 
B. Original completed Authorization to Release/Receive Protected Health Information  
     Forms (A&R Form attached) must be correctly completed, signed by the Defendant for  
     known previous treating entities, and forwarded by the Defense Attorney to previous  
     treating entities.  
 
 Do not put client’s name on the A & R where the previous treating entity’s name should be placed. 
 Ensure the client’s name, date of birth, and social security number are legible and placed in the 

section indicated on the A&R form. 
 Do not send blank releases that only contain your client’s signature. A&Rs cannot be altered by 

Alabama Department of Mental Health (ADMH) Outpatient Forensics staff after the form is 
received. 

 *A&R forms must be witnessed. * 
 
Veterans 
The included Department of Veterans Affairs Request For and Authorization To Release  
Health Information (VA Form 10-5345) must be completed and submitted to Veterans  
Affairs if your client received treatment relevant to the request for forensic mental health  
evaluations.  
 
Clients Not Capable of Giving Consent 
Request an Order for Production of Records from the court. The previous treating  
entity(ies) must be listed on the Order for Production of Records. 
 
Intellectual Functioning 
Submit a student records request to the applicable school district(s). Forward school records    
to the ADMH Forensic Outpatient Services office once received. 

 

STEP 2: Send ORIGINAL signed release forms(s) and signed court orders to previous treating entity(ies). 
STEP 2 IS THE RESPONSIBILITY OF THE DEFENSE ATTORENY. 

 

STEP 3: Send the Defense Attorney Information Form and a copy of the completed A& R form(s) to the   
                   ADMH Forensic Outpatient Services centralized email at fop.dmh@mh.alabama.gov (preferred). 

DO NOT SEND TO INDIVIDUAL STAFF EMAIL ADDRESSES.  
 

or 
 

Mail to: 
Alabama Department of Mental Health 

Mental Health & Substance Use Services Division 
Attention: Kimberly T. Bowens, MS, LMHC, NCC 

Administrator II-Forensic Outpatient Services Manager & Court Liaison 
100 North Union Street, Suite 420 

Montgomery, AL 36130-1410 
(334) 353-4950  
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COVER SHEET 
 

DEFENDANT’S NAME __________________________________________________________ 
 
DEFENDANT’S CURRENT LOCATION: ____________ JAIL ____________ ON BOND 
 
RACE: _____________ SEX: _____________  DATE OF BIRTH _______________ 
 
SOCIAL SECURITY NUMBER: _____________________ 
 
DEFENDANT’S TELEPHONE NUMBER: ___________________________________________ 
 
DEFENDANT’S EMAIL ADDRESS (If known): _______________________________________ 
 
CONFIRMATION OF CASE NUMBERS(S) CHARGES(S) BY COURT FILE: 
 
CASE NO: _________________________  CHARGE: _________________________ 
 
CASE NO: _________________________  CHARGE: _________________________ 
 
CASE NO: _________________________  CHARGE: _________________________ 
 
 
JUDGE: _____________________________________________________________________ 
 
DEFENSE ATTORNEY: _______________________________________________________ 
 
ADDRESS: ___________________________________________________________________ 
 
CITY/STATE/ZIP CODE: _____________________________________________________ 
 
TELEPHONE NUMBER: ______________________________________________________ 
 
EMAIL ADDRESS: ____________________________________________________________ 
 
 
DISTRICT ATTORNEY: _______________________________________________________ 
 
ADDRESS: ___________________________________________________________________ 
 
CITY/STATE/ZIP CODE: _____________________________________________________ 
 
TELEPHONE NUMBER: ______________________________________________________ 
 
EMAIL ADDRESS: ____________________________________________________________ 
 
NEXT COURT DATE: _________________________________________________________ 
 
Forward Cover Sheet with the following document to fop.dmh@mh.alabama.gov. 

or 
 

Mail to: 
Alabama Department of Mental Health 

Mental Health & Substance Use Services Division 
Attention: Kimberly T. Bowens, MS, LMHC, NCC 

Administrator II-Forensic Outpatient Services Manager & Court Liaison 
100 North Union Street, Suite 420 

Montgomery, AL 36130-1410 
(334) 353-4950  
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Alabama Department of Mental Health 
Forensic Outpatient Services 
RSA Union Building 
100 North Union Street, Suite #420  DEFENDANT NAME: ___________________________ 
Post Office Box 301410 
Montgomery, AL 36130-1410   RACE/SEX: ____________ DOB: _________________ 
Telephone: (334) 353-4950   

                            E-Facsimile: (334) 230-5546   SOCIAL SECURITY NO.: ________________________ 
 

Defense Attorney Information 
Side 1 
 
Pending Charge(s)/Case Number(s): ___________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Extent of contact with defendant/date of last contact:_______________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Observation/Information regarding the need for clinical evaluation, including specific difficulties in communicating with the 
defendant: ________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Circumstances surround the alleged offense that led you to believe the defendant’s mental state is an issue: 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Previous convictions/pertinent background information:_____________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
Previous psychiatric treatment (HAVE DEFENDANT SIGN THE AUTHORIZATION TO RELEASE/RECEIVE 
PROTECTED HEALTH INFORMATION FORM FOR EACH TREATING ENTITY. FORWARD FORM(S) TO THE 
TREATING ENTITY AND A COPY TO THE ADMH FORENSIC OUTPATIENT SERVICES OFFICE.): 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
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Defense Attorney Information 
Side 2 
 
 
NEXT OF KIN: Name ______________________________________ Relationship:  ___________________________ 
 
  Complete Address: ____________________________________________________________________ 
   
  ____________________________________________________________________________________ 
 
  Telephone Number:  ___________________________________________________________________ 
 
  Email Address: _______________________________________________________________________ 
 
Information received from relatives, friends, etc., relevant to defendant’s mental condition: _________________________ 
 
_________________________________________________________________________________________________ 
 
_________________________________________________________________________________________________ 
 
 
Defendant’s current location:  _________________________________________________________________________ 
 
 Yes, defense counsel has explained to the defendant a request has been made for a forensic evaluation.  
 
 No, defense counsel has not explained to the defendant a request has been made for a forensic evaluation.  
    If no, explain the reason. 
 
_________________________________________________________________________________________________ 
 
 
Date: ___________________________________ Attorney: ____________________________________________ 
 
       Address: ____________________________________________ 
         
          ____________________________________________ 
 
       Email Address: _______________________________________ 
 

Telephone Number: ___________________________________ 
 
       Cell Phone Number: ___________________________________ 
 
Please return this form, copies of Authorization to Release/Receive Protected Health Information form(s), pertinent reports 
and/or records, and case discovery information you may have to: 
  
ADMH Forensic Outpatient Services centralized email at fop.dmh@mh.alabama.gov (preferred). 

 
DO NOT SEND TO INDIVIDUAL STAFF EMAIL ADDRESSES.  

 
or 

 
Mail to: 

 
Alabama Department of Mental Health 

Mental Health & Substance Use Services Division 
Attention: Kimberly T. Bowens, MS, LMHC, NCC 

Administrator II-Forensic Outpatient Services Manager & Court Liaison 
100 North Union Street, Suite 420 

Montgomery, AL 36130-1410 
(334) 353-4950  
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Alabama Department of Mental Health 
Forensic Outpatient Program 

RSA Union Building 
100 North Union Street, Suite #420 

Post Office Box 30141 O 
Montgomery, Alabama 36130-1410 

Phone: 334-242-3732 Fax: 334-230-5546 

Patient's Name:     

Date of Birth: __________ _ 

Social Security#: _________ _ 

ADMH Record#: 

AUTHORIZATION TO RELEASE/RECEIVE PROTECTED HEAL TH INFORMATION 

I authorize ADMH Forensic Outpatient Program to: Release to ✓ Receive from

Previous Treating Facility: ______________________________ _ 

Address:------------------------------------

City: ___________ State: ___________ Zip: ______ ____ _ 

copies of my health information for the treatment period __________ to __________ _
(date) {date) 

I specifically authorize the release of the following information: __________________ _ 

Purpose for disclosure: -------------------------------

1 understand that information contained in the documents to be released may include, but is not limited to, drug and alcohol use, 
abuse or dependency or related conditions, sexually transmitted disease or sexual orientation, behavioral or mental health conditions, 
Immunodeficiency Syndrome (AIDS) diagnosis and AIDS related conditions. 

I further understand my authorizing the disclosure/obtaining of my health information is voluntary. I understand I need not sign this 
form in order to receive treatment. I understand I may inspect information to be used or disclosed as provided by law. I understand that 
when the information is disclosed by the ADMH Forensic Outpatient Program pursuant to this authorization, it has no control over the 
recipient re-disclosing this information. 

I understand I have the right to revoke this authorization at any time. I understand that to revoke this authorization, I must provide a 
specific request to revoke the authorization in writing to the Forensic Outpatient Program at the Alabama Department of Mental Health. 
I may revoke this authorization except to the extent that action has been taken in reliance on the authorization or this authorization 
was obtained as a condition of obtaining insurance and law provides the insurer the right lo contest a claim under the plan. If this 
authorization is not expressly revoked, it will automatically expire six (6) months from the date of my signature below. 

I acknowledge that I have read and fully understand this authorization as it applies to me. My signature authorizes execution of the 
terms of this document. A copy or facsimile of this authorization will be considered as valid as the original. 

Signature of Patient/Legal Representative Date Time 

If signed by a legal representative, a description of the representative's authority to act is as follows: 

Witness Date Time 

NOTE TO PARTY RECEIVING INFORMATION: This information has been disclosed to you from records whose confidentiality is 
protected by federal law, which prohibits you from making any further disclosure of information without the specific written consent of 
the person to whom ii pertains, or as otherwise permitted, by such regulations. A general authorization for the release of medical or 
other information is not sufficient for this purpose (Federal Regulation 42 CFR, Part 2). 
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