STATE OF NORTH CAROLINA
Department of Health and Human Services
Division of Mental Health, Developmental Disabilities, and Substance Use Services

Date:

NOTICE OF RETURN OF ESCAPEE OR CONDITIONAL RELEASEE

Date of UA: Facility:

(Name, Address)

Name

Medical Record Number Facility Unit/Building

Last Known Address (Street, Apt., Route, or Box Number; City, State, Zip)

County

Admit Date

This is to notify you that the above-named patient was returned to the above-named facility on (date) at
(time) following their QEscape Q Breach of conditional release.
The patient returned via: O Self
O Police (agency)
O Family
O Other means (specify)
Location of patient when found:
| Incident(s) That Occurred to Patient During Elopement
[INone/Unknown  [JDrug/Alcohol Use JAssault ORrape [Jself-injurious Behavior [] Suicide Attempt
[suicide [Jother
| Severity of Injury to Patient
O No injury [ Medical intervention required
[J Unknown [ Hospitalization required
[ Minor first aide O Death
| Incident(s) Committed by Patient During Elopement
[INone/Unknown [1Breaking & Entering [ITheft [] Assault ] Rape
[JHomicide []Other
| Severity of Injury/Damage to Victim (other than patient)
[INo injury [IMedical intervention required [INo property damage
[Junknown [IHospitalization required LI Minimal property damage

[IMinor first aide

[IDeath [ Substantial property damage

Signature / Title - Responsible Professional

DISTRIBUTION:

Form No. DMH 5-83-24

Date Signed

Any law enforcement office notified

HIM

LME-MCO (if appropriate)

Initial examiner if involuntarily committed

Risk Management Coordinator

Official placing patient on detainer

Next of kin/legally responsible party

Clerk of Superior Court in county of commitment

NOTICE OF RETURN OF ESCAPEE OR CONDITIONAL RELEASEE

Revised March 2024




	Other means: 
	Facility: 
	Medical Record Number: 
	Facility UnitBuilding: 
	County: 
	Location of patient when found: 
	Other: 
	Other_2: 
	Date Signed: 
	Name: 
	Last Known Address: 
	today's date: 
	date of ua: 
	Check Box25: Off
	Check Box26: Off
	Check Box27: Off
	Check Box28: Off
	Check Box29: Off
	Check Box30: Off
	Check Box31: Off
	Check Box32: Off
	Check Box33: Off
	Check Box34: Off
	Check Box35: Off
	Check Box36: Off
	Check Box37: Off
	Check Box38: Off
	Check Box39: Off
	Check Box40: Off
	admit date: 
	date returned: 
	time returned: 
	agency that returned: 
	Group1: Off
	Group2: Off
	none occurred to: Off
	suicide: Off
	drug/alcohol use: Off
	other occurred to: Off
	rape occurred to: Off
	assault occurred to: Off
	self-injurious behavior: Off
	suicide attempt: Off
	no injury to: Off
	minor first aide to: Off
	unknown injury to: Off
	med intervention needed: Off
	hospitalization needed: Off
	death: Off


