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DEPARTMENT OF HEALTH

NO. 7751 31 July 2026

CORRECTION NOTICE

MENTAL HEALTH CARE ACT, 2002

MENTAL HEALTH CARE ACT, 2002 (ACT NO. 17 OF 2002) GENERAL REGULATIONS

The Mental Health Care Act, 2002-General Regulations published under Notice No. 1467
published in Government Gazette No. 27117 of 15 December 2004 as amended by
Amendmentmade in terms of the Mental Health Care Act, 2002 (Act No. 17 of 2002) published
in Government Gazeffe No. 40515, Government Notice No. 1590 published on 23 December
2016 is hefeby corrected as follows:

All F ?43 published in both sets of Regulations are hereby repealed and substituted by the

Forms in the chTV
/
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FORM MHCA 01
DEPARTMENT OF HEALTH

REPORT TO MENTAL HEALTH REVIEW BOARD ON PROVISION OF CARE,
TREATMENT AND REHABILITATION WITHOUT CONSENT OR
EMERGENCY ADMISSION
[Section 9(2) of the Act]

Gender: Male[] Female [_]

OcCupPation .ii..eoveevi e

Marital status: S[_] MLl bl WD

Residential address: ...o.oovvvveeieecoreee e e e

................................................
................................................
................................................

................................................

Date of admission: ......ocvveeeeeeeeereeeneeoriiinnns
Time of admiSSion: vvivvveiveeeeeeeeeeesireanns

Reason for admission without censent:
Based on my/practitioners at this health establishment's assessment, any delay in
providing care, treatment and rehabilitation services / admission may, due to mental
illness, result in:
(a) the death or irreversible harm to the User
Reasons for this assessment (including mental health status and
behavioural TEaS0IS) ..ot e ce e

..........................................................................................

..........................................................................................

(b) the User inflicting serious harm to him/herself or others
Reasons for this assessment (including mental health status and

1
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FORM MHCA 01

.........................................................................................

.........................................................................................

{c) the User causing serious damage to or loss of property belonging to
him/herself or to others
Reasons for this assessment (including mental health status and behavioural

TEASOMIS) wuviviientinietieieciaeriassareesseisee e erenseseetoseesssssnasneseeanssneestenns
e (name of mental health care practitioner)
hereby declare that I have petsonally asSeSSed ..........covviiiveeeresuerersesie oo oo
................ {name of mental health care USEr) At .......cccovvv v
........................ (name of health establishment) on ........c..ccevevverecnreoee......{date).
Designation: ............coociieiiiiiiiiin e,

Contact Numbers: ...........ocooiiiiiiiin .
Signature:

Outcome of assessment within 24 hours-

(a) An application for involuntary or assisted care, treatment and rehabilitation was
made:-

Date of application: ...........cooceveevreviivveeiennn, Time of application: ..........cccocovmvievernnnn.n.

(b) The User agreed to voluntary care, treatment and rehabilitation.

(c) Patient discharged as a mental health care user.

Print initials and SUrname............c.ccovvevveeieevveeseereeeeeersre e,

Signature

(Submit to relevant Review Board)

2
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FORM MHCA 02
DEPARTMENT OF HEALTH
REPORT ON EXPLOITATION, PHYSICAL OR OTHER ABUSE, NEGLECT OR
DEGRADING TREATMENT OF A MENTAL HEALTH CARE USER
[Section 11(2) of the Act]

(All the information contained in this Form will be held strictly confidential).

...........................................................................................................

(address)

Dhereby declare that I have witnessed exploitation, physical or other abuse,
neglect or degrading treatment of the following mental health care user:

Dhereby declare that I have been through exploitation, physical or other abuse,
neglect or degrading treatment

A. Details of User (where known)

First Name and Surname 0 TUSCE.........ooiiecieveoieeeeieeresseereeeeesessees e eess s o e e eeseesees
Date of Birth .ocvvvviiieec e or estimated age .....ocvvvivinniiier e,
Gender: Male[] Female []

Oecupation .eeeeevvnnievceeee i e, Marital status: SL1 MO O wl
Residential address:  .oiooeieeeeee e

................................................

................................................

................................................

................................................

.................................................

............................................................

...........................................................

............................................................

.......................................................................................
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FORM MHCA 02

E. Description of the alleged incident:

......................... IR R L R T T S,

PR P R R T PR YNy

Print initials and surname ............coooveveveeenenn..
Contact number: ................... e, e e e
Signature under oath: ........... e e e e
(person who witnessed alleged incident)

Date: ........ st rhe e et eens Ceev st v ee b s e e e e
OATH/AFFIRMATION
[ certify that:

1. The deponent acknowledged to me that:

a. He/she knows and understands the contents of this declaration;

b. He/she has no objection to taking the prescribed oath;

¢. He/she considers the prescribed oath to be binding on his/het conscience;
ii. The deponent signed this declaration in my presence at ................ trraees. ON

this ...... e dayof oL e 2000000

Signature: Commissioner of Qath: Ex-Officio
Name: ................. e

(Original to be submitted to the relevant Mental Health Review Board)

4
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FORM MHCA 03
DEPARTMENT OF HEALTH

DISCHARGE REPORT FROM THE MENTAL HEALTH ESTABLISHMENT
[Section 16, 37(6) or 56 of the Act]

Tl DAIIE OF TTSOT. ettt e e et e ee e e e e vaes e e e e e oo e
TID NUITIDEIL ©oiviaiiiciiiit e ettt ee e e e e e e e e e e e e e e e e e
Date of birth ....coccevviiiiirein e or estimated age ........cocovvrirni i,

Gender: Male[] Female ]

Name of health establishment: ... e e,
Daate of admiSsion: .o.vui i e
Date of discharge: ......oooiuiiiiiiiii e

Diagnosis on discharge: .........ovviviivivii e,
Planned further care, treatment and rehabilitation:

Compiled by:

Print initials and SUFDAME: ... et e

Designation: ... ..ot s

SINATUTE: Lottt ittt et e e e
(Head of health establishment)

Print initials and SUMBIME: ....coivivciiiiie et v et esssvesseressser e esseessesmesons

SIZNATUTE 1eeuviiieiceeiieree et bebt s e see e s e s eesste st ee et eree s e v e an e een
Date: (oo e

Copy to be submitted to the relevant authority in terms of the applicable provision:

Review Board[]

Registrar High Court[]
Magistrate L1

Head of Prison []

Head of National Department [ ]

Curator[]
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FORM MHCA 04
DEPARTMENT OF HEALTH
APPLICATION TO THE HEAD OF HEALTH ESTABLISHMENT CONCERNED
FOR ASSISTED OR INVOLUNTARY CARE, TREATMENT AND
REHABILITATION
[Section 27(1) and 27(2) or 33(1) and 33(2) of the Act]

(A staff member assisting the Applicant in completing this form must record his/her name,
surname and designation)

Name, surname and designation of staff member-......oovo oo
A, INFORMATION REGARDING THE USER

T hereby apply for—.

assisted care [ or involuntary care HE

FArst 0ame(S) OF USEIT ...ccvviiiiiiiiiciiciectiite ettt st e ee e sesns e ne s et s se e st s eeee
Date of birth: ....occoceiiriiv e or estimated age: .......ovivvviieieer e
Gender:; Male [ Female [ ]

Marital status: SL1 M[] pll] wll

Employment: Yes L] or No [
Property: Yes L1 or No [
Income source: Pension L]

Grant [

Other L] (Specify).....oveeeeeie e

None [

Is there a reason to believe that an administrator or curator needs to be appointed to manage

the financial affairs of the User Yes L] No []
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FORM MHCA 04

............................................................................................................

............................................................................................................

B. INFORMATION REGARDING APPLICANT

SUrname of APPLICANT: ...ivvviiirir e e eeeee s s e s e r e s aeeatbee s e rnnen s s e
First name(s) of apPLICANL .uuviiiiii ittt ee e e e et et e e e s rene s s e sae e e s s seemeas
Date of birth of applicant: .......cccccvviiiiiiiiiiiiiieiceneee e (must be over 18 years of age)
Residential address and contact details: .o e

............................................................................................................

............................................................................................................

C. Relationship between applicant and mental health care user: (mark with a cross)

Spouse ] Partner [] Associate[ ] Parent []

Guardian[] Heath care provider ] Other Lo (specify)

(If User is under 18 this application must be made by the parent, caregiver, guardian or
person with parental right and responsibilities)

I'last saw the USer ON.....ocecvvevieiriirecciicneeeneeniene s Al Lo
(date) (time) (place)
(The applicant must have seen the User within seven days of making this application)

D. Why is the applicant the health care provider?
The spouse, next of kin, partner, associate, parent or gunardian of the User is:
(i) Unwilling (State reasons for this conclusion):

..............................................................................................................................................
............................................................................................................
............................................................................................................

............................................................................................................

or

............................................................................................................
............................................................................................................
............................................................................................................

...............................................................................................................................................
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FORM MHCA 04

(iif) Unknown/Untraceable (state efforts made to trace)

............................................................................................................
............................................................................................................

...........................................................................................................

E. Reasons for the Application:

I, the undersigned, am of the opinion that the above-mentioned person is suffering from a
mental illness / intellectual disability for the following reasons (e.g, what did he/she do or
say?):

..............................................................................................................................................

F. In the case of an application for involuntary care:

In your opinion:
(i} Is the User a danger to self and others due to his/her mental illness?

Yesl:l Nol_i

(ii) Is the User willing to receive care, treatment and rehabilitation if needed?

Yes [:l No[]

(iii) Is the User able to make an informed decision?

vesINo [

I also attach the foliowing information in support of my application (if available)

Medical certificates: [
History of past mental illness: ] / intellectual disability: ]

Other:; |:|

.............................................................................................................................................
...........................................................................................................

...........................................................................................................
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FORM MHCA 04
I wish to have representation/Legal Representation/Legal Aid

for myself Yes 1 Nol[]

or on behalf of the User Yes[1Nol[]

Print initials and surname (APPHCANL).........ccoivvrvreerireiins e ssee s eereesaneenaes
Signature (Applicant): ... e
DIate: ..o e e e a e e nrre e nr e eenans

Note: Applicant must sign under oath

F. OATH/AFFIRMATION

I certify that:

iii. The deponent acknowledged to me that:
a. He/she knows and understands the contents of this declaration;
b. He/she has no objection to taking the prescribed oath;
¢. He/she considers the prescribed oath to be binding on his/her conscience;
1v, The deponent signed this declaration in my presence at .............ccooeeae... on
this ............ dayof ..., 20.......

Signature: Commissioner of Qath: Ex-Officio
NG L e

Rank / Designation: . oo viiiiiieiore i ieee e,

{Submit original to Review Board)
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FORM MHCA 05
DEPARTMENT OF HEALTH

REPORT ON COMPLETION OF EXAMINATION AND FINDINGS BY
MENTAL HEALTH CARE PRACTITIONER FOLLOWING AN APPLICATION
FOR ASSISTED OR INVOLUNTARY CARE TREATMENT AND
REHABILITATION
[Section 27(5) or 33(5) of the Act]

Section 1

SUMNAME OF USELT .eiiiiiiieiiieict et sae st e e seeesear et e sreseeeseeeeee e e
First name(Ss) 0F TSET! ...cc.oiiiiiiiiiii ettt et ebesaesste e esnsennas s eneee et
Date of birth: ..oocoocvviviviiinc e or estimated age: ..coivivviivceeenree e,

Gender: Male[] Female [

Ocoupation ......cecevevnvrnnr s, Marital status: SC1 MO [ wl
Residential address: ......cocvevieeiiiieecinieie e

...........................................................
............................................................
............................................................

.........................................................

Section 2

Date of examination: ...........cccceeerenvvennn. Place of examination: ........ccccecovicins e envevnaen
Physical health status (filled in only by mental health care practitioner qualified to conduct
physical examination):

(a) General physical health:

................................................................................................................................................
.................................................................................................................................................
................................................................................................................................................

............................................................................................................................................

(b) Are there signs of injuries? Yes L wel]
If yes, please indicated whether you believe this is as a result of abuse?

Yes[] Nor_j Unsure [

If yes, was this abuse reported/investigated? Yes I No[]

(c) Are there signs of communicable diseases? Yes[ ] No[]

10
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33

FORM MHCA 05
If the answer to (b) or (c) is Yes, give further particulars:

................................. R R R T T T
............. LR I I I T T T T T T T T
sar e L T R T T I I ST D I N Y ..

............................... R R I T T T T e
............ L R R R R I I R L R L L T T A R

Section 3
Information on User received from other person(s) or family (state names and contact
details):

L R I I A A D A A DI R T T T T .
D I T I A Trrers i s R R R R R T T R R R R R
------- LR I I T T R
L R R N R rrrrere e R T T T T I U O rearrenrreny . srree

Section 4
Previous mental health history if known (State dates and places):

........................ LR R B
cersesnris st s aans LR R T TR T T T e R L T E R P R P
L R L N L L L L T T L TR E T T T PR TP Rerersies
---------------- R R R R T T T T T T
rerarre s araan D R N R R L I I R R R T T S e

Section 5
Mental health status of the User at the time of the present examination (describe symptoms
or diagnostic criteria):

...................... L R R R
L T LR T T T L B iy
Mdrusaseinrsa st st snanan Peearatarintariranas L B L L TR TR R P PP
.............. R R R R N T R L R N R R T
ttametane i oeocnsarsanetsssnssssvnnsenss rrsrerr e D I I T T L R I T I R AP
................. L R T T T

Section 6
Type of illness (provisional diagnosis):

11
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FORM MHCA 05
Section 7
In my opinion the above-mentioned User—

has homicidal tendencies due to mental illness Yes[INol]

has suicidal tendencies due to mental illness YesL ] No[]
is a risk to inflicting serious harm to him/herself or others or causing serious damage to

property belong to him/her or other due to mental illness Yes[ ] No[]

Section 8§

Recommendation to head of health establishment on an application for assisted care,
treatment and rehabilitation services only (Skip this section if section 9 of this form is
applicable) —

An application was made for assisted care, treatment and rehabilitation services [ or
involuntary care [], treatment and rehabilitation services [

1. Is the User suffering from a mental illness and as a consequence of this requires care,
treatment and rehabilitation services for their own health and safety or the health and safety

of others? Yes[_] No D

2. Is the User capable of making an informed decision on the need to receive care, treatment

and rehabilitation services? Yes[ I Nol]

3. Is the User willing to receive care, treatment and rehabilitation services? Yes[ ]
Nol[]

Section 9

Recommendation to head of health establishment on an application for Involuntary care,
treatment and rehabilitation services only (Skip this section if you have completed
section 8)

1. Is the User suffering from a mental illness and as a consequence of this requires care,

treatment and rehabilitation services? Yes_1Nol[]

12
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FORM MHCA 05
2. Is the User capable of making an informed decision on the need to receive care,

treatment and rehabilitation services? Yes[ I Nol]
3. Does the User refuse to receive care, treatment and rehabilitation services?

Yes[ ] No[ ]

4.Is the User in your view, likely to inflict serious harm on him/herself or others?

Yes[1 Nol]

5.Is care, treatment and rehabilitation services, in your view necessary for the protection

of the User's financial interests or reputation? Yes[ 1 No[

Section 10
Based on the abovementioned information my recommendation to the head of health
establishment is that the User should—

1. Receive voluntary care, treatment and rehabilitation services [

2. Receive assisted in-patient care, treatment and rehabilitation services ]

3. Undergo 72-hour assessment following the application for involuntary care, treatment
and rehabilitation services to determine the need for further care, treatment and

rehabilitation services [_]

Section 11

I declare that I have personally informed the mental health care User of his/her rights,
including his/her right to representation including the right to legal representation and/or
Legal Aid, and the right to have his/her financial interests or reputation safeguarded and
his/her right to have an administrator or curator appointed.

Comment:

............................................................................................................

............................................................................................................

13
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FORM MHCA 05
T e {name of mental health care practitioner)
hereby declare that I have personally asSesSed .ot eeeeee e e e seeaseaa
................... (name of mental health care USer) at ........c.cccceeiiiiiiiiciecee e,
....................... {name of health establishment) on ........ccccoovvveeevevreneneee.... {date).
SIZNATULE. .+ttt i erre s et r et e r e e aness
Category of designated mental health care practitioner: .........coceoveeeveeeneecrensnnn,
Registration number with relevant Council: ....... ... .vii i,
Date: o,
Place: ....cccooo i,

14
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FORM MHCA 06
DEPARTMENT OF HEALTH

72-HOUR ASSESSMENT AND FINDINGS OF MEDICAI PRACTITIONER AND
ANOTHER MENTAL HEALTH CARE PRACTITIONER AFTER HEAD OF
HEALTH ESTABLISHMENT HAS APPROVED INVOLUNTARY CARE,
TREATMENT AND REHABILITATION SERVICES
[Section 34(1) of the Act]

Section 1
SUMAME OF TUISET! 1oiiiiii ettt e e eee e s v st e e e e er e e e e e eetee e e e et e e e
First Name(s} OF USEE: ....c.ocvciiirii ettt ssesesne seeeenrme st en s e eseeseeseesnesens

Date of birth: ...c..cccoooviiniiiii, or estimated 8g€ .....coovveivivierreiee s

Gender: Male[ ] Female L]

Occupation: ......ccccvveeenvveecirecereeerinrreens Marital status: s mO nd wld
Residential address: .....ccccviviiveiiceeisires et es s eveeeees e easnesen

.............................................................................
.............................................................................

.............................................................................

Section 2

Date and time of the beginning of 72-hour asseSSMENt: .............ccooeeeereevcrreeeereeeeeeeererans
Place of assessment: ........ccceeeeeeeeeernrinnenn,

Section 3

(a) General physical health (To be completed by medical practitioners only):

................................................................................................................................................
................................................................................................................................................

..............................................................................................................................................

(b) Are there signs of injuries? Yes[ | No[
If yes, please indicate whether you believe this is as a result of abuse?

YesLINo[]

If yes, was this abuse reported/investigated? Yes[] No[] Not known[]

15
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FORM MHCA 06

{© Are there signs of communicable diseases? Yes[ I No[]
If the answer to (b) or (¢) is Yes, give further particulars:

..........................................................................................................................................
........................................................................................................
........................................................................................................
........................................................................................................

........................................................................................................

Section 4
Past mental health history of the User (State dates and places):

..........................................................................................................................................

..........................................................................................................................................

Section 5
Mental health status of the User during the 72 hours assessment period:

..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

Section 6
Type of illness (provisional diagnosis):

In my opinion the above-mentioned User:-

has homicidal tendencies due to mental illness Yes[ 1 No[]
has suicidal tendencies due to mental illness Yes[ 1 No[_]
is at risk due to mental illness Yes ] Noll

Section 7
Recommendation to head of health establishment - application for involuntary care:

Is the User capable of making an informed decision on the need to receive care, treatment

and rehabilitation services? Yes[ 1 Nol]

Does the User refuse to receive care, treatment and rehabilitation services? YesL 1 No[]
Is the User in your view, likely to inflict serious harm on him /herself or others?

16
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FORM MHCA 06
Yes[ ] No[]

Is the care, treatment and rehabilitation, in your view necessary for the User's financial

interests and reputation? Yes[ INo[ 1

Section 8
Based on the abovementioned information my recommendation to the head of health
establishment is that the User should either:

1. Receive voluntary care, treatment and rehabilitation service [
or

2. Receive assisted care, treatment and rehabilitation services [
or

3. Continue to receive involuntary in-patient care, treatment and rehabilitation services [
or

4. Receive involuntary out-patient care, treatment and rehabilitation services [
or

5. Be discharged from the Mental Health Care Act []

Section 9

I declare that I have personally informed the mental health care User of his/her rights,
including his/her right to representation including the right to legal representation and/or
Legal Aid, and the right to have his/her financial interests and/or reputation safeguarded.

............................................................................................................
............................................................................................................
............................................................................................................
............................................................................................................
............................................................................................................
............................................................................................................
............................................................................................................
............................................................................................................
............................................................................................................
............................................................................................................

............................................................................................................

17
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FORM MHCA 06
Section 10
Print initials and SUMMAIMNE: .....ooooueeei et ee e e eeeee s e e e et e e e et e e
Registration CateOory: . .o.o it

SIZNATULE. Lo\ttt e s
Date: o

Category of designated mental health care practitioner for example 'nurse', psychologist' or
'Medical PractitiOnNeI": ........ociiiiiiiiieie et et a e e ens e
Date: ...

Place: i,

18
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FORM MHCA 07
DEPARTMENT OF HEALTH

NOTICE BY HEAD OF HEALTH ESTABLISHMENT ON HIS/HER DECISION
WHETHER TO PROVIDE ASSISTED- OR INVOLUNTARY INPATIENT CARE,
TREATMENT AND REHABILITATION SERVICES
[Sections 27(9), 28(1), 33(7) and 33(8) of the Act]

Section 1

T e (name of head of health establishment)
hereby

Approve the application ]

Do not approve the application []

to the assisted care, treatment and rehabilitation[_]

to the in-patient involuntary care, treatment and rehabilitation ]
OF oo et (name of User).

Section 2
Whereas the findings of the registered medical practitioner and another mental health care
practitioner concur that the User:-

@ should [] should not [receive assisted care, treatment and rchabilitation
services; or

(b) must L1 must not ] receive involuntary care, treatment and rehabilitation services

I am satisfied [ not satisfied] that the restrictions and instructions on the mental health

care User's right to movement, privacy and dignity are proportionate to the care, treatment
and rehabilitative services contemplated.
The reasons for consenting are as follows:

Print initials and SUMNAME: .....covviviivieeiiiiiiiens e eseeeeeeeaers

Signature: .. ..o e e (head of health establishment)
DAt ..o et e 1 o T TR
PlaCe: ooveeeeieeeeeeererr s

(Copy to Applicant and original to the Review Board)

19
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FORM MHCA 08
DEPARTMENT OF HEALTH

NOTICE BY HEAD OF HEALTH ESTABLISHMENT TO REVIEW BOARD
REQUESTING APPROVAL FOR FURTHER INVOLUNTARY CARE,
TREATMENT AND REHABILITATION ON AN INPATIENT BASIS
[Section 34(3){(c) of the Act]

SO UT OO TPPOURROURTON hereby request the
(name of head of health establishment)
approval from the Review Board for further involuntary care, treatment and rehabilitation
on an inpatient basis of: ... ...

{(name of User)
The findings of the mental health care practitioner and medical practitioner are that the
User requires further involuntary care, treatment and rehabilitation.
I am satisfied that the restrictions and intrusions on the mental health care user's right to
movement, privacy and dignity are proportionate to the care, treatment and rehabilitative
services contemplated.
The basis of this request for further involuntary care, treatment and rehabilitation on an
inpatient basis is that:

............................................................................................................

Attached hereto please find the copies of the following:-
(a) the application to obtain involuntary care, treatment and rchabilitation [MHCA 04];
(b) the written findings given in terms of sections 27(5) and 33(5) [MHCA 05]

{c) the notice given in terms of section 33(8) [MHCA. 07]; and
(s)] the assessment findings [MIICA 06].

SEZNALULS: ot o i e e
(Head of health establishment)

Date: ..o e

Place: .o,

(Original to Review Board &Copy (excluding attachments) to applicant)

20
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FORM MHCA 09
DEPARTMENT OF HEALTH

NOTICE BY HEAD OF HEALTH ESTABLISHMENT AFTER 72-HOUR
ASSESSMENT PERIOD INFORMING REVIEW BOARD THAT MENTAL
HEALTH CARE USER WARRANTS FURTHER INVOLUNTARY CARE,
TREATMENT AND REHABILITATION ON AN OUTPATIENT BASIS
[Section 34(3)(b) of the Act]

{(name of head of health establishment)
the Review Board that ...t n e eres
(name of mental health care user)
requires further involuntary care, treatment and rehabilitation on an outpatient basis.
I am satisfied that the restrictions and intrusions on the mental health care user's right to
movement, privacy and dignity are proportionate to the care, treatment and rehabilitative
services contemplated.

The basis of this request for further involuntary care, treatment and rehabilitation on an
outpatient basis is that:-

(a) The User is suffering from a mental illness or severe/profound mental disability
and requires care, treatment and rehabilitation services for his/her health or safety or the
healih or safety of other people or for the protection of the financial interests or reputation
of the User;

(b) The User is currently incapable of making an informed decision on the need for the
care, treatment and rehabilitation services

(c) The User is refusing care, treatment and rehabilitation services

SIGNATUIS! . .ttt i
(Head of health establishment)

DIate) i e raaeaeas

[Copy to mental health care user and original to Review Board]

21
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FORM MHCA 10
DEPARTMENT OF HEALTH

TRANSFER OF INVOLUNTARY MENTAL HEALTH CARE USER -
SCHEDULE OF CONDITIONS RELATING TO HIS OR HER INVOLUNTARY
OUTPATIENT CARE, TREATMENT AND REHABILITATION SERVICES
[Section 34(3)(b) or (5) of the Act]

SUrNAME OF USEE L..oiviiiiiiieice ettt e eet e st e s s e e e e et eeeeranann
First name(8) OF USET .....coiiiviiiiiniicieeticcie et eeee et e st et seneeee e et eeeeeseaess et eesesrens
Date of birth ......ccoooeviiiec or estimated age .....co.oceviieeeiiecce e,

Gender: Male[ ] Female [ ]

Occupation .........ccovvvvveerierniennninn, Marital status: SL1 M1 [ wld
Residential Address: ...oooieeiiicviinieceee et ereeeerres et esaesne e s eeans

..................................................................................
..................................................................................

..................................................................................

...............................................................................................................................................

.......................................................................
.......................................................................
.......................................................................

.......................................................................

i. The User's mental health status will be monitored and reviewed at
................................................................................. (name of health establishment)

ii. The User is to present him / herself to this health establishment every ...... ....weeks
/ months to have his or her mental health status reviewed.

1ii, Name of health establishment(s) where involuntary mental health care, treatment
and rehabilitation will be provided on an outpatient basis if different from preceding
health establiSHIMENT: .oveceiviiiiiceieeeieces e et e et er e et e e eeeesens

iv, Conditions of behaviour which must be adhered to by the User:

....................................................................................................................................
....................................................................................................................................
....................................................................................................................................
....................................................................................................................................

...................................................................................................................................

Name of psychiatric hospital and/or care and rehabilitation centre where the User is to be
admitted if he / she relapses to the extent of being a danger to him / herself or others if he
/ she remains an involuntary outpatient, or to which he / she is to be admitted if the
conditions of outpatient care are VIOlated ...........coiviviveiririe e e s
(name of health establishment)
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FORM MHCA 10
Signature (head of health establishment)

DAt ey
PLaCE: ettt re e e e e e ;

.......................................................

.........................................................

Signature of custodian (understands and accepts the stipulated conditions)

(Original to Review Board and copy to User, custodian and head of health
establishment t¢ whom User was referred on outpatient basis)
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FORM MHCA 11
DEPARTMENT OF HEALTH
TRANSFER OF ASSISTED / INVOLUNTARY MENTAL HEALTH CARE USER

ON INPATIENT BASIS TO ANOTHER HEALTH ESTABLISHMENT
[Section 27(10) and 34(4), of the Act]

........................................................................................................

(name and surname of mental health care user)

an assisted [Jor

Involuntary mental health care user[]

on an inpatient basis who was admitted to ........c.eeeu. ..

............................................................................................ (name of health establishment)
10 1 PSPPSR (date) must be
transferred to ......ccoveeiiiecicin e (name of health establishment)
Print initials and SUIMNAIME: .....ocvcriiiiiiriiiin et eas st et eaesaesmees e sreaneean
(head of health establishment)
SIENALULE: « ..ttt i reeaeneeaneas

(Head of healih establishment)
Date: .o e
Place: .ovovieieiiecreii i e

(Copy to Review Board)
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FORM MHCA 12
DEPARTMENT OF HEALTH

DISCHARGE OF INVOLUNTARY MENTAL HEALTH CARE USER FROM
INPATIENT TO OUTPATIENT CARE OR CANCELLATION OF THE
DISCHARGE
[Section 34(3) and 34(6) of the Act]

SUNAME OF TISEIT 1ouveiiviiiiieiiicie ettt e et e e e e n e et e e e e e eeeenteraeeaesennn e e e
First name(s) 0f USETT .....oovoiiiiiiiiieiecee ettt s ce ettt s s eae st seeesraeen e e e e
Date of birth: ..o, or estimated A€ ......cccovveeeeniiin e,
Gender: Male[] Female [

Occupation: ........cccceeecieeivieecsvenesineans Marital status: s MO O wO
Residential address:  ...ooocovieeiiiiiiiieeee vt re s eeas

.................................................................

A. Discharge from inpatient to outpatient care
This involuNtary INPAtIENT A ....ccccecioeceirirrevr e eb et s se e eesesse e e s esaaetesesereene oe
(name of health establishment) has improved to such an extent that he/she should be
provided with care, treatment and rehabilitation services as an outpatient as dated on the
schedule of conditions attached to this transfer as outlined in the attached MHCA 10.

B. Cancellation of the discharge
This involuntary outpatient previously discharged with prescribed conditions on
........................................... and  being monitored and  reviewed at
............................................................................................................................. has not
complied with the terms and conditions applicable to his / her discharge / relapsed to the
extent of being a danger to him / herself or others if he / she remains an involuntary
outpatient, and must be admitted as an involuntary inpatient
D e e sreessrns neneen s 11 DAME OF health
establishment)

...............................................................................................................................................
..............................................................................................................................................

...............................................................................................................................................

SIZNAUTS: ..o,
(Head of health establishment)
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FORM MHCA 13A
DEPARTMENT OF HEALTH

PERIODICAL REPORT ON MENTAIL HEALTH CARE USER
(ASSISTED/INVOLUNTARY USER/MENTALLY ILL PRISONER)
[Sections 30(2), 37(2) and 55(1) of the Act]

Section 1: Biographical information

SUINAME OF USCI! ...ttt e e et ereseenesaesesretsseens
First name(S) 0f UISEI! ....iuciucoieieieiceieiiieiceecee v et ssn s s ao et e st e s e et eereeasenee e eaea
Date of birth! ...coccoeviiiiiiiieii v or estimated age: .........ccveeeieiiecee e,

Gender Male[ ] Female[]
The User is an: (mark with a cross)

Assisted User[_] Involuntary User[_] Mentally ill prisoner ]

Name of health establishment CONCEINEA: ....ooviireeeeiriiererrrrreeriireereesssreesseeeeess o e
Registration nUMDBET (I 8N5)1 c..coviiiiriiirireie e e s e tressre s s e e es e reereneen
Date of first admission of mental health care user under this Section: .o eveeeeeoeeoeeen

Section 2: Assessment

Mental health status: (Short statement of the mental health status before and since
admission, since the last report, and the present condition, with special reference to any
symptom indicating homicidal, suicidal or dangerous tendencies)

Before admission:

...............................................................................................................................................
...............................................................................................................................................
...............................................................................................................................................

...............................................................................................................................................

..............................................................................................................................................
..............................................................................................................................................
..............................................................................................................................................
..............................................................................................................................................

..............................................................................................................................................

..............................................................................................................................................
..............................................................................................................................................
.............................................................................................................................................
..............................................................................................................................................

.............................................................................................................................................
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FORM MHCA 13A

Physical condition of User:

B, e v e e oo
e e e e
.....................
e e e e e v
s e e e
Diagnosis
......................
e P e e e
B e e e e
................ S
e ean v e e e

Section 3:_Clinical management, treatment and rehabilitation plan

Present treatment programme to be followed, including psycho-pharmacological, ECT,
occupational therapy or psychotherapy social work intervention with family, leave of
absence to family, efc):

Medical:

teseans - Ry P PR T T PY PR TR PP L T EE P TERY PR PR

........ ens . R T O T

Social (moludmg the safeguarding of the User’s financial interests):

27
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FORM MHCA 13A

Physiotherapy (if required):

Family contacts:

Personal [ ] Correspondencelj RegularEl Seldom [] Never[]
In the case of never, what has been done to trace the family?

................................................................................................................................................
................................................................................................................................................

................................................................................................................................................

Section 4:_ Recommendation in terms of Section 30 or 37 or 55(1)

(a) The User is suffering from a mental illness or severe/profound mental disability
and requires care, treatment and rehabilitation services for his/her health or safety or the
health or safety of other people or for the protection of the financial interests or reputation
of the User;

(b) The User is currently incapable of making an informed decision on the need for the
care, treatment and rehabilitation services

and

{©) The User is refusing 1/ not refusingD care, treatment and rehabilitation services
Should the User status remain unchanged? ves 1 No[]

Briefly motivate:

.............................................................................................................................................

If the User is an involuntary inpatient, should he / she be transferred to involuntary
outpatient care?

Yes[] No[]

Briefly motivate:

............................................................................................................
............................................................................................................

............................................................................................................
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FORM MHCA 13A

Please add additional paper if required, as this is extremely important:

------- L

Print initials and surname of assessing practitioner:

SIgnature: ... ...ooviiiiiiii e
{assessing practitioner)
Date: ..o A TR

. Place: ...... F e ee e aeesrh Rt hrneanren. e santan s antrantranennnnes rereerriereaa,

Section 5: Instructions and remarks

Signature: .......coiveviiiiiiiiennen. e
(Head of health establishment)

Date: .cocoiivviniieiinnns e e e eraenras st

Place: cccvvreeviceenireieeennen, et rereaartas e raee e eranns

(Original to Review Board and copy of report in case of mentally ill prisoner to
relevant magistrate, administrator, if appointed, and head of relevant prison)
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FORM MHCA 13B
DEPARTMENT OF HEALTH

PERIODICAL REPORT ON STATE PATIENT
[Section 46(2) of the Act]

Surname Of State PALICIIL: .......ccoviviriivriiiirriereeiis ettt see e eee s ess et e e e e et e e e e ees
First name(s) 0 State PAIEILE: v.ivviieiiriee ettt e e e e e e e s oo e e
Date of birth: .....cooovevieiiiiiiic e or estimated age: ........

Gender: Male[ ] Female [_]

Name of health establishment concerned:
Registration numMber (IF a1y): cccvoviiii et ee e e e e e
Date of first admission of the state patient under this section: .

Mental health status: (Short statement of the mental health status before and since
admission, since the last report, and the present condition, with special reference to any
symptom indicating homicidal, suicidal or dangerous tendencies)

........................................................................

Before admission;

Present treatment for example psycho-pharmacological treatment, ECT, occupational
therapy or psychotherapy:

.......................................................................

..........................................................................................................................................
.........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................
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FORM MHCA 13B

Present physical condition:

Family contacts: .

Personal [] Correspondence ] Re gular [1  Seldom[] Never[]
In the case of never, what has been done to trace the family?

........................................... B LR T T T T T T
........... R R R R I T I T T

e FEESAAtesLbbu s e asentaser T st et tnrnernn R R R R L L T TN e

State patients (section 46 of the Act)
Charge faced:

Should the User be discharged conditionally? Yes[1No ]
Comment:

Should the User be discharged unconditionally? Yes[1No[]
Comment:

Give reasons if the "present mental status' reflects a normal picture and further confinement
is recommended:
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FORM MHCA 13B

Comment on the merit of granting the User leave of absence:

Recommendation on a plan for further care, treatment and rehabilitation (to be completed
for any of assisted and involuntary Users and mentally ill prisoners)

(Specify treatment programme followed, give details of psychiatric interviews,
counselling, group therapy sessions etc., stating clearly the aims of treatment, progress
made, assessments done, changes made an patient's reactions to changes):

Please add additional paper as this is extremely important! !

TR Y PR T TR esetbiaess

Print initials and surname of assessing Practitioner: .......ocovceveviveeessieesorieeeeeeer e e s eenenns s

Signature: ... e rrerereirne e,
(assessing practitioner)

Date: ............

Place: i,
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FORM MHCA 13B
STATE PATIENTS
[This part must be completed by head of national department (or designated official)]
Considerations and remarks:

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

Recommendations:
(a) Further care and treatment:

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
...........................................................................................................................................
...........................................................................................................................................

...........................................................................................................................................

...........................................................................................................................................

(Head of National Department):
DAate: ..o e
Place: .o e

(Copy to be sent back to the Head of health establishment)
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FORM MHCA 14

DEPARTMENT OF HEALTH
DECISION BY REVIEW BOARD CONCERNING—

(a)  assisted mental care, treatment and rehabilitation [section 28(3) of the Act];

(b) appeal against decision of head of health establishment concerning assisted care,
treatment and rehabilitation [section 29(2) of the Act];

(¢) further involuntary care, treatment and rehabilitation on an inpatient basis [section
34(7) of the Act]; or

(d) appeal against decision of head of health establishment on involuntary care, treatment
and rehabilitation [section 35(2) of the Act]

SUMAmME OF USRI 1uiiviiiiiieiet ettt ettt e e a sttt eerenee et et e e et e e e e et eeseesaeeseens
First name(s) O USEIT ...oovviiiiiiieeieieeseresieess et era et ees et te s et s eeseesseesesnenssnerensensrres e n e s
Date of birth: ...cccvveeviniiiiiniceeeee e or estimated AZe: ..vvvvivvereerrireri i e

Gender: Malel[_] Female[_]

Ocoupation; ....c.cceeeeeveeeeeieeenne. Marital status: SL1 M1 p[d w[
Residential address: ...cocovviieeceniee e

.............................................................
...........................................................

...........................................................

The Review BOATA OF .u.veveiiiiiiiio ettt e ee st ee e e e et sererasesssssstesessssesseseee oo
(name of review Board)
have considered documentation and issues relevant to:

Application for assisted/involuntary care, treatment and rehabilitation of the above

User:

The Review Board have considered (inter alia) whether:

(a) the User is capable of making an informed decision on the need to receive care,
treatment and rehabilitation services.

(b) the User is suffering from a mental illness or severe or profound intellectual
disability, and as a consequence of this requires care, treatment and rehabilitation
for his / her health and safety or the health and safety of others.

{¢) the Useris willingD unwillingD to receive care, treatment and rehabilitation

services.
(d) the User is likely to inflict serious harm on him / herself or others.

(e) care, treatment and rehabilitation is necessary for the User's financial interest and
reputation.

(f)  the User's right to movement, privacy and dignity will be unnecessarily restricted.
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FORM MHCA 14

Application to appeal against decision of head of health establishment on assisted [/
involuntary[l care, treatment and rehahilitation

The Review Board has requested / provided the opportunity for the following to make oral
or written representations on the merits of the request:

(a) Applicant []

(b}  Appellant]

(¢) Independent mental health care practitioner(s) ]
(d) Head of health establishment [|

() Others ]

The Review Board has considered the appeal in the prescribed procedure and has decided
that:-

(a) the User should be discharged from the health establishment [
(b) the User should receive care, treatment and rehabilitation services as a voluntary

User [ _
(¢) the User should receive assisted care, treatment and rehabilitation services as an

assisted inpatient ]
(d) the User should receive involuntary care, treatment and rehabilitation services as

an inpatient ] outpatient ]

Reasons for this decision:

...............................................................................................................................................
................................................................................................................................................

................................................................................................................................................

Print initials and SUINAIME: ....cooooiiiiiiinieiiies ittt eee et eete et eeneeeae et s eeeeeeeeeeeeaneas
SIBNATIICT oottt st e e e
{Chairperson of Review Board)
Date: .o e eee s
Place: .c..ooccveveeeieninnnnins

(Copy to be sent (as applicable) to: applicant, appellant, head of health establishment
concerned, head of provincial department and High Court Judge)
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FORM MHCA 15
DEPARTMENT OF HEALTH
APPEAL TO REVIEW BOARD AGAINST DECISION OF HEAD OF HEALTH
ESTABLISHMENT ON ASSISTED - OR INVOLUNTARY MENTAL HEALTH
CARE, TREATMENT AND REHABILITATION
[Sections 29(1) and 35(1) of the Act]

Details of User

SUMAME OF USEI! ..ottt eb et e et e et er s e ea e e s e e e e e
First name(s) of UBEIT iiuiiiiiieiiiciieiee et ettt ettt e e e eeneeeeenense e
Date of birth: .......ccocoiviiiiiiiiece s ot estimated age: ...occcevviviieiecier e,
Gender: Male[] Female[ ]

Occupation: ........oceeevvnrreeninnns Marital status: SL1 M pd wld

Residential address:  ....ocooviveeiivenie e

.............................................
.............................................

.............................................

Is the User the appellant? Yes[ 1 Nol[]

If No to the above:

Surname of APPEllant: ....c..coovicvieiiieeeieciieceee sttt e eae et naes
First name(s) of appellant: ........c.cccooveiiiiiieiiniierie et eeeene e
Contact number of appellant: ... .. ..o i e
Residential address: ......cccoovieeiviiiciivireee e

.............................................
.............................................

Relationship between appellant and mental health care user: (mark with a cross)

Spouse ] Partner [] Associate[ 1 Next of kin[] Parent[] Guardian[]

Other ... (specify)

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................
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FORM MHCA 15

Facts on which the appeal is based:

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

I, the undersigned/wish to have representation/Legal Representation/Legal Aid

for myself or on behalf of ...............coooiieeeeeceeceeesvceeisesesenene. Yes [ or No [

SIZNATULE: ©.veviiurerinreiiineiereseeressinresireresstssesstesstreesseeessraeesstesssnseens
(appellant)

Date: ..o s

Place: oo
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FORM MHCA 16
DEPARTMENT OF HEALTH

ORDER BY THE HIGH COURT FOR FURTHER
HOSPITALISATION/IMMEDIATE DISCHARGE OF AN INVOLUNTARY
MENTAL HEALTH CARE USER
[Section 36(c) of the Act]

In the High Court of South Africa. ...t Division
In the Matter 0F ..ottt e e e s
(involuntary mental health care user's name)

af present being confined al.... ... e e
{name and health establishment)

as an involuntary mental health care User following the decision of the Review Board dated
............................ under sections 34(7) or 35(4) of the Act.

IT IS HEREBY ORDERED

That the SAIA ...ccoeiiiiii et rrere e tree e s e ae e re st s ae s srne s s e et e e eeees
(name of User)
(a) (1 be further kept / provided with care, treatment and rehabilitation services
until the said User has recovered or is otherwise legally discharged;
(i) financial affairs be managed and administered according to the provisions

of Chapter V111 of the Act; or
(b) be discharged immediately.
(c) 107 S OO (specify)
By order of the Honourable JUSHCE .....ooovieeeicinicciriccen e

Date: o
| L b T R

REGISIAL: (oot

(Copy to be sent applicant, appellant, Review Board and head of health
establishment)
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FORM MHCA 17
DEPARTMENT OF HEALTH

DECISION/RECOMMENDATION BY REVIEW BOARD FOLLOWING
PERIODIC REVIEWS/ REPORTS ON ASSISTED OR INVOLUNTARY
MENTAL HEALTH CARE USERS OR MENTALLY ILL PRISONERS

[Sections 30(4), 37(4) or 55(4) of the Act]

SUMAIME OF USET 1oviiuviiiieerer e cenri ettt e e e e sre et e et beeesnee b e srns s s s sbesanesssrnnens
First Name(s) OF USET ....eovueeveeeiiieecee ettt ettt et eve s eae e taete e aesenbneesesab s nneene
Date of birth ....covevvriiniiie or estimated age ......coceevvccviiieiieeeenne,
Gender: Male[ ] Female[ ]

Occupation: .......ceeeeeveeeeviereeeeeneecenean Marital status: S L] MO p O w [

The Review Board of ......cvoveieeceeiieecieereeesecciee e have congidered
(name of Review Board)

documentation and issues relevant to the periodic review of the above User,

The Review Board has considered (inter alia) whether;

(a) The User is capable of making an informed decision on the need to receive care,
treatment and rehabilitation services.
(b) The User is suffering from a mental illness or severe or profound intellectual

disability, and as a consequence of this requires care, treatment and rehabilitation
for his / her health and safety or the health and safety of others.

{©) The User is willing to receive care, treatment and rehabilitation services.

(d) The User is likely to inflict serious harm on him / herself or others.

(e) Care, treatment and rehabilitation is necessary for the User's financial interest and
reputation.

H The User's right to movement, privacy and dignity will be unnecessarily
restricted.

The Review Board have requested the following people to make oral or written
representations:

(a)  Applicant I:I
(b)  Independent mental health care practitioner(s) [
(c) Head of health establishment ]

(@)  Others (Specify) L ooovvneiii
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FORM MHCA 17
The Review Board has decided/recommended that:

(@) The User should be discharged []
(b) The User should receive care, treatment and rehabilitation services as a voluntary

User L]

(c) The User should receive care, treatment and rehabilitation services as an assisted

inpatient d
(d) The User should receive involuntary care, treatment and rehabilitation services as an

inpatient Y outpatient 1
Reasons for this decision/recommendation:

..............................................................................................................................................
..............................................................................................................................................
..............................................................................................................................................
..............................................................................................................................................

................................................................................................

(Chairperson of Review Board)
DIAte: ..ovvvieeiiiee et
Place: oot

[Copies to be sent in the case of:

Assisted or involuntary User: to the mental health care user, applicant, head of health
establishment concerned and head of provincial department;

Mental ill prisoners: mentally ill prisoner, administrator/curator (if appointed) head of
health establishment concerned, relevant magistrate, head of relevant prison and head
national department.]

Periodic Report No.............c.oovviiin.e. is due on

..........................................
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FORM MHCA 18

DEPARTMENT OF HEALTH

SUMMONS TO APPEAR BEFORE A REVIEW BOARD
[Section 11(2), 29(2)(a) and 35(2)(c) of the Act]

...........................................................................................................................................

(name of person summoned and his or her address)

is hereby sUMMONEd t0 APPEAT AL ..o.eovviiiiriieiicricens ettt e e e e {place)
OIN 1iriviiiiiiieits it e ereaeres s casnrtreaaeeasaseeasransansrees (date and time) before the Review Board of
............................................................................................. (name of health establishment)
10 give evidence in TESPECE OF ......cveivviiieniirsis e e eeees

.............................................................................................................................................
.............................................................................................................................................

.............................................................................................................................................

(if the person summonsed is to produce any book, record, document or any other item(s))

and you are hereby directed to produce:;

.............................................................................................................................................
.............................................................................................................................................
.............................................................................................................................................

.............................................................................................................................................

SIZNATULET .eiiiireiiieeeiee e

(Chairperson of Review Board)
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FORM MHCA 19
DEPARTMENT OF HEALTH

REQUEST BY HEAD OF HEALTH ESTABLISHMENT TO REVIEW BOARD TO
TRANSFER MENTAL HEALTH CARE USER/STATE/MENTALLY ILL
PRISONER

(a) an assisted or involuntary mental health care user in terms of section 39(1) of the Act
to maximum security facilities;

(b) a State patient between designated health establishments in terms of section 43 of the
Act; or :

(c) amentally ill prisoner between designated health establishments in terms of section
54(2) of the Act.

Surname of mental health care user/state patient/mentally ill prisoner

First name(s) of mental health care user/state patient/mentally ill prisoner

.........................................................................

Drate of Birth ..o.ooovinvecviiieeieeeeceeee e, or estimated 4ge .v.vvvvviervviieiieeeee s
Gender:; Male [ Female []

OCCUPALION: ...evveerveirerrvrresivernenene Marital status: sO MmO O wid
Health establishment from where the request is Made: ........occovovveeeiieeeiieereeeeeeeren
State clearly the reason(s) for the TeqUESL: ........cc.oeiiiiiiie et e

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

Has the User previously absconded or attempted to abscond? Yes [] No [
Explain circumstances:

.........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

.........................................................................................................................................
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Has the User inflicted harm on others at the health establishment? Yes L1 No []
Explain circumstances: '

L e R I I

In your opinion is the User likely to inflict harm on others in the health establishment?

Yes [] No [

Explain:

BEARTAEE iR e

........ R L T R L L R R RNl T T T u L
PR R R LR T  F T T T T PR R Ty L R T F R T T Iy rreens

Other reason(s) for making the request:

------ R L R R P P I R T E T T PR

LR e L L T LR T R N T (ENTRELT)

.................................. LR L L Rl T T Ty

----------- LR R Ll L R Y

Print initials and SUMAIMIE: ..oocoviviiiiicreeneeee e e eeeer e e veeseeeaeans
SIgNature: ....ocoocvevevviveren s e eerrreerrer e —————

(Head of health establishment)
Date: ...oovievviiirerirnns
PLACO! oiiriiviie i eee e ee e re e

E I M s b bt tsbinsbonnearanrersarttccancantosatssnssniatsnn
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FORM MHCA 20
DEPARTMENT OF HEALTH

ORDER BY REVIEW BOARD TO TRANSFER MENTAL HEALTH CARE
USER/STATEPATIENT/MENTALLY ILL PRISONER

(a) an assisted- or involuntary mental health care user in terms of section 39(4) of the
Act to maximum security facilities;

(b} a State patient between designated health establishments in terms of section 43(3) of
this Act; or

(¢} amentally ill prisoner between designated health establishments in terms of section
54(2) of the Act,

Surname of mental health care user/state patient/mentally ill priSONer: .......o.covvcveevveerirnens
First name(s) of mental health care user/state patient/mentally ill prisoner:

...............................................................................................................................................

Date of birth: ....ccocceieiiei s or estimated age: ......coiveerivvveiecre e,
Gender: Male [] Female []

Occupation: .......cccvvvvevererecenenn, Marital status: s MmO pO w(d

Health establishment making the reqUESE: ......ocviviviiiieeeeeee et eeee e eeseseseeeeesenans
The Review Board OF ... et setees s ereeere st ensessessanessesnseses

(name of Review Beard) -
has considered documentation and representation relevant to the transfer of the above User
to a maximum-security facility, '
The Review Board has considered inter alia whether-
(a) The transfer is not being done in order to punish the User.
(b)  The transfer is warranted taking cognizance of the mental health status of the User.

Reason(s) for transfer:

.........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

........................................................................................................................................
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FORM MHCA 24

The above mental health care uset/state patient/mentally ill prisoner must be transferred to
a health establishment with maximum security facilities.

Print initials and SUTTIAIE ...iiiuviiiie e ceeee e eee e et e e s ss e e e eereseasssereessersteessane
SIZNALUTE! 11 cer et eees e s e s eeene s
(Chairperson of Review Board)
Date: oo
Place: oo

(Copy to: With respect to assisted- and involuntary mental health care Users, this
order must be sent to the head of the provincial department and the Head of health
establishment. With respect to state patients and mentally ill prisoners the order must
be sent to the head of the national department)
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FORM MHCA 21
DEPARTMENT OF HEALTH

NOTICE OF TRANSFER OF STATE PATIENT OR MENTALLY ILL
PRISONER
[sections 43(8) or 54(6) of the Act]

Surname of state patient/mentally ill PriSONEr .......c.cocoiiviiiiiiiviiee e eeee e

First name(s) of state patient/mentally i1l PriSOMET......covcoeierieeieeiiieieireiee e seeees

Date of Birth «...cccccvivmier e or estimated age ......cccoceceeeiiieiiieninn.,

Gender: Male [] Female [

Occupation: .....cccccevvvvceininnrerinninn Marital status: S L1 MO o[ w

The above state patient or mentally ill prisoner has been transferred:

FEOI, 11ttt ettt ar e s TSt bs s e ear e e e enneeenaneen
{(name of health establishment)

O e et ettt e eae et ean st et e nns et s en b e bt e ner e ren

{(name of health establishment)

Reasons for transfer:

..........................................................................................................................................

DIate OF IANSTET: oottt s ee s e s et e s e sareeee s eeeesseraaesen e seeseeennes
Print initials and SUIMAME: .....viviiiiiiie et eeeeeeete s eeeee e e s e eeeeerereeessseeersrreesares
SIENALITE: 11vvriiiiriiereireereneresiirreareesreerresesctneesstessssssrrernesesnees

(person effecting the transfer)
Date: oo
PIace: oo

(Copy:In respect of state patient to be sent to official curator ad litem and National
Department, In respect of mentally ill prisoner to be sent to the head of the relevant
prison, Review Board and National Department as well as to the administrator where
appointed)
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FORM MHCA 22
DEPARTMENT OF HEALTH

HANDING OVER CUSTODY BY THE SOUTH AFRICAN POLICE SERVICES
(SAPS) OF A PERSON SUSPECTED OF BEING MENTALLY ILL AND LIKELY
TO INFLICT SERIOUS HARM TO HIM/HERSELF OR OTHERS
[Section 40(1) of the Act]

A L et e a e ettt e e et e et e et e et e eat e et e nereeens
(print rank, initials and surname of member of SAPS)

have reason to believe from personal observation [

or from information obtained from a mental health care practitioner ]

.............................................................................................................................................
.............................................................................................................................................

............................................................................................................................................

(User's name or description if no name is available)

is suffering from a mental illness and is likely to inflict serious harm to him/herself or

others.

I have apprehended the person and have brought him / her t0 ....ovvovvvviveineieeiecrisinnienns
(name of health establishment)

for assessment by a mental health care practitioner.

Name and address of next of kin (where possible)

..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

I hereby hand over custody of the said person to the head of the health establishment or
his/her designate,

(Member of SAPS)
Date: oo
THME! creriivvirireie et
PIace: .ovvevieeiee et
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FORM MHCA 22

(Name of head of health establishment or designated person)
ACCEPE CUSTOAY OF 1.1 ettt e e se e et ee e
{Name of User or description if no name is available)

{Name of health establishment)

The User's physical condition is as follows (describe any bruises, lacerations ctc):

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

.........................................................................................................................................

The mental status of the person will be assessed, and an application will be made in terms
of section 33 if applicable
SIENALULE. 11iiiieiieriiiesee ettt s sra et e e e e e rees
(Head of health establishment ot designated person)
Date: oo s
TIME: oiiviiiieirier e
Place: oo

[Copy to be sent to SAPS to confirm in writing the physical condition as stated above
during handing over of custody]

C. The SAPS hereby confirms that the physical condition as stated above was present
during the handing over the User in terms of section 40(1) of the Act.

Print initials and SUTMAME: .....cccoiviiiieeeeeei e es e eeeeseeeaesseesseeeneesensenses
SIEDALUTE. 1tviiieretieiieireieeeeeteesrecaeeearesteeieeeseosssseeesnterereseessessssensessneas
(Member of SAPS who handed over custody)
Date: oo
PLlace: oo everer e

(Copy to Review Board)
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FORM MHCA 23
DEPARTMENT OF HEALTH

TRANSFER OF STATE PATIENTS FROM DETENTION CENTRE TO A
DESIGNATED HEALTH ESTABLISHMENT
[Sections 42(3) of the Act]
OR
TRANSFER OF MENTALLY ILL PRISONERS FROM PRISON TO
DESIGNATED HEALTH ESTABLISHMENT
[Section 53(2) of the Act]

Surname of state patient/mentally ill PrISONET: .......cviiviiiieiee et eeeeeeeeeeeeeet e e s eersressass
First name(s) of state patient/mentally ill PHISONETT .......cc.eecvviveeirieeireeeersreereeeseeteeseeeesreseas
Date of birth: ..o or estimated 88 ....ovviiiiiien i

Gender: Male [] Female []

Occupation: .......cccovvrvvvvnrnn, SOTORN Marital status: SL1 MO p[d wl]
Residential address: ......occecivereiinnineee e

...........................................................

The above state patient, currently held in detention at ......vveeveeverevieecnrennseenenns {name
of detention centre) must be transferred 10, ... v uivr it e

establishment) for care, treatment and rehabilitation services.

SIBNAIUTE! 1oevirieeieieeeeeeriteetirererern s sr et esee st ee e ereeeeeseesrean
(Head of national department)

Date: oo,

Place: ..o

(Copy to be forwarded to head of detention centre and the official curator ad litem)
(On receipt of a court order in terms of section 42(1) of the Act, Form J105, the
national department must complete MHCA 23 and forward a copy to the detention
centre and head of health establishment concerned)
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FORM MHCA 24
DEPARTMENT OF HEALTH
TRANSFER OF STATE PATIENTS AND MENTALLY ILL PRISONERS

BETWEEN DESIGNATED HEALTH ESTABLISHMENTS
[Sections 43(1) and 54(1) of the Act]

Surname of state patient/mentally i1l PrISONELT .....ovccviiiecrieiiiiireeeeveeeeveee e
First name(s) of state patient/mentally ill PriSONET: ....cccoeeiiicieeeieiierriecrre e cveve e e e
Date of birth: ...ccovvievvriiieee e or estimated AZE:! ....vvvvrvr i
Gender: Male [ Female [

Occupation: .....c.cvevvvvevvericnninninienesien Marital status: S [1 MO O w [

The above state patient or mentally ill prisoner shall be transferred:

From: ettty {name of health establishment)
O e e ey {name of health establishment)

Reasons to transfer:

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

Print Initials and SUIMAME: ......ccieiaiieiiiecores vt san o stsss b s e e eer e e e st eemenens
SIZNATUIST covreevrieeeiires e serreeisrrsesineasieessttbeeessrasessssessnssenns
(Head of provincial department)
Date: .ooveeiiei e e
Place: ..o,

Concurrence of Head of Province to where the state patient or mentally ill prisoner is to be
transferred must be obtained where inter-provincial transfers are contemplated.
3 {231 E: 11 = U U U

(Head of provincial department)

(Copy to be forwarded to official curator ad litem, head of national department and
head of health establishment to where state patient or mentally ill prisomer is
transferred)
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FORM MHCA 25
DEPARTMENT OF HEALTH
NOTICE OF ABSCONDMENT TO SOUTH AFRICAN POLICE SERVICE
(SAPS) AND REQUEST FOR ASSISTANCE TO LOCATE, APPREHEND AND
RETURN USER
[Sections 40(4), 44(1) or 57(1) of the Act]

Surname of assisted wuser/involuntary user/state patient/mentally ill prisoner:

...................................................................................

....................................................................................

Date of birth: ..ccovvvciviiinieee v, or estimated age! ........ccoveeiriveeiineee e,
Gender: Male [] Female []

Occupation: ......coceureeeveenveeerneercnnenn Marital status: S L] MO p[d w(O

Date if admission to health establiShmMent: ...........cooiiivieioie e eees e,
The above assisted user/involuntary usecr/state patient/mentally ill prisoner absconded
TIOIM L1t (name of health establishment)
AdAress: ...

Date of abscondment: ............cocvviiiveeriinennenn.

Absconder is: (mark with a cross)

Assisted User [] Involuntary User [1 State patient ]
Mentally ill prisoner ]

Diagnosis on medical condition:

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

Estimation of likelihood of doing harm to self or others: (mark with a cross)

Little chance [ ]  Reasonable chance [ High likely ] Extremely likely ]
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FORM MHCA 25

Circumstances of abscondment:

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

Attach full report (if available)
Your assistance in locating and apprehending the above assisted/involuntary user/state
patient/mentally ill prisoner is appreciated

Print initials and SUIMAmME: ..........ocoiiiieeiii e e eetereee s e e aeees
SIGNATUIE! .oeiiiiiieeiei e e
{Head of health establishment)
Date: ..ooeeeire s
Place: ..o

(In case of an assisted- or involuntary User: copy of this notice to be submitted to head
of provincial department)

(In case of a state patient: copy of this notice to be submitted to Registrar or Clerk of
the relevant Court official curator ad literm and head of national department)

(In the case of a mentally ill prisoner: copy of this notice to be submitted to head of
the prison from where the User was initially transferred and to head of national
department)
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FORM MHCA 26
DEPARTMENT OF HEALTH

NOTICE OF THE RETURN OF AN ABSCONDED ASSISTED
USER/INVOLUNTARY USER/STATE PATIENT/MENTALLY ILL PRISONER
[Section 40(4), 44(1) or 57(1) of the Act]

[to be completed by the head of Health Establishment]

Surname of assisted user/ involuntary user/ state patient/mentally ill prisoner:

............................................................................................................

............................................................................................................

Date of birth: .....ocoiiieei s or estimated age: ..oocoocveeiiieeciiin e,
Gender: Male [] Female []

Occupation: .....ccoocieeicniinrereinnne s Marital status: S [ MO p [ w(

Date if admission to health establishment: ........cccoovveveiieeeiiiee e ee e

The above assisted user/involuntary user/state patient/mentally ill prisoner absconded
FFOMI 1rerert v et e (name of health establishment)
AdAress: .o

.............................................................
.............................................................
.............................................................

.............................................................

Date of abscondment: ........c...oovevvveeeeeeeiieeeenn.
Date of TefUIn: vvveeeeieeiieeicee e
Returned by (e.g. SAPS, self, relative):

Print Initials and Surnames: .....coceeeveeeenn,s e
Force Number if applicable: ...........ccoovvevienn.
J I R

State physical / mental condition:

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................
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FORM MHCA 26

Print initials and SUIDAME: ....cciiiiiiiiiecie et e et e e asa oo snessens e
(head of health establishment)

SIZNATULE! ..cciiiiiviricer et

Date: .oovviiieiiie e

Place: ....cccoveiienririieciieeeee e

(In case of an assisted or inveluntary mental health care user: copy of this notice to
be submitted to the Review Board and head of provincial department)

(In case of state patient: copy of this notice to be submitted to Registrar or Clerk of
the relevant Court, official curator ad litem and head of national department)

(In case of a mentally ill prisoner: copy of this notice to be submitted to the
Magistrate, head of the prison from where the User was initially transferred and to
head of national department)
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FORM MHCA 27
DEPARTMENT OF HEALTH

GRANTING OF LEAVE OF ABSENCE TO A STATE PATIENT,
ASSISTED ORINVOLUNTARY MENTAL HEALTH CARE USERS
[Section 45, 66(1)(j) of the Act]

Surname of assisted or involuntary mental health Care USer: .....ccivovevviiccieeinieciiieneereeneeeeenn
First name(s) of assisted or inveluntary mental health care user: .....ooovvvevvevviieeveeceeeeeirnenenen.
Date of birth: ..o or estimated 828 ......cocoveiiiiiircrriie e,

Gender: Male [ Female [_]

Occupation: .....vieviiieeneerionnenn.. Marital status: S L1 M p O w [
Residential address or custodian's name and address whilst on leave of absence:

.................................................
.................................................
.................................................

..................................................

The User is: (mark with a cross)

State patient ] Assisted User [ Involuntary User ]

Date of commencement Of JEAVE: ...t cee i et ieeec e eeeee st v e e e srreessraatssnsrreneessssnses
Due date of ettt frOM LEAVE: wiiviiiiiiiie ettt s e v e eerreeesnressserannrasasas
Name of health establishment where the User's mental health status will be monitored and
FEVIEWE! L.iiiiiiiiiiiiiiii et tr e e et et e e e e s eeee st e e e st e s s entesbesesseesnne s tessaentensessesnssansss
The User is to present him- / herself to this health establishment every ........o.oo.... weeks /
months to be monitored and his / her health status reviewed.

Name of health establishment(s) where care, treatment and rehabilitation will be provided
and the nature of this: ......ccociriiiirei e e

Conditions of behaviour which must be adhered to by the User:

..............................................................................................................................................
..............................................................................................................................................
..............................................................................................................................................
..............................................................................................................................................
.............................................................................................................................................

..............................................................................................................................................
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FORM MHCA 27

Name of psychiatric hospital where the User is to be admitted if he / she relapses and / or
is not complying with the terms and conditions applicable to the leave:

...............................................................................................................................................

Print initials and SUIMAME: ..iiuiuiiiciic ettt e e e e e e e e e st
SIZNATUTE: 1oceviviiiticeren e st eee et see e s e eeen
(Head of health establishment)
Date: ..o s
Place: .o
Print initials and SUMNAMIE: .. ..ot e oo ee e e e vrs e sen s st sotesses
SIZNATULE: ..ootiiiiiiceict e et eae et seee s
(custodian)
Date! oo
Place: ..coovveeeeeeerees e
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FORM MHCA 28
DEPARTMENT OF HEALTH

CANCELLATION OF LEAVE OF ABSENCE OF A STATE PATIENT OR AN
ASSISTED OR INVOLUNTARY MENTAL HEALTH CARE USER
[Section 45(3), 66{1)(j) of the Act]

I hereby cancel the leave of absence Of .......ccoveviiiiiiiece e e
(name of state patient, assisted or involuntary mental health care user)

FHLE INO. 1ttt ettt e a et e e s e e bt e enee
You are not complying with the terms and conditions applicable to the leave of absence
and/or have/has relapsed to the extent of requiring hospitalization.,

Reasons for cancellation of leave of absence:

............................................................................................................................................
............................................................................................................................................
...........................................................................................................................................
............................................................................................................................................

............................................................................................................................................

Y OU MMUSE TEIUITL L0 1rvviievivrirriieeeiereerereeeeetrnee s s sreeesssseeessstesaensmeeseesresssenrensessassersssnantens
' (name of detention centre)
DY et et (date) or you will be reported to the
South African Police Services as absconded.
Print initials and SUIMAIMIE: .......coeiiieeiiie e e st s sttt et s ee et eseeeeee e
SIENAIUTE: (oiviitiiviireriiiiee e st eereeeeeae s e e e sasransseeane
(head of health establishment)
Date: oo e
Place: ..o

(Copy to custodian)
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FORM MHCA 29
DEPARTMENT OF HEALTH
APPLICATION FOR DISCHARGE OF STATE PATIENT TO JUDGE IN
CHAMBERS (WHERE APPLICANT IS NOT AN OFFICIAL CURATOR AD

LITEM OR ADMINISTRATOR)
[Section 47(2)(e) of the Act]

Date of birth: ....ocveeevviiiiieen e or estimated age: .........coveeveeeeeicieeiveecee,

Gender: Male [] Female [

Occupation: ...eeeeeec e, Marital status: S ] MO p O w [

Residential address:  .oovvioeeererreerissreeeeeeeeaesenenienns

..........................................................
..........................................................

..........................................................

Charge against StAte PALIENL: .....cviieeiiiereereeeeieeeeieissesie et esesteseseeeeesseeeesseseenn e e e e e res
Person making application (mark with a cross):

State patient him/herself [Tl Head of health establishment [
Responsible medical practitioner ] Spouse [] Associate [ Next of kin []

Other []

Reasons for application:

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

Has an application been made for discharge of state patient within the preceding 12 months

by any application other than an official curator ad litem? Yes L1 No [
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FORM MHCA 29

If Yes provide details of the status of that application (and no need to proceed further with
this form):

..........................................................................................................................................

Report from psychologist (if available): Yes [ No L] '

In your opinion does the official curator ad litem have a conflict of interest with the state

patient? Yes [ No [

(Give reasons:

..........................................................................................................................................

..........................................................................................................................................

Supply proof that a copy of the application has been given to the official curator ad litem
concerned.

Where the applicant is an 'associate' state the nature of the substantial or material interest
in the state patient:

..........................................................................................................................................

..........................................................................................................................................

Attach all reports you have available relevant to this application.
Provide details of any prior application for discharge that you are aware of:

..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

Print initials and SUIMAMIE: .....cccvoiieiiiie et s st ee e e e e aeseae st e s s reesassens
SIENALULE: .ovvvviieereciieieresrreeesreeessieeeinessreeresssrsesn
(Applicant)
Date: i
Place: oo s
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FORM MHCA 30
DEPARTMENT OF HEALTH

APPLICATION FOR DISCHARGE OF STATE PATIENT TO JUDGE IN
CHAMBERS (WHERE APPLICANT IS AN OFFICIAL CURATOR AD LITEM
OR ADMINISTRATOR)

[Section 47(2)(c) of the Act]

Surname of state Patient: .o
First name(s) oF StALE PALIEHL .ooocviiiieiiieeeesieeiciereeereiiiecrr e s ecessieeeseesesaneeesesaesessnannreresssnnene
File INO. (T KDOWIL): coiiviiiiiiiiiiiiiire et e et e st es v s s e st b a bbb asaseaeeaa
Date of birth: ....coevreeeiiiniiiii e, or estimated age .......ovvvveerreen

Gender: Male [] Female [
P [ 0T TR

Date of admission: ........couoiiinin

Charge against USEIT ..vuvuiiiiieiiiieieeieiieeereeeerreeeiierereerrerre s ertereessasasssessaessssansasessesssrasssanensonssnns
Date declared a state Patient: .......ccorieriiieeriie e e e e e e
Health establishment where User is.being treated: ..o .
Application for discharge made by official curator ad litem / other

If other, STate WROMLL L.iiiiiiiviiriiriiiiereairsrerrreirrecre s rassesesesssrssseereesssssssrnrsnereesesssessnnsenseessoinns
Has as application been made for discharge of the state patient within the preceding 12
monthsby any applicant other than official curator ad litem?

Yes [ No [1

If yes, provide details of the status of that application (and no need to further with this
form)

Report from psychologist (attach if available) Yes L1 No [

Attach reports containing the history of the User's mental health status and a prognosis
concerning their mental health status from:

(a) Head of the relevant health establishment
(b) Two mental health care practitioners at least one of whom should be a psychiatrist
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FORM MHCA 30

Recommendations and comments on whether the application should be granted:

P R P T T T
R T T T L L Tl T T T T T T
............................................................................. R R R e N R SRR L L LR
LR T YT TR TR ST R TP T Iy hesesimmesintsrsiatrean st eritnorntane

Print initials and sUrname: ........ccocceeevervees v
Signatiare: .....ooveevvemeniiiieeieineenenn. feeeeteeernenn———— -

(Official curator ad litem/administrator)
Date: .o e
Place: .oocvvvrviieeeciiirinnireennns
Psychiatric report in terms of section 47(2) and 47(3)(a) of the Act

General information regarding:

{a) escapes/ attempted escapes

(b} violent behaviour

{(¢) seclusions and reason for this

(d) attempts at obtaining alcohol and dagga
(e) any other unacceptable behaviour

Summarized history of User's mental health status:

............ R O R R R R R R S L L L L L R TR P E R

L R R P R T R PR TR P P T R PR P T PR P PRSI

R R P T T TR R I T s brecressnernnoninionn

Description of present mental condition;

Tresrinesrsrane srarsann s hsesstasinsenenannennersor et aerinetsernrsaanennsan

...........................................
O OO SR O PP
Prognosis:

................................................
et O OO U OO O U U S
.............

A ik Ers st tsirbernne D R L L T T N T T s

Avespan EraT IR AR R R R a e T
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FORM MHCA 30
Print initials and sUrname: ........cc.ooeeeieei e e
(head of health establishment)
Signature: ........cceevnnee. b e
Date: ....... erreeneennaanes e e aeees

Psychiatric report in terms of section 47(2) and 47(3)(a) of the Act by a psychiatrist /
medical practitioner

Occupation of state patient before admission: ................
Nature of charge: .....ccoevvvvcviiieriennn. e r e E AN et e L e e e reesaen et oa s st e e aeeanten

Review of medical and psychiatric history before admission:

Present mental state and duration;

T R T PR P PP R TPy ERET IR

........................... R R R N T L E Rt Ll r T L L U
............................. R L e I I

e LR R TR PP T P T Y P
D R TR P L R R I Prrerrrt e ATy

Treatment received in hospital:

BBl AlELbesearsanatsasstarttt s annnese L R L e TN T LR L LR R R L E T LTy rrsarinaass
--------- R R T T

R L R T R P reserrreranerarranEans N T veresneens

Prognosis:

R R P R T Areararians

........................... LR e B B L L L LT r T T L LT T Y
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FORM MHCA 30
Print initials and SUMNAME: ......cccciviiiieerieerreeeertesseenreee s rvreessreeesssreeas
Signature: ......... e taerer et estesane iy s reranaeaas

(psychialrist / medical practitioner)

Date: ..
Place: ........... -
Psychiatric report in terms of section 47(2) and 47(3)a) of the Act by a psychiatrist /
medical practitioner

......................... L L L I oo

Occupation before admiSsion ........c.vverieoiiiiiicininicce e
Nature of charge ..o, Eerrerreeh et ae bt er et tarhahb et e arbat s tesbnnrbnns ieeeeeereen

Review of medical and psychiatric history before admission:

L T P PY PR PR PR R L L T T T T

abriws

............
.................................................................

Present mental state and duration:

R T I R T PP PP PP PPN Verreenen T T T T P ererraineteerr ey

T R R LT LR T T R P L T T L

R R S R e P T P P PP T PP P PPN
D R R N I IO

DT R R B T P vereen R R T PR TP PR Y

Treatment received in hospital:

.............................................................................................................. Pervesenuirerenreancinrroary
seaas R R RNy D Oy P PP TR PR P PrEnsranssans T Brrusaressesnarnins hes

AR E b R bbb LR D R L LR R R P N T TP TP T I

Prognosis:

Chssa i bstbi bt haar
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FORM MHCA 30
Recommendations:
SIZNATUTE: ..eeecivieieerieee e s e
(psychiatrist / medical practitioner)
Date: .o e e
Place: ..o
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FORM MHCA 31
DEPARTMENT OF HEALTH

ORDER BY JUDGE IN CHAMBERS FOR CONDITIONAL DISCHARGE OF
STATE PATIENT
[Section 47(6)(d) of the Act]

Surname of state patient: .. ... e
First name(8) 0f State Palierml ... .. . ittt e i et et ettt e,
File NO. (I KOOWIL): oo eere e et e e e et s aeesen e e s e e e st e s ameneernseesrnnnnas
Date of birth: ..o, or estimated age: ...

Gender: Male [] Female []

Ocoupation: .....coeeevvvereerrirerenrereeninnas Marital status; S L1 MO o O w [
Residential address: ....covevivvecriie e

..........................................................
..........................................................

INAIUFre OF CRATZE: ..oouiiiiiiiiceire e rireeese e se s s essibratr s s s berarsses st ben s nenreeesssssrrsannes
The above-mentioned state patient is hereby ordered to

(a) Remain a state patient ]
(b) Be reclassified and dealt with as a voluntary [ or assisted [1 or invotuntary []
(¢) Be discharged unconditionally ]

(d) Be discharged conditionally []

Terms and conditions for conditional discharge—

..........................................................................................................................................

65



88 No. 55097 GOVERNMENT GAZETTE, 31 JULY 2026

FORM MHCA 31

Name and address of custodian into whose charge the state patient is transferred:

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

..........................................................................................................................................

(name of health establishment)

The state patient is to present him / herself to this health establishment every ............ weeks
/ months to be monitored and his/her mental health status reviewed.

Name of the health establishment(s)} where care, treatment and rehabilitation will be
provided (if different from the preceding health establishment) and the nature of this:

..........................................................................................................................................

..........................................................................................................................................
..........................................................................................................................................
........................................................................................................................................

..........................................................................................................................................

Name of psychiatric hospital / care and rehabilitation center where the state patient is to be
admitted if s/he relapses or if the conditions of the conditional discharge are violated:
Print initials and SUIMAINIE: .........cccciiiiiiiimiii st s s s sentnns
SIENATUTE: coeviiiriees v e

(Judge in chambers)
Date: .o
Place: .o
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FORM MHCA 32
DEPARTMENT OF HEALTH

SIX-MONTHLY REPORT ON CONDITIONALLY DISCHARGED STATE
PATIENT
[Section 48(3) of the Act]

Surname of 5tate PALIBIIL ... ..ottt e as
First name(s) of state patient: . ... it e e
File NO. (HEKNOWIL): oottt re s et e et e b e e s st e sb e s r e
Date of birth ...ococvvviiniinrccniicc e or estimated Age: . ...ccocvceeeeieeeee e

Gender: Male [ Female [
A8 oo ecrerverrees v rreeimrr e et tararreetre s e aL e an s bbbt 4s b 444t e et esbe s ban e e e reeranreereareae

NATULE OF CRAIEE! <oeeii e s s res bt e e e s bt mrbe s s erssreeernnanesarsanns
Date of conditional discharge: ...........cocoiiiiic e
Date Of IaSt TEPOIT: ...eiiiiicieiecieee ettt et e et e e r s b rs e e et esrr e e

Comment on the extent to which the state patient is adhering to the terms and conditions
of the discharge:

..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

Recommendation to head of health establishment from where the state patient was
conditionally discharged

..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

Print initials and SUMNEIMIE: .....ovviir sttt senersennas
SIZNALUTE: ...eeeeiier e e eeee e e s e e smeeae
(person monitoring the state patient)
Date: .
Place: ...coooiimieierinn e

(Copies to be forwarded to the state patient, head of relevant health establishment,
clerk of the court and head of national department)
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FORM MHCA 33
DEPARTMENT OF HEALTH

UNCONDITIONAL DISCHARGE BY HEAD OF HEALTH ESTABLISHMENT
OF STATE PATIENT PREVIOUSLY DISCHARGED CONDITIONALLY
[Section 48(4)(a) of the Act]

Surname of state PAtiCnt: ..ot e e e e
First name(s) of state patient: ... e
File NO. (I KNOWI) euteiiiiieencer et inee et saee st sae et eean s e st s e e s e s e e naa e e et ent
Date of birth: ....cvvvriiveniii e, or estimated age: «.oocccevviie i

Gender: Male L] Female []
N L BT S OO SO P PR OIS

Date of conditional diSCharge: ... ...uvvee i e
Date of expiry of conditional discharge: .......cccoooo i

I hereby state that the period of the above state patient's conditional discharge has expired,
that he / she has complied with the terms and conditions applicable to his / her mental
health status and that his / her mental health status and that his / her mental health status
has not deteriorated.

The above state patient is hereby unconditionally discharged.

Print initials and SUIMAMIE: ,....oooiiiiiiiiieceie et e s
SIENATUFE: ooovvriviiv i rre s
(head of health establishment)
Pate: ...
PLace: .....ooocviviiiciis i,

(Copy to be forwarded to the state patient, registrar of the court concerned, the
official curator ad litem and national department)
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FORM MHCA 34
DEPARTMENT OF HEALTH

APPLICATION TO REGISTRAR OF THE HIGH COURT FOR AN ORDER
AMENDING THE CONDITIONS/REVOKING THE CONDITIONAL
DISCHARGE OF A STATE PATIENT
[Section 48(5) of the Act]

Surmame of 5tate Patlenl: . ..o it i e e e
First name(s) of state Patient: .......c.ovvirereiiiiitt i e
File NO. (BT KIIOWILY: 11ttt ettt e e e s ne e s sen e ee b e e s srneesmssemsarassnnrees
Date of birth: ....ccoocvviiiicn e, or estimated age: .....covciviverrriiie i
Gender: Male Female

Address: .....ceeinnnn, e e eeeeesteteee s aa—aeeh et ee s s rs e e e nREeeaeneaaRnt e e s ba th b anastaeeee s bbbt aeaneeraen s e ennnraes
NALULE OF CHATEE! oottt e e srns b e s essbes e e teenrmsserbbnsserebesentens
Residential address:  ....ocvcivevviviinece i

.............................................................
.............................................................

I hereby request that the conditional discharge of the above state patient be amended or
revoked.

The above state patient has not complied with the following terms and conditions of his/her
conditional discharge (explain)

..........................................................................................................................................

..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

(if applicable) T recommend that the terms and conditions of the discharge be amended
along the following lines:

..........................................................................................................................................

Print initials and SUIMAME: ... ....cccoiieeiirrnrs e e
SIZNALULE: ..oieniiiiiie et e eanre e rearreanes
(head of health establishment)

Date: ..o
Place: ..ccocovceirieniceecee e
(Copies to be forwarded to the official curator ad litem and national department)
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FORM MHCA 35
DEPARTMENT OF HEALTH

APPLICATION BY STATE PATIENT TO JUDGE IN CHAMBERS FOR
AMENDMENT TO ANY CONDITION APPLICABLE TO DISCHARGE
REQUESTING UNCONDITIONAL DISCHARGE
[Section 48(6) and (7) of the Act]

Surname of state Patient: ........ooooiiiiii i
First name(s) of State Patient: ........cooviiiriiariit e
File No. (if known): .....ccccoeeveeeeiieeieieeccrir s S G OO
Date of birth: ..cccoocevvevvini e, or estimated age ........ccccovieenniniinieeen,

Gender: Male [] Female []

Residential address:  ovvoniiiviieeieeeeieee e veieeeesreeanens

..........................................................
..........................................................

..........................................................

Date of conditional diSCRATZE: ......ccceiviiiiieiieicice et er e ees et nee e
Date of last request for amendment / revocation of conditional discharge: ....

(may not be within six months of current application)

I hereby request that the following terms(s), condition(s) of my discharge be amended:

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

Print initials and SUMAIME: ..........ocoiiiieiviiieree s ievees e e e
SLENATITE! eeeiiieeeriteeerieee e e st esrrr s e e rr s rrbs s ssb e bt s srsn s
{State patient)
TIAte: et e
Place: .o

70



STAATSKOERANT, 31 JULIE 2026 No. 55097 93

FORM MHCA 35
Decision by Judge in Chambers:

..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

Print initials and SUMAME: .. ....cciireiivirenieeire e eein e e e
SIENATULET ... eieeeeiii e e
(Judge in Chambers)
DIAte:! coeriierieer i
Place: ..ococcrieervirvvinrirn e sereennes

{(Copy to state patient, head of health established, head of the national department,
registrar of the High Court and curator ad litemn)
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FORM MHCA 36
DEPARTMENT OF HEALTH

ASSESSMENT OF MENTAL HEALTH STATUS OF PRISONER FOLLOWING
REQUEST FROM HEAD OF A PRISON AND/OR MAGISTRATE
[Sections 50(2) or 52 of the Act]

Surname of the PriSOMEr: ... .oooiiiiii e e
First name(s) of the prisoner: ...t e
File NO. (I KIOWIL): 1.ooii ittt ettt st eneneses et eesmeenes e eenraean
Date of birth: .....ccoovvieeeeciicieeee i, or estimated 428 ....cccovvvvievcreei e,

Gender: Male L] Female [

Occupation: ...c...cooeecervevnivenes s vsnnnreens Marital status: S [1] MO o [0 w [

Residential address:  .oovvioeeeeieceeeeeeeeeeeeressereerons

.........................................................
............................................................

..........................................................

NAUTE OF CRAIZE: oo et s e et e s rae e
PriSOI IUIMIDEIT 1.oeeiiiiiiiint ettt b et e e e rmee e e saeese e see e seenesee s erennseesn
Date of examination: ............coceivvveriiveinnveenninn. Place of examination: ..................oovues
Category of designated mental health care practitioner: ............ceceevverieeercesreesrivrenrrennn.

Physical health status (filled in only by practitioner qualified to conduct physical
examination)

{a) General physical health;

..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

(b) Are there signs of injuries? Yes ] No [

(c) Are there signs of communicable disease? Yes [] No [

If the answer to (b) or (¢) if Yes, give further particulars:

..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................
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FORM MHCA 36

Reports facts on previous observations of mental illness (state who provided this
information):

ersaacian Arrrmarserrr et aan iRt s NI Tt

saagarass AEtEddeditrbrariansane T T N T

Facts concerning the mental condition of the prisoner which were observed on previous
occasions (State dates and places);

............................................ R R R R R N N L L

................................. R R e L L TR T R TS PR SN R PR TS P TS PRI

Mental health status of the User at the time of the present examination:

............. LR L R T R Y N NN oo
B R T R LR D T L T LT L Ty P
LR R T T L R R R P N Ty

Fidetrbeiitanen

Bresasbtratanen

In my opinion the above-mentioned prisoner—

has homicidal tendencies: Yes [ No []
has suicidal tendencies: Yes L] No L]
is dangerous: Yes ] No [

Recommendation to head of prison

The prisoner is mentally ill and requires care, treatment and rehabilitation: Yes[I1No [

In my opinion the prisoner can be given care, treatment and rehabilitation within the prison

and/or in a prison hospital: Yes ] Nol[]
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FORM MHCA 36

In my opinion the mental illness is of such a nature that the prisoner should be sent to a
psychiatric hospital for care, treatment and rehabilitation:

Print initials and SUrName: ...........coeoevvveeniiecceccceie e oo
Signature: ................ bbb rna s as
(mental health care practitioner who assessed mental health status of prisoner)
Date: .....ccoceeeeeee . e
Place: ..cooveeviieeene RSN
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FORM MHCA 37
DEPARTMENT OF HEALTH

MAGISTERIAL ORDER TO HEAD OF PRISON TO -
(a) TRANSFER PRISONER TO HEALTH ESTABLISHMENT; OR
{b) TAKE NECESSARY STEPS TO ENSURE THAT THE REQUIRED LEVELS
OF CARE AND TREATMENT ARE PROVIDED TO THE PRISONER
CONCERNED [Sections 52(3){(a) or (b) of the Act]

Surname of the PrISONET: ... ... e e e
First name(s) of the PIiSONEr: ... .o i e

....................................................................................................

Gender; Male [_] Female [_]

Occupation: .....ccovrvvvrviivenrissrnininnn. Marital status: S L1 M o O w
Residential address:  .c.oooviieiniicrincirir e

...................................................................

...................................................................

I hereby order that due to mental illness / intellectual disability the above User be
transferred to a designated health establishment for care, treatment and rehabilitation in
accordance with the procedure in section 54 of the Act.

Note: attach copy of MHCA 36 as completed by person who assessed the mental health
care status of the prisoner concerned.

OR

I hereby order that the above User be provided with the tequired levels of care within the
prison / prison hospital*

Print initials and SUIMAINE: ......uveeeeeiiiiiiinrieies i eereeeereeessesessrenesesenaan
STENALII: ©vevvevviirrreriiinreerierereeseseeeesesseeseseneeseseremsseesan
(magistrate)
Date: .o
PLace: cvovuiiiviriinermeniiereraesii e

(Copy to be forwarded to the Review Board Curator/Administrator (if appointed)
and the head of the national department)
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FORM MHCA 38
DEPARTMENT OF HEALTH

APPLICATION TO MAGISTRATE FOR CONTINUED DETENTION OF A
MENTALLY ILL PRISONER
[Sections S8(3) of the Act]

Surname of mentally 11l PriSOner: ... .ot e e e

First name(s) of mentally i1l prisSOner: .......ooiiiviiiir i e e
Date of birth: ..oooorrieii orestimated age .........c.oveevirerniinievinri e e
Gender: Male L] Female []

Occupation: .......civeevivvnnreienirneerenens Maritalstatus: S[1 MO p O wQ

Health establishment cONCErNEd: ........coiieiiernieiieie it eseea e s e e e e ees

FALE INO: oottt er bbb bbbt e e e e e enesreesneereenn e s aas

PriSON MUIMDEL! ...viciiiiiiiiicini s vresr s s et e bbbt b beebeetneeabenesneensenne s s n e s nene

Charge against PEISON: .....cocvvvrieiriiierienee e e vt s ts e bt e et besrebeee e sneeenneeres

The above mentally ill prisoner has been admitted at:
................................................................... (name of health establishment) as a mentally ill
PIiSONET SINCE! woovrreirvvenreersnirereneeseneesenrneses (date of admission)

The date of expiry of his / her prison Sentence is: ....cooeceeivevvevecenieenveees e (date of

expiry of sentence)

Application for further confinement of the User in terms of Chapter V of this Act was made
) | PP TP PP B et s

In terms of section 58(3) of the Act, I hereby request permission to keep this User at this
health establishment and provided care, treatment and rehabilitation pending the outcome
of the application.

Print initials and SUINAME! ..ccociieeeeiiecivererrers e e e errmrrsnrreeesssrssssrtesssssae
SIZAATIIS: .eoeiiieeiiieer e ceeterrers b esbrrtesssesraee s
(head of health establishment)
Date: ..o
Place: oo
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FORM MHCA 39
DEPARTMENT OF HEALTH
APPLICATION TO MASTER OF HIGH COURT FOR THE APPOINTMENT OF

ADMINISTRATOR
[Sections 60(1) and (2) of the Act]

Surmname of User in respect of whom application is made: .......ccoveeieieiiiiriiienine

First name(s) OFf TSI wuiiiiiaieiiii ittt e e e e s st e e e

Date of birth: ...c.ccovvvriiieriererr e or estimated age ........ccceecieiei e
Gender:; Male [] Female [

OCcupation: ...uvveeievievereeiveeen e, Marital status: S L1 M o[ wld

Name of apPliCAnt: ... e et e e e et (print
initials and surname)

The above User has been admitted at: ......ccccoooiririmiiiiiciiccr e {(name of

health establishment)
Relationship of applicant to the User:

If the applicant is not the spouse or next of kin:

Give reasons why the spouse or next of kin are not making the application:

..........................................................................................................................................
..........................................................................................................................................

..........................................................................................................................................

If the spouse or next of kin are not available:
What steps have been made to trace the whereabouts of the spousc or next of kin?

..........................................................................................................................................

All medical certificates or relevant reports related to mental health status and the ability of
the User to manage his / her own property (enclose and list)

..........................................................................................................................................
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FORM MHCA 39

On what grounds do you belief that the User is incapable of managing his/her property?

Have you seen the User within seven days of this application? Yes L1 No []

Give details:

Give the particulars and estimated value of the property of the User:

Ry P L R LT T T T L R T R R R T T T I
LR R R T T T Perarater It st L P
L T LR T e

What is the annual income of the User?
Who, in your opinion, would be most suited to be an administrator for the property of the
User?

.................................. L R R R R LN L rr L LT Ty e N

Provide further particulars of the person (e.g. relationship with User, occupation):

----------------- LR S L R I T N T L T T T T T T
---------------- R L R L R L L R L L E LT L I
R T P T T TR R P PR T T T ¥ PO L R N

Give the name(s) and contact defails of people who may be able to provide further
information relating to the mental health status of the User:

L O TS PrseErr s st s L R R P N R T LR I LI vrrevens
............................................... B L R T B T T T L LN L RNy T Ty T T,
............................................ D M,
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FORM MHCA 39

Attach proof that a copy of this application has been given to or served on the person in
respect of whom this application is made:
SIENALULE! .eoeiieer it cecrirer e ie e et st e e veessevaresssre e
(applicant)
Date: ..o
Place: ..cooeeiiireeercvneeee e

Affidavit to be signed by a Justice of the Peace / Commissioner of Qaths

I, the undersigned and applicant, herby affirm that:

Tam 18 years of age oF OlAGIT ..ot e e e v e arenee s eeaesenrans s onrtesos
1AM 8 1CIatIVE, DRI oottt e e bttt b e e e r e e s
Tam not @ 1elative, DEING ....uvvviiiieii vt n e s be s
SIEIATUIC: 1eierei e itieestes ettt e et e e st et e s e e e nr e s e srarrrsissesean e st arres s ssbesrsseesnessressssreasnrseesies

The above statements was solemnly declared or sworn before me at: .
The respondent has acknowledged that he / she knows and understands the content of the
affidavit which was sworn to / affirmed before me

Print initials and SUTNAME: .........oovveecieirieiiiirienee et ete e e sreernrren s Fereere e

SINALUTE! ©1eovvirririirirriieicre et te st s e s ias s eessesessseeseensesseesesssasssssansssnesssensanssasseresssennsemnnensesns
(Justice of the Peace / Commissioner of Qaths)

Date: .o

Place: .o

Decision of Master of the High Court in terms of section 60(13) of the Act

Having considered the allegations and facts related to this application, I hereby-

(B)  APPOIME. ettt ssir e s bt e e sensaee s rar b rne s s br s (name of person)
as an interim administrator pending the outcome of an investigation to be
conducted;

(D) APPOINL oot srs et et e e (name of person)

as the administrator of the above User's property;
(¢) order that an investigation be conducted in terms of section 60(4) of the Act;
(dy assert that no administrator should be appointed.
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FORM MHCA 39
Print initials and SUINAME: ....ccocoiiiiviiri et e e e e et e e eeeereeeeeee e
SIZNATUTE? ©eoeiiiiree ettt eeeeaeetre s sre e e errr s e e re bbb besase vt s tesseenesremneenees
(Master of the High Court)
Date: oo e
Place: .o
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FORM MHCA 40
DEPARTMENT OF HEALTH

DECISION BY MASTER OF THE HIGH COURT ON APPOINTMENT OF AN
ADMINISTRATOR
[Section 60(8) of the Act]

Following an investigation as set out in section 60(5) of the Act, I hereby order that:

L 2RO UTUUUST TR (name of person)
be appointed as the administrator of  the property of:
........................................................................................................... (User's name)

(b) no administrator be appointed with respect to the property of
............................................................................................................. (User's name)

() refer the matter for the consideration of a High Court Judge in chambers,

Reason for this decision:

...........................................................................................................................................
...........................................................................................................................................

...........................................................................................................................................

The powers, functions and duties of the administrator, if appoeinted, will be carried out in
accordance with section 63 of the Act.

Print initials and SUINAITIE: ..viiiiiiiiimiereicesee et ce e eaeere s e ettt eesemeteaes st e nesseasteaesssmnens
SIENAULE! coirivieeeceerer e srre e tae s areas
(Master of High Court)
Date: .o e
Place: vt

(Copy to be forwarded to the applicant, person in respect of whom the application
was made and to the head of the health establishment where the person concerned
has been admitted)
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FORM MHCA 41
DEPARTMENT OF HEALTH

NOTICE OF APPEAL TO HIGH COURT JUDGE IN CHAMBERS REGARDING
THE DECISION OF THE MASTER OF THE HIGH COURT TO APPOINT OR
NOT TO APPOINT AN ADMINISTRATOR
[Sections 60(10) of the Act]

SUMNAME OF TSEI? .ottt e et e r e et s st et s tre e nbaeesareesaeeenteesastsbesanstvanie
First name(s) OF TISEIT 1iouiviiieoriireieee ettt e s ettt sae e arerae s e et e e e e snne e
Date of birth: ..ooveeee e, or estimated age ...ccocceevrer v,

Gender: Malel ] Female ]

Occupation: .......coceeevviveeeecvvnrrnnranenns Marital status: SL1 MO pd wd
Residential address: ..o

.............................................................

Surname of apPlICANT: . ..o e eee e e e
First name(s) of applicant: ...
Residential address:  .ovcceiveciiieeviieeen e

............................................................

............................................................

Relationship between applicant and mental health care User: (mark with a cross)

Spouse [] Nextofkin [ Other [] (state relationship or capacity) ..............,

Grounds of the appeal‘

.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................

.........................................................................................................................................

........................................................................................................................................
........................................................................................................................................

.........................................................................................................................................

Print initials and SUIMIAME: ... et sss s s ssssssens
SIENATULE: 1vivriiirieei e e ieee e eeeeeeeeereeere e eesreees
(Applicant)
Date: oivviiciriii s
PLace: ..o e
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FORM MHCA 42

DEPARTMENT OF HEALTH

NOTICE OF DECISION OF HIGH COURT TO APPOINT AN
ADMINISTRATOR OR TO TERMINATE THE APPOINTMENT OF AN
ADMINISTRATOR
[Sections 61(3) and 64(3) of the Act]
SUMAME CF USEI. ciiiiiiiiiiieiiiei e et er e st rs e e e s st e s s e s s ranbbaabese
First NAME(8) OF U ST ettt e e mer e ee s e s b eebb e st b br st n e s
Date of BIrth: ..oovieeeiiiiiiie e e or estimated age: ....cccceivcccnrecinnenaann,

Gender: Malel[] Female []

O7To10] 1T 1410 o L OO Marital status: S (1 M L1 p 1 w
Residential address: .......coocieeirniicrni

.............................................................

.........................................................

Appointment of administrator

Having considered all the relevant facts relating to the appointment of an administrator for
the property of the above User in terms of section 61(3) of the Act, I hereby order that:

an administrator be appointed / no administrator be appointed (delete which is not
applicable)

Reasons for decision:

.........................................................................................................................................

.........................................................................................................................................

Continuance / termination of administratorship:
Having considered all the relevant facts relating to the termination of the administratorship
of the property of the above User in terms of section 64(3) of the Act, 1 hereby order that:
The powers, functions and duties of the administrator of the above Uset's property shall
henceforth be terminated / shall continue (delete which is not applicable)
Print initials and SUIMAME: ... i e s ee e e
Signature: ....ccoieviiiiiiii

{(Judge in the High Court)

(Copy to appellant, applicant, head of relevant health establishment, head of
provincial department and, in the case of a decisien regarding termination of
administratorship, the administrator)
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FORM MHCA 43
DEPARTMENT OF HEALTH

NOTICE OF APPOINTMENT OF ADMINISTRATOR
[Section 62 of the Act]

I hetreby appoint:

.......................................................................... (name of administrator) to be the
administrator of the property of ......c..oovvvmvvriesciries e, (name of User)
Address of administrator: ...,

With the effect fromil ..ot (date)

As the administrator you will take care of and administer the property of the above person
and perform all acts incidental thereto and subject to any other law you will carry on the
business or other undertakings of the person concerned.

You will continue to act as the administrator until your duties have been legally terminated.

Print initials and SUIMAME: ........cccovvivieiieieciseceeee ettt eeee e eee e e s e e e sessr st esressaos
SIGNATUTE! oeieviereeeeiieerrerieece e ecrr st see e
(Master of High Court)
Date: o
Place: .ooocevieeeieeeee s,
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FORM MHCA 44
DEPARTMENT OF HEALTH

APPLICATION FOR TERMINATION OF TERM OF OFFICE OF AN
ADMINISTRATOR AND THE DECISION OF THE MASTER OF THE HIGH
COURT
[Section 64 of the Act]

Name of adminiStEALOT: (viiirirevrriseereesrereretmetreeeesireesirmerereeesarssesnreresesasersaesssssssssssnnnins
Application made DY: ..o (initials and surname)
(a) person in respect of whom an administrator was appointed;

(b) the administrator;
{c) person who made the application for the appointment of an administrator.

Grounds on which the application is made:

.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................

.........................................................................................................................................

N.B. All medical certificates or relevant reports subsequent to appointment of an
administrator are to be enclosed.

Estimated property valtie: ......ccoiveriiemiiiiinnrieini e,
SIZNALUTE! .evveeeernrreerrarrressrenieressasrmesmimerresersimnecses
(Applicant)
Date: ..o
Place: oo,

Decision of Master of High Court
Having considered the facts relevant to this application I hereby:

(@) terminate the appointment of the administrator;
(b) decline to terminate the appeintment of the administrator;
{(c) refer the matter for the consideration of a High Court Judge in chambers.

Reasons for decision:

.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................

.........................................................................................................................................
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FORM MHCA 44
Print initials and SUIMAME: ......coiiiviireeeeeeeeereeseesieeesresessessssesseesssesesseeesins
SIZNATUTE! «eervieirereeeeeere e es e b ab e
(Master of High Court)
Date: oo,
Place: o

[Copy to applicant and head of health establishment]
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FORM MHCA 45
DEPARTMENT OF HEALTH

NOTICE OF APPEAL TO HIGH COURT JUDGE IN CHAMBERS REGARDING
THE APPLICATION FOR THE TERMINATION OF THE TERM OF OFFICE
OF AN ADMINISTRATOR
[Section 64(5) of the Act]

SUrDAImIE OF TSI 1oiiiiiiiii e e b e b e b e e en s st e e eane
First name(s) OF USEIT ...ocvioviviiiiiiiiiccies it creete s et ae s st srae et t e e aeeseeeeeemee e enesnrees
Date of birth: ...c.oooveeeiiiiiiiecec e, or estimated age: ..........ccevveeeennn

Gender: Male [J Female [

Name of applicant: ......oooovvviimeeiiecinciireeee e U PO UUORTOREOROPORON
APPEAl MAAE DY oyt e e e b et st eseenenan
(print initials and surname)

who is a (delete where not applicable)

() person in respect of whom an administrator was appointed;

(b) the administrator;

(¢) person who mads the application for the appointment of an administrator.

Grounds for appeal:

.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
........................................................................................................................................
.........................................................................................................................................

.........................................................................................................................................

.........................................................................................................................................
B L T R e T
.........................................................................................................................................
.........................................................................................................................................
........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................

.........................................................................................................................................

SIZNAUIS: .ovvieeeiviiiceiii e seeea e e
(Appellant)
Date: ..o
Place: oot
{Copies to Master of High Court)
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FORM MHCA 46
DEPARTMENT OF HEALTH
NOTICE OF DECISION OF HIGH COURT JUDGE IN CHAMBERS

REGARDING APPEAL AGAINST DECISION OF MASTER OF HIGH COURT
[Sections 60(12) and 64(7) of the Act]

SUrNAME OF USEIT ..oiiiiiiiiiiictie e et e e e ee e e e n
First name(s) 0F USEIT Loviiiiiiiiioiieeee ettt e e
Date of birth: ......ccoooiiiiiee or estimated Age ........ccceervvverviiiviieen..
Gender: Male [] Female [

Oceupation: ......cevieeeecrvveeeeeeeee s, Marital status: S (1 M [ p O w ]
Residential address: oo eee s e

.................................................
.................................................

.................................................

Appointment of administrator

Having considered all relevant facts relating to the appointment of an administrator of the
property of the above User in terms of section 61(12) of the Act, I hereby order that-

An administrator be appointed / no administrator be appointed (delete which is not
applicable)

Reasons for this decision:

.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................

.........................................................................................................................................

Termination of term of office of administrator

Having considered all the relevant facts relating to the termination of the administrator of
the property of the above User in terms of section 64(7) of the Act, I hereby order that
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FORM MHCA 46
The powers, functions and duties of the administrator of the above User's property shall
henceforth be terminated / shall continue (delete which is not applicable)

Reasons for this decision:

.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................
.........................................................................................................................................

.........................................................................................................................................

Print initials and SUMNAME: ....cccoeerre s et e te s eseeereseeeeteeeees s ersesessaeas
SIENATUIE: ..vveeceerieeevirrerrevinreesiresssssssnnreeenresssas
(Judge of the High Court)
Date: oo
Place: ..cccoiiiriiieec e,

(Copy to appellant, applicant, head of relevant health establishment, head of
provincial department and, in the case of a decision regarding termination of
administratorship, the administrator)
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