
JUVENILE AND DOMESTIC RELATIONS DISTRICT COURT  

NINETEENTH JUDICIAL DISTRICT, FAIRFAX COUNTY, VIRGINIA 

REQUEST FOR ADULT FORENSIC EVALUATION(S) 

PLEASE PRINT NAME LEGIBLY: 

Defendant: __________________________________________ Case File No.: _______________________ 

Defense Attorney: ________________________________ Phone __________________________ 

Email: _________________________________________________________ 

PLEASE PRINT NAME LEGIBLY: 

Commonwealth Atty: ________________________________ Phone: _________________________ 

Email: _________________________________________________________ 

This form must be completed by the person requesting the evaluation prior to leaving the courtroom.  

❑ COMPETENCY EVALUATION (169.1) Facts supporting request: (at least one must be checked)

❑ appears to lack adequate understanding of the judicial system/legal situation

❑ appears to lack the capacity to assist his or her attorney

❑ SANITY EVALUATION (169.5) Facts supporting request: (at least one must be checked)

❑ history of serious mental illness

❑ prescribed psychiatric medication(s) at the time of the offense

❑ appears the defendant did not know what he or she was doing was wrong as a result of his

or her mental illness

❑ appears the defendant did not understand what he or she was doing at the time of the

offense as a result of his or her mental illness

❑ appears the defendant could not control his or her actions at the time of the offense as a

result of his or her mental illness

These facts do not support a successful insanity defense: 

❑ Defendant was intoxicated at the time of the offense.

❑ Defendant has a seizure disorder but no other psychiatric illness.

(If either of the above is true, please explain what other evidence leads you to believe

that an insanity defense is viable)

❑ PRESENTENCE EVALUATION (176)

❑ SEXUAL ABNORMALITY (300, 301)

_____ (initial) I will forward a copy of the following documents to the Office of the Clerk of Court, Suite 
302, within 4 days (96 hours): (please seal confidential information in an envelope if being mailed or hand 
delivered) 

❑ Police reports ❑Witness statements

❑ Warrants ❑ Indictments

❑ Psychiatric records ❑ Transcripts of preliminary hearings, if any

❑ Relevant medical records

❑ Other records: _________________________________________________________
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Describe the reason for the request in your own words and provide any other relevant information: 

_________________________________________________________________________________

 

List the names, addresses, and phone numbers of individuals who can provide more information about 
the defendant. 

Spouse: ________________________________

 

Parent(s): ________________________________

 

Other Family: ________________________________

 

Doctor(s): ________________________________

 

Counselor(s): ________________________________

Other: __________________________________________________________________________

Promptly deliver this forensic referral form and all necessary documentation to: 

 
Competency Clerk 

Fairfax County Courthouse 

4110 Chain Bridge Rd, Suite 302 
Fairfax, Virginia 22030 

Phone: 703-246-3367   
JDRDCCompetencyMailbox@fairfaxcounty.gov 

The evaluation period begins when Administration has received the necessary documents to conduct the 

evaluation (court order, warrants, reason for referral, defense attorney name and contact information). 

Place form and all confidential documentation in a sealed envelope if being mailed. 
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