REQUEST FOR JUVENILE COMPETENCY EVALUATION

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

I. COMMONWEALTH ATTORNEY and PARTY REQUESTING EVALUATION shall provide the following:

1. Defendant: Case File No.:
2. Defense Attorney: Phone:
Address:
Email:

Commonwealth Atty:

4. Judge Ordering Evaluation:

Copy of the following:

[] Petition

[] cCourt Order

[0 Detention Order (if applicable)

[] Signed Consent to Exchange Information/Release of Information Form (on reverse)

I1. PARTY REQUESTING EVALUATION shall provide the psychiatric records and other information relevant
for the evaluation of competency. Summarize reasons for the evaluation request:

I11. A signed Consent to Exchange Information/Release of Information Form must be filled out and submitted
with request.

All information shall be provided within 96 hours of the court order (pursuant to Va. Code 816.1-356(c).
Submit this referral form and all necessary documentation to:

Competency Clerk
Fairfax Courthouse
4110 Chain Bridge Rd, Suite 302
Fairfax, Virginia 22030
Phone: 703-246-3367
JDRDCCompetencyMailbox@fairfaxcounty.gov

The evaluation period does not begin until ALL necessary documentation has been received.
(Please seal confidential information in an envelope if being mailed)

Fairfax County is committed to nondiscrimination on the basis of disability in all county programs, services and activities. Reasonable accommodations will be provided upon request. For information, call:

PARIAS COUNTI IS YD BOMSTICALATIONS IR SOUT  Eictay County Juvenile and Domestic Relations District Court
4110 Chain Bridge Rd, Suite 201, Fairfax, VA 22030
Phone: 703-246-3343; Fax: 703-385-5964; TTY 711

www.fairfaxcounty.gov
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CONSENT TO EXCHANGE INFORMATION/RELEASE OF INFORMATION CONSENT

I understand that different agencies provide different services. Each agency must have specific information in order to provide services.
By signing this form, I am allowing agencies to exchange certain information so it will be easier for them to work together effectively
to provide or coordinate these services or benefits.

(Full Printed Name of Client)

(Clients Birth date) (Clients SSN - Optional)
My relationship to the client is: [] Self [] Parent / Guardian
I want the following confidential information about the client to be exchanged:
[0 Assessment Information [] Medical Diagnosis [0 Educational Records
[] Financial Information [] Medical Health Diagnosis [0  Psychiatric Records
[0 Medical Records [] Criminal Justice Records [0 Due Process Files
[0 Psychological Records ~ [] Social History [0 other
I want;___ Fairfax County Juvenile Court Staff, Case #
And the following Fairfax Agencies to be able to exchange this information:
[0 Department of [0 Fairfax County [ Mental Health Centers

Family Services Public Schools
[0 Alcohol & Drug Services [] Health Department d

Other Private Therapist, School, Hospital, or Service Provider

(list names if applicable)
In alcohol or drug cases the client must be the consenting party. In A.D.S.-Substance abuse cases - also be aware that such information
is protected by federal confidentiality rules (42CFR Part 2). The federal rules prohibit further disclosure of this information unless
further disclosure is expressly permitted by the written consent of the person to whom it pertains or is otherwise permitted by 42 CFR
Part 2. A general authorization for the release of medical or other information is not sufficient for this purpose. The federal rules restrict
any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient.

I want this information to be exchanged ONLY for Service Coordination and Treatment Planning and | want information
to be shared: (check all that apply)

] Written Information ] In Meetings or By Phone [0 Computerized Data
I want to share additional information received after this consent is signed: ] YEs [ No
This consent is good until (date):

(one year from date of hearing)

I can withdraw this consent at any time by telling the referring agency. This will stop the listed agencies from sharing
information after they know my consent has been withdrawn. | have the right to know what information has been shared, and
why, when, and with who it was shared. If | ask, each agency will show me this information.

I want the agencies to accept a copy of this form as a consent to share information.

Signature(s):

CONSENTING PERSON OR PERSONS (parent/guardian) CLIENT

Printed Names: Date:

WITNESS (if required):

(Signature) (Phone number)
The evaluation period does not begin until ALL necessary documentation has been received. (Please seal confidential information
in an envelope if being mailed or hand delivered) Revised 8/02/24
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