
















STATE OF HAWAII 
DEPARTMENT OF PUBLIC SAFETY 

HEALTH CARE DIVISION 

PSD 0451 (08/11) 

 
MENTAL HEALTH MEDICATION STAT/PRN ORDER FORM: 

EMERGENCY or COURT AUTHORIZED 
 

Inmate Name:___________________________________SID:_________________Facility__________ 
 

DOB:___/___/______  Gender: (   ) Male   (   ) Female 
 

MEDICATION  (Check STAT. PRN or Court Order as applicable): 
 STAT (Drug, Dose, Route,) 

 
_____________________________________ 
_____________________________________
_____________________________________ 

 PRN    NTE  _______ doses in 24 Hours 
(Drug, Dose, Route, Duration, Frequency) 

_____________________________________ 
_____________________________________
_____________________________________ 

Rationale / 
Justification:___________________________________________________________________ 
____________________________________________________________________________
____________________________________________________________________________ 

Indication/Behavior                                           AND… 
 Assaultive 
 Threatening 
 Other_____________________________________ 
_____________________________________________ 
_____________________________________________ 

 

Lesser Restrictive Alternatives Attempted: (This 
section is required criteria for PRNS/STATs). 
 Verbal Re-assurance 
 Quiet Time 
 One to one session 
 Other (Describe)____________________________ 
 

 
 
____________________________________ 

Physician's Signature 

IF TELEPHONE ORDER, READ BACK: 
 
__________________/__________________ 

Telephone Order M.D. / Receiving RN Signature 
_________________________ _________ _________________________ _________ 

Date Time Date Time 

MD Order noted by RN: 
  

_________________________________________ __________________ _________ 

RN Signature Date Time 

EFFECT --- Physician  (Please document STAT/PRN Effect in this section or in the MD progress notes) 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
____________________________________________________________________________ 
 

_________________________________________ __________________ _________ 
Physician Signature Date Time 

 
Treatment Plan Review must be done within 72 hours if:     
 2 STAT/PRN doses given in 24 hours.  
 STAT/PRN doses given on 4 days out of 7. 



STATE OF HAWAII 
DEPARTMENT OF PUBLIC SAFETY 

HEALTH CARE DIVISION  
 

PSD 0461 (03/14)   Confidential 

 
MH-9 TRANSFER REQUEST – PRISONER IN NEED OF TREATMENT 

 
APPLICATION FOR TRANSFER OF RESIDENT 

OF A CORRECTIONAL FACILITY TO HAWAII STATE HOSPITAL: 
CERTIFICATION OF PSYCHIATRIST/PSYCHOLOGIST 

 
        Date: ______________ 
 
To:         Director of Health 
 
From:     Director of Public Safety 
 
Subject: ______________________________ of_______________________ 
  (Inmate’s full name)    (Facility) 
 
Pursuant to HRS Section 334-74, your approval is requested for the transfer of the 
above named person, ________________________, and an inmate under  
    (Date of Birth) 
the custody of this department to the Hawaii State Hospital, Department of Health. 
 
The inmate is under the correctional custody of the Director of Public Safety for the 
period ending _______________________. 
    (Date) 
The certificate of a psychiatrist/psychologist employed by the Department of Public 
Safety is provided below: 
     Signed: ______________________________ 
        (Officer in Charge) 
 

CERTIFICATE OF PSYCHIATRIST/PSYCHOLOGIST 
 

I, ___________________________________, a psychiatrist/psychologist  
  (Name) 
employed by the Department of Public Safety, State of Hawaii, hereby certify that I have 
examined the above-named resident and recommended his/her transfer to the Hawaii 
State Hospital, Department of Health, because 
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
______________________________________________________________________
__________________________________ 
               Signed:______________________________ 
                        (Certifying Psychiatrist/Psychologist) 
               Date:   ______________________________ 
 
APPROVED: _________________________ 
  ( Director of Health or Designee) 
Date:              _________________________ 
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