
NOTICE OF CONTINUATION OF INDETERMINATE COMMITMENT  

________________________________________________ 
Local Mental Health Authority

TO: Case No:  ____________ 

A review has been made of the conditions justifying your Judicial Order of 
Commitment for an indeterminate period, as required by Utah law.  After such 
review, the court has determined that those conditions continue to exist.  
Therefore, the judicial order of commitment will continue in effect. 

You have the right to a review hearing by making a request to the court. 

A copy of this notice has been sent to:   ___________________________,       
your legal counsel of record. 

Dated this __        day of    ________, 20____. 

_______________________
Signature 

Instructions: “The local mental health authority or its designee responsible for the care of a patient under an order of commitment for an 
indeterminate period, shall at six-month intervals reexamine the reasons upon which the order of indeterminate commitment was based.  If the 
local mental health authority or its designee determines that the conditions justifying that commitment no longer exist, that local mental health 
authority or its designee shall discharge the patient from its custody and immediately report the discharge to the court.  If the local mental 
health authority or its designee determines that the conditions justifying that commitment continue to exist, the local mental health authority or 
its designee shall send a written report of those findings to the court.  The patient and his counsel of record shall be notified in writing that the 
involuntary commitment will be continued, the reasons for that decision, and that the patient has the right to a review hearing by making a 
request to the court.  Upon receiving the request, the court shall immediately appoint two designated examiners and proceed under Subsections 
(8) through (10).”  UCA  62A-15-631(11)(c) (2002)

DSAMH 36-14, Revised 2019 Utah Code Annotated 62A-15-631(11)(c) (2002)

_______________________
Print

_______________________
Title

_______________________
Facility

_______________________
Patient's Signature

_______________________
Date

_______________________
Patient Location

Notice to Patient:
By signing this, you agree to waive your right to a review hearing for 6 months.

DOB:  ____________ 




