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AUTHORISATION / NOTIFICATION 
INVOLUNTARY DETENTION

Canberra Health Services

Section 85 of the Mental Health Act 2015

URN: 

Family name: 

Given names: 

DOB:  Sex: 

This form to be completed after emergency action has been taken, and a decision has been made whether or not to continue 
the person’s detention in hospital. 

Name of person examined  Date of birth  /  /

Address 

Place of examination 

Time and date of arrival:    am/pm  /  /

Time and date of examination:  am/pm  /  /
Pursuant to Section 85 of the Mental Health Act 2015

if:

    and

(Form does not need to be faxed)
  The person does not satisfy the criteria for detention under Section 85 of the Mental Health Act 2015

(Form must be faxed)
Please indicate basis for this decision: 

Involuntary detention commenced at:   The Canberra Hospital    Calvary Hospital

Dept/Unit/Ward  at  am/pm  /  /

   
Signature         Print name         Designation    Date

   
Signature         Print name         Designation    Date
THIS NOTIFICATION MUST BE FAXED WITHIN 12 HOURS OF DETENTION TO:
 The ACT Civil & Administrative Tribunal 6205 4855   The Public Advocate 6207 0688

Please place the original of this form in patient’s clinical record, and give the duplicate copy to the Tribunal 

O
R

IG
IN

A
L

20250



Page 1 of 1

20
25

0(
01

19
)

D
O

 N
O

T 
W

R
IT

E
 IN

 T
H

IS
 B

IN
D

IN
G

 M
A

R
G

IN

Section 85 of the Mental Health Act 2015

URN: 

Family name: 

Given names: 

DOB:  Sex: 

This form to be completed after emergency action has been taken, and a decision has been made whether or not to continue 
the person’s detention in hospital. 

Name of person examined  Date of birth  /  /

Address 

Place of examination 

Time and date of arrival:    am/pm  /  /

Time and date of examination:  am/pm  /  /
Pursuant to Section 85 of the Mental Health Act 2015

if:

    and

(Form does not need to be faxed)
  The person does not satisfy the criteria for detention under Section 85 of the Mental Health Act 2015

(Form must be faxed)
Please indicate basis for this decision: 

Involuntary detention commenced at:   The Canberra Hospital    Calvary Hospital

Dept/Unit/Ward  at  am/pm  /  /

   
Signature         Print name         Designation    Date

   
Signature         Print name         Designation    Date
THIS NOTIFICATION MUST BE FAXED WITHIN 12 HOURS OF DETENTION TO:
 The ACT Civil & Administrative Tribunal 6205 4855   The Public Advocate 6207 0688

Please place the original of this form in patient’s clinical record, and give the duplicate copy to the Tribunal 

D
U

P
LI

C
AT

E

AUTHORISATION / NOTIFICATION 
INVOLUNTARY DETENTION

Canberra Health Services
*

2
0

2
5

0
*

A
U

TH
O

R
ISATIO

N
 / N

O
TIFIC

ATIO
N

 IN
VO

LU
N

TA
RY D

ETEN
TIO

N
20250


