
PATIENT INFORMATION 
 

   BAKER ACT    HAL MARCHMAN    
 
 

PROBATE DIVISION 
 
Provide the following identifying information (if known) if it is determined necessary to take the person 
into custody for examination. 
        CASE NO.:       
 
Patient Name:         Patient Contact Phone:     
 
Patient Mailing Address:            
 
Where patient can be located at this time:           
 
DOB:       AGE:     SEX:      
 
RACE:     HEIGHT:      WEIGHT:     
 
HAIR COLOR:      EYE COLOR:       
 
Violent/Weapons: _____ Yes _____ No If yes, explain:        
 
               
 
Seminole County Resident:  _____ Yes    _____ No  
 
PETITIONERS INFORMATION: 
 
Name:         Relationship:       
 
Address:               
 
Telephone Number:              
 
2ND PETITIONERS INFORMATION: 
 
Name:         Relationship:       
 
Address:               
 
Telephone Number:              
 
3RD PETITIONERS INFORMATION: 
 
Name:         Relationship:       
 
Address:               
 
Telephone Number:              
 
       Completed by:       
         Petitioner 
  
           Date:       

PR0714.134 
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