DOCKET NO.__ '

Number Term Year

13 November 1961

In Re: Petition for Commitment of

William Wayne Smith to Warren State

Hospital Versus l}
l
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‘named individual from the Warren State Hospital and bring him to

IN THE COURT OF COMMON PLEAS OF CLEARFIELD COUNTY, PENNSYLVANIA.

In re:

- No. 13 November Term 1961
WILLIAM WAYNE SMITH

ORDER

NOW, January 3, 1962, upon recommendation of the Superinten-
dent of the Warren State Hospital, Paul Hoyt, Superiﬁtendent of

the County Institutional Pistrict, is authorized to take the above

the County of ClearKield, and keep custody thereof within the

Clearfield County Institutional District until further Order of

Court.

BY THE COBRT .

President Judgw L!




COPY
e S
: ) 3 : Commonwealth of Pennsylvania
WMH-59 Rev.—2M—I10-52 : : DEPARTMENT OF WELFARE
in accordance with Sections 326, 328, 331 - BUREAU OF MENTAL HEALTH
Mental Health Act, 1951, as amended. HARRISBURG

The following order is to be made when the Court commits a person thought to be mentally ill
for observation, diagnosis and treatment upon an application made to the Court by the guardian,
committee, or any rélative or friend.

NOTE — Commiitment valid only thirty days from date of court ofder.

IN THE ______ COMMON PIEAS _GOURT __________ CIEARFIELD ____ ____ __ COUNTY
COMMONWEALTH \ oo NOVEMEER Term, 19- 6L
Vvs.
_ WILLIAM VAYNE SMITH No. cww 13 _ .
ORDER

And now to wit this _______ﬁ'bh‘_‘__'_._‘__'____ day of _____-___'_I\{ci‘_’fl_npﬁzl _____________________ , 19_61
the Court having considered the within application of -_.____.] Pavl R. Hoyt ____ o o luml
and the exhibits and certificates thiereto attached for the commitment of _William Wayne Smith ... .-
R _ fo the _22i_.____ Warrep State - ___________________ SR ‘Hospital,
and being -satisfied that said .____ Lij i_l_l_i_%r_ﬂ_'_"{%@_e;ﬁmiich_ ______________________ is in such condition’ as

to require observation in a hospital for mental diseases, it is hereby directed that the said ...zl _______

~-William Wayne Smith _______________________ be committed to the -_—_____ Warren State .- ___
Hospital to be detained for observation,: dignosis and treatment for a period of .20 days..._____.____..;

(Not to exceed ninety days)

and this shall be sufficient warrant for said commitment.

It is further ordered. that the .Superintendent or other person in charge of said Institution shall before

the expiration of said period .make-a written report of said patient’s condition to this Court.

. And it is further ordered that the full cost of care and maintenance of said _._William Wayne Smith

mmmmmmmmmmemmeeme .. shall be paid by ,__Q%?_a_rif_i_‘?}?__c_gyp_tﬂ_"_______._‘____v_l__._"____l_



PETITION FOR COMMITMENT

NOTE-—Petition and certificates ‘‘B’’ and‘‘C’’ must be presented to the Court within two
weeks of execution. .

TO THE HONORABLE THE JUDGES OF THE SAID COURT:
Paul R. Hoyt

The petition of T e e respectfully
represents:
1. That -_he is the ——o_.____ not a relative ________________________
(Guardian, committee, relative or friend or citizen of Pennsylvania)
of ___William Wayne Smith ______ , the person alleged to be mentally ill, of _______ C. %??_I'_f:]f}f] _______
2. That —____: Pavl Ry Hoyb . , the person above named is
(Petitioner) ‘ :
a resident of R '
. County of ________._ Clearfield ____________ ;
in the T .
3. That your Petitioner believes that said ______ William Wayhe Smith _____ _____

is in such condition as to require observation in a hospital for mental diseases;
4. That attached hereto and marked Exhibit ‘‘A’” are a ‘‘History of the Patient’’ and ‘‘Financial State-

ment’’ showing the age, legal residence and financial status of and other material facts with regard to the

5. That attached hereto and marked Exhibits““B’’ and “C’’ are the Certificates of two physicians to

illiam W i :
the effect that said -_____EIJ_JZ]_'}}?E__?’E%_.S?}E? _____________________________________________ is, in the

opinion of said physicians, in such condition as to require observation in a hospital for meﬂtal diseases;

6. That Sections 328, 331 of the Ac'g approved the 12th day of June, A. D. 1951, entitled ‘*An Aect relat-
ing to mental health, inclﬁding mental illness, mental defect, epilepsy and inebriety, and amending, revis-
ing, consolidating, and changing the laws relating thereto,’’ empowers your Honorable Court to commit said
____________l'lilllam_w_a;me__smth_-__~______'_____-; _____________ ~__ to a hospital for mental diseases.

193 T .
WHEREFORE your Petitioner prays your Honorable Court to commit said William Wayne Smith

Warren State

tion, diagnosis and treatment.

And __he will ever pray, ete.

Petitioner

COMMONWEALTH OF PENNSYLVANIA
’ SS:

. C ; ;
COUNTY OF —oo__. learfield

. sworn
SO - WA { PO : o) 2 the Petitioner above named having been duly affirmed

aceording to law deposes and says that the facts set forth in the foregoing petition are true to the best of
h___ Xnowledge, information and belief.

S /s/ . PAUL R. Ho

Asﬂ‘i‘;(x);]:d to and subscribed before me this . 8th___.
day of -_______ B_I 9]’9.“.*.’?? ___________________ 19 61

Prothonotary
My Commission expires 1/1/1962



EXHIBIT ‘A"’
HISTORY OF THE PATIENT

If foreign, how long in U, 8.9 oo oo Is ~_he a citizen of U. 8.9 oo~

: s ‘ Clearfield, Pa
Is __he a legal resident of Pennsylvania? ___¥&S___ If so, of what county, city or town ___--8SL21ELU, &<,
________________________________ How long has __he resided in Pennsylvania? _____Hife ____________

m——mmmmmeeee——____ If not a resident of Pennsylvania, where is h___ legal residence? ____________________

Maiden name and birthplace of mother -1 do_pot. know

Legal residence of father if living .__Clearfield, Pa. ____________________________________________
Legal residence of mother if living _______ Idomot kmow .. . .

3. Profession, trade or ,employinent of patient ___None

If a female, that of husband or father

4. Has patient had mentally ill relatives? _L_do_not_know

5. If so, state relationship, and whether paternal or maternal

>

If relatives ever in mental hospitals, state name, relationship and give name and location of institution

7. Has patient been considered of normal mental standard? __.__ no oo

8. Number of previous attacks of mental disorder?

within reach

14." Why do you think __he is mentally ill? In answering this question, state the facts on which your
opinion is based oo
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If no guardian, committee or trustee has been appointed, w111 a relative or friend petition for the appoint-
ment if such action is deemed necessary? -
Name and address of person attending to patient’s business pending appointment of guardian, ete. ________

Power of Attorney?

Names of persons legally liable :

WIFE
NAME AND ADDRESS OF i oo oo e
AND ADDRESS OF HUSBAND —-------==-=--
Age? ________ Occupation? _______________________ e Name and address of Employer?
Salary or wages? __________________ Number of dependents? ____________ Description and location of real
estate owned !
Assessed valuation? —_______________ Market value? - ______ Encumbrances? .. _______
Description and value of personal property — ... _______________
(Furniture, farm stock, stocks, bonds, savings accounts, pensions, ete.)
If dead, date of death? ____________ e Last address? ..

Age? ________ Occupation? ... L DO NOT KNOW ______________________ Name and address of Employer?
________________________ L D0 MO RNOW
Salary or wages? _ . ____________ Number of dependents? ___.________ Description and location of real

estate owned?

Description and value of personal property - _______ o ____

(Furniture, farm stock, stocks, bonds, savings accounts, pensions, etc.)"

Extent of estate at death® ___

NAME AND ADDRESS OF MOTHER? ___L DO NOT KNOW_____ . .

Aget ________ Oceupation? __ L Name and address of Employer?
Salary or wages? __________________ Number of dependents? ____________ Description and location of real
estate owned ¥ oo e
Assessed valuation? _______________ Market value? — oo Encumbrances? _________________
Description and value of personal property - . __________________ e

(Furniture, farm stock, stocks, bonds, savings accounts, pensions, etc.)’

If dead, date of death® . __________________ Last address? e
Extent of estate at death? __________ e



NAME AND ADDRESS OF CHILD? ________________________________________________________________
Age? ________ Ocecupation? __ L N ame and address of Employer?

Salary or wages? e Number of de:pendents‘l ____________ Descrlptlon and location of real
estate owned¥ _______________

Assessed valuation? . ___________ Market value? - ___ Encumbrances?

Deseription and value of personal property ..l -i_ - __“_ LIl l il .
(Furniture, inxm stock, stocks, bonds, savings accounts, pensions, ete.)

If dead, date of death® __-i__ i _ ... ________ Last address? e
Extent of estate at death? o o e

NAME AND ADDRESS OF CHILD? el

Age? ______ Oceupation? e Name and address of Employer?
Salary or wages? oo ______ Number of dependents? ____________ Description and location of real

estate owned?- ___;-_'_'_;_'__‘_:_;-'_‘______'_';_'-"_;_-________________________-__________ _______________________

Assessed valuatlon? ________________ Market value‘? ________________ Encumbrances? . _______
Desenptlon and value of personal property -
{Furniture, farm stock, stocks, bonds, savings accounts, pensions, etc.)

If dead, date of death? ______________________ Last address? i
Extent of estate at death? -

v

NAME AND ADDRESS OF CHILD® e
Age9 ________ Occupatlon‘? T T IR Name and address of Employer?

Salary or wages? o _________ Number of dependents? ____________ Description and location of real
estate owned ? e

Description and value of personal Property — oo
) ) (Furniture, farm stock, stocks, bouds, savings accounts, pensions, etc.)

If dead, date of death? . __________ Last addless‘l e
Extent of estate at death?® o

NAME AND ADDRESS OF CHILD® o o
Age? L _____ Oceupation® oo Name and address of Employer?

Assessed valuation? - ___________ Market value? —-ooooo___ Encumbrances?
Description and value of personal property o

(Furniture, farm stock, stocks, bonds, savings accounts, pensions, etc.)

If dead, date of death?® . _____________ - Last address? - e
Extent of estate at death? ___ e

NAME AND ADDRESS OF CHILD® e

Age? _______. “Oceupation? _____.____..___________—o——______- Name and address of Employer?

Salaly or wages? . __________.____ Number of dependents? ____________ Description and location of real
estate owned? e O SOV



- ——— _—

Description and value of persomal Property — e
L. L (Furniture, farm stock, stocks, bonds, savings accounts, pensions, etc.)

Extent of estate at death® ____._ ol oLl il
Dated at . Clearfield, Pa, this __ (WD ____ gayof Noveber AD. 19._61
Signea /S PAULR.EOYT
Residence __‘_;l;eax:si@_lci,_!ia4 ___________________
Occupation . Superintendent, Clear Haven ___
Degree of relationship, if any, or other circumstances of connection with the patient? _____1\191_1_9_______7__
AFFIDAVIT
COMMONWEALTH OF PENNSYLVANIA
COUNTY OF ____{ Clearfield ~ _____ __________ 5
Before me the subscriber a _____Prothonotary _________ personally appeax:ed —---Paul B, Hoyt .
-------------------- above named who being duly az:ﬁ:d according to law doth depose and say that

the facts set forth in the above history of patient and financial statement are true to the best of ho_jg
knowledge and belief. o

Swor i
Afﬁrmleld to before me this _,f_'fs_'t_"l_l___________:-_
day of - oo____ November . ______ AD. 1961

" I certify that the signature to the foregoing peti-
tion is genuine.

/S/ WM, T, HAGERTY

Prothonotary My Commission expires 1st
Monday,; January , 1962
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EXHIBIT “B”
CERTIFICATE OF PHYSICIAN

I, the undersigned, hereby certify that I reside at No. ____.__107 W. 1st Ave, _________ Street
-Olearfield . ____.. in the County of ____Clearfield .____ Commonwealth of Pennsylvania;

{Town or City)

(have been licensed to practice medicine or osteopathy in this
Commonwealth and have been in the actual practice of medicine
or osteopathy for at least three years)

wealth for at least ome year; that I (have had at least one year’s experience as a physician in a hos-

pital for mental patients) ;

that T have resided in this Common-

that T am not related by blood or marriage to the patient hereinafter named, or to the applicant or appli-
cants for the admission of said patient to a mental hospital, or any of them; that I am not connected in any
way as medical attendant or otherwise with the said hospital; that I have examined the said patient with
care and diligence within one week prior to the date of this certificate; and that in my opinion the said

patient is in sneh a condition as to require observation in a hospital for mental diseases.

I further certify that I examined —_______._ Wme Smith
of ...__Clear Haven ___________________________ at Clearfield, Pa. _______  __________________
in the County of __Clearfield _________ on the __ _____ 31st _ day of _____Octe _________ AD.19. 61

and that I have formed my opinion that ._he is in such a condition as to require observation in a hospital
for mental diseases from the following facts observed by me. (Describe physical and mental conditions,
appearance and behavior of the patient and record wh at patient said.)

I have also received the following information from others relative to the patient. (Here state especially

any change in the patient’s behavior and bodily health with date of same as furnished you by other persons.)

‘ Signed /_sl Roger L. Hughes ______________ M.D.
Dated at . Clearfield, Pa, 2 this __-.31st__ day of ___Qctobep _________ AD.19_61
AFFIDAVIT

(This affidavit must be taken before a person authorized
to administer an oath in the Commonwealth.)

COMMONWEALTH OF PENNSYLVANIA , :
SS:
COUNTY OF ____{ Clearfield __________________
Before me the subseriber a ___Prothonotary _ ________ personally appeared _Roger L. Hughes, M.D.
--------------------- above named who being duly a?iiﬁ?d according to law doth depose and say that

the fact§ set forth in the foregoing certficate are true to the best of his knowledge and belief.

Sworn .
Affirmed 10 before me this . Sth________________
day of ——ooo__] Yovember ____________ AD. 19__61

I certify that the signature to the foregoing certifi-
cate is genuine and that the Affiant is a physician of

good standing and repute.

_____________ [s/ VM, T, Hagerty
Prothonotary

s esssenes——————— e



(Town or City)

9
EXHIBIT ‘‘C”’
CERTIFICATE OF PHYSICIAN
I, the undersigned, hereby certify that I reside at No. ______]-_J;S_E_O__Qb?;‘}:! _________________ Street
______ Clearfield ________ in the County of _..__Clearfield_____ Commonwealth of Pennsylvania;

. (have been licensed to practice medicine or osteopathy in this
that I have resided in this Common- Commonwealth and have been in the actual practice of medicine
{ or osteopathy for at least three years)
wealth for at least one year; that I (have had at least one year’s experience as a physician in a hos-

pital for mental patients); :
that I am not related by blood or marriage to the patient hereinafter named, or to the applicant or appli-
cants for the admission of said patient to a mental hospital, or any of them; that I am not connected in any
way as medical attendant or otherwise with the said hospital; that I have examined the said patient with
care and diligence within one week prior to the date of this certificate; and that in my opinion the said

patient is in such a condition as to require observation in a hospital for mental diseases.

I further certify that I examined ___William Smith ___.____________ 1 o _______________
of o Clear Haven - oo at -..Clearfield, .
in the County of _____Clearfield _____ on the _6th_______ day of November _________ AD. 1961

and that I have formed my opinion that __he is in such a condition as to require observation in a hospital
for mental diseases from the following facts observed by me. (Describe physical and mental conditions,

appearance and behavior of the patient and record what patient said.)

I have also received the following information from others relative to the patient. (Here state espeecially

any change in the patient’s behavior and bodily health with date of same as furnished you by other persons.)

Signea.._/s/ FRussel A, Boykiw M.D.
Dated at __ Clearfield, Pa. ______ _ ___ this __6th - __ day of __November ________ AD: 1941._
AFFIDAVIT

(This affidavit must be taken before a person authorized
to administer an oath in the Commonwealth.)

COMMONWEALTH OF PENNSYLVANIA

S8
COUNTY OF _.____ Clearfield ________________
Before me the subseriber a __If{‘?PP.o_r_le_t?_g ____________ personally appeared _Russel A. Boykiw, M.D.
e above named who being duly a?-'g;z'gd according to law doth depose and say that

the facts set forth in the foregoing certficate are true to the best of his knowledge and belief.

__________ /ﬁ[--RusselA.-Bnym______________
Asfg,(gleld to before me this _______ 513_}1_ __________ -
day of __.____] November _____________ AD. 19..61

I certify that the signature to the foregoing certifi-
cate is genuine and that the Affiant is a physician of

good standing and repute.

/s/ WM. T. HAGERTY

Prothonotary

My Commission expires lst Monday, dJan. 1962
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