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CAUSE NO. _____________ 
 
THE STATE OF TEXAS   §  IN THE JUDICIAL/CRIMINAL  
      § 
VS.       §  DISTRICT COURT #______ 
      § 
____________________________  §  DALLAS COUNTY, TEXAS 
  
  

GENERAL OR MENTAL HEALTH PRE-TRIAL DIVERSION  

DISCOVERY PAUSE ACKNOWLEDGEMENT 

When a defendant requests a referral to be considered for General or Mental Health Pre-Trial 
Diversion (PTD), the defendant agrees to pause the State’s obligation to produce case information 
(called discovery).  Any discovery already uploaded under digital media evidence (DME) on the 
DallasCounty.Prosecutor system (DCP) at the time of referral will be made discoverable to 
defense.  No additional discovery will be sought out by our office after the PTD referral or while 
the defendant is in a PTD program. Any unsolicited discovery added to the DCP after a PTD 
referral or while a defendant is in the PTD program will be disclosed as it is received. If the 
defendant chooses not to join, is rejected from, or is removed from PTD, then normal discovery 
will resume with the assistant district attorney assigned to prosecute the case. 

If the defendant is removed/closed from PTD, is later charged in a new case, or becomes a victim 
or witness in another case, then upon a proper request under article 39.14 of the Code of Criminal 
Procedure, the State must produce and permit the defense to inspect any documents given to the 
State during the PTD program. 

By signing below, I acknowledge my understanding and agreement. 

 

_______________________________ 
Defense Attorney Name (printed) 
 
 
 
_______________________________                                  ________________ 
Defense Attorney’s Signature     Date 

 

______________________________    _________________ 
Defendant’s Signature      Date 
 



 
DEPARTMENT OF CRIMINAL JUSTICE 

AUTHORIZATION FOR ASSESSMENT 

PRETRIAL DIVERSION  
 

Defendant Name:                                                                 Age: 

Book-in Number: Gender:  

DOB:  Race/Ethnicity:  

Case No.:  Primary Language:  

Email: Phone:                                 Alt No.: 

Authorization by Defense Attorney 

I acknowledge that I was contacted by the Dallas County Criminal Justice Division and that I agree that my 

client identified above may proceed to be assessed by the Dallas County Criminal Justice Division in order to be 

considered for possible case diversion. 

Attorney Printed Name: Signature: 

TX Bar Number: Date: 

Authorization by Defendant 

I waive my rights of confidentiality and authorize any Dallas County Criminal Justice Department personnel to request and 

receive information or records from any person including myself, or any agency specified below having information or 

records concerning my medical, psychological or psychiatric history and any information or records pertaining to diagnosis, 

condition or treatment of a medical, psychological or psychiatric nature including acquired immune deficiency syndrome 

(AIDS), human immunodeficiency viral infection (HIV) or any AIDS related complex.  

 

I further waive my rights of confidentiality and authorize below agency, doctor, hospital, or treatment facility to disclose 

any and all information or records requested by any Dallas County Criminal Justice Department personnel.     

 

☐ Family: _______________________Phone: _____________________ Relationship: ___________________ 

 

☐ Family: _______________________Phone: _____________________ Relationship: ___________________ 

 

☐ Other: ________________________Phone: _____________________ Relationship: ___________________ 

 

☐ Other: ________________________Phone: _____________________ Relationship: ___________________ 

 

☐ Physician: _____________________ Phone: ____________________ Fax: ___________________ 

 

 

I further waive my rights of confidentiality and authorize Dallas County Criminal Justice Department personnel to disclose 

any and all acquired information or records to the following: 

 

1. The Judge having authority over my case and the personnel of the Court. 

2. Other Dallas County Community Supervision and Corrections Department involved in the supervision and 

maintenance of my supervision file. 

3. Personnel of any department to which my case may be transferred for supervision. 

4. Personnel of any residential facility in which I may be placed, including the Dallas County Judicial Treatment 

Center. 



 

5. Personnel of any institution facility to which I may be committed. 

6. Personnel of any treatment/diagnostic program to which I may be assigned. 

7. Personnel from the District Attorney’s office. 

8. My attorney of record.   

9. Texas Department of Criminal Justice, Community Justice Administrative Division. 

 

I understand one purpose of, and need for, this disclosure is to inform the Dallas County Criminal District Attorney’s Office 

and my Attorney of Record of my eligibility for pre-trial intervention diversion programs or post indictment plea bargain 

offers, including treatment recommendations.  This information may be released through verbal, written or electronic 

communication. 

 

I understand the assessment will be made available to the Dallas County Criminal Justice Department, the Dallas County 

Criminal District Attorney’s Office and my Attorney of Record; however, should any facts pertaining to the underlying 

offense be disclosed during the assessment, such facts shall be redacted from the assessment and not be made available to 

the State nor shall such facts be used in the prosecution of the case. 

 

I understand that any disclosure made is bound by Part 2 of Title 42 of the Code of Federal Regulations, which governs the 

confidentiality of substance abuse patient records and that recipients of the information may re-disclose it only in connection 

with their official duties. 

 

I have read or have had read to me the terms and conditions of this agreement and fully understand same.  I do hereby freely, 

knowingly, and intelligently agree to those terms and conditions. 

 

EMERGENCY/ALTERNATE CONTACT 

In the event of an emergency, or in the event that Criminal Justice Department is unable to contact me, I authorize 

Criminal Justice Department to contact the person below: 

 

Name: _____________________________ Phone: ______________________________ Relationship: ___________ 

 

Address:___________________________  Apt No.: _________ City: ________________Zip: ___________________ 

 
 

 

This authorization is valid for 1 year from the date it is signed. This authorization will expire on ________ 

 

Signature: __________________________________               Date: ______________________________ 

 
Right to Revoke   

I understand that I may revoke this authorization in writing at any time, except to the extent that the Department of Criminal Justice has relied on this 

authorization to use or disclose my information for the purposes solely disclosed above. 

                                       
Notice to Prohibit Re-disclosure of Confidential Information 

I understand that my substance use disorder records are protected under federal law, including the federal regulations governing the confidentiality of 

substance use disorder patient records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”), 45 C.F.R. 

Parts 160 and 164, and cannot be disclosed without my written consent unless otherwise provided for by the regulations. The federal rules restrict any 

use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. 

 

 

Authorization to Refer to Peer Recovery Support 
This authorization allows for personal identifying information to be shared with the Association of Persons Affected by 

Addiction (APAA), for the purposes of referring me to a Recovery Coach.  

A Recovery Coach is an individual with lived experience with a substance use disorder and/or mental health challenges. 

The Recovery Coach will aid in helping with engagement in recovery.  



 

I understand that the following information may be shared with APAA for the purposes of a referral to a Recovery Coach: 

• Name 

• Date of Birth 

• Current location (jail or address in the community) 

• Contact information 

• Current Criminal Offense Charge (no details of offense, just name of charge only) & Current Pretrial Diversion 

program recommendation 

I understand that it is voluntary for me to engage with the APAA Recovery Coach. I understand that no personal 

information related to my substance use history, mental health, physical health, or criminal offense and/or criminal history 

will be shared by the APAA Recovery Coach with the Dallas County court system unless subject to court subpoena, or 

unless I give permission for information to be shared.  

By giving authorization, I am allowing APAA to share my name with the Dallas County Criminal Justice Department that 

I am electing to engage in Recovery Coaching services. Information provided will include name, date of birth, date service 

engagement began, and date service engagement ended. This information will not be shared by the Dallas County 

Criminal Justice Department and is only collected for the purposes of gathering data to provide aggregate information for 

grant reporting. No identifying information will be part of submitted grant reporting.  

 

This authorization is valid for 1 year from the date it is signed. This authorization will expire on ____________ 

 

Signature: __________________________________               Date: ______________________________ 
 

                                       

Notice to Prohibit Re-disclosure of Confidential Information 

I understand that my substance use disorder records are protected under federal law, including the federal regulations governing the 

confidentiality of substance use disorder patient records, 42 C.F.R. Part 2, and the Health Insurance Portability and Accountability Act 

of 1996 (“HIPAA”), 45 C.F.R. Parts 160 and 164, and cannot be disclosed without my written consent unless otherwise provided for 

by the regulations. 

 The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. 

 

Right to Revoke   

I understand that I may revoke this authorization in writing at any time, except to the extent that the Department of Criminal Justice 

has relied on this authorization to use or disclose my information for the purposes solely disclosed above. 

 

 



Dallas County Criminal Jus�ce Department 
PRE-TRIAL DIVERSION REFERRAL FORM 

Date of Referral Current Court: 

Referred by:  
Defendant Informa�on 
Defendant Name 

Last First Middle 

DOB Gender  

Race         Ethnicity  

Language 

Defendant Email: 

Defendant Phone: 

Case and Charge Informa�on (please list all cases and charges, felony and 
misdemeanor) 
Case # Offense Indictment Date 
Case # Offense Indictment Date 
Case # Offense Indictment Date 
Case # Offense Indictment Date 
Case # Offense Indictment Date 
Case # Offense Indictment Date 

Bond   ☐ Jail  ☐ If Jail, Booking No. 
Defense Atorney Informa�on 
Name 

Bar No. Phone: 

Email: 

Please send Pre-Trial Diversion Referral Form to Jaildiversion@dallascounty.org and atach 
AUTHORIZATION FOR ASSESSMENT PRETRIAL DIVERSION FORM signed by Defense Attorney 

mailto:Jaildiversion@dallascounty.org
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