
 

DAVIDSON COUNTY MENTAL HEALTH COURT 

CLIENT TRAVEL REQUEST 

 

Client Name 
 

 

Request Date 
 

 

 

MHC Phase 
 

 

SCRAM 
 

 

Compliance 
 

 

Email Address 
 

 

Phone 
 

 

Emergency Contact 
 

 

 

Do you have 
insurance? 

 
Y___ N___ 

 

 

Destination Address 
 

 

Departure Date 
 

 

Return Date 
 

 

 

Client Specialist 
Recommendation 

 

 


