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A = Competency
B = Mental Condition

DC = DOC eval. For comp. and/or mental condition
E = Additional Mental Health Assessment

F = Physician Services (MD services or evaluation participation)
J = Post conviction eval. under -301(a)(4)
K = NGRI Committability under -303(a)

L = Outpatient Treatment Planning
T = Comptency Training (any type)

-303(a)
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