
AMENDMENTS TO THE RULES OF SUPERINTENDENCE  
FOR THE COURTS OF OHIO 

 
The following amendments to the Rules of Superintendence for the Courts of Ohio (Probate 

Forms 17.8, 23.0–23.7, 27.7, and 29.0–29.4) were adopted by the Supreme Court of Ohio. The 
history of these amendments is as follows: 

 
October 6, 2020  Initial publication for public comment  
April 13, 2021  Final adoption by conference  
May 1, 2021   Effective date of amendments 

 
Key to Adopted Amendments:  

 
1.  Unaltered language appears in regular type. Example: text  
 
2.  Language that has been deleted appears in strikethrough. Example: text  
 
3.  New language that has been added appears in underline. Example: text 



FORM 17.8 - COURT INVESTIGATORS REPORT ON PROPOSED GUARDIANSHIP 
 

 Eff. Date October 1, 2007 Amended: May 1, 2021 
Discard all previous versions of this form 

PROBATE COURT OF                            COUNTY, OHIO 
                                     , JUDGE 

 
GUARDIANSHIP OF:____________________________________________________ 
  
CASE NO: __________________ 
 

COURT INVESTIGATOR’S REPORT ON PROPOSED 
GUARDIANSHIP 

[R.C. 2111.041] 
GENERAL INFORMATION 

[To be compiled by Probate Court Investigator] 
 

Individual’s age_____________________          Relationship to applicant___________________ 
 
Individual’s residence___________________________________________________________ 
 
Grounds for application (R.C.2111.01 (D)): 
 
The individual is alleged to be: 
 

  mentally impaired as a result of a mental illness or disability. 
 

  mentally impaired as a result of a physical illness or disability. 
 

  mentally impaired as a result of mental retardation intellectual disability. 
 

  mentally impaired as a result of chronic substance abuse. 
 

  any person confined to a correctional institution within this state. 
 
so that  
 

  the individual is incapable of taking proper care of the individual’s self. 
 

  the individual is incapable of taking proper care of the individual’s property. 
 

  the individual fails to provide for the individual’s family or other individual for whom the 
       person is charged by law to provide. 

 
Documentation submitted and date of evaluation______________________________________ 
 
Referral Source:_______________________________________________________________ 
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CASE NO. __________ 

FORM 17.8 - COURT INVESTIGATORS REPORT ON PROPOSED GUARDIANSHIP 
 

 Eff. Date October 1, 2007 Amended: May 1, 2021 
Discard all previous versions of this form 

INVESTIGATOR’S REPORT 
 
I.  Service of Notice 
 

  Made at Individual’s home 
 

  Made in Hospital, Nursing Facility, or Community-Based Care Facility: 
 
Name of Facility_______________________________________________________________ 
 
Address of Facility______________________________________________________________ 
 
Administrator or representative served______________________________________________ 
 

  Other_____________________________________________________________________ 
 
Date of Service of Notice:________________ 
 
Others present during the contact (if yes, list name and relationship)_______________________ 
 
____________________________________________________________________________ 
 
A.  Individual’s understanding of the concept of guardianship: 
 

  Good   Fair    Poor      Unable to determine.   Explain:  
______________________________________________________________________ 
 
_____________________________________________________________________. 
 
B.  Individual’s attitude to the concept of guardianship: 
 

  Consenting   Opposed    Unable to Determine.   Explain: 
______________________________________________________________________ 
 
_____________________________________________________________________. 
 
C.  Specific requests of the individual concerning enumerated rights: ________________ 
 
_____________________________________________________________________. 
 
II.  Mental and Physical Conditions of Individual 
 
A.  Individual’s reported mental and physical diagnosis: __________________________ 
 
Individual’s reported medications:___________________________________________ 
 
Reported by whom: ______________________________________________________ 
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FORM 17.8 - COURT INVESTIGATORS REPORT ON PROPOSED GUARDIANSHIP 
 

 Eff. Date October 1, 2007 Amended: May 1, 2021 
Discard all previous versions of this form 

B.  Mental Status Observations: During interview were impairments noted in the 
Individual’s: 

Yes  No       Unable to  
        Determine 
 

1. Orientation (Person, Place and Time)      
 
2. Speech           
 
3. Thought Process         
 
4. Affect          
 
5. Memory          
 
6. Concentration & Comprehension       
 
7. Judgment          
 
Explain further if necessary:______________________________________________________ 
 
____________________________________________________________________________. 
 
 
C. Describe the Physical Condition of Individual  
 
1. Isolation_____________________________________________________________ 
 
2. Eating Habits_________________________________________________________ 
 
3. Significant Weight Loss or Gain___________________________________________ 
 
4. Sleep Habits_________________________________________________________ 
 
5. Motor Behavior _______________________________________________________ 
 
Explain further if necessary:_______________________________________________ 
 
_____________________________________________________________________ 
 
 
D.  Describe the Environmental or Living Condition of the Individual: 
 
1. Housing & Sanitation___________________________________________________ 
 
2. Risk of Accidents______________________________________________________ 
 
3. Physical Barriers______________________________________________________ 
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FORM 17.8 - COURT INVESTIGATORS REPORT ON PROPOSED GUARDIANSHIP 
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4. Resource Availability___________________________________________________ 
 
Explain further if necessary:_______________________________________________ 
 
_____________________________________________________________________. 
 
 
III. Functional Capacities  
 
 Activities and Instrumental Activities of Daily Living  
    

      Capable     Incapable       Unable to  
          Determine 
 

1. Eating         
 
2. Dressing         
 
3. Transfer from bed       
 
4. Toileting         
 
5. Bathing          
 
6. Handling personal finances       
 
7. Shopping         
 
8. Driving         
 
9. Meal preparation        
 
10. Doing housework       
 
11. Using telephone        
 
12. Taking medications       
 
Explain further if necessary:  
______________________________________________________________________ 
 
_____________________________________________________________________. 
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CASE NO. __________ 

FORM 17.8 - COURT INVESTIGATORS REPORT ON PROPOSED GUARDIANSHIP 
 

 Eff. Date October 1, 2007 Amended: May 1, 2021 
Discard all previous versions of this form 

IV. Additional Items Affecting Guardianship Plan Development  
 

A.   Are there any indications or allegations of substance abuse by the individual or 
significant others that could impact the guardianship issue? Yes   No    Explain and 
recommend actions needed:  
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
____________________________________________________________________________. 
 
B.   Are there any special characteristics of the individual (including aggressive, violent, 
or sexual behaviors, or other vulnerabilities) that pose a risk to self or others, which should 
be considered as guardianship decisions on living arrangements and supervision are 
made? Yes   No   Explain the characteristics and make recommendations: 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
____________________________________________________________________________. 
 
 
C.   Are there any allegations or indications of abuse, neglect, or exploitation of the 
individual?  Yes   No  Explain and recommend needed actions: 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
____________________________________________________________________________. 
 
D.   Is there a need for additional medical, psychiatric or psychological testing?  
Yes   No  If yes, give specific recommendations:  
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
____________________________________________________________________________. 
 
E.   Are there inconsistencies between the Expert Evaluation and the Court 
Investigator’s findings that need further review by the Court?  Yes   No     If yes, 
identify the inconsistencies and make a recommendation(s) to the Court: 
 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
____________________________________________________________________________. 
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FORM 17.8 - COURT INVESTIGATORS REPORT ON PROPOSED GUARDIANSHIP 
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 F.   Are there unresolved issues/conflicts/ differences among the parties? Yes    No   
If yes, would mediation be of assistance? Yes   No     Explain: 
______________________________________________________________________
_____________________________________________________________________. 
 
G.   Is there a power of attorney for financial affairs?   Yes   No   Unknown     If 
yes, where is it located? __________________________________________________. 
 
Who is the attorney-in-fact?________________________________________________. 
 
H.   Is there a last will and testament? Yes   No   Unknown     
If yes, where is it located? ________________________________________________. 
 
I.   Is there a durable power of attorney for health care/living will? Yes   No   
Unknown    If yes, where is it located? ______________________________________. 
 
Give name and address of attorney-in-fact:___________________________________. 
 
J.   Is there an advance directive for mental health care? Yes   No   Unknown   If 
yes, where is it located? ___________________________________________________. 
 
Give name and address of attorney-in-fact:____________________________________. 
 
K.   Is the individual a veteran?  Yes   No  
 
 
V. RECOMMENDATIONS: Given the above information and Expert 

Evaluation(s): 
 
A.  IS A GUARDIANSHIP NECESSARY? 

 Yes 
  Person Only 
  Estate Only 
  Person and Estate 
  Limited  List Duties_________________________________________________ 
 

_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
 

 No  Explain and recommend a less restrictive alternative:________________________ 
 

_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 



[Page 7 of 7 Form 17.8] 
CASE NO. __________ 
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Are any of the mental, physical, or environmental conditions reversible?  Yes   No   
Unknown     
 
If yes, explain and recommend a date for the Court to review the guardianship.________ 
 
____________________________________________________________________________ 
 
B.  NECESSITY FOR THE APPOINTMENT OF: 
 
Attorney     Independent Expert Evaluator  
 
Are there special urgency needs? Explain:____________________________________  
 

_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
Remarks:  

_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 

_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 

_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
 
I certify that I have served notice to the alleged incompetent as required by statute and I 
have communicated to the individual in a language and method best understandable by 
the individual the individual’s right to be present at the hearing, the right to contest any 
application for the appointment of a guardian for his or her person, estate, or both, and 
the right to be represented by counsel. 
 
 
 
 
_________________________  _________________________________  
Date                                                                 Investigator 



FORM 23.0 – PETITION FOR PROTECTIVE SERVICES 
Eff. Date:  January 1, 2010 Amended: May 1, 2021 

Discard all previous versions of this form 

PROBATE COURT OF ___________________________COUNTY, OHIO 
   _______________________________, JUDGE 
 
IN THE MATTER OF __________________________________________, AN ADULT 
 
CASE NO. _______________________ 
 
 

PETITION FOR PROTECTIVE SERVICES 
[R.C. 5101.65 5101.68] 

 
 

1.   Petitioner, _____________________________, is an authorized provider of adult 
protective Services pursuant to R.C. 5101.60, et seq. and has received a report that the 
above named Adult is in need of protective services. 
 
2.   The Adult, _________________________, residing at______________________ 
_________________________is _______years of age, with a date of birth of _________ 
and is alleged to be an incapacitated person subject to abuse, neglect, or exploitation. 
 
3.    The specific facts alleging the abuse, neglect, or exploitation are: 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
 
4.   The proposed protective service plan including the least restrictive placement, if 
applicable, is as follows: 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
 
5.   The Adult and the following persons are required to receive notice pursuant to R.C. 
5101.66 5101.681: 
 
     Name    Address   Relationship to Adult 
 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
 
6.   The Adult has not consented and there is no person authorized by law or court 
order available to give consent to the protective services. 
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CASE NO._______________ 
 

FORM 23.0 – PETITION FOR PROTECTIVE SERVICES 
Eff. Date:  January 1, 2010 Amended: May 1, 2021 

Discard all previous versions of this form 

WHEREFORE, the Petitioner requests the Court to authorize the implementation of the 
proposed protective services plan and for such other relief as may be equitable. 
 
 

______________________County Department of Job and Family Services 
 
 
 
 
 

___________________________  By:______________________________ 
Attorney 
 
___________________________  ________________________________ 
Address      Title 
 
___________________________  ________________________________ 
       Address 
 
___________________________  ________________________________ 
Phone Number (including area code)    
 
___________________________  ________________________________ 
Registration No.      Phone Number (including area code) 
 
___________________________  ________________________________ 
E-mail       E-mail 



 

FORM 23.1 – NOTICE OF PETITION FOR COURT ORDERED PROTECTIVE SERVICES 
 

Eff. Date: January 1, 2010 Amended: May 1, 2021 
Discard all previous versions of this form 

PROBATE COURT OF ___________________________COUNTY, OHIO 
   _______________________________, JUDGE 
 
IN THE MATTER OF __________________________________________, AN ADULT 
 
CASE NO. _________________ 
 

NOTICE OF PETITION FOR COURT ORDERED PROTECTIVE SERVICES 
[R.C. 5101.66 5101.681] 

 
TO: __________________________________________________________________ 
       Name and Address of Adult Incapacitated Person 
 
        Name    Address   Relationship of Adult 

      
__________________________________________________________________ 
Adult, Guardian, Legal Counsel, Caretaker, Spouse, if any, and if none of these to the Adult’s Children 
or Next of Kin 

 
You are hereby notified that on the ______ day of ________, 20___, the ________County 
Department of Job and Family Services filed in this Court a Petition for Court Ordered 
Protective Services for the above named Adult for the following reason(s): ___________ 
_____________________________________________________________________. 
 
This Petition for Court Ordered Protective Services shall be heard in the ________County 
Probate Court, ___________, Ohio located at _________________________________ 
on the ______ day of __________, 20 __, at __________o’clock ______.M. 
 
The Adult has the right to legal counsel and if indigent, legal counsel will be appointed if 
requested. 

Witness my signature and the seal of the Court 
this _____ day of ____________, 20 _______. 
                                      
_____________________________________ 
Probate Judge 
                                                                       
By: 
_____________________________________ 
Deputy Clerk 

 
WAIVER OF NOTICE 

 
We, the undersigned, whose relationship to the Adult is indicated, enter our appearance 
and waive notice and consent to the hearing. 
 
Name         Relationship to the Adult 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
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CASE NO._______________ 
 

FORM 23.1 – NOTICE OF PETITION FOR COURT ORDERED PROTECTIVE SERVICES 
 

Eff. Date: January 1, 2010 Amended: May 1, 2021 
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State of Ohio, _________________ County Probate Court 
 
   I hereby certify that I caused a copy of the within notice to be mailed, by certified 
mail, to the last known address of 
______________________________________________________________________ 
 
at____________________________________________________________________ 
 
______________________________________________________________________ 
 
at____________________________________________________________________ 
 
 
             
      _________________________, Probate Judge 

 
By: __________________________________ 
      Deputy Clerk 

 
RETURN 

 
      __________________________County, Ohio 

     
 ________________________,___________ 

 
   Received this notice on the ____ day of ____________, 20____, at ___________ 
o’clock _____.M., and on the _____ day of _____________, 20_______, I served the 
same by delivering a true copy thereof personally to _____________________________ 
______________________________________________________________________ 
 
 
 
 
_______________________________ ________________________________ 
                     FEES   Sheriff 
_______________________________ 
Service and return, 1st name,  $  _____ ________________________________ 
   Deputy Sheriff/Process Server 
 Additional names, at   $  _____ 
 Miles traveled, at         $  _____ ________________________________ 
    Name 
___________________     $  _____ 
  ________________________________ 
 Total              $  _____  Title 



FORM 23.2 – PETITION FOR EMERGENCY PROTECTIVE SERVICES 
   

Eff. Date: January 1, 2010 Amended: May 1, 2021 
Discard all previous versions of this form 

PROBATE COURT OF ___________________________COUNTY, OHIO 
   _______________________________, JUDGE 
 
IN THE MATTER OF __________________________________________, AN ADULT 
 
CASE NO. _______________________ 
 
 

PETITION FOR EMERGENCY PROTECTIVE SERVICES 
[R.C. 5101.69 5101.70] 

 
 

1.   Petitioner, _____________________________, is an authorized provider of adult 
protective Services pursuant to R.C. 5101.60, et seq. and has received a report that the 
above named Adult is in need of protective services. 
 
2.   The Adult, ___________________________, residing at ___________________ 
______________________________________is ________years of age, with a date of 
birth of ___________, is alleged to be an incapacitated person and an emergency exists. 
 
3.   The specific facts alleging the nature of the emergency are: 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
 
4.   The proposed emergency protective services including placement, if applicable, 
are: 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
 
5.   The Adult and the following persons are required to receive notice 24 hours prior 
to the hearing pursuant to R.C. 5101.69 5101.70: 
 
     Name    Address   Relationship to Adult 
 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
_____________________________________________________________________ 
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CASE NO._______________ 
 

FORM 23.2 – PETITION FOR EMERGENCY PROTECTIVE SERVICES 
   

Eff. Date: January 1, 2010 Amended: May 1, 2021 
Discard all previous versions of this form 

6.   (Complete if applicable) Petitioner requests a waiver of the 24 hour notice 
requirement because: 
 
 a.)   Immediate and irreparable physical harm to the Adult or others will result 
from the 24 hour delay.  Explain:____________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
 

And 
 

 b.)   Reasonable attempts have been made to notify the above listed individuals, 
if any, if their whereabouts are known.  Explain:_________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________ 
 
7.   The Adult has not consented and there is no person authorized by law or court 
order available or willing to give consent to the emergency protective services. 
 
WHEREFORE, the Petitioner requests the Court to authorize the implementation of the 
proposed emergency protective services and for such other relief as may be equitable. 
 
 

______________________County Department of Job and Family Services 
 
 

 
 

___________________________  By:_____________________________ 
Attorney 
 
___________________________  ________________________________ 
Address      Title 
 
___________________________  ________________________________ 
       Address 
 
___________________________  ________________________________ 
Phone Number (including area code)    
 
___________________________  ________________________________ 
Registration No.      Phone Number (including area code) 
 
___________________________  ________________________________ 
E-mail       E-mail 



FORM 23.3 – NOTICE OF PETITION FOR COURT ORDERED 
PROTECTIVE SERVICES ON AN EMERGENCY BASIS 

 
Eff. Date: January 1, 2010 Amended: May 1, 2021 

Discard all previous versions of this form 

PROBATE COURT OF ___________________________COUNTY, OHIO 
_____________________, JUDGE 

 
IN THE MATTER OF __________________________________________, AN ADULT 
 
CASE NO. _______________________ 
 

 
NOTICE OF PETITION FOR COURT ORDERED  

PROTECTIVE SERVICES ON AN EMERGENCY BASIS 
[R.C. 5101.69 5101.70] 

 
TO:___________________________________________________________________ 
       Name of Adult, spouse, if any, if no spouse, adult children or next of kin, and guardian, if any, if their whereabouts are 

known. 
 
____________________________________________________________________________________ 

 
You are hereby notified that on the ____ day of _______, 20___, the ___________County 
Department of Job and Family Services filed a Petition for Court Ordered Protective 
Services to be provided for the above named Adult without the Adult’s consent on the 
grounds that an emergency exists and that the Department has been unable to obtain the 
consent of the Adult for protective services to be given.  A copy of the petition is attached 
hereto. 
 
The Petition has been set for hearing in the _____________________ County Probate 
Court, ___________, Ohio located at _______________________ on the _____ day of 
_____________, 20___at ______________ o’clock ______.M.  The Adult may appear at 
the hearing, may present, examine, and cross-examine witnesses, and present evidence 
to contest the petition.  The Adult is entitled to be represented by an attorney and, if found 
to be indigent, the Adult may request an attorney to be appointed without cost. 
 

Witness my signature and the seal of the Court 
this _____ day of _____________, 20 _____.             
                                                                     
_____________________________________ 
Probate Judge 
 
                                                                        
By:___________________________________ 
Deputy Clerk 
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CASE NO._______________ 
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The State of Ohio, _________________ County Probate Court 
 
   I hereby certify that I caused a copy of the within notice to be mailed, by certified 
mail, to the last known address of 
______________________________________________________________________ 
 
at____________________________________________________________________ 
 
______________________________________________________________________ 
 
at____________________________________________________________________ 
 

 
_________________________, Probate Judge 
 
By:___________________________________ 
     Deputy Clerk 
 

 
RETURN 

 
      ___________________________County, Ohio 
 

      
 _______++_________________,___________ 

 
   Received this notice on the _____ day of _____________, 20_____, at _________ 
o’clock _____.M., and on the _____ day of _____________, _________, I served the 
same by delivering a true copy thereof personally to _____________________________ 
______________________________________________________________________ 
 
 
__________________________________  __________________________ 
                     FEES     Sheriff 
__________________________________ 
Service and return, 1st name,   $  _____  __________________________ 
     Deputy Sheriff/Process Server 
_____ Additional names, at  $  _____ 
_____Miles traveled, at         $  _____  __________________________ 
     Name 
_____________________     $  _____ 
     __________________________ 
      Total        $  _____  Title   
_______________________________  



FORM 23.4 – PETITION FOR TEMPORARY RESTRAINING ORDER TO PREVENT INTERFERENCE WITH  
INVESTIGATION OF REPORTED ABUSE OF AN ADULT 

 
Eff. Date: January 1, 2010 Amended: May 1, 2021 

Discard all previous versions of this form 

PROBATE COURT OF ___________________________COUNTY, OHIO 
_____________________, JUDGE 

 
IN THE MATTER OF __________________________________________, AN ADULT 
 
CASE NO. _______________________ 
 

PETITION FOR TEMPORARY RESTRAINING ORDER TO PREVENT 
INTERFERENCE WITH INVESTIGATION OF REPORTED ABUSE OF AN ADULT 

[R.C. 5101.63 5101.651] 
 

1.   Petitioner, _____________________________, is an authorized provider of adult 
protective services pursuant to R.C. 5101.60, et seq. and has received a report that the 
above named Adult is in need of protective services. 
 
2.   The Adult, _________________________, residing at _____________________ 
________________________is ______years of age, with a date of birth of ___________ 
and is alleged to be an incapacitated person subject to abuse, neglect, or exploitation. 
 
3.   The Respondent (Name and Address):__________________________________ 
______________________________________________________________________ 
denied or obstructed access by Petitioner to the residence of the Adult. 
 
4.   Unless Respondent is restrained, Petitioner will be unable to perform its duty to 
investigate the report as mandated by R.C. 5101.62 5101.65. 
 
5. An Affidavit setting forth the facts to support this petition is attached. 
 
WHEREFORE, the Petitioner requests the Court to issue an order restraining 
Respondent from obstructing or in any way interfering with Petitioner’s access to the 
residence of the Adult and further ordering access to the Adult by any Peace Officer 
requesting to accompany the Petitioner. 
 
 

______________________County Department of Job and Family Services 
 

_____________________________  By:______________________________ 
Attorney 
_____________________________  ________________________________ 
Address      Title 
_____________________________  ________________________________ 
       Address 
_____________________________  ________________________________ 
Phone Number (including area code)    
_____________________________  ________________________________ 
Registration No.      Phone Number (including area code) 
____________________________  ________________________________ 
E-mail       E-mail 



FORM 23.6 – PETITION FOR TEMPORARY RESTRAINING ORDER TO PREVENT INTERFERENCE WITH 
THE PROVISION OF PROTECTIVE SERVICES TO AN ADULT 

Eff. Date: January 1, 2010 Amended: May 1, 2021 
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PROBATE COURT OF ___________________________COUNTY, OHIO 
_______________________________, JUDGE 

IN THE MATTER OF __________________________________________, AN ADULT 

CASE NO. _______________________ 

PETITION FOR TEMPORARY RESTRAINING ORDER TO PREVENT INTERFERENCE 
WITH THE PROVISION OF PROTECTIVE SERVICES TO AN ADULT 

[R.C. 5101.68 5101.69] 

1. The above-named Adult is in need of protective services for the following reasons:
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

2. The Adult has consented to the protective services.

3. The Respondent (Name and Address):
___________________________________________________________________________
___________________________________________________________________________
has interfered with the provision of these services in the following manner:
___________________________________________________________________________
___________________________________________________________________________
___________________________________________________________________________

4. Unless Respondent is restrained, Petitioner will be unable to provide protective services
in accordance with Chapter 5101. of the Revised Code.

WHEREFORE, the Petitioner requests the Court to issue an order restraining Respondent from 
interfering with the provision of protective services to the Adult and such further relief as may be 
equitable. 

______________________County Department of Job and Family Services 

_______________________________ By:_________________________________ 
Attorney 
_______________________________ ____________________________________ 
Address Title 
_______________________________ ____________________________________ 

Address 
_______________________________ ____________________________________ 
Phone Number (including area code) 
_______________________________ ____________________________________ 
Registration No.  Phone Number (including area code) 
_______________________________ ____________________________________ 
E-mail E-mail



FORM 23.7 – NOTICE OF HEARING ON PETITION FOR TEMPORARY RESTRAINING ORDER 
TO PREVENT INTERFERENCE WITH THE PROVISION OF SERVICES 

 
Eff. Date: January 1, 2010 Amended: May 1, 2021 

Discard all previous versions of this form 

PROBATE COURT OF ___________________________COUNTY, OHIO 
_______________________________, JUDGE 

 
IN THE MATTER OF __________________________________________, AN ADULT 
 
CASE NO. _______________________ 
 

 
NOTICE OF HEARING ON PETITION FOR TEMPORARY RESTRAINING ORDER 

TO PREVENT INTERFERENCE WITH THE PROVISION OF SERVICES 
[R.C. 5101.68 5101.69] 

 
TO:___________________________________________________________________ 

(Name of Person interfering with the provision of services) 
 

____________________________________________________________________________________ 
(Address) 

 
The above captioned Adult has consented to the provision of adult protective services 
pursuant to Chapter 5101. of the Revised Code. 
 
You hereby notified that a Petition for Temporary Restraining Order to Prevent 
Interference with the Provision of Services was filed with this Court pursuant to R.C. 
5101.68 5101.69.  It is alleged in the Petition that you are interfering with the provision of 
protective services for the Adult, and that a temporary restraining order should be issued 
against you to prevent your interference.  A copy of the Petition is attached hereto. 
 
The Petition for Temporary Restraining Order to Prevent Interference with the Provision 
of Services shall be heard in the _____________ County Probate Court, 
________________, Ohio 
located at ________________________ on the _____ day of _____________, 20 
_______at ______________ o’clock ______.M.  You or any interested person is 
permitted to attend this hearing and give testimony or present other evidence as to why 
the petition for restraining order should or should not be granted. 
 
 

Witness my signature and the seal of the Court 
This _____ day of _____________, 20 ___. 
                 
                                                                     
_____________________________________ 
Probate Judge 
 
                                                                  
By:___________________________________ 
     Deputy Clerk 
 

 
The State of Ohio, _________________ County Probate Court 
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   I hereby certify that I caused a copy of the within notice to be mailed, by certified 
mail, to the last known address of 
______________________________________________________________________ 
 
at____________________________________________________________________ 
 
______________________________________________________________________ 
 
at____________________________________________________________________ 
 

   
________________________, Probate Judge 
 
By:_________________________________ 
    Deputy Clerk 

 
RETURN 

 
      ___________________________County, Ohio 
 
      __________________________,___________ 
 
   Received this notice on the _____ day of _____________, 20___, at _________ 
o’clock _____.M., and on the _____ day of _______________, 20_______, I served the 
same by delivering a true copy thereof personally to ____________________________ 
______________________________________________________________________ 
 
 
__________________________________ ________________________________ 
                     FEES    Sheriff 
__________________________________ 
Service and return, 1st name,   $  _____ ________________________________ 

Deputy Sheriff/Process Server 
_____ Additional names, at   $  _____ 
_____Miles traveled, at         $  _____ ________________________________ 
    Name 
_____________________     $  _____ ________________________________ 
 Total               $  _____ Title 
__________________________________ 



 
FORM 27.7- ANNUAL GUARDIANSHIP PLAN - PERSON 

 
Effective Date: March 1, 2017 Amended: May 1, 2021 

Discard all previous versions of this form 

PROBATE COURT OF ______________________ COUNTY, OHIO 
 

_____________, JUDGE 
 
GUARDIANSHIP OF _________________________________________________________ 
            
CASE NO. __________ 

 

ANNUAL GUARDIANSHIP PLAN - PERSON 
[Sup.R. 66.08 (G)] 

 
[Attach as addendum to Form 17.7-Guardian’s Report.] 

 

 

I am the guardian of the for the above-named Ward.  I have identified the following goal(s) for 

the next year and how I intend the goal(s) to be met. 

      Attached is the Individual Service Plan (ISP) through the county board of development 
disabilities. 

 

 

For the Person 
Goal  - (for example: address medication issues; obtain assistance devices; secure medical and 

rehab services; meet mental health service needs; secure personal care services; enhance nutrition; 

improve social skills, etc.)      
_________________________________________________________________________________ 

_________________________________________________________________________________ 

_________________________________________________________________________________ 

 
Means to Meet the Goal – (for example: educate on benefits of medications and compliance; obtain 

walker, wheelchair, hearing aid; schedule semi-annual checkups/exams; secure outpatient 

examinations and mental health counseling; arrange for shopping and/or meals on wheels; enroll in 

sheltered workshop/socialization programs, etc.) 
_________________________________________________________________________________ 

_________________________________________________________________________________

_________________________________________________________________________________ 
[Attach additional pages if necessary] 
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CASE NO.__________ 

 
FORM 27.7- ANNUAL GUARDIANSHIP PLAN - PERSON 

PAGE 2 
 

Effective Date: March 1, 2017 Amended: May 1, 2021 
Discard all previous versions of this form 

 

 

 

________________________________  __________________________________ 

Guardian’s Printed Name    Guardian’s Signature   

 

________________________________  __________________________________ 

Street       Telephone Number (include area code) 

________________________________ 

City  State       Zip Code   



 
FORM 29.0 - APPLICATION TO RELEASE MEDICAL RECORDS AND MEDICAL BILLING RECORDS 

 
Effective Date: May 1, 2021 

PROBATE COURT OF ______________________ COUNTY, OHIO 
 

_____________, JUDGE 
 
ESTATE OF ____________________________________________________, DECEASED 
 
CASE NO. __________ 

 
APPLICATION TO RELEASE MEDICAL RECORDS AND MEDICAL 

BILLING RECORDS 
[R.C. 2113.032] 

 
Now comes        the       of the 
            (Applicant’s Name)                  (Relationship) 
 
above named decedent who died on     and resided at  _____  ____
         whose last four (4) digits of his/her social 
security number are    , and hereby requests authority to obtain information regarding 
decedent’s medical records and medical billing records for the purpose of evaluating a potential 
wrongful death, personal injury, or survivorship action on behalf of the decedent. 
 
Applicant states the following: 
  
☐  Applicant is an individual who is eligible to be appointed as a personal representative of the above-
named decedent’s estate under Ohio law; or 
 
☐  Applicant is named as executor in the above-named decedent’s will, and Applicant has filed a copy 
of decedent’s will with this Application.  
 
Applicant has attached Form 1.0 – Surviving Spouse, Children, Next of Kin, Legatees and Devisees. 
 
Applicant acknowledges that an order shall not be issued until ten days following the probate court’s 
transmission of a copy of this application to those persons listed on the Form 1.0 who have not filed a 
signed Waiver of Notice/Consent.  
 
 
___________________________________________ 
Signature 
 
___________________________________________ 
Typed or Printed Name 
 
___________________________________________ 
Address 
 
___________________________________________ 
 
 
___________________________________________ 
Phone Number 



 
FORM 29.1 - ENTRY AUTHORIZING RELEASE OF MEDICAL RECORDS AND MEDICAL BILLING RECORDS 

 
Effective Date: May 1, 2021 

PROBATE COURT OF ______________________ COUNTY, OHIO 
 

_____________, JUDGE 
 
ESTATE OF ____________________________________________________, DECEASED 
 
CASE NO. __________ 

 
ENTRY AUTHORIZING RELEASE OF MEDICAL RECORDS AND  

MEDICAL BILLING RECORDS 
[R.C. 2113.032] 

 
For good cause shown, all medical providers that provided medical care or treatment to the 
above-named decedent shall release those medical records and medical billing records to the 
Applicant for the limited purpose of deciding whether or not to file a wrongful death, personal 
injury, or survivorship action.  
 
The medical records and medical billing records are confidential and shall not be made 
available for public viewing, unless otherwise provided for by law or subsequent court order.  
 
Applicant shall file a report with the court certifying that all medical records and medical billing 
records have been received and shall indicate whether an administration of the decedent’s 
estate will be filed before the expiration of the applicable statute of limitations.  
 
 
______________________________  _______________________________ 
Date                         , Probate Judge  



 
FORM 29.2 - REPORT ON RECEIPT OF MEDICAL RECORDS AND MEDICAL BILLING RECORDS 

 
Effective Date: May 1, 2021 

PROBATE COURT OF ______________________ COUNTY, OHIO 
 

_____________, JUDGE 
 
ESTATE OF ____________________________________________________, DECEASED 
 
CASE NO. __________ 

 
REPORT ON RECEIPT OF MEDICAL RECORDS AND MEDICAL 

BILLING RECORDS 
[R.C. 2113.032] 

 
Now comes        , who was authorized to receive the 
decedent’s medical records and medical billing records, and hereby certifies that all requested 
medical records and medical billing records have been received.  
 
☐  An application to administer decedent’s estate will not be filed. 
 
☐  An application to administer decedent’s estate will be filed prior to the expiration of the 
applicable statute of limitations. 
 
___________________________________________ 
Signature 
 
___________________________________________ 
Typed or Printed Name 
 
___________________________________________ 
Address 
 
___________________________________________ 
 
 
___________________________________________ 
Phone Number 



 
FORM 29.3 - NOTICE OF APPLICATION TO RELEASE MEDICAL RECORDS AND MEDICAL BILLING RECORDS 

 
Effective Date: May 1, 2021 

PROBATE COURT OF ______________________ COUNTY, OHIO 
 

_____________, JUDGE 
 
ESTATE OF ____________________________________________________, DECEASED 
 
CASE NO. __________ 

 
NOTICE OF APPLICATION TO RELEASE MEDICAL RECORDS AND 

MEDICAL BILLING RECORDS 
[R.C. 2113.032] 

 
To the following persons: 
 
________________________________________  _____________________________________ 
Name        Address 
        _____________________________________ 
 
________________________________________  _____________________________________ 
Name        Address 
        _____________________________________ 
 
________________________________________  _____________________________________ 
Name        Address 
        _____________________________________ 
 
________________________________________  _____________________________________ 
Name        Address 
        _____________________________________ 
 
________________________________________  _____________________________________ 
Name        Address 
        _____________________________________ 
 
 
 
_______________________________________ has filed an application in this Court, seeking the 
release of the decedent’s medical records and medical billing records for use in evaluating a potential 
wrongful death, personal injury, or survivorship action on behalf of the decedent. 
 
You are one of the above-named decedent’s next of kin and are therefore entitled to notice of the 
pending Application to Release Medical Records and Medical Billing Records. The Court shall issue an 
order not earlier than ten (10) days of the transmission of this Notice. 
 
The Application to Release Medical Records and Medical Billing Records shall be heard before the 
________________ County Probate Court, located at _________________________, ________, Ohio 
______ on the _______ day of __________________________, 20 _____ at _______________ 
o'clock____ M. 



 
FORM 29.4 - WAIVER OF NOTICE / CONSENT 

 
Effective Date: May 1, 2021 

PROBATE COURT OF ______________________ COUNTY, OHIO 
 

_____________, JUDGE 
 
ESTATE OF ____________________________________________________, DECEASED 
 
CASE NO. __________ 

 
WAIVER OF NOTICE / CONSENT 

[R.C. 2113.032] 
 

Application of      for release of medical records and medical billing 
records of the above-named decedent. 
 
The undersigned, being the next of kin of the above-named decedent, hereby waive notice and consent 
to the release of medical records and medical billing records of the above-named decedent.  
 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
 
__________________________________________ _________________________________________ 
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