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PROBATE COURT OF MEDINA COUNTY, OHIO


IN THE MATTER OF THE EMERGENCY GUARDIANSHIP OF: 


APPLICATION FOR APPOINTMENT OF EMERGENCY GUARDIAN 
(This Application must be accompanied by a Statement of Expert Evaluation.)


APPLICATION FOR APPOINTMENT OF EMERGENCY GUARDIAN


Updated July, 2013 


Applicant (Name, Relation, Address, Telephone Number):


Case No.  


Address


Proposed Ward


Present Location How Long


Age SSNDate of Birth  


Next of Kin (Name, Relation, Address, Telephone Number):


Nature of Emergency:


PAGE 1 OF 2







 
Signature of Attorney for Applicant Signature of Applicant


 
Typed or printed name Typed or printed name


 
Address Address


 
City State Zip City State Zip


 
Phone number (include area code) Phone number (include area code)


 
Supreme Court Registration Number


APPLICATION FOR APPOINTMENT OF EMERGENCY GUARDIAN


Updated July, 2013PAGE 2 OF 2


Mental Impairment of Basis of Incompetency:








Medina County Common Pleas Court 
PROBATE DIVISION 


93 PUBLIC SQUARE, MEDINA, OHIO 44256 
(330) 725-9703, (844) 722-3800 ext. 9703, FAX (330) 725-9119 


  
 


EMERGENCY GUARDIANSHIP/EMERGENCY ORDERS


1. The primary consideration when requesting either an emergency guardianship or 
an emergency order is that the prospective ward be Incompetent.  A person is not 
incompetent solely because they refuse recommended treatment.  It is also essential 
to determine that there is an emergency that will harm the ward within a twenty-
four (24) hour period.  Issues of concern to health care providers or family members 
are not sufficient, in and of themselves, to warrant emergency measures.  The 
nature of the harm to the ward must be immediate and significant.  All available 
alternatives must be explored.


2. Upon the filing of an Application for Appointment of Emergency Guardianship, the 
Supplement for Emergency Guardianship of Person, and the Statement of Expert 
Evaluation, the Court may appoint an emergency guardian when the ward needs 
imminent attention, although his/her situation may not be life-threatening.    
Similarly, there may be times that Notice to the Ward must be dispensed with or 
delayed until service of the routine Application or Motion to Continue the 
Emergency Guardianship.


EMERGENCY GUARDIANSHIP AND EMERGENCY ORDERS SHOULD BE USED 
AS A LAST RESORT.


3.








PROBATE COURT OF MEDINA COUNTY, OHIO
Kevin W. Dunn, Judge


IN THE MATTER OF:


Case No.  


SELF-REPRESENTATION ACKNOWLEDGEMENT
I acknowledge that I have read, understand and agree with all of the following statements: 
  
 The Court strongly recommended that I hire an attorney to represent me in this case.  Contrary to the 


Court's recommendation, I have chosen to proceed with this case on my own without the assistance of 
an attorney. 


 I have the time, knowledge and ability to handle all aspects of this case correctly without assistance 
from the Court or any other person. 


 The Court and its Deputy Clerks are prohibited by law from assisting me with any aspect of this case, 
including without limitation determining what forms I am required to file and how to complete those 
forms. 


  The Court and its Deputy Clerks cannot provide me with any information regarding how to properly 
handle this case beyond the information on the Court's website: www.MedinaProbate.org. 


 I am responsible for understanding and correctly applying those portion of the Ohio Revised Code, 
Rules of Superintendence for the Courts of Ohio, Medina County Probate Court Local Rules of Practice, 
and all other rules, regulations, policies and case law that relate to this case. 


 The Court will hold me to the same standards that apply to attorneys and persons represented by 
attorneys in similar probate proceedings. 


 I have a duty to act fairly, honestly, impartially and in the mutual best interest of all persons or entities 
that may have an interest in this case.  I also have a duty to not do anything in my self-interest that is 
detrimental or harmful to others. 


 I may be personally liable to any person or entity that suffers financial damages as a result of anything I 
do in this case that does not comply with the legal requirements that apply to this case. 


 If I violate anything in this Self-Representation Acknowledgement, the Court may terminate my 
authority to proceed further with this case, or may require that I must be represented by an attorney to 
continue with this case.


      Applicant Signature


      Typed or printed Name


      Address


       
      City                                                     State                      Zip


      Phone Number (include area code)


      E-mail Address


SELF-REPRESENTATION ACKNOWLEDGEMENT Updated May, 2018


1. 
  
  
2. 
  
3. 
  
  
4. 
  
5. 
  
  
6. 
  
7. 
  
  
8. 
  
9. 
  
 








PROBATE COURT OF MEDINA COUNTY, OHIO 


SUPPLEMENT FOR EMERGENCY GUARDIANSHIP OF PERSON


17.1A Supplement for Emergency Guardianship of Person


Case No.  


[R.C. 2119.49]


Does the individual have a durable health care power of attorney?


This Supplement must be completed when there is a request for Emergency Guardianship.  The following 
questions must be answered with specificity and item 1.C, page 1 of the Statement of Expert Evaluation Form 
must be checked.


A.
If yes, why is it not being honored?


Exact nature of emergency:B.


Length of time emergency has existed, and why?C.


Specific action required to prevent significant injury to the person:D.


Updated July, 2013


Ability of the alleged Incompetent to receive notice and give consent:E.


Medical prognosis in detail if immediate action, within 24 hours, is not taken:F.


Additional statements regarding condition, family, support services, etc:G.


Note: Any above answers may be supplemented by attachments.


 
Signature of Licensed Physician


 
Typed or printed name of Physician


IN THE MATTER OF THE EMERGENCY GUARDIANSHIP OF: 


Date and Time of Evaluation


Date of Report








FORM 17.1 - STATEMENT OF EXPERT EVALUATION 
Amended: January 1, 2023 


Discard all previous versions of this form 
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PROBATE COURT OF  MEDINA  COUNTY, OHIO


IN THE MATTER OF THE GUARDIANSHIP OF  __________________________________________


CASE NO.  _______________________


STATEMENT OF EXPERT EVALUATION
[Sup.R. 66 & R.C. 2111.49]


Definition of Incompetent (R.C. 2111.01(D)): “Incompetent”  means any person who is so mentally impaired,  as
a result of a mental or physical illness or disability, or  intellectual disability, or as a result of chronic substance
abuse, that the person is incapable of taking proper care of the person’s self or property or fails to provide for
the person’s family or other persons for whom the person is charged by law to provide, or any person confined
to a correctional institution within this State.


The  Statement  of  Evaluation  does not  declare the  individual  competent or  incompetent  but  is  evidence  to  be
considered by the Court.  The fee for completing this evaluation  WILL NOT  be paid by the Probate Court.  Each
evaluator should secure payment from the Applicant/Guardian.


1. This Statement of Expert Evaluation is to be filed with or attached to:


A.  Guardianship Application:  Completed by  Licensed Physician or  Licensed Clinical


  Psychologist prior  to the filing and attached to the application.


B.  Guardian’s  Report:  Completed  by  Licensed  Physician  Licensed  Clinical


  Psychologist  Licensed Independent Social Worker  Licensed Professional Clinical


  Counselor or  Intellectual Disability  Team.


The evaluation or examination shall be completed within three months prior to the date of


the Report.  R.C. 2111.49


C.  Application  for  Emergency  Guardian:  of  the  person:   a  Licensed  Physician  shall


  complete the Supplement for Emergency Guardian, form 17.1A with  specificity  indicating


  the emergency, and why immediate action is required to prevent significant injury to the


  person.  The Supplement shall be signed, dated, and attached as part of this completed


  Statement.


2. Statement completed by:


Name & Title/Profession:  _____________________________________________________________


Business Address:  __________________________________________________________________


Business Telephone Number:  _________________________________________________________


3. Date(s) of  evaluation:  ________________________________________________________________


Place(s) of evaluation:  _______________________________________________________________


Amount of time spent on evaluation:  ____________________________________________________


Length of time the individual has been your patient:  ________________________________________







FORM 17.1 - STATEMENT OF EXPERT EVALUATION 
Amended: January 1, 2023 


Discard all previous versions of this form 


[Page 2 of 4 Form 17.1] 


CASE NO._______________________ 


4. Is the individual presently under medication?   Yes   No      If yes, what is the medication, dosage, 


and purpose?  ______________________________________________________________________ 


__________________________________________________________________________________ 


Are there any signs of physical and/or mental impairments caused by the medications themselves?  __ 


__________________________________________________________________________________ 


5. Is the individual mentally impaired?   Yes      No   If yes, indicate the diagnosis below: 


 Intellectual Disability/Developmental Disabilities: 


 Profound    Severe  Moderate    Mild 


 Mental Illness:  Type and Severity ____________________________________________________ 


__________________________________________________________________________________ 


 Substance Abuse:  Description ______________________________________________________ 


__________________________________________________________________________________ 


 Dementia:  Description _____  ________________________________________________________


__________________________________________________________________________________ 


 Other:  Description ________________________________________________________________ 


__________________________________________________________________________________ 


Please provide additional comments and test scores if available.  (Continue comments on page 4):  ___ 


__________________________________________________________________________________ 


6. During the examination did you notice an impairment of the individual’s:


a) Orientation Yes No Unknown


b) Speech Yes No Unknown


c) Motor Behavior Yes No Unknown


d) Thought Process Yes No Unknown


e) Affect Yes No Unknown


f) Memory Yes No Unknown


g) Concentration and comprehension Yes No Unknown


h) Judgment Yes No Unknown


7. Please describe any impairments identified in question six.  (Continue comments on page 4).


__________________________________________________________________________________


SCO-CLC-PBT 0017.1 (Rev. 12/2022) Previous Editions Obsolete 







FORM 17.1 - 
STATEMENT OF EXPERT EVALUATION 


Amended: January 1, 2023 
Discard all previous versions of this form 


[Page 3 of 4 Form 17.1] 
CASE NO._______________________ 


8. Is the individual physically impaired?  Yes   No  If yes:  Description 


__________________________________________________________________________________ 


9. Are there any special characteristics of the individual which should be considered in evaluating the


individual for guardianship:   Yes   No  If yes:  Explain


__________________________________________________________________________________


__________________________________________________________________________________


10. Are there any indication of abuse, neglect, or exploitation of the individual?  Yes   No


If yes:  Explain _____________________________________________________________________


__________________________________________________________________________________


11. Do you believe the individual is capable of caring for the individual’s activities of daily living or making


decisions concerning medical treatments, living arrangements and diet?   Yes   No


If no:  Explain ______________________________________________________________________


12 Do you believe this individual is capable of managing the individual’s finances and property?


 Yes   No  If no:  Explain 


__________________________________________________________________________________ 


13. Prognosis:


A. Is the condition stabilized?  Yes   No 


B. Is the condition reversible:  Yes   No 


14. In my opinion a guardianship should be:


 Established/Continued 


 Denied/Terminated 


I certify that I have evaluated the individual on _________________________________________, 20 ______. 


Date: _________________________________  _________________________________________ 
Signature of Evaluator 


GUARDIAN’S REPORT ADDENDUM 
(Not to be used with initial Application) 


It is my opinion, based upon a reasonable degree of medical or psychological certainty that the mental 
capacity of this ward will not improve. 


Date __________ _________________________________________ ____________________ 
Signature – Licensed Physician/Clinical Psychologist 


SCO-CLC-PBT 0017.1 (Rev. 12/2022) Previous Editions Obsolete 







FORM 17.1 - STATEMENT OF EXPERT EVALUATION 
Amended: January 1, 2023 


Discard all previous versions of this form


[Page 3 of 4 Form 17.1] 
CASE NO._______________________ 


ADDITIONAL COMMENTS 


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________ 


Date __________ _________________________________________ ____________________ 
Signature – Licensed Physician/Clinical Psychologist 


SCO-CLC-PBT 0017.1 (Rev. 12/2022) Previous Editions Obsolete 
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