Fountain of Hope Family Services

Court Report Request 
Client Name:_______________________________________________

Client Medicaid#:




Parent/Legal Guardian Name:_________________________________________

Consent to Release Information Received?           YES         NO  

If no, date requestor was notified of requirement:   



                          

Date of Court Hearing:___________________

Judge’s Name:________________________________

Worker’s Name:_______________________________

Phone Number:__________________________   Fax Number :_________________

Date Report Requested;______________________

Date Report Needed:________________________

Date Completed:





Date Submitted:



 

Submitted to:
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