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                    COUNTY DEPARTMENT OF HUMAN SERVICES

ANNUAL REVIEW OF WISCONSIN STATE STATUTE CHAPTER 55 PROTECTIVE PLACEMENT/PROTECTIVE SERVICES
Subject’s Name: 
D.O.B.:  

Court File #:  

Subject’s Address: 
Review Period:  
Contact Person:
                       
Telephone: 
Date Subject Contacted by Reviewer: 


Bayfield County Circuit Court Orders:

 FORMCHECKBOX 
 Guardian of the Person



Date:  

 FORMCHECKBOX 
 Guardian of the Estate



Date:
 FORMCHECKBOX 
 Limited Guardianship



Date:       
      List rights preserved by the court:       
 FORMCHECKBOX 
 Protective Services



Date:       

Date Reviewed:       
 FORMCHECKBOX 
 Protective Placement-Unlocked

Date:  


Date Reviewed:  ______
 FORMCHECKBOX 
 Protective Placement-Locked

Date:       

Date Reviewed:       
 FORMCHECKBOX 
 Psychotropic Medication


Date:       

Date Reviewed:       
 FORMCHECKBOX 
 Chapter 51 Commitment


Date Ordered:       
      Reason for Commitment:       
Subject’s Primary Target Group

 FORMCHECKBOX 
 Aged Infirm




 FORMCHECKBOX 
 Alcohol or Other Drug Abuse

 FORMCHECKBOX 
 Chronic Mental Illness


 FORMCHECKBOX 
 Other, Describe:  

 FORMCHECKBOX 
 Developmentally Disabled


          
Reason for initial Referral for Court-Ordered Services:  
Guardian of the Person: 

Address:   

                         

Telephone:  


 
Relationship to Ward:



Guardian of the Estate: 

Address:   


 

Telephone:  




Relationship to Ward:

Date Guardian Contacted by Reviewer:  

Describe Subject’s Current Placement: 
Describe any Changes in Subject’s placement during the Review Period:  
Subject’s Physician:  
Date Last Saw Subject:  


Subject’s Diagnoses:  
Subject’s Physical Condition and Functioning during the Review Period:  
Prescribed Treatment for Physical Condition: 
Subject’s Mental Status and Functioning during the Review Period:
Prescribed Psychiatric Treatment and Medications: 
Subject’s Social Programming, Functioning and Interaction during the Review Period: 
Subject’s Vocational/Educational Programming and Participation during the Review Period:  
Was Subject Referred for Long Term Care Support Services during the Review Period?   FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No    

If Yes, Describe Results of the Referral:       
Is There a Plan to Transfer the Subject to a Less-Restrictive Placement?  

 FORMCHECKBOX 
 Yes, Explain:       
 FORMCHECKBOX 
 No, Explain: 
Does Subject Currently Meet Standards for Protective Placement?  

Is any Change Recommended in Subject’s Current Placement?  
Is any Change Recommended in Current Protective Services?  
Is any Change in Guardian Recommended?  
Is any Change in Subject’s Legal Rights Recommended?  

COMMENTS: 
Review Completed By:  






           Date:  ​​​​  



Agency:    

                                                                 Telephone #:  

Sources Contacted for Completion of the Annual Review
