The forms are in bilingual format for your convenience, but must be completed and filed with the court in English.
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[0 CIRCUIT O ORPHANS’ COURT FOR , MARYLAND
Sy, O3 e O N0, 2EX: OIEdEE
City/County
Al/IH2E
2 A
SIOINS Located at Case No.
ESVE ANHHS
Court Address

CEEPS
In the Matter of
2ted S AFRE

Name of Minor Docket Reference
Ol8E X 89 MEALA 2t2|HS

ANNUAL REPORT OF GUARDIAN OF A MINOR
DIEX SA0l0 olg EDA
(Md. Rule 10-206(e))
(HZHE F2! 10-206(e))

NOTE: Guardians of the person of minors must complete and file this form each year within 60 days of
the anniversary of their appointment, or as the court otherwise directs. Attach additional sheets if needed.
FoAAE: DIHdEX 2HCI2 A, 4L LR2H 1EH0| Nt HZ22E 60 L OILHN £= ER0| E2l

KAlot= CHZ 0] A4S A A0 MEoHoF & LICH 2R0tH S0I1E FII6tH S0t AL,

O M= 1o

If a section of this form does not apply, write “Not applicable” or “N/A.”
Of MAIS| AlE0] oHE I K| R ™ “oi S At S22 J|ITHOHA Al L.

LS —

Minor’s Date of Birth:
0l g = Xt+e =M.

Gender: O Female O Male

ZES O o4 EREE
REPORTING PERIOD
8210 0|2¢

I/'We, and (if applicable)

Name of Guardian Name of Guardian 2

, make this annual report for the period of

Date
to
Date
=0l/fel, L OHEE = E3R)
SH HY SAH0 29 5
Sl= 2£H
L_}—pu.
DEXIO et = Hell EDNME HA}RSLICH
Sy
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Text Box
The forms are in bilingual format for your convenience, but must be completed and filed with the court in English.  
서식들은 편의를 위해서 이중 언어 포맷으로 제공되나, 반드시 영어로 작성하여 법원에 제출해야 합니다. 



Part I. Information about the minor
H1%.0dEXt0] 28t F22
A. RESIDENCE AND HOUSING
A HFX & =
Minor’s address (where he or she lives or is physically present):
OldE3Xe =& (HFX L= 22H22 EMot=s EL):

Address

=
EP

City, state, zip
A, =, Zip2E

Select all that apply:
HWEEE XE ZF LE o1 A2,
O This is the minor’s permanent residence.
OO0l =2= 0189 Xtel S+ H=XILLICH
O This is not the minor’s permanent residence. His/Her permanent residence is

located at ,
Address City, state, zip

OO0l =A== 0ldE@ XS S+ H=XIDL OtE LICH Ol @Rl 7 HE=X=

9
=N AL, 2T

fol

Ol YsLICH

O This is a new address (check if the minor’s address changed since the last annual
report or since your appointment as guardian if this is your first report).

OO0 == M =AYLICHAIE Hell EDAM 0= L= B 20401
2 0I4EKIe $HOI02 HUE 012 DIHEX T4 HACAS
3 SOl HEAD.

Explain why the address changed:

FAILEHEE Ol=E 29

Type of housing (select one):

TS Y (& T L E).

O Own home O Guardian 1’s home [0 Guardian 2’s home
OXotO=AC 12 =0 FAHQI 29| =4

O Foster or boarding home O Group home

O E=)=d 0088

O Relative’s home:

o=
Name of relative Relationship to minor
o dd Ol & KONl CHEH 2t

O Boarding School:
O2Y AZ0I=8 Atelet):

Name of school
StuH
O Hospital or medical facility:
O9& £=293 A4

Name of hospital or facility
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[0 Residential facility:
O H= AlE:

Name of facility
HFEAEH
O Other (describe):
O J|Et (DI=0HAI2):

Do you plan to change the place where the minor lives? [ Yes [1 No
OIdE@ XL HAFole RE HE2 A& UI O U O0tLIR

If yes, explain why:

‘Ured 22,0175 £8otEAI2:

B. MEDICAL AND PERSONAL CARE

B. 2| & & Jfelze|
Conditions. List significant health or mental health issues the disabled person has (asthma, diabetes,
anxiety, etc.):

Y 0dEX At A = A 12 22 (84, 959, 20t 5)E JI MO AIL.
Issue(s Treatment/treatment plan
= Al X Z/XZ HE

Hospitalizations. Was the minor hospitalized during the reporting period? [1 Yes [ No
QE. 20012t set0gERt gRAsUI O U O0L R

If yes, explain:

‘U B2, 01RE oM AIL:

Date Hospital Reason
=2 Hal AL

Providers. Which medical professional(s) did the minor see during the reporting period?
QIZAHIA RS 20 012 S 08U X= HE 2l dEZIH0IH MSE SJUSLII

Name City, state Date(s) seen
&89 Al, F NS
O Primary care/pediatrician
LIRS O AHAOFE AE I 2| A
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O Dentist

O X 0t2] A

O Eye doctor

O OF kO A

O Ear doctor

O Ol el =1t O At
O Psychiatrist

O & A& 0EO At

O Psychologist

O &2l XIZ At

[ Therapist

(mental health)

O XIZ At

(Hal A4

O Physical or
occupational therapist
O=c XNSAE=
A X Z A

O Speech therapist
O A XIZ At

O Other (describe):
O J|Et (II=0HAl 2):

Medications. List medications the minor takes on a regular basis:
OIE. 0@ NI I B2 SE&0t= 2AZS JIMOtYAIL:

Name Purpose Dosage/Schedule
89 =4 EE/EH2HS

Personal care. Are there problems providing meals, clothing, housing, or transportation for the minor?

[ Yes LI No
el 2el. Ol 8dEXE et AAL o=, =8 L= wWs® M30 22Xt AsLItOu O
otL &
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If yes, explain:
‘Ure 82,0175 €0t Al 2L:

C. SCHOOL AND JOB TRAINING

C.8n M2 U=
School. Does the minor attend school? [0 Yes O No
st 0lgE XD wo Gt L2 0O Wl O oL 2
If yes:

‘e e

Name of school City, state, zip
st SALE, PBHS

T

Is there a care plan or an Individualized Education Program (IEP)? O Yes [ No

HO| Zeh F= Jf DS T2 (EP)O| YELIP O U O0LR
If yes, did you participate in developing the care plan or IEP? [0 Yes [1 No
‘U 22, Ao A 2 C=EP HE 0 HFHMSLII? O Wl O otLI R
Do you believe the care plan or IEP is good or appropriate for the minor (in his or her best
interest)? [ Yes [J No (explain):
A S E=1EP It Ol EXHOIH ot HLE HeotCt) 8=28akA LIH (L0 A
ZHALIIH? 0O U O OtLIR (2 Z ot AIL):

Job training. Is the minor in a job training program? [0 Yes [J No
HRU 048N AR Us T2 )80 0ot A&sLI2O0W OotL R
If yes:

ERIEES

Name of program City, state, zip
T2 )Y SN, =, RERS
Describe:
LHE:
D. EMPLOYMENT
D.1E

Does the minor have a job? [ Yes [J No
Old @ X0 A0l s OU OO0t R
If yes:

‘e e

Name of employer City, state, zip Hours worked per week
NEFS &3 Al, =, SEBS = 2RAIZ
Type of job:
e 2.
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E. SOCIAL AND RECREATIONAL ACTIVITIES

E.Atn 2 OOt ES
Describe the minor’s social or recreational activities during the reporting period (sports, hobbies, clubs, etc.):
SN It S O0IEER At £= 0ot s (AZE=X, FH0|, 28 S)2 JI Mot AIL.

F. CONTACTS

F. 8 & 2
Contact with you. If the minor does not live with you, how often did you visit him or her duringthe
reporting period?

Aot HX. 0|4 EXOF Aot &H &Xl &= 3R 210 J|2t S0 L0tLE A==
Old@ s g2;sU
Describe your other types of contact with the minor:
Ol8dE X2t OhE R 8= JIMotY Al L:
Type Frequency
=& e

O Telephone

O &3t

[ Mail or e-mail

Os® E£=01He

[ Other (describe):

O JI&t (I1=0otAI2):

Contact with others. Describe the minor’s contact with family members during the reporting period:
CHE AMEXL EF. 20 D12t St 0 A0 D=0 E=8t 2= JI Mot Al L.

. COMMUNITY SUPPORT

N ALE] XI&
List community organizations currently involved with the minor (case or care management,
community services, government programs, religious programs, charitable organizations, etc.).
S Ol F At 2t & XISAS] Sl (Akell 22| £= 2tS 2], XIS Ate] Al A, E 2
T2 S EZ2 08 NS S©Xl S)E JI Mot Al2L.

= o
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Organization Services received City, state
= g2 AMHIA

Al, =

Part I1. Information about the guardianship
H22.5A020 28t F&E
A. FUNDS
A. X3
Did the guardian of the property, if any, provide funds toward the minor’s support, care, or education?
O Yes O No O Not applicable
Met=2ACI0| DIdE A K&, 2t = W0 A2 M3dsL O W O0tLL O
&AL 8ls
If yes, describe (Select all that apply):
‘e B, Mot AL (s e = 2 ZF AE):
O clothing O food U housing [ health care (co-pays, insurance, etc.)
Oo=s0sA 08092 (ZHO0I, 28 S
O transportation [ education [ extracurricular/recreational activities [ job training
OWsSHOUSOUA/HIIIESOER WIS
[ other (describe):
O JIEt (OI=0tAIL):

B. HEALTH OF GUARDIAN(S)
B. 22019 2
Guardian 1 (select one):
S0 1 (BT &1E);
L1 I have no serious health problems that affect my ability to serve as guardian.
O=0z2=de9gs g A= s3H0 Se= 0IXes 82e 22200t glsLIth

O I have the following serious health problems that may affect my ability to serve as guardian:
0202 S0 stS 8t 4 Y= SAN SFS 0E 4+ A= OGST 22 428

T OAMNAN = ©oO ™M = T AA -
AL 2 MOt A=LICH

Guardian 2 (if any) (select one):
2012 (US BLR) (I LE);
01 I have no serious health problems that affect my ability to serve as guardian.

O=20l22Hd 9= +=As s=E80 = 0 a2et AL 2H It |lsLICH
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O I have the following serious health problems that may affect my ability to serve as guardian:
02012 S0l HES 8 £ = SAN PSS 012 £ Y= TS 22 A2s
A2 MOt AsLICH

. CONTINUATION OF GUARDIANSHIP
. BANA H &
This guardianship (select one):
Ol SACIAEZ (31T L1E):
[ should be continued.
O HI=5 0 OF &
U1 should not be continued for the following reason(s):
OCESh &Z22 072 HSEHHA= o &

C
C

D. POWERS OF GUARDIAN(S)

D. £AQI2| At
My/Our powers as guardian(s) should (select one):
Ltol/elel AU EZ(EFIIA] £1E):
[ stay the same.
O SAZHO0F &
[ change in the following ways for the following reasons:
OGSk Z2S AR USY Z22 A2 HAWOF &

E. OTHER
E. J|E}

The court should be aware of the following matters relating to this guardianship:
HE2 0l AU HEHGHH UGS 22 A SS Z 10 JA00F LI

I/we solemnly affirm under the penalties of perjury that the contents of this document are true to the best

of my/our knowledge, information, and belief.

Zoz2/fele ASH XHE 2IXotHA, Ol 2Me HE2 =01/l XA HE, 20l 8l=0
Aot A= S=otH =elgLth

AT

- AO= g I W
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Date Signature of Guardian 1
e A 19 HH

Printed Name
A H(F XA

Address

AN
g

City, state, zip
A, =, Zip 2 &

Telephone
&5t

[ This is a new address since the last report
(or since appointment if this is your first report).
O0 =A== AN BN 0T (= A HM
SOM 3R &Y 0l=) M =ALICH

Date Signature of Guardian 2 (if applicable)

oy SAQ 29 NY (HEE D)

Printed Name
A H(F XA

Address

=
=

City, state, zip
A, == Zip 2&

Telephone
&3t

[ This is a new address since the last report
(or since appointment if this is your first report).
O0 =A== AN BN 0T (= A HM
BOAMO AR MY 013) A =ALLICH
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