


Ohio Courts Network

Mental Illness Adjudication Report Access Request
Name of Court/Hosptial:_________________________________________________________

Please identify the individual from your court or hospital who will be granted access to the Ohio Courts Network for the purpose of submitting Mental Illness Adjudication reports as required by ORC 5122.311 and modifying or reviewing the notifications submitted by your court or hospital. Forms without the signature of the judge or chief clinical officer cannot be processed.
Please check the appropriate option:

___ This individual already has an Ohio Courts Network User ID. 

User ID: ________________________________________

___ This individual does not currently have an Ohio Courts Network User ID and will need one assigned.
	Please complete all fields: 

	Person Name
	

	Person Title
	

	Phone Number
	

	E-Mail
	


By my signature below, I certify the accuracy of the above information and agree to each of the following:
· I will not give OCN access capabilities, including my password, to anyone for any reason.

· I will submit an update when the above information changes or my access needs change.

· I will not use the OCN portal to respond to public requests for records or information.

· I will only use the OCN for official purposes and not for personal purposes or personal gain.

· I will comply with all other applicable laws, rules, and policies regarding the use of information obtained from the OCN.

· I understand that any violation of these terms and conditions shall result in immediate revocation of access to the OCN.

· I understand my use of the OCN may be monitored or audited by various means, which may occur without prior notice.

· I understand my misuse of information obtained from the OCN may result in appropriate administrative or legal action. 
_____________________________________
_________________

______________

Print name of applicant



Signature


Date

I authorize the individual named above to be provided access to the Ohio Courts Network to act on behalf of the court or hospital named above to submit notifications of mental illness adjudications to BCI. 
_____________________________________
_________________

______________
Print name of judge or chief clinical officer
Signature


Date
	

	Return signed and completed form to:

OCNHelp@sc.ohio.gov
	By Fax:
(614) 387-9609


	By Mail:

OCN Help Desk

Supreme Court of Ohio 

65 South Front Street, 10th Floor

Columbus, Ohio 43215
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