
REQUEST FOR GAL: CR, CV, FC, MH & PB ONLY 
Please e‐mail “Request for GAL” to: 

mailto:contactoccgroup5@mail.maricopa.gov 

 

CLIENT INFORMATION 

Client’s Name:   DOB:  

Client’s Address:  

City:   State:  Zip: 

Client’s Home Phone:   Case Number: 

Case Name: 

 

PETITIONER/RESPONDENT INFORMATION 

Petitioner’s Name:   Petitioner Relationship to Client:

Petitioner’s Attorney Name:  Petitioner Attorney Phone: 

Respondent Name:  Respondent Relationship to Client:

 

HEARING INFORMATION 

 Next Hearing:  

Hearing Date:  Hearing Time:

Judge:   Attorney Assigned: 

Court Wishes GAL To Address: 
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