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In the Court of Common Pleas, Geauga County, Ohio, Juvenile Division
Judge Timothy J. Grendell

IN Re: (Name) Case Number:

[] Delinquent [_JUnruly [ ] Traffic Offender ID Number:

Petition for License Reinstatement (termination of suspension)

My driver license or right to apply for a license is currently under suspension. | am asking for an early
reinstatement of my driver’s license/right to apply for driver’s license.

My full name is: Date of Birth:

Address:

Reason for requested early reinstatement (Describe hardship on your family you are trying to avoid and why you
feel you deserve your petition being approved. Attach additional page if necessary.):

Attached is proof of insurance with my name listed (mandatory), [] a copy of my school schedule,
[ ] Proof of employment, [ ] Proof of regularly scheduled school activity

[] Proof of counseling, medical or treatment appointments and/or [] Other proof of need.

The above statements are true to the best of my knowledge.

[] My $25 application fee is enclosed.

Date Petitioner

I support my child’s request for reinstatement of his/her license.

Date Parent
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