Minnesota Department of Corrections

Conditional Medical Release Summary and Recommendation Document

NAME:  ______________________  OID:  ___________  DOB:  ___________  RACE:  _____________

	SNO


	OFFENSE
	SENTENCE
	ADM. DATE
	EXP. DATE




TENTATIVE CMR DATE:  ____________________________

GOV SRD:  ______ MSG:  ______  GOV EXP:  ______ MSG: ______ H-CHS:  ______ H-SEV:  ______

I.
CONDITIONAL MEDICAL RELEASE SUMMARY

A.
RATIONALE FOR REQUEST OF CONDITIONAL MEDICAL RELEASE:

B.
FACILITY ACTIVITY AND PROGRESS:

C.
PRE-ADMISSION SCREENING:

D.
RESIDENTIAL CARE FACILITY:

1. Address and Neighborhood

2. Population

3. Security

E.
SPECIAL CONDITIONS OF RELEASE:

Prepared By:  _______________________________ Title:  __________________  Date:  _______________

Dist:

II.
CONDITIONAL MEDICAL RELEASE COMMENTS AND RECOMMENDATIONS

A.
FACILITY WARDEN:

_________________________________________

____________________

Warden






Date

B.
VICTIM SERVICES & RESTORATIVE JUSTICE UNIT:

_________________________________________

____________________

Director of Victim Services & Restorative Justice Unit
Date

C.
HEARINGS & RELEASE UNIT:

_________________________________________

_____________________

Executive Officer of Hearings & Release


Date

D.
COMMUNITY SERVICES:

_________________________________________

_____________________

Deputy Commissioner, Reintegration & Restorative Services
Date

E.
HEALTH SERVICES:

_________________________________________

_____________________

Assistant Commissioner, Health, Recovery, & Programming
Date

F.
ADULT FACILITY:

_________________________________________

____________________

Deputy Commissioner, Facility Safety & Security


Date

______________________________________________
Approve/Deny

_______________

Commissioner of Corrections




Circle one

Date


Page 1 of 2
203.200A  (7/29/2022)

