Minnesota Department of Corrections


Reentry Review - MCF/_______

OID: ______________   NAME: _______________________________________  DOB: ___________  SEX: ___  RACE: _______

OFFENSE(S): _______________________________________________________________________________________________

ADM DATE: __________________  GOV REL DATE: __________________  TENTATIVE CMR DATE: ___________________

GOV EXP DATE: ____________________  CHS: ______________________  SEVERITY LEVEL: _________________________

***********************************************************************************************************

PROGRAM TEAM COMMENTS

PRM ___ yes  ___ no.  If yes, guideline #(s) ______________

Offender present for reentry review? ___ yes ___ no

The Program Review Team approved of the above plan with the following special conditions of release:

Agent:

Agent Approval of Plan:

Restitution:

***********************************************************************************************************

FACILITY AUTHORIZATION: ____________________________________________________  DATE: ____________________

1. ___________________________________ 2. _________________________________ 3. ________________________________

4. ___________________________________ 5. _________________________________ 6. ________________________________

_______________________________________________

Approval / Denial

Warden

_______________________________________________

Approval / Denial

A/W Operations

***********************************************************************************************************

Hearings & Release Unit Actions

HRU Approval


Approved Plan



Description 

___ As Recommended

___ Standard

___ Modified


___ Special

___ Deferred


___ Voluntary Residential


_______________________________________





___ Mandatory Residential

_______________________________________





___ Release to Detainer


_______________________________________





___ Release to Interstate


_______________________________________





___ Release-Other Authority

_______________________________________






(Dual Commitment)

_______________________________________





___ Conditional Medical Release

Pre-Release:
___ Granted

Release Action:
___ Impose Conditions of Super. Release



___ Denied



___ Grant and Impose Conditions of Parole








___ Discharge

Backup Plan Approved: _______________________________________________________________________________________

Hearings & Release Unit Director: ______________________________________________________________  Approval / Denial

***********************************************************************************************************

BY: ___________________________________ TITLE: ______________________ DATE: _______________

____________________________________________________

Approval / Denial

Director of Health Services

____________________________________________________

Approval / Denial

Assistant Commissioner of Adult Facilities

____________________________________________________

Approval / Denial

Commissioner of Corrections or Designee

***********************************************************************************************************

Dist:  1) Agent  2) Caseworker - 2 copies  3) Basefile 
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