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Date 
 
Attn:  Health Care Unit FOIA Coordinator 
(Enter Prison Facility Name Here) 
Facility Address 1 
Facility Addres Line 2 
City, State, Zipcode 
 
Re:  Prisoner  
 MDOC #  
 
Dear Health Care Unit FOIA Coordinator, 
 
Pursuant to the Michigan Freedom of Information Act, I am writing to purchase a copy of 
the above inmate’s medical records.  Should any information in that file appear to be 
exempt from disclosure, I hereby request a brief statement of exemption claim and to the 
extent that the material can be identified without breaching the exemption, a brief 
description of the same.  Should the information appear subject to partial disclosure, I 
would request that a redacted copy of the same be provided to me with the notice that the 
same is redacted. 
 
Please note that a privacy waiver entitled Patient’s Authorization for Disclosure of Health 
Records (CHJ-121) is attached. 
 
If you could fax me the statement for the copying of these documents, I would appreciate 
it.  My fax number is listed above. 
 
Sincerely, 
 
 
 
Your Name 
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MICHIGAN DEPARTMENT OF CORRECTIONS – Bureau of Health Care Services 

CHJ-121 
REV 03/2005 

4835-7121 

PATIENT’S AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION 
                      
 (PRINT OR TYPE FULL NAME OF PATIENT) (NUMBER) (DATE OF BIRTH) 

Information to be released from: 
Facility:       
 

Address:       
       
       
 

Information to be released to: 

Name: 
      

Address:       
       
       

Organization (if applicable): 
      
      

Information to be disclosed:  MCL 333.26269 allows an initial fee of $20.00; $1.00 charge per page for the first 20 pages; $.50 charge per page for the 
next 20 through 50 pages; and $.20 charge per page for anything over 51 pages.  Being specific about your request will reduce your costs of copying. 
SPECIFIC DATES Beginning Date: 

      

Ending Date: 

      

SPECIFIC 
INFORMATION 

Medical  Dental  Mental Health  Complete Health 

Record  

 Other – Specify:        

        

        

        

        
By signing this form I am attesting to the fact that the records I am requesting be released, including alcohol, drug abuse, mental 
status,

1
 and serious infectious and communicable diseases (including venereal diseases, tuberculosis, Hepatitis C, and HIV 

infection)
2 are protected under State of Michigan and Federal confidentiality regulations and cannot be disclosed without my 

written consent unless otherwise provided for in the regulation. 
 
I understand that I may revoke this authorization at any time and that this authorization pertains to fulfillment of the above stated 
request.  No information collected beyond this date will be released unless it pertains to this request.  This request will 
automatically expire after six months from the date of signature. 
 
I have read the above and acknowledge that I am familiar with and fully understand the terms and conditions of this authorization. 

 
I DO HEREBY CONSENT TO THE DISCLOSURE OF THE ABOVE DESCRIBED INFORMATION CONTAINED IN THE 
HEALTH RECORD IDENTIFIED ON THIS FORM. 
Date: PATIENT / MINOR’S PARENT / GUARDIAN / MEDICAL POWER OF ATTORNEY SIGNATURE 

Date: WITNESS SIGNATURE 

1  Prohibition of Redisclosure:  This information has been disclosed to you from records whose confidentiality is protected by Federal and State Law.  
Federal regulations (42 CFR Part 2) prohibit you from making any further disclosure of this information except with the specific written consent of the 
person to whom it pertains.  A general authorization for the release of medical or other information if held by another party is not sufficient for this purpose 
(21 USC 1175; 42 USC 4582). 
2  Michigan Public Health Code (MCL 333.1101 et seq.); Medical Records Access Act (MCL 333.26261 et seq.). 
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MICHIGAN DEPARTMENT OF CORRECTIONS - Bureau of Health Care Services  
 

DOCUMENTATION GUIDELINES 
 
 
FORM NAME: 

 
Patient’s Authorization for Disclosure of Health Information 
 

 
FORM NO.:   

 
CHJ-121 

 
GUIDELINE REV. DATE:   

 
03/2005 

 Page 1 of 2 
 

INFORMATION:   
   
WHO  DOES WHAT 
Requestor  Prints or types full name, number and date of birth of prisoner for whom the 

information is being requested. 
   
  Includes facility name and address of the facility at which the prisoner is housed. 
   
  Includes the name, address and organization (if applicable) of the person to whom 

the information will be released. 
   
  Specifies beginning and ending dates of the period of time for which the information is 

being requested. 
   
  Indicates whether information requested pertains to medical, dental, mental health 

OR if the complete health record is being requested.  Provides other more specific 
information if necessary. 

   
  Signs and dates the request. 
   
Health Information 
Manager 

 Verifies that authorization is original and that prisoner has signed and dated the 
authorization. 

   
  Determines that all information requested is available in the health record.   
   

NOTE #1: Information concerning events that occurred after the date of the signature on the 
authorization form will not be supplied, unless the information is pertinent to the 
request, such as results for tests that had been ordered at the time of the request but 
that were not available at the time the copies were made.  Test or procedure results 
ordered after the date of the authorization will require a new authorization.   

   
NOTE #2: Requests to supply information verbally to a third party about events that occurred 

after the date of the signature on the authorization form will not be supplied, unless 
the information is pertinent to the request, such as results for tests that had been 
ordered at the time of the request but that were not available at the time the copies 
were made.  Requests to supply verbal information concerning test or procedure 
results ordered after the date of the authorization will require a new authorization.   

   
NOTE #3: Prisoners will be charged for copies pursuant to Michigan Department of Corrections 

Operating Procedure 01.06.110-A, “Prisoner access to Medical Records”. 
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 MICHIGAN DEPARTMENT OF CORRECTIONS CFJ-129 
 OFFENDER HEALTH QUESTIONNAIRE Rev. 8/04 

Offender Name Prison or Docket Number 
            

  Special Alternative Incarceration (SAI)      Technical Rule Violation Program (TRV)  Jail Detention Placement 
 (Prisoners and Probationers)        (Prisoners and Parolees) (Parolees) 

 Section A Yes  No  

1. Cardiac (heart) problems for which the offender regularly sees a doctor or takes prescribed medication?     
2. Back problems that would interfere with vigorous activity?     
3. Psychological (mental) problems for which the offender takes prescription medication?     
4. Diabetes (sugar)?     
5. Pregnant?     

  Section B 
 

Yes  No  
1. Asthma or Respiratory (breathing) problems that require inhaler or prescription medication?     
2. Severe hearing loss not corrected by use of hearing aid?     
3. Legally Blind?     
4. Loss of limb:  Describe:           
5. Bone, neck, joint or muscle problems that could interfere with vigorous activity?     
6. Serious dental problems which prevent the eating of regular food?     
7. Epilepsy (seizures)?  Has had a seizure within the last year?     
8. Surgery within the last three months?   Describe:           
9. Wears contact lenses and does not have regular glasses available?     
10. Special diet ordered by a doctor for food allergies or other medical problems?     
11. Hypertension (high blood pressure) for which the offender takes prescription medication?     
12. Allergies for which the offender takes prescription medication?     
13. Severe allergic reaction to bee or wasp stings?     
14. Any prescription medication the offender takes regularly?  List:           
15. Previous positive reaction to tuberculosis skin test?        When:           

  
 

List any other health or behavioral problem or medication the offender is required to take that could interfere with vigorous activity or 
participation in a program.       

 

 

   Section C 
 

Yes  No  
Current or existing medical condition that would require routine medical appointments outside of a correctional  
facility (including, but not limited to, dialysis, chemotherapy, physical rehabilitation)?      

 

 

 
I have reviewed the above medical questions and answers and they are correct to the best of my knowledge. I 
agree to the release of all health care information for placement purposes including alcohol, drug abuse, mental 
and physical health information. 
 Offender's Signature Date Staff Signature 

   

 
1. 

 
A yes answer to any question in Section A, the offender does NOT qualify for TRV or SAI. 

2. A yes answer to Section C, the offender does NOT qualify for Jail Detention Placement, TRV or SAI.  

3.   A yes answer to any question in Section B shall be discussed with the TRV Manager/Supervisor or the SAI Medical Staff 
prior to the offender being accepted in TRV or SAI.    

4.  A yes answer to any question in Section A or B shall be discussed with the Parole Supervision Unit Supervisor/Manager 
prior to the parolee being transported to Jail Detention Placement.  
 

Field Distribution:  Area Manager, Field File, TRV or SAI. 
SAI Prisoner Distribution:  Institution File, Counselor, SAI. 
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Date 
 
Sergio Caccioni, FOIA Coordinator 
Office of Policy and Hearings 
Michigan Department of Corrections 
P.O. Box 30003 
Lansing, Michigan  48909 
 
Re:  Prisoner  
 MDOC #  
 
Dear Mr. Caccioni, 
 
Pursuant to the Michigan Freedom of Information Act, I am writing to purchase a copy of 
the above inmate’s entire central office file.  Should any information in that file appear to 
be exempt from disclosure, I hereby request a brief statement of exemption claim and to 
the extent that the material can be identified without breaching the exemption, a brief 
description of the same.  Should the information appear subject to partial disclosure, I 
would request that a redacted copy of the same be provided to me with the notice that the 
same is redacted. 
 
Please note that a privacy waiver is attached. 
 
If you could fax me the statement for the copying of these documents, I would appreciate 
it.  My fax number is listed above. 
 
Sincerely, 
 
 
 
Your Name 
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Prisoner, MDOC # 
Correctional Facility 

Street Address 
City, Michigan  Zip code 

 
 

 
 
Date 
 
Your Name 
Your Firm Name. 
Address 1 
Address 2 
City, State, Zipcode 
 
Dear __________, 
 
For whoever it may concern, my signature below authorizes you to have full disclosure of 
any and all Michigan Department of Corrections records, State Office of Administrative 
Hearings and Rules, respective to my person.  Those records would include, but are not 
limited to the following:  Central Office, Counselor, Parole Board, Office of Policy and 
Hearings, Bureau of Health Care medical and psychological files. 
 
I trust that this release will provide you with the authority to obtain records necessary to 
assist me during my incarceration. 
 
Thank you for your attention and cooperation. 
 
 
Sincerely, 
 
 
 
Prisoner Name 
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MICHIGAN DEPARTMENT OF CORRECTIONS DOCKET NUMBER 

PAROLE GUIDELINES DATA ENTRY 

CFJ - 123        
Rev. 1/04       

Offender Name Date Prepared Preparer DATE CONVICTED 

                        
S.S.N. or D.O.B. INSTANT OFFENSE(S)       

  Aggravating  Conditions 
YES NO   

  1. Was a weapon or threat of weapon involved in this offense? 

DATE RECEIVED 
AT RGC / SRC       

    
  2. Indicate the most serious force or injury involved in this offense by selecting one of the following 

options if applicable. 
    a. Was death involved in the offense? 
    b. Was serious injury requiring immediate medical attention involved? 
    c. Was there any force, injury, or threat of force or injury involved. 
    d. Not Applicable 

  3. Did property loss or damage exceed $5,000.00 (exclude convictions for MCLA 750.414 motor vehicle 
joyriding). 

  4. Was there excessive violence or cruelty beyond that necessary to commit the current offense? 
  5. Was a victim sexually assaulted? 
  6. Was a victim transported or held captive beyond that necessary to commit the current offense? 
  7. Were multiple victims threatened or involved in the current offense? 
  8. Was the victim unusually vulnerable? 
  9. If 2 or more offenders were involved in the current offense, was the offender the leader? 

  Mitigating Conditions 

  1. Was the current offense instantaneous (situational)? 

  2. If 2 or more offenders were involved in this incident, did the offender have a minor or peripheral role? 
    

PRIOR CRIMINAL HISTORY 
(Indicate numerical response on the line preceding the question) 

        1. How many assaultive misdemeanors were committed after the prisoner’s 17th birthday? 

        2. How many previous jail sentences has the offender received? 

        3. How many prior felony convictions has the offender received (exclude the current offense)? 

        4. How many prior assaultive felony convictions has the offender received? 

        5. How many prior prison terms has the offender served? 

        6. Count the number of failures on adult probation, delayed sentence or parole. 

        7. Count the number of juvenile commitments (exclude commitments for status offenses). 

Yes No 
  

  8. Is the current offense a sentence for probation violation or did the instant offense(s) occur while the 
offender was on probation, parole or delayed sentence? 

  9. Has the offender served juvenile probation for a non-status offense? 

    Yes, for an assaultive offense  Yes, for a non-assaultive offense 

    No, offender has not served juvenile probation for a non-status offense. 

DISTRIBUTION: White - Offender;  Canary - Institution (Record Office);  Pink - Central Office 
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MICHIGAN DEPARTMENT OF CORRECTIONS CSJ-123  

PAROLE ELIGIBILITY / LIFER REVIEW REPORT     10/03 
NUMBER NAME             (Last)                                           (First)                                              (M.I.) DATE OF BIRTH LOCATION 
                                    
ASSAULT RISK PROPERTY RISK PED (PA 670  Cases) PMI / SGT Min. PMX /SGT Max. CALENDAR Min. PRIOR PAROLE BOARD ACTION 

                                          
DATE OF REPORT REPORT PREPARED BY TITLE 

                  

Parole Eligibility Report Date of most recent security classification        (Must ensure accurately reflects security level) 

ACTIVE OFFENSE(S) 
List Prefix, Term, Offenses, and provide a brief description (3-5 sentences of each active offense). 

Prefix Term Offense Date /Description Accumulated  
Disciplinary Time 

                           
                           
                           
                           
                           
                           
                           
                           
                           

Was the prisoner under sentence or criminal justice supervision at the time of the offense for any of the active 
sentences? Select One If “Yes”, provide summary of date and type of supervision:       

PRIOR CRIMINAL RECORD 
(Do Not Include Active Sentence) 

Adult History:  None Number of Felony Convictions       Number of Misdemeanor Convictions       Juvenile History: No 

Prior Conviction Categories: (Check all that apply Juvenile/ Adult)  Assaultive    CSC   Property  Drugs/Alcohol   Weapons   Other 

INSTITUTIONAL ADJUSTMENT 
Number of major misconducts for active sentence(s)          Number of major misconducts since last PER was prepared       

Disposition of  major misconducts since last PER was prepared:   LOP    Top Lock    Restitution   Extra Duty   Detention 
(Check all that apply) 
 

List all security reclassification increases (date & level) in the past five years at a MDOC facility.   
                                    

                                    

Brief description of the prisoner’s institutional adjustment for the active sentence(s). 
      
 

PROGRAMMING 

Education: Reception Facility Recommendation:           GED         Remedial          Other  None 

GED / ABE  Involvement  Yes   No          Has verified GED or High School Diploma     Completed some College 

GED Exemption Authorized  Yes   No          Estimated GED Completion Date        
Comments:       

Work Assignment: Reception Facility Recommended   Yes     No      Current Assignment:         

 Involvement Adequate           Involvement Poor                Delayed for School  

Comments:       

Vocational Counseling & Trades Programs:  Reception Facility Recommended              Yes        No 

Name of Program:        Enrolled     Waiting List       Date Completed       

Comments:         
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NUMBER NAME             (Last)                                           (First)                                              (M.I.) DATE OF BIRTH LOCATION 
                                    

Substance Abuse Program: Reception Facility Recommended             Yes          No 

Name of Program:          Enrolled                  Waiting List            Date Completed       

Comments:       

Psychological Counseling : Reception Facility Referral:     Yes    No     Screening/Assessment Date:       

AOT: Date Completed         N/A SOT: Date Completed       N/A 

Other Programming: ( List RTP, SSDU, Self-Help Programs, etc.) 

      

Overall Programming Performance: 

Has the prisoner completed all Reception Facility recommended programs             Yes           No 

Are at least 2/3 of all program reports above average:           Yes             No 

Comments:       
 

COMMUNITY ADJUSTMENT 
CRP Participation   No Special Designation  No  Number of previous parole terms on active sentence(s):           

Brief description of the prisoner’s adjustment to CRP and/or Parole for the Active Sentence(s): 

      
 

HEALTH CARE 
Results from physical, mental and psychological / psychiatric exams have been requested for submission to the Parole Board?    Yes 

FINANCIAL ASSETS 

Prisoner has provided information of  financial assets as required by the state Correctional Facility Reimbursement Act:        Yes 

PAROLE PLANS 
Placement: 

Name/Relation: Address: (Include zip code) TX: 

1st Choice:                   

2nd Choice:                   

Employment: 
Business/Contact Person Address: TX: 

Employer:                   

 
OTHER CONSIDERATIONS 

STG, Meritorious Acts, Homosexual Predator, etc: 

      

SUPERVISORY REVIEW AND APPROVAL 
Reviewed and Approved by Title Date of Approval 
                  

Distribution:  Central Office File, Inst. Record Office, Counselor’s File, Prisoner 
PAROLE ELIGIBILITY REPORT 
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MICHIGAN DEPARTMENT OF CORRECTIONS 

CSJ-111  
REV. 06/05 
4835-3111 

SUBSTANCE ABUSE CLIENT DISCHARGE Client I.D.     USE PREFIX 
97-Probationers  98-Parolees  99-Prisoners 

Prisoner # 
      

Offender’s Name (Last, First) 
      

Client I.D. Number 
      

GROUP CODE: DISCHARGE COMPLETION CODES 
SUCCESSFUL COMPLETION   1. Outpatient/Residential Admission 

 2. Education Admission 
 3. Offender Refused Service 
 4. Not Accepted by Provider 

MDOC Location Referred From      

 (30) Completed treatment/education phase 
(i.e., demonstration of successful functions related to 
presenting substance abuse and other identified 
problems.  Successful completion of agreed upon 
treatment goals and objectives.) 

Name of Location:          
 UNSUCCESSFUL COMPLETION 
    DIAGNOSIS CODE 
 
 Provide diagnosis code in above box  

 (51) Left against staff advice/escape 
(i.e., client chose not to complete program.) 

 0 No abuse or dependence 4 Drug Dependence   
 1 Alcohol Abuse 5 Polysubstance Dep.  
 2 Alcohol Dependence 6 Mental Health-Sub Abuse  
 3 Drug Abuse 9 Not Assessed  
  

 (53) Staff decision for noncompliance of rules 
(i.e., contractor chose to dismiss client from program 
due to lack of attendance/participation, positive urine, 
behavioral problems.) 

SERVICE PROVIDER NUMBER:        
 (Use 0000 if MDOC staff is providing education)  NEUTRAL CATEGORIES 
 (Use 1000 for MDOC/CMH Psych provided dual diagnosis)  
SERVICE TYPE (Check only one and indicate number attended) 

 
 
 

 (61) Non-completion due to transfer 
(i.e., any client transfer away from the treatment 
location prior to completion, including transfers to 
electronic monitoring, parole, TRV, discharged off 
parole, to a higher level of security, or to another 
substance abuse treatment program.) 

   
 

 1. Education Only Sessions       
 2. Outpatient/Intensive Sessions       
 3. Residential Weeks       
 4. Assessment Only   00  
 5. RSAT Unit Weeks       
 6. RSAT Step-Down Unit Weeks       
 9. Transitional ReEntry Program Weeks       

 

  
Session Begin Date:          
  Session End Date:          

 (70) Mutual staff/client decision 
(i.e., change in client work or school schedule 
preventing attendance, medical reasons, benefits 
maximized and transfer made to another type of 
service provider (non-substance abuse) more 
appropriate to meet the needs of the client.) 

    
DESCRIBE CLIENT:   (80) Death 
Using the Following Codes:    

Excellent=5,4,3,2,1=Poor   (0=Not Rated)  ASSESSMENT ONLY 
  Attendance  
  Participation 

 

  Met treatment/education objectives 

  (18) Did not attend 
(i.e., client participated in assessment but did not 
attend the treatment program.) 

    
POST DISCHARGE TREATMENT RECOMMENDED (Check all that are applicable): 

 Residential  Outpatient  Group  Individual  AA/NA  Other 

Duration:       Comments:        
 Does client accept continuing treatment recommendations:  YES  NO  N/A 

 Name of Program recommended:       

 Location/Address:        

Report Submitted by:       QMHP Provider #       Date:       

Program Name:       City:       Telephone:       
       

DISTRIBUTION COPY TO: White - Referring Agent / Resident Unit Manager; Canary - Institutional Record Office;    
Pink - Central Office Substance Abuse Section; Goldenrod - Treatment Program 
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CSX-482 
REV. 1/05 

MICHIGAN DEPARTMENT OF CORRECTIONS 4835-3482  

TIME REVIEW & DISPOSITION  
NUMBER NAME INSTITUTION LOCK REVIEW TYPE 

                              
REASON FOR ISSUE   LAST REVIEW DATE CREDIT THROUGH DATE 

 Forfeiture  Restoration  Grant  Dead Time  Other       MO.        YR.       
COMMENTS:        

Total number of days automatically not earned since last review as a result of major misconduct (Min.)       (Max.)       

Total number of previously forfeited days which are available for restoration (Min.)       (Max.)       

Total number of previously forfeited/not earned days which are not available for restoration (Min.)       (Max.)       

Total number of special disciplinary credit or good time days available to be awarded (Min.)       (Max.)       

Total number of days available for forfeiture as of violation date listed below (Min.)       (Max.)       
GRANTING OR RESTORATION FORFEITURE 

Committee Members & Titles Major Misconduct Charge(s) Date of Violation Number of 
Days Forfeited 

MIN 
MAX 

                            
                              
                              
  COMMITTEE RECOMMENDATIONS      

AWARD       DAYS RESTORE       DAYS     

Warden’s Decision: 
Because of your behavior since your last review,       days of special disciplinary credits/good time are awarded. 

Because of your behavior since your last review,       days of previously forfeited time are restored. 

Because of your above listed major misconduct(s), I am ordering (Min.)       (Max.)       days of earned credits to be forfeited. 

Total number of days forfeited/not earned to date (Min.)       (Max.)       

Warden’s Signature Date Dep. Director’s Signature (for restoration only) Date 
 

 DISC. TIME TIME COMPUTATIONS 
TERM ACCRUED CAL MIN SGT/PMI/TIS RGT/AMI/TIS SGT/PMX/TIS RGT/AMX/TIS 

                                          
                                          
                                          
                                          
                                          
                                          
                                          
                                          
                                          
                                          
                                          
                                          
Date changes resulting from forfeitures, restorations, awards and grants are computed and shown only on the controlling minimum and 
maximum sentences, though effective toward all existing active sentences. 
 
Distribution: White - Record Office File;  Green – Prisoner;  Canary - Central Office File;  Pink – Counselor;  Goldenrod - Worksheet 
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 CSX-482 

REV. 1/05 
MICHIGAN DEPARTMENT OF CORRECTIONS 4835-3482  

TIME REVIEW & DISPOSITION  
NUMBER NAME INSTITUTION LOCK REVIEW TYPE 

                              
LAST REVIEW DATE CREDIT THROUGH DATE  
      MO.        YR.        

  

Total number of days automatically not earned since last review as a result of major misconduct (Min.)       (Max.)       

Total number of previously forfeited days available for restoration (Min.)       (Max.)       

Total number of previously forfeited days which are not available for restoration (Min.)       (Max.)       

Total number of special disciplinary credit or good time days available to be awarded (Min.)       (Max.)       

Total number of days available for forfeiture as of violation date listed below (Min.)       (Max.)       
 

COMMITTEE MEMBERS RECOMMENDATIONS 

Name Title Award Restore 

                        

                        

                        
 DATE DISTRIBUTED MUST BE COMPLETED & RETURNED 

       TO        BY       

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
THIS IS A WORKSHEET.  IT SHALL BE DISCARDED UPON COMPLETION OF THE REVIEW PROCESS. 
DISTRIBUTION:  Worksheet 
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M.D.O.C. VISITING APPLICATION CAJ-103 ■ REV. 1/05 ■ 4835-0103

 

Instructions For Visitors Filling Out This Application 
 

This is an application to visit a prisoner in a Michigan correctional facility. All lines in boxes A and B must be answered. If a line does not apply, write
Not Applicable on the line. ALL questions in Section C must be checked YES or NO. If you check YES, you must supply the requested information.
All entries on this form must be clearly printed and legible. This form must be legibly signed and dated as indicated in Section D. Forms that are not
legible will not be processed. Section E must be completed if applicant is a minor. Do not complete Section F. All copies of the completed form can be
mailed or delivered to the institution you are requesting to visit. DO NOT MAIL IT TO THE PRISONER. 

 
 YOUR DRIVER LICENSE #:    /       OR State ID #:    /        

  (State)  (Number)  (State)  (Number)  

 

Your Name (Please print): 
                 

 (First) (M.I.) (Last) 

Your Address:             
 (Street) (Apt. #) 

               
 (City) (State) (Zip)  

Prisoner Name: A 
                 
 (Last) (First) (M.I.) 

Prisoner Number:       
  

 Your Date and Place of Birth:  (    /    /      )     (City)        (State)     
  (Mo./Day/Yr.)     
 List ALL other names you have used (including aliases, maiden name, and names by previous marriages): CHECK ONE:  
 (Last)       (First)       (M.I.)      
 (Last)       (First)       (M.I.)      B  
 (Last)       (First)       (M.I.)      

  MALE 

  FEMALE  

 Your relationship to the prisoner:        (You are the parent, grandparent, stepparent, spouse,  
  child, sibling, friend, father/mother-in-law, aunt/uncle, stepchild, grandchild, stepbrother/sister, etc.)  

 Are you a prisoner or a former prisoner who was incarcerated in a state or federal prison in any jurisdiction?   YES      NO  
 If so, what City & State       Date        
 Ever been restricted from visiting a prisoner?   YES    NO  Prisoner Name/Number        
 Date & Reason for Restriction  
 Are you currently on Parole / Probation for a felony?    YES     NO     What City & State       

C  

 Have you ever been convicted of a FELONY?   YES    NO When  (Mo./Yr.)       City & State        
 Charge   (List all convictions • use additional paper if necessary)  
    

 I SUBMIT THAT ALL OF THE INFORMATION IS TRUE:        
  SIGNATURE OF ADULT VISITOR APPLICANT DATE 

D 
 

 

TO BE COMPLETED IF VISITOR IS A MINOR 

I submit that above named minor is a child, stepchild, grandchild, sibling, half-sibling, or step-sibling of this prisoner. I also understand that all 
children must be accompanied by an adult immediate family member or a legal guardian unless proof of emancipation can be shown. 

 I SUBMIT THAT ALL OF THE INFORMATION IS TRUE:  

E  

   SIGNATURE OF THIS CHILD’S NON-INCARCERATED PARENT, OR LEGAL GUARDIAN 

 
NOTE: Original or a certified true copy of birth certificate, certificate of adoption, a court order establishing paternity, or a valid 
picture ID of the minor must be presented at each visit.  

 STAFF USE ONLY 
 

 
 Checks completed:   On visitor list      PSI Reviewed      LEIN completed      Application complete  Date Received        

 Signature of Reviewer   Date         

 Application:   APPROVED      DENIED            Approved / Denied by       

 

 

You have been denied access to a corrections facility because of the possibility of an outstanding warrant for your arrest or an unfavorable 
criminal history record. 

  You may inquire about outstanding warrants by appearing at a police department and presenting identification. 

 
 If you believe the criminal history information is in error, you may contact the Michigan State Police Criminal Justice Information Center at 

 (517) 322-1956 to request a record review.  There is a charge for this service. 

F  

 Other Reason for Denial:        

 Other Comments:        

 Entered in Visitor Tracking:          
  (Initials)   (Date)  
 Distribution:       Institution Record Office File    Counselor File   Visitor 
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