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COMMUNITY FORENSIC AFTERCARE PROGRAM

OFFICE OF FORENSIC SERVICES

DEPARTMENT OF HEALTH AND MENTAL HYGIENE
BEHAVIORAL HEALTH ADMINISTRATION

8450 DORSEY RUN ROAD

JESSUP, MARYLAND 20794

Telephone: (410) 724-3033  Fax: (410) 724-3179
Gayle Jordan-Randolph, M.D.
     








Albert Zachik, M.D.

Deputy Secretary for Behavioral Health








Executive Director, Behavioral Health Administration

Lori Mannino, LCSW-C

Chief, Community Forensic Aftercare Program

Lori.Mannino@maryland.gov

CONDITIONAL RELEASE REPORTING FORM
	DATE FORM COMPLETED:
	     
	

	Client's Name:
	     
	Provider Agency:
	     

	Reporting Period:
	     
	Cond Rels Date:
	     

	Released From:
	     
	Medical Assist #:
	     


Please fill out this form and return it to the address above. Also, remember to contact our office if problems develop regarding the consumer’s compliance with the conditions of release.
	1.
	How frequently was the consumer scheduled during the reporting period?

	
	Case Mgmt:
	 Daily
	 2x/Wk
	 Wkly
	  Mthly
	 2x/Mth
	 Quarterly
	

	
	Support Emply:
	 Daily
	 2x/Wk
	 Wkly
	  Mthly
	 2x/Mth
	 Quarterly

	
	Groups:
	 Daily
	 2x/Wk
	 Wkly
	  Mthly
	 2x/Mth
	  Missed Appts:
	   

	
	Med Mgmt:
	 Wkly
	   Mthly
	  2x/Mth
	 Quarterly
	 Other
	  Missed Appts:
	   

	
	Therapy: 
	 2x/Wk
	 Wkly
	 Mthly
	  2x/Mth
	 Quarterly
	Missed Appts:
	   

	
	PRP:
	 2x/Wk
	 Wkly
	 Mthly
	  2x/Mth
	 Other
	  Missed Appts:
	   

	
	Housing Progr:
	 1:1
	     24/7
	   40/hrs
	  10/hrs
	       6 contacts a mth
	Curfew:
	   

	2.
	Total # of appts sched during reporting period: 
	   
	    Total # of appts kept during reporting period:
	   

	3.
	Date(s) of missed appointments:
	     

	4.
	Does consumer take psychotropic medications as prescribed? 
	 Yes
	 No

	
	a. Oral Medications:
	  Independently 
	 w/Reminders-Supv
	 does not take/requires outreach

	
	b. Injectable Medications:
	  Independently 
	 w/Reminders-Supv
	 does not take/requires outreach

	
	c. Date of last injection:
	     
	   Not prescribed any psychotropic medications:
	

	5.
	Any known and/or reported alcohol or other substance abuse? 
	 Yes 
	 No

	
	a. Consumer attends AA/NA? 
	 Yes
	 No
	If yes, how often? 
	     

	6.
	If consumer is reported to have used alcohol or other substances, please attach to this form what enhancements to his or her treatment plan has been added. Has behavior contract been developed? If available, please provide a copy of toxicology report(s).   Yes     No

	7.
	Has consumer exhibited signs of recurrence of mental disorder?
	 Yes
	 No

	
	a. If yes, describe major symptoms:
	     

	
	b. Was consumer hospitalized during reporting period?
	 Yes
	 No
	If yes, for:  Psychiatric
	 Somatic

	
	c. Emergency petition completed?     
	 Yes
	 No
	Dates of Hospitalization:
	     

	
	d. Any concerns related to mental status:
	     

	8.
	Any involvement with the legal system during this reporting period?
	 Yes
	 No
	

	
	If yes, please explain: 
	     

	9.
	Registered Sex Offender?
	 Yes
	 No
	Registered during this period?
	 Yes
	 No

	10.
	Type of Housing:  
	  RRP Intensity Level  
	  General Level
	 Supportive Housing
	 1:1 Supv

	
	
	Family
	 Independent
	 ALP
	 ALU

	Consumer's Current Addr: 
	
	Phone #:
	

	Housing Agency: 
	

	Primary Therapist:
	
	Phone #:
	

	Address:
	
	Email:
	

	Name of person completing this form:
	
	Phone #:
	

	Address: 
	
	Email:
	

	Comments/Notes:
	


PLEASE RETURN THIS FORM WITHIN TWO WEEKS OF RECEIPT

Email: tiwana.rice@maryland.gov or Fax: 410-724-3179


[image: image2.wmf]_1496208782

