
BEFORE THE PSYCHIATRIC SECURITY REVIEW BOARD
OF THE STATE OF OREGON

	In the Matter 
	

	of
	SUMMARY OF CONDITIONAL RELEASE PLAN

	     
	


A conditional release plan of supervision and treatment is summarized below.  All who will be providing services have agreed to this plan.  Confirmations are available.

1.  Conditional Release Supervisor – the person who will coordinate and monitor all elements of the

     Conditional release plan and report to the Board monthly.

	Name
	     

	Agency
	     

	Mailing Address
	     

	E-Mail Address
	     
	Fax
	     

	Phone Numbers
	     

	Backup Coverage
	     
	Phone
	     


2.  Housing – with whom and nature of the residence
	Name of Facility
	     
	Type of Facility
	     

	Address
	     

	Phone 
	     
	Fax 
	     

	Staffing
	 FORMCHECKBOX 
 Staff present 24 hours per day.   Awake 24 hours?  Yes  FORMCHECKBOX 
  No  FORMCHECKBOX 


	
	 FORMCHECKBOX 
 Staff present when a resident is home

	
	 FORMCHECKBOX 
 Periodic Staffing

	
	           FORMCHECKBOX 
 Hours covered daytime

	
	           FORMCHECKBOX 
 Hours covered evenings

	
	           FORMCHECKBOX 
 Hours covered weekends

	
	 FORMCHECKBOX 
 Other:      

	
	 FORMCHECKBOX 
  No staff 

	
	 FORMCHECKBOX 
  Client shall be supervised by staff, with 20 feet and within line of sight, at all times the   client is outside the secure perimeter of the facility


	 FORMCHECKBOX 
 The client must be at home between the hours of:         p.m. and:           a.m.

	 FORMCHECKBOX 
 The case manager may authorize the following curfew exceptions:




	 


	3.  The person will participate in structured activity at a minimum of
	     
	hours per week, 

	      comprised of the following:
	
	


	
	Who will provide service
	Frequency

	Case manager sessions
	     
	     

	Individual therapy
	     
	     

	Group sessions (not included below)
	     
	     

	Home supervision visits
	

	          Scheduled
	     
	     

	          Unannounced
	     
	     

	Appt. w/med. prescriber
	     
	     

	Observed medication compliance
	     
	     

	Substance abuse treatment
	     
	     

	Self-help groups (NA/AA), verified
	     
	     

	Random, Unannounced A/D screens
	     
	     

	Other (specify)
	

	     
	     
	     

	     
	     
	     

	     
	     
	     

	
	
	


4.  Source of Income
	Amount and source
	     

	Who is Payee?
	     

	Is Money management required?
	     

	Medical/Psychiatric insurance
	     


5.  Standard Conditions – the client and his treatment providers will be subject to the following conditions
	 FORMCHECKBOX 
 Shall have no contact, in any form, with the victim(s) of the instant offense.
 FORMCHECKBOX 
 Is not applicable in this case because:

	 FORMCHECKBOX 
 Shall not operate a motor vehicle. 
 FORMCHECKBOX 
 May operate a motor vehicle contingent upon having a valid license, registration, and insurance. If there is a change in mental status or a violation of conditional release, case manager may rescind driving privilege. 

	Shall designate a payee for all of his/her funds if directed by his/her case manager. 


Standard Conditions continued:
	Shall participate in a money management program if directed by his/her case manager. 

	Shall comply with the specific conditions of his release contained in this order as well as the Board’s Agreement to Conditional Release. 

	Shall not change his/her place of residence without securing prior approval from his/her case manager and the Board or its Executive Director. 

	Shall follow all treatment recommendations. 

	Shall abide by all rules, regulations and requirements established by staff. 

	Shall participate in a medication regimen as established by the treating physician. 

	Shall not drink or possess any beverages containing alcohol or use or possess any non-prescribed drugs, including marijuana. Further, beverages containing alcohol and non-prescribed drugs, including marijuana, shall not be permitted within his/her residence. 

	Shall consent to staff search of personal belongings. 

	If residing in a Home and Community-Based Services (HCBS) setting, client (1) understands the HCBS rights afforded in the HCBS setting, and (2) shall consent to and understand that some HCBS rights may be limited due to conditional release plan and as identified in person-centered service plan and personal care plan.

	Shall not own, possess or have control over any firearm, illegal knives, or unauthorized weapons and no such item shall be allowed in their residence. 

	Client and his licensed medical provider shall not initiate any non-emergency major psychotropic medication change without prior notice to the PSRB for purposes of consultation regarding the appropriate level of residential care during the course of the proposed change.

	Case manager shall ensure that all county staff, clinicians and residential staff who work with Client are familiar with his risk profile. Any observable symptoms in his risk profile shall be reported to the case manager and PSRB immediately.


6. Special Conditions – the client will be subject to the following special conditions (attached a separate sheet, if necessary):

	


7.  Submitting Parties

Signatures are required from the conditional release supervisor and the patient.  By signing, the parties recommend that the person should be conditionally released pursuant to the above outlined plan.
	
	
	

	
	
	

	 FORMDROPDOWN 

	
	Date

	PSRB Client  
	
	

	
	
	

	 FORMDROPDOWN 

	
	Date

	Proposed Conditional Release Supervisor
	
	

	
	
	

	 FORMDROPDOWN 

Outgoing Conditional Release Supervisor (If applicable)
	
	Date

	
	
	

	
	
	

	 FORMDROPDOWN 

OSH Treatment Team Member (If applicable)
	
	Date
	
	

	
	
	
	
	

	
	
	
	
	Date
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