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! '
HIGAN DEPARTMENT OF CORRECTIONS

* /iSCONDUCT REPORT
CSJ-228 

10/10 4835-3228
l

1Violation Date: 
01/H/2019

Lock:
3-62-B

Facility Code: 
MRF

t ;Prisoner Name: 
Belser

/risoner Number: 
652994

Contraband Removal Record Provided to Prisoner? 
[~~l Yen - Date

Time and Place of Violation: 
0200 Housing Unit 3, cell 62 El N/A/ 4 •

'Misconduct Class: S I Dll D HI 
Describe Violation (If contraband involved, describe in detail; identify any othercemployee witnesses):
bn the above date and time prisoner Hollins 287778 (3-62-T) reported fame, "My bunkie just went crazy and punched me in my face." I 
interviewed prisoner Belser 352904 (3-62-B) and he stated, "I .was on'nWbunk sleeping an.d woke up to my bunkie touching my dick through 
my diaper, so I punched him in the face." I escorted prisoner Hollins to jjfealthcare and he had injuries to his nose consistent with being struck 
with 'a"cic>sed fist. Prisoner Belser’s ID verified from his state issued ID cprd.

Charge(s): Assault and Battery (prisoner victim)

i 5
. ! '

fr'- . .
fc—^ u-., ;“.-‘I1;...:. 'i . i

'~4Y.. . .Si Ii :1:
>>>

Date and Time Written 
01/11/2019 0250

Repgrting Staff l^gsjber’s Signature
Sergeant Orlahdino ikrK OaD'ICS^o ajD _l___:________________ _

t laafeii.r.v ......... -............. -• . ■■ ■■ ....v .
OLocation/Verification/Condition of Evidence:A< - P^~ tS/t-lSh flue. The L-h-x-K o-f

fiEtuMle /[ f$£To

1 Tleporting Staff-Member's Name (Print)
i

b •;----- ...
*! Elbv3ted,to Class I at review: if “yes”, explain reason:

M2ls' tj Yasy
TZ.t\ ^“COMPllETETHIS SECTION ON^F.Ofreview o^class tmisconduct

sssn^i|SPin9: -gSSLd'u- 0 lSfSi|iSllemeo,,oCe'',hoom
Who Notified in Housing Unit of Status:

hodc>£<> /
Witnesses Requested? 0 No □ Yes 
Ifyes, iism .. ^

- *•••

; •>'l~~l Other

*i

' flD’afe and Time Given this Status:
foavAv ?3~q^ o^o ■

Rearing investigator Requested? □ No |7f Yes

^’Relevant Documents Requested? |vf
I. if yes, list:

•'t

I

Sc r
No □ Yes

* -
Prtsoh^/Vaives 24 Hour Notice of Hearing? □ No EpYes 
Hearin^Date: _\ / \ ft / \ _____ ______Additional Comments:

Reviewing Officer’s Signature Review Date and Time-Reviewing Officer’s Name (Print)
V^[l1 ' P'Mfr

fir’s Signature \3 DatePrisonI have received a copy of this report. My signature does not
necessarily mean that 1 agree with the report.
[D Prisoner refused to sign. Copy given to prisoner.________________

: ;J^^l»lS{aa»asBgSWI^gleii»aaaWBttlSR«SWS8Wi
•! I understand I have a right to a hearing. I waive my right to [pdsondf’s Signature 
‘ a hearing and plead guilty to all charges. I also waive my

right to appeal and accept the sanctions imposed. ____________ ______________________________
------- A - SANCTIONS IIVIPO^EDTHea'rih.ci lhvestigatorTent^rs'beqin' ahd.bnd dates for Class II misconducts) ______

□ Counseling/Reprimand (Class III only) 
Restitution (Class II only)

i! |f-/j/7
-H.1 Yzcy

■f

9

Date

• f :‘Y,’ - AY:

Enos:. __^
Erfs: _
Ends: __;c •

Begins:
Begins:
Begins:

_______ DaysToplock
, - Days Loss of Privileges

_______Hours Extra Duty
Property Disposition If Applicable:

□ $
\

DateEmployee's Signature 
} •\ ' Employee Accepting Plea and Imposing Sanction (Print)

\ \
\ DateHeariri i Investigator’s Signaturering Investigator's Name (Print)

l
Prisoner; Counselor File; Record Office File (Class I and II); Ceni.r.- i Office File (Class I); Hearing Investigator (Class 1 & Class I!)jtion:V
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CAJ-1021
12/13MICHIGAN DEPARTMENT OF CORRECTIONS

PRISON RAPE ELIMINATION ACT (PREA)
PRISONER NOTIFICATION OF SEXUAL ABUSE^ND SEXUAL HARASSMENT INVESTIGATIVE
FINDINGS AND ACTION

i_

;

INSTRUCTIONS: To be completed and provided to a prisoneraflctim following the completion of a sexual abuse 
investigation; staff-on-prisoner sexual harassment investigationj;and/or following specific action taken against an alleged 
abuser following a finding of sufficient evidence. A copy of thislform shall be maintained for the PREA Audit.

BASIC INFORMATION ______________
Incident Location (Facility) 
MRF

Prisoner Number 
352904

Prisoner Victim Name.----
’ Belser

AIPAS # 
27516

Sexual Abuse Type A
Non-Consensual Sexiial Act (prisoner-on-prisoner) 

■Suspect Type 
if] Staff [3 Prisoner

Date of Incident 
1/11/2018
Suspect Name 
Hollins #287778

INVESTIGATIVE FINDING (Sexual Abuse or Staff-on-Prisorfer Sexual Harassment)______ .

A thorough investigation into your complaint was completed o4i3/3/19. The investigation found SUFFICIENT EVIDENCE 
to support that the alleged conduct occurred.

: -L
(■.

SUFFICIENT EVIDENCE FINDING - STAFF SUSPECT (Sexial Abuse and Sexual Harassment)
TThe following action has been taken:

□ Disciplinary Action □ No longer assigned to your housirtj unit □ No longer employed at the incident location
□ Indicted on a charge related to this allegation □ Convigld on a charge related to this allegation

1
SUFFICIENT EVIDENCE FINDING - PRISONER SL)SPpCTH|xgal Abuse) 1

The following action has been taken:
| | indicted on a charge related to this allegation CH Convicted on a charge related to this allegation

t

if
PROVIDED TO PRISONER VICTIM

Time .
1442 hours

Date :i
3/4/19

COMPLETED BY
DateName

Inspector Holcomb q 3/4/19

!

l'

- -fi':

"!

1

I
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ihc*MIC-HIGAN DEPARTMENT OF CORRECTIONS 
PRISONER STATIONARY

cr.j-*,v! esc
'!?--r3pn

CMe^b 4o4 FROM:TO: y f\ <ylT . >—V ^

CjWLtdu ttMUAjJf
NO. AND STREET orJR,R. • ■ -
(Lti^&k ImixeA

ft&rdljLL.

WpjdtlAharJL yKcuttulHaMh^1 mhtA
izoDN.rjm^ an. r°
\ v flip INSTITUTION I DATE

jHLcJlLaaw - 0^04 jHa/JHhJL PjL>J\'LcUj*
IN CORRESPONDENCE, USE NAME AND NUMBER ON YOUR LETTER AND ENVELOPE U

STATECITY

iH0tJ$’'5ooZ

LCfi/D.M~HMliFCj LD.kfZMUS

CjuvJF okJUajuS AjteAjtyft. "

£)ua fa UnaJLA. jfe /ui£^Jl3 jhJHL} /dbnJl(PA
c$ dztuiJi} ArUJudJP i xJbn tL^Al^i£j9 Ji>> & IdA^pAc^oJ/l JMMnAtwJtfluy djl&L
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(jt/Jben CfifUjt r’> CAJ-534. 

08/06

Title II of the Americans with Disabilities Act
Complaint Form

Instructions: Please fill out this form completely, in black ink or type. Sign and 
return to the address below.
Complainant **56£$04 _____________

MU?; _______________
City, State and Zip Code: V 3 QOX
Telephone: Home: 00 '

Address:

Business:
Person Making the Complaint:
(if other than the complainant)

Address: _______________

City, State and Zip Code: __

Telephone: Home:_______

Department/Agency which your complaint is against:
Name:

Business:

lyiatmly
Address: , 34 (> 2 S} lb 1U^J) __________
City, State and Zip Code: 'hwt V ID 4 % ~ Z &OZ

County: Telephone Number: C 5 $ (?) ^’4C\ &D

1. ) When did the event occur?

2. ) Describe in detail the event providing the name(s) where possible for the
individuals who were involved (use the bottom of page two if necessary):

fei J-Il-JOM J luMh&fuMjry /finuj J/tunAcj fjdUJb M
Ju$)dmAA*ihs/n&4£* LQ8w\ jtL JLLm, aed’ijV)

fynifalUth UmdUr^dLuu (bh% fijiJ'juAn'
□ 'Mental Characteristic [physical Characteristic

Date:

3.) My disability is
(check as appropriate)

4.) Describe the functional limitations caused by your disability for which you 
requesting an accommodation. (Attach medical documentation.)

are

J h&J (K 0A (LfUtplufa; CeAJiUMtoSjJiiA. a/SJoLd’: Jjm WnJaIl fa
fonJLvhjJl jj> Ol UjAmJIJlM/l

J) A&ftdL /LeAAWuL uuJzkj IJIjjM

jJAjl jjg cUImJ. luM\ hAAeM My Lm\ AaLL^A
A) (iA ’f’&hllL nlj I ACAP/k'i' ill/iiiMi \\0t a 11 an a A Atln I » /* ywi SV.

JIaYI ll/ft



/

CAJ-534 
08/06 

Page 2

5.) Describe any accommodations that you believe would minimize or eliminate the 
barriers for your participation in the specific program, activity or service provided 
by the Department.

JjutMM NIMxM 6A ' ‘ A Art.

isM/0 > O • C i

JYIfrw^$bJheA ^36A*!@4 Date: b - 7Signature: _ _
(or signature of representative)

Return to: Ms. Joanne M. Bridgford
Equal Opportunity Administrator 
Michigan Department.of Corrections 
P.O. Box 30003 
Lansing, Ml 48909

ErPlease keep a copy of this complaint for your records.

Continued from previous page:

2.) (cont’d.)



•' r;

t CAJ-534.
06/06

Title II of the Americans with Disabilities Act
Complaint Form

Instructions: Please fill out this form completely, in black ink or type. Sign and 
return to the address below.

Complainant 'Mnn/iiO 'Pte.L^.p r 

Address: mOSb A L TrilL
* r • *v

City, State and Zip Code: 7UuJ
Telephone: Home: J[ £g &) Y 9DO ~ '

Person Making the Complaint:
(if other than the complainant)

Address:

Business:

City, State and Zip Code: 

Telephone: Home: ____ Business:
Department/Agency which your complaint is against: 
Name: (■ M1Q, d ) yi'tcLb&jn Jj», CjgjAAji J^Li o

a & ib^J
City, State and Zip Code: fttuAuacu- V *30*1% -3000 ^

County: _Telephone Number: 6 9- V 9 &&

Date: iQjq______________

2 ) Describe in detail the event providing the name(s) where possible for the 
individuals who were involved (use the bottom of page two if necessary):

&i\ fv* li-ZDtf.Jl cx!t [i&AAjuJtu>ru>$

Address:

1.) When did the event occur?

-4^

Q- hUiU, ,y-nJt Imllauj ajl ^ qJ '£Ll aMjyun aV
&j^ Jpy Me (MVdC^gjt J&uyw Hz

[^Physical Characteristic

JSL *Me>

3.) My disability is Q Mental Characteristic 
(check as appropriate)

4.) Describe the functional limitations caused by your disability for which you 
requesting an accommodation. (Attach medical documentation.)

are

M alL jLA^ajj oa,:

A^rnJL 4U2/12A, &T\ /nUj dvJL Mn Air,.
Aat\ (AA\£xJL& Afr /Fft&AjLiL t&z^Lest,

-^AA-zan ... /yy^tJAe, C loi^r, c^Q. /LA rLhjzAA*!

/XrjXjjoA-' PA qAAwA &A Lxg,l@$Lj (\a^ J? tJLbn /i. ^o> P0 AjL<Lsfn j j

1

%



/
CAJ-534 

08/06 
Page 2

5.) Describe any accommodations that you believe would minimize or eliminate the 
barriers for your participation in the specific program, activity or service provided 
by the Department!

(X QAAi^ai) Ay\JL&M

($$&> djmrd^-eAy .fie. \juutn4 Iul a. Juzxmjla rs>A Mh AKtj Iu&uj „ Lu-o-rdT JL-t
i-Xu>

I^Iqmho^ l&~eJUt4 #3 62 °lb 4 Date: 7 -Zj-ZollSignature:
(or signature of representative)

Return to: Ms. Joanne M. Bridgford
Equal Opportunity Administrator 
Michigan Department of Corrections 
P.O. Box 30003 
Lansing, Ml 48909

SrPlease keep a copy of this complaint for your records.

Continued from previous page:

I2M J-M-J&V& MMK&i Jl 0JU-& JvXujI ol clejklb
■Ilul Xrr OjL&ftbfajy ft- CmjzbAM^A^udLcu OMXJj^nJr^ JjjzjLouuujl ^ A^KedU-? JUn un^JJU
5? (L^Jiahsj 'j&JLh'j M* OmX&XzJ &-t-J e^Jr

dvtruj LvJzJyW imJI M-edj A

/.' 3S> nm dvMjMvu j iw

ilcLj AYaJjZ S^&xMxjc

J!^AA (XYiJ^ -A&
CoJiAJudio^uidL

O^MXAs Jth*d iiMUy Cry\

d c^n-i^tbJK J^i^Ariccti, Cjxwul* JfrddLp /yhn. 7^ .
pju&J^. (\aA*-&Y\ jtjuch-zdsi' ffooH? jdu>r7\Jkdjlj& ^CXAu^Ovi^ 

gJSuLJAj AeJuAuzd ^XhM c*-*d czA^laZ./Jvv_£, &A
'JL' n ~ n^flsmSt U><db A&vm

ULz (X /jsL^-^d! (LeM$ ^d-e/) /I 'D h 

td tb-dudp /hut. /ftame L4>

AV\

wn\
^ ^ &N^a-

nl-7.)- £°i% ftC^USd Hu'Sy
i Quid ttf

'kjuduL&j

/l&nrvSL

J



rage i oi 4Title II Complaint Form

't
U.S. Department of Justice
Civil Rights Division 
Disability Rights Section

OMB No. 1190-0009

Title II of the Americans with Disabilities Act 

Section 504 of the Rehabilitation Act of 1973 

Discrimination Complaint Form
Instructions: Please fill out this form completely, in black ink or type. Sign and return to the address on 

page 3.

13&Lse^:----------------------Complainant:

Address:

City, State and Zip Code:

Telephone: Home:

Business:

Person Discriminated Against: 
(if other than the complainant)

Address:

City, State, and Zip Code:

Telephone: Home:

Business:

Government, or organization, or institution which you believe has discriminated.

(j&AAPj-fiiJwudl $Name:
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rage z oi hTitle II Complaint Form
y

c

Address:

County:

City:-

WyJUj^ WoHt-Socz

74*7-4^0

State and Zip Code:

Telephone Number:

6'll-XOI<When did the discrimination occur? Date:

Describe the acts of discrimination providing the name(s) where possible of the individuals who ■
discriminated fuse space on page 3 if necessary): AM^yk^ &)

(OCCa

Have efforts been made to resolve this complaint through the internal grievance procedure of the 
government, organization, or institution?

Yes )C No______
If yes: what is the status of the grievance? /xtt^p (mJ)

Has the complaint been filed with another bureau of the Department of Justice or any other Federal, 
State, or local civil rights agency or court?

X No ____Yes

If yes:
hv^twm. CMA/dt&h M& Uruh$ Jifahjj Cml.$ / $-'$5LU_Agency or Court:

10/11/2012http:// www. ada. gov/t2cmpfrm.htm



x age jun.Title II Complaint Form

#5

t»osiX

fka. 4*^ Jtned, Ni- E,

Contact Person:

Address:

'd,t.^QSiiS'ODo\City, State, and Zip Code:

UDX) *tn-$onTelephone Number:

3-ji S-XOtfDate Filed:

Do you intend to file with another agency or court? 

Yes X No_____

U;,;tdiu

*? 50

Agency or Court:

m-nia. PiAWnulLs A Vi- i Kton Sblb

^tuj^jfanp.C.. 8l05SC>-000\

Address:

City, State and Zip Code:

Telephone Number:

-yku^ )iQAtf. JLlJ^ Ck£JU>hafLtJ)hA&bJ)

Dl4\$ Jb* Mdpjj PA Jruf /hncj A+d dthiAj JL

Jbn IjLy\*JL£jL «-------- ----------------------- :--------------

■CtMUJL^Z-

7H/1W ftjsiL *36ZW*ISignature:
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rage h ox hTitle II Complaint Form

& h-lO-XOtfDate:

Return to: .

U.S. Department of Justice 
Civil Rights Division 
950 Pennsylvania Avenue, NW 
Disability Rights - NYAV 
Washington, D.C. 20530

Paperwork Reduction Act Statement:
A federal agency may not conduct or sponsor, and a person is not required to respond to a collection of 
information unless it displays a currently valid OMB control number. Public burden for the collection of 
this information is estimated to average 45 minutes per response. Comments regarding this collection of 
information should be directed to the Department Clearance Officer, U.S. Department of Justice, Justice 
Management Division, Office of the Chief Information Officer, Policy and Planning Staff, Two 
Constitution Square, 145 North Street, N.E., Room 2E-508, Washington, D.C. 20530.

OMB No. 1190-0009. Expiration Date: May 31, 2015.

last updated May 7, 2012
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Additional material
from this filing is 

available in the
Clerk's Office.


