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| W’A A-pogy L , SN

i #HIGAN DEPARTMENT OF CORRECTIONS SRR I _ CSJ-228
5CONDUCT REPORT : 10/10 48353228
fisoner Number: ‘Prisoner Name: Co ok '{ . Facility Code: Lock: Violation Date: i
52204 Belser S MRF 3-62-B 01/11/2019

Time and Place of Violation: _ Contrabe=d Removai Record Provided to Prisoner?

/ 0200 Housing Unit 3, cell 62 O "{e.»,'_jxfeate ‘ N/A

Misconduct Class: DI 1 [ O Charge(s): Assauliand Battery (prisoner victim)

'Descrlbe Violation (If contraband involved, describe in detail, identify any otl"er employee witnesses):
O'\ the above date and time prisoner Hollins 287778 (3-62-T) reported { me "My bunkie just went crazy and punched me in my face.” |
A mterwewed prisdner Belser 352904.(3-62-B) and he stated, "l was on 1 3 _bunk sleeping and woke up to my bunkie touching my dick througn

W|th a cIOSed ﬂst Prisoner Belser's ID verified from his state issued ID qf'rd

i

IPA

S o . . -
.. S _,~ ~

‘my dlaper so i punched him in the face." | escorted prisoner Hollins to f -althcare and he had injuries to his nose consistent with being struck

‘["Reporting Staff-Member's Name (Print)

Reporting Staff Membefs Slgnature Date and Time Written
| S€rgeant Orlandino - .

A 01/1 1/2019 0250

RN

ce*lonNerlfcatlon/Condltlon of Evidence: (3 onp /‘?{ ..m;ﬁ;(g_df FV (T tnlSi ﬂua Fo L K 0of
: fcéﬂé‘&fﬂan /36"0 ifM

.| if'yes”, explam reasqn: -

«

{ Bidis Pending Hearing: 4 Bond ‘ d Segregatlon - - o o
" Fraean -Bynd:. D Non-Bond List ] Bond ﬁevoked‘gi st give rc'.‘ascﬂ) A
-3Dgte and j‘rrne Guven this Status : \Who N lified in Housing Unit of Status: ¥

Foey / AL ’!/O\ 4 . 02850 ' . AE HODGES / A ’

/!panr*"'i nvestigator Requested’7 [ No g{ Yes Witnesses Requested? 'Cé] No [ Yes =
Ifyes, figh-. \ Ey
L Pelevant Documents Requested” @' Noe [J Yes oLk -
A ifyes, list ) -
‘Aaaitionai Comments: _ ‘ , PFISOH‘I%-\WéIV?S 4 Hoyr Notice of Hearing? [ No (@Yes
. Hearm? Date: \/\R /2014 _

: Revaewmg Officer's Name (Print ) Rewev\ﬂo (Tfﬁcefs Sig jnature Review Date and Tlme !
dSar Amaitirine Sf;t fw OO /{ P Julig g

3 I have received a copy of this report. My signature does not | Prj on%{s Signature Date

necessaiily mean that | agree with the report. ? ' 0 , /

1O Prisoner refused to sign. Copy given to prisoner. id l] ) ( 7Lq
4 _“. :—-< R
,: - eI 5 it - 2 -

-{ l understand | have a right to a hearing. | waive my right to F‘nsoncrs blgnature Date

a hearing and plead guilty to all charges. | also waive my
right to appeal-and accept the sanctions im aosed )

SANCTIONSIMPOSED;{ ti gitor enﬂﬁrs‘?begm 2nd.end dates:for:Class.ll misconduct

Days Toplock Beglns. En jq L O Counsellng/Repnmand (CI:’ss 11i only)
Days Loss of Privileges ~ Begins: : Er L.s . s Restitution (Class II only)
___ Hours Extra Duty Begins: Fn:I§ T
\ Property Disposition If Applicable:
\ ' Employee Accepting Plea and Imposing Sanction (Print) ErmploYee’s Signature Date
\ . - LA
\ /"ing Investigator's Name (Print) | Hearinj lnveetigator’s Signature ) Date

\ RN ,
\ _ ition: Prisoner, Counselor File; Record Office File (Class | and Hl); Centr. i Jffice File {Class i); Hearing investigator (Class | & Class 1D
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MICHIGAN DEPARTMENT OF CORRECTIONS -‘ CAJ-1021
PRISON RAPE ELIMINATION ACT (PREA) . ‘ 12113
PRISONER NOTIFICATION OF SEXUAL ABUSE #ND SEXUAL HARASSMENT INVESTIGATIVE
FINDINGS AND ACTION { ' :

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

BASIC INFORMATION

| Prisoner Victim Name - Prisoner Number Incident Location (Facility)
" Belser 352904 iy MRF

Date of Incident Sexual Abuse Type | \ ’ AIPAS #

1/11/2018 Non-Consensual Sexdal Act (prisoner-on-prisoner) | 27516

Suspect Name ~Juspect Type

Hollins #287778 [ staff X Prisoner

S BN
INVESTIGATIVE FINDING (Sexual Abuse or Staff-on-Prisorée‘r Sexual Harassment)

A thorough investigation into your complaint was completed 0d:3/3/19. The investigation found ~ SUFFICIENT EVIDENCE
'(

to support that the alleged conduct occurred. A

m
e

The following action has been taken:

T
|

SUFFICIENT.EVIDENCE FINDING — STAFF SUSPECT (Sexﬁgl Abuse and Sexual Harassment)

[ Disciplinary Action [] No longer assigned to your housi

r@‘unit [ No longer employed at the incident location

[ Indicted on a charge related to this allegation [] Coh\iié‘tfgfdon a charge related to this allegation

%

 SUFFICIENT EVIDENCE..HND;NG—PRlSONEqugpggrggggggl Abuse) ' 7 om0 ot R

The following action has’been taken: ' »
[] Indicted on a charge related to this allegation [ Convii:'t_ééon a charge related to this allegation

«
E

PROVIDED TO PRISONER VICTIM

Date S
3/4/19 ' '

| Time .
1442 hours

COMPLETED BY ’ v :
Name ‘

N : : ; . | Date
Inspector Holcomb 4 W ﬂ 3/4119
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| MICHIGAN DEPARTMENT OF CORRECTIONS
PRISONER STATIONARY
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08/06

Title 1l of the Amerlcans with DlsabllltleS Act
- COMPLAINT FORM

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

Complainant m;vw‘vn ﬁ,{,&,u #553 04
Address: 34625 26 Mike Rypadl

City, State and Zip Code: W MM@“ ‘/ §048- 3004
Telephone: Home: (,ig;) F49- '-! ‘?00 Busnness

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

4

Address:
City, State and Zip Code:
Telephone Home: ' Business:

Department/Agency WhICh your complalnt Is against:

Narme: ]MWW#M (M.D.0.C)
address: 345 25; 26 Mile Rpasl

| City, State and Zip Code W Wufﬂu.elam 430 'M 3002 -

County: M Telephone Number (5 35) F49-49 ﬂD

1.) When did the event occur? Date:

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):

Pn 1-11- JWUMmewwﬂb&ﬁmW?‘ﬂ

3) My d|sab|||ty IS D Mental gharactenstuc B/PhySIcaICharacterlstlc
(check as appropriate)

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

A / b 4
J .-._1' /, LAAA--( ar g ;L'r‘t_.L"Ju; LENALAM BMIY LU /4’ QLA X/ NAAAAL

L walb. s0eal on 1l S 4 ned o o Wwhedihain
u‘_f’  {AMOAN { A8 ! o -'/ AWAT, NIMNGMENAAA (. "‘J,‘AJ : ’ A8 A




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 prov1ded

by the Department.

MWW%MMMWM
JMWMWWMWHJ MMMW
MJMWJNWMMD 0. Qdministiabein

éignature: MWW'W)B»&M #3'5:2‘?0‘/ , Date; é?/.‘}/‘zo/?

(or signature of representative)

Returnto:  Ms. Joanne M. Bridgford
- Equal Opportunity Administrator
Michigan Department.of Corrections
P.0. Box 30003
Lansing, Ml 48909

&Please keep a copy of this complaint for your records.

Continued from previous page:

2.) (contd)



CAJ-534.
08/06

Title Il of the Amerlcans with Dlsabllltles Act
- COMPLAINT FORM

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

Complainant Ma cvin Bel.ger #35490¢
Address: GUFE 24 ¢ 2 9., 46 7714:& /2_4@__4{7
City, State and le Code: Aos Pdtess MW% YA ~ T 00
Telephone: Home: (586) ?‘4{7 "7"‘7@(9 Busnness

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

Address:
City, State and Zip Code:
Telephone: Home: - ‘ Business:

Department/Agency WhICh your complalnt is against:

Name: CMDDC))’WW ' %
Address: (F4h A3 A& 777@&, M
City, State and Zip Code MUM ml&/l—w/am Y ?0‘7‘5’ s000
County: 'mw | Telephone Numberéii_[) ~Li9 - 44790

1.)  When did the event occur? Date: _45-ji-J0]¢

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

A 5- ZO](’(,QWQJ?'MRF “/HWMJMM
z y N ole '.ul %WMAM,WWA%
of (MDOC) 0t Ho B Heoli lashicoghe

3.) My disablllty is E] Mental Characteristic lﬂ’shyswal Characterlsttc
: (check as appropriate)

4.) Describe the functional limitations caused by your disability for which you are
requestmg an accommodatlon (Attach medical documentation.)

LMo Adnes en gy jmﬂéw nﬂulwﬂfmﬂzmmwf%
&/m/éﬂe&,e&m /Mﬁmmij
EM;%A.M‘ Mﬂﬂﬁ/a,u Mﬂf}wu/lﬁde //-242(7 M M |

l




CAJ-534
08/06
" Page2

5.) Describe any accommodations that you believe would minimize or eliminate the
barriers for your participation in the specific program, activity or service prov1ded
by the Department.

| ﬂM&WJMWWMWWJW/L&W
| MW%MW&L@M@AMM/M ond A lond deo i
}WM JWW@M%W@QWM
JMMM MJ!%TMM«MM@(QW roped
Mmmmmwmmuwe o froin;

signature: Mamin Beeloes #3 529044 Date: #-X4-20i%

(or signature of representative)

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

&Please keep a copy of this complaint for your records.

Com‘/nued from previous page:

» |

n WMW mwxwue

2L fd),@ jj %ML/ -

ﬂuz M afuypf%a; O.WWM + betaise if alnoBe, i cipaldih

E’@f»{’;ﬁh M %W;%M&MW J?V/fg,u&l@ MW% el gt

%MM@M&MOWWMM XMW M\A/é;zj«uo/

0ig K MM;%» oF

w,m;z 21- 2018 Loscidently sollee g

,zwmmfﬂj Dot o 1ok T %W o

Luchy made Wwﬁmm%%%ﬂ/’ajﬁz 0O Ao pr-sulded

w@f) e

wxm}{aM ,/QGWMOVQ j; M\JMMM
,ﬁZMU WLQJLZ} Mj A—’D/‘
nF-20- go,gya,&ﬁﬂwﬁf’%pzjw 5? MWWW w‘/:?



Title I Complaint Form " rage 1 or4

U.S. Department of Justice |
Civil Rights Division
Disability Rights Section

Om No. 1190-0009

Title IT of the Americans with Disabilities Act
Section 504 of the Rehabilitation Act of 1973
Discrimination Complaint Form

TInstructions: Please fill out this form completely, in black ink or type. Sign and return to the address on
page 3. ' ' '

Complainant: Mavvin Belser

Address: 34636} ZAW»&W

City, State and Zip Code: ;(uw/)i/, m,wﬂu@am ‘{8’0’-/3- 5002

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:

http://www.ada.govA2cmpfrm.htm 10/11/2012


http://www.ada.gov/t2cmpfrm.htm

Title I Complaint Form rage £ 0L 4

Address: 34625, 16 77’(,»& M
coum: Macoml-
;{M
‘ State and Zip Code: mwﬂvfﬂlﬂm 4 gol‘llg' 300;

Telephone Number: (686) 7 4 7 -4900

When did the discrimination occur? Date: 9 < / [- A01 g

Describe the acts of discrimination providing the name(s) where possible of the mchv1duals who
discriminated (use space on page 3 if necessary): &) ue

Have efforts been made to resolve this complaint through the mterna.l gnevance procedure of the
government, organization, or institution?

Yes Zé No
If yes: what is the status of the grievance? Az&;ﬂ I M M

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?

Yes K No
Ifyes:
AgencyorCouﬁAme ¢ (hoe #1§-6548

http://www.ada.gov/t2cmpfim.htm - 10/11/2012



‘Iitle I Complaint Form 1 dgl J VLA

Contact Person: M&é ﬂm W
Address: @4& ?MM;N E.

City, State, and Zip Code: Waﬂ% , Q C. XD5 ‘7‘5 -000|
Telephone Number: (XDZ) "1/ 4 g - 30 /1

Date Filed: 3 ’}5‘10/67

- Doyou intend to file With another agency or court?

Yes X No

Agency or Court: M;UM 9//'”6 W% EWMW

Address: Q50ﬂumj‘&mﬂ/u-&nm N. W Rt Sé/é
City, State and Zip Code: W[wﬂwne{i«;ﬂ D.C. 0(0530 000/

Telephone Number:

Addmonal space for answers:
N o A sl 27

signatare: Wi B2bae, # 352904

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


http://www.ada.gov/t2cmpfim.htm

. Title I Complaint Form ' - rdgc 40l 4%

- &

Dafe: 6 ’10'420,q

Refum 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

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


http://www.ada.gov/t2cmpfan.htm

Additional material

from this filing is
available in the

Clerk’s Office.



