STATE OF FLORIDA

Department of Corrections

SPECIAL MANAGEMENT MEAL REPORT

DC#:____________Inmate Name:_____________________________ Institution:___________________

                                                                        (Last) ,  (First)                  

I. Statement of unacceptable behavior:  (Provide facts and circumstances relating to unacceptable behavior)

     
     
     
     
     
     
Date:__________________
Time___________(a.m./p.m.)     Reported by________________________

                      







                               (Signature)

II. Discussion:  (Provide findings including observations, action taken, and inmate’s comments)

     
     
     
     
     
     
     
Date:__________________
Time___________(a.m./p.m.)     Officer in Charge____________________

                      






                                             (Signature)

III. Medical Approval:  Is there any medical reason to prohibit the special management meal?        NO   FORMCHECKBOX 
     YES   FORMCHECKBOX 

If yes, explain_________________________________________________________________________

_____________________________________________________________________________________

Date:__________________
Time___________(a.m./p.m.)     Medical Staff_______________________

                      







                               (Signature)

IV. Action:  Approve   FORMCHECKBOX 
     Disapprove   FORMCHECKBOX 

Date:______________________________________








Warden____________________________________

DC6-218 (Effective 03/25)

Incorporated by Reference in Rule 33-602.223, F.A.C.

