Milwaukee County District Attorney’s Office Diversion Program Agreement

Participant: 
Phone number(s): 
Address: 
Start Date: 
I,       FORMTEXT 

     
, agree to take part in the Milwaukee County Diversion Program. I understand that if I fulfill this Agreement, the District Attorney will not file a charge(s) against me.  I understand that if I do not fulfill this Agreement, I will be terminated from this program, my case will be sent to the District Attorney, and my case will be reviewed for criminal charge(s).  The initial charge(s) that the District Attorney may file against me if I am terminated from this program is . The initial disposition which the District Attorney may recommend for this charge is      . 

An absolute requirement for this Agreement is that I must avoid committing a crime during the term of this Agreement. I understand if at any time during the diversion agreement, there is probable cause to believe that I have committed any criminal offense, which is not the subject of this diversion agreement, whether that criminal offense occur before or after the date of this agreement, the District Attorney’s Office may at its discretion revoke this agreement, and issue criminal charges.  

I understand and agree that my case will be held open until (date and time) 
I understand that my case will be reviewed to determine if I am doing the things listed below satisfactorily. Monthly reports will be sent to the Assistant District Attorney and my attorney certifying compliance with the terms of this agreement. 

I understand that this diversion agreement may be extended by stipulation of all the parties.

I understand that I can quit this program at any time, but if I do, my case will be charged as it would have had I not entered this program. I understand that all information about my cooperation with this program will be shared with the District Attorneys and their staff, the caseworker, and my defense attorney.

I understand if at any time during the diversion agreement, it is discovered that I have a criminal record anywhere beyond that included in the discovery materials or previously disclosed by me to the State, or that I have other pending matters that the I knew or should have known about, that ultimately result in criminal charges, the State reserves the right to revoke this agreement.  
I understand that there may be periodic meetings between the monitoring agency, myself, my  attorney and an Assistant District Attorney to address my compliance with the conditions of this agreement, which I will be required to attend, unless attendance is waived by the parties to this Agreement.  Upon advance notice from the monitoring organization or another party to this Agreement, my attorney agrees to make a good faith effort to attend these meetings.  

As a condition of this agreement, I must:

· Meet with my case worker on an agreed upon schedule. All statements made to my caseworker are confidential and cannot be used against me if I fail this program and am later prosecuted by the District Attorneys Office.

· Meetings will start on 
 FORMTEXT 

     
 and will occur  with a designated caseworker, the frequency of said meetings may be adjusted with the consent of the parties and based on my compliance.

· Make a good faith effort to pay an assessment in the amount of $50.00 to      . Absent any other violation, failure to pay this assessment will not automatically be grounds for termination of this agreement.
· Keep my case worker and my attorney advised of my current address and contact information at all times.  Any changes must be reported immediately.

· Sign any releases necessary for monitoring my progress in this program.

· Participate in any additional programming as determined by my caseworker.
The specific conditions for this Diversion Agreement are outlined below. I agree to:

 FORMCHECKBOX 
 Participate in GED/HSED Program 

 FORMCHECKBOX 
 Participate in anger management counseling as arranged by      .

 FORMCHECKBOX 
 Participate in AODA/mental health assessment through      .

 FORMCHECKBOX 
 Participate in required substance abuse and/or mental health treatment.

 FORMCHECKBOX 
 Undergo random screens for drugs and alcohol.  The participant acknowledges that he or she may be drug tested at any time.  In the event that the participant is given a location and time to report for a drug test, it is their responsibility to report to the assigned location at the time given for the test.  A missed test or a specimen that comes back “diluted” will be considered a positive test.  Repeated positive, diluted, or missed drug screens are grounds for termination of this agreement.
 FORMCHECKBOX 
 Notify any medical practitioner seen for medical treatment that they are subject to the terms of this Agreement, disclose that they have an open criminal case in Milwaukee County and that this information should be considered by the practitioner in making any medical determinations on the participant’s behalf in connection with prescribed substances. The defendant should also request that the practitioner write on the participant’s medical file that the patient is a participant in a drug treatment program and sign and date a written acknowledgement of this disclosure, which the participant is required to provide to the Court and the parties to the Agreement.  Failure to comply with this Policy may result in termination of the Agreement.
 FORMCHECKBOX 
 Have no contact with       or      .

 FORMCHECKBOX 
 Pay restitution in the amount of       to      .  Any bail on deposit will be applied to restitution. (see attached Diversion Bail Return Form)

 FORMCHECKBOX 
  Participate in the Milwaukee County District Attorney’s Community Conferencing or other Restorative Justice Program or alternatively perform       hours community service. (FOREWARD COPY OF AGREEMENT TO CCP)
 FORMCHECKBOX 
 Obtain/maintain       -time employment.

 FORMCHECKBOX 
 Perform       hours community service at a non-profit agency.

 FORMCHECKBOX 
 Attend school.

The statements written above have been read by me or to me, and I understand and agree to each of them. The Milwaukee Diversion Program has been explained to me and I want to be part of the program. I participate in this Program voluntarily and I accept all of the conditions of the Program.  I understand that the information on my case may be gathered for statistical purposes.

___________________________________________________________________

Participant Signature




Date

Monitoring agency representative/case worker Name
     


__________________________________________Signature
_________________________Date

Counsel for Participant Name       /
 FORMCHECKBOX 
pro se

__________________________________________Signature
_________________________Date

Attorney Address:__  _______________



   _________________

Attorney Fax#_____________________

Attorney Phone#___________________

Attorney Email ____________________

Assistant District Attorney Name      
__________________________________________Signature
_________________________Date

 FORMCHECKBOX 
 Route to CCP
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