
          Attachment F 
 

IMRMS Certification Form for Written Responses Only 
 
 
As the IMRMS County Coordinator, I certify that the enclosed observation forms have 
been completed in accordance with the approved IMRMS procedures to the best of my 
knowledge and belief. 
 
 
 
 
______________________________  County _______________ # _____ 
Coordinator Name (printed)     
 
 
 
 
 
______________________    ____________________________ 
Coordinator signature     Date 
 
 
 
 
 
Contains random moment observations from: ______________ through ____________ 
                  (date)       (date) 
 
 
 
 
 
 
 
 Please return to:  Joan Manske 
     IMRMS Project Manager 
     Minnesota Department of Human Services 
     Financial Operations Division 
     P. O. Box 64940 
     St. Paul, MN 55164-0940 
 
     Phone: (651) 431-3800 
     E-mail:  joan.manske@state.mn.us 
     Fax #  (651) 431-7480 


