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H. Kim / Media Specialist

Warden Covello Advises

Population About Expectations

By P. Covello
Mule Creek State Prison Warden

S THE WARDEN, it is my goal and expectation that productive
programming opportunities are provided as well as a safe and secure

environment for all who live and work here at Mule Creek State
Prison (MCSP). It is the expectation that all inmates refrain from illegal
activiies and violence. Mule Creek provides significant opportunities for
growth and development for those mmates who wish to program and
eventually parole.

It is the responsibility of every inmate to attend their job assignment
and/or education assignment, report to all ducats, and be responsible for their
actions in order to fulfill the California Department of Corrections and
Rehabilitation’s and MCSP’s rehabilitation goals. It is a privilege to be
assigned to MCSP; failure to program will result in a transfer to a suitable
institution commensurate with vyour actions. Accountability produces
consistent results and responsible adults that program and productive citizens
when released from CDCR’s custody.

You will be given every tool to succeed at MCSP — it is your choice to
apply yourself. 1 will support those who work to achieve their goals and will
not hesitate to discipline those who choose to not program and to continue
with their criminal activity.

The Mule Creek Post grants permission to reprint articles appearing in the
Post, with appropriate credit given to the writer and the Mule Creek Post.
Reprints appearing from other sources are excluded from this permission.
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