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| understand the following:

e The Department of Corrections shali charge a copayment of $7 50 for a visit

e 1 will not be denied care if | am unable to pay the copayment.
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[C1 MEDICAL (Nurse, Doctor/NP/PA)
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Be sure to include.today's date on top of
cnmpleted form in the sick call box. The H

form. Check the appropriate box below, and explain your request on the lines prowded Place all 4. gage of the L
SU-will send a copy back to you |nd|catmg that your request has been recenvéd

T MEALTH SERVICES. ~CIHEALTH CARE RECORD REVIEW . [] COPIES FROM HEALTH CARE RECORD (List records. below)
[] PSYCHIATRIST @JNFORM TION TV bresdoaoyon. P Leee
T « e / () \ C

Nporher: \DD - perErS i AR poooNe

] Please prowde a bnef descrlptlbn below of the servmes/y\bu des:re SO

&s\Q_;@ !\DOL \.g

mar‘?”"

r\(usxv

Y v@.b\_u:/s

@&tﬂw | ocblen,

3

[

@QQ"V -

%Xﬁe

\\) ud"s &

=aid \

that HSU can respond to you equest approprlatel
&_)\ L& L\‘(

DA

A P »

,\;r NS KB Saw

@r@ LADCRD /\)C-i\@

o ‘. '-LSLLRESPONSE Check appropnate box below. Add- wrltten comments / information as needed

SO THAT INFORMATION REMAINS CONFlDENTIAL

T__] Nursing Sick Call: [] Today [] Date (if not today):

- -[] scheduled to-be seen in HSU: | ACP [ RN/LPN l:] Special Needs Evaluation D Optical D Other:

[[] Refer HSR to:

] AcP |[] HSU Manager |[] Psychlatnst [1MPAA |[] Optical |[] Other:
[[] Refer:for copies only [[] Refer for Health Care Record review appointment.
[[] Educational material attached (Specify): ] other
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