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\
-DEPART.Ml!Nt-OF CORRECTIONS
Oivisiorr of Adult Institutions

• DOC-3035 (Rev. 12/2009)
c , •

HEALTH SERVICE REQUEST
AND COPAYMENT DISBURSEMENT AUTHORIZATION

WISCONSIN
Adm. Code

Ch. DOC 316

c::> NOTIFY ANY FACILITY STAFF IF YOUR HEALTH CARE NEED IS AN EMERGENCY ~
PRINT LAST NAME PRINT FIRST NAME DOC NUMBER

C f'.C I I
fl ~ ~\

~
FACILITY NAME HOUSING UNIT TODAY'S DATE

L I 'r - , ( I G ry
- - - - - - - - - - - - - - - - - - -COPAYMENT DISBURSEMENT REQUEST SECTION

AGREEMENT BY PATIENT:
I understand the following:
• The Department of Corrections shall charge a copayment of $7.50 for a visit (face to face contact) initiated by a patient when a copayment is required.
• I will not be denied care if I am unable to pay the copayment.
• By signing below, I am initiating a request for disbursement of my funds for the copayment at the time of the visit when a copayment is required.
• Failure to sign below will NOT prevent the copayment from being withdrawn from my account following a visit when a copayment is required.

PATIENT SIGNATURE (Indicates requE'st for disbursement of your funds to pay the $7.50 copayment at the time of the requested visit when a copayment is required.)

TO BE COMPLETED BY HSU ONLY

o MEDICAL (Nurse, Doctor/NP/PA)
CharQe Copayment: 0 Yes 0 No
AUTHORIZED STAFF SIGNATURE

o DENTAL o OPTICAL

DATE OF SERVICE

I
HEALTH SERVICE REQUEST SECTION
INSTRUCTIONS TO PATIENT: Be sure to include today's date on top of form. Check the appropriate box and explain your request on the lines provided.
Place all 4 pages of the completed form in the sick call box. The HSU will send a copy back to you indicating that your request has been received.

o HEALTH SERVICES 0 HEALTH CARE RECORD REVIEW 0 COPIES FROM HEALTH CARE RECORD (List records below)o PSYCHIATRIST 0 INFORMATION
~OTHER: 1\ \---1-\\\'.10 c...p C II t.',-~'(' tid (I"'-\-\~~l '("9'h+ 0'- ~\~,
Please rovide a brief deseri lion below of Ihe services ou desire so Ihal HSU ean res ond 10 our requesl approprialely.

DATE RECEIVED:
TO BE STAMPED BY HSU

s

') ~tP
o Refer to Special Needs Nurse/Committee ~ n ~ I

~o+\('r"
lAt..
W\,\tq
+0 '

DATE OF HSU RESPONSE

I IIXJ/ri
I

COpy - PATIENT AFTER RESPONSE BY HSU
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WISCONSIN
Adm. Code

Ch. DOC 316

~ NOTIFY ANY FACILITY STAFF IF YOUR HEALTH CARE NEED IS AN EMERGENCY (:l
PRINT LAST NAME PRINT FIRST NAME DOC NUMBER
<""" If' I t ' _v I < '1

"
FACILITY NAME HOUSING UNIT TODAY'S DATE

< C ~

I I ,'7 - 'Il l- I

- - - - - - - - - - - - - - - - - - - - - - - - - - -COPAYMENT DISBURSEMENT REQUEST SECTION
AGREEMENT BY PATIENT:

I understand the following:
• The Department of Corrections shall charge a copayment of $7.50 for a visit (face to face contact) initiated by a patient when a copayment is required.
• I will not be denied care if I am unable to pay the copayment.
• By signing below, I am initiating a request for disbursement of my funds for the copayment at the time of the visit when a copayment is required.
• Failure to sign below will NOT prevent the copayment from being withdrawn from my account following a visit when a copayment is required.

PATIENT SIGNATURE (Indicates reques: for disbursement of your funds to pay the $7.50 copayment at the time of the requested visit 'Nhen a copayment is required.)

TO BE COMPLETED BY HSU ONLY

D MEDICAL (Nurse, Doclor/NP/PA)
Charge Copayment: DYes D No
AUTHORIZED STAFF SIGNATURE

D DENTAL DOPTICAL

DATE OF SERVICE

HEALTH SERVICE REQUEST SECTION
INSTRUCTIONS TO PATIENT: Be sure to include today's date on top of fonn. Check the appropriate box and explain your request on the lines provided.
Place all 4 pages of the completed fonn in the sick call box. The HSU will send a copy back to you indicating that your request has been received.

-6] HEALTH SERVICES 0 HEALTH CARE RECORD REVIEW 0 COPIES FROM HEALTH CARE RECORD (list records below)
o PSYCHIATRIST 0 INFORMATION ,

~ OTHER: <::: lC L Do C+ r, r INy,p d)-I h~ y\ ~bt /! \AI Q '4'
Please rovide a brief descri lion below of the services au desire so that HSU can res our request appropriately.

DATE RECEIVED:
TO BE STAMPED BY HSU

o Refer to Special Needs Nurse/Committee

DATE OF HSU RESPONSE

102-f8-17

COpy - PATIENT AFTER RESPONSE BY HSU
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AND COPAYMENT DISBURSEMENT AUTHORIZATION
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Ch. DOC 316

c) NOTIFY ANY FACILITY STAFF IF YOUR HEALTH CARE NEED IS AN EMERGENCY <:>

I
J

PRINT LAST NAME PRINT FIRST NAME

_--"--- i t
FACILITY NAME HOUSING UNIT

_"" 1 I-

DOC NUMBER

I 7

TODAY'S DATE

I
COPAYMENT DISBURSEMENT REQUEST SECTION
AGREEMENT BY PATIENT:
I understand the following:
• The Department of Corrections shall charge a copayment of $7.50 for a visit (face 10 face contact) initiated by a patient when a copayment is required.
• I will not be denied care if I am unable 10 pay the copayment.
• By signing below, I am initiating a request for disbursement of my funds for the copayment at the time of the visit when a copayment is required.
• Failure to 5:9" below will NOT prevent the copayment from being withdrawn from my account following a visit when a copayment is required.

PATIENT SIGNATURE (Indicates request ~ordisbursement of your funds to pay the $7.50 copayment at the time of the requested visit when a copayment is required.)

TO BE COMPLETED BY HSU ONLY

o MEDICAL (Nurse, Doctor/NP/PA)

Charge Copayment: 0 Yes 0 No
AUTHORIZED STAFF SIGNATURE

o DENTAL o OPTICAL

I DATE OF SERVICE

,

vI
1'0

fJlL\ln
~(\\I-
"t.I 1"+5
~ (\ ~

1y', JV

Y\~ b\\C I< ~t\\V\S
, ,Of w \.\.0.. t\ t ~ r\~h+

\ \1,--"- \ I": v\~ ~"C, -\- ~+\<. .,
FOLD THE BOTTOM OF THE FORM UP TO THE DOTTED LINE SO THAT INFORMATION REMAINS CONFIDENTIAL. J.. . . ...:.
RESPONSE Check appropriate box below,

crscheduled to be seen in HSU: D MD/DO D NP/PA Ig-RN/LPN D Refer to Special Needs Nurse/Committee
D Treated Today D Refer to Psychiatrist D Refer to PSU D Place on Optometric Waiting List
D Refer to MPAA for record review appointment or for copies only. (Must be within 30 days 9/ reques!.)
D Non-Medical Problem [;:lOther:~ty /Y1('/cU auJo.-U 03:>0 vr/J7
WRITIEN RESPONSE

HEALTH SERVICE REQUEST SECTION
INSTRUCTIONS TO PATIENT; Be sure to include today's date on top of form. Check the appropriate box and explain your request on the lines provided,
Place aU 4 Dages of the completed form in the sick call box. The HSU will send a copy back to you indicating that your request has been received.

o HEALTH SERVICES D HEALTH CARE RECORD REVIEW D COPIES FROM HEALTH CARE RECORD (List records below)
D'PSYCHIATRIST D INFORMATION
D OTHER:

Please provide a brief descri tion below of the services au desire so that HSU can res and to our request appropriately.
• • •

t'i\. G
C~'1'L~,

COpy - PATIENT AFTER RESPONSE BY HSU••
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