DEPARTMENT OF CORRECTIONS
WISCONSIN

Division of Juvenile Corrections

DOC-1615B (4/2014)

	
	
	

	PSYCHIATRIST CONSULTATION 
FOR GROW ACADEMY REFERRALS

	NAME OF YOUTH:

	DOC NUMBER:      
	SID NUMBER: 
	DATE OF BIRTH  (MM/DD/YY):
     

	 FORMCHECKBOX 
 COUNTY REFERRAL                                            FORMCHECKBOX 
 DJC REFERRAL

	INSTRUCTIONS TO PSYCHIATRIST COMPLETING FORM:

	· The above-named youth has been referred to the Grow Academy operated by the Division of Juvenile Corrections (DJC).  The GROW Academy is a 120 day residential program that includes comprehensive treatment for youth consisting of an agricultural science curriculum and evidence based skill development.  

	· Youth who are taking psychotropic medications are eligible for the Grow Academy, depending on psychiatrist's recommendation.

	· Youth non-compliant with taking their prescribed medications will not be eligible for the Grow Academy.

	· Please answer the questions below regarding the youth, named above, for whom you have prescribed psychotropic medications:

	Can the youth safely perform the following physical activities while taking the prescribed psychotropic medication(s):

	· Physical activity during exposure to sunlight and varying temperatures
	 FORMCHECKBOX 
 Yes   
	 FORMCHECKBOX 
 No

	· Physical activity, including gardening
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	· Light exercise (e.g. jogging, push-ups, jumping jacks, etc.)
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	1. Is the youth stable and compliant when taking his prescribed medication(s)?
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	2. Would the psychotropic medication(s) prescribed for the youth interfere with his ability to participate in the Grow Academy?  
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	3. Would the youth’s psychiatric condition interfere with his ability to participate in the Grow Academy?  
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	4. The above named youth is a candidate to participate in the Grow Academy.  Is/are there any clinical/psychiatric issue(s) that would prevent this youth from participating?  If yes, explain below
     
	 FORMCHECKBOX 
 Yes
	 FORMCHECKBOX 
 No

	PRINTED/TYPED NAME OF PSYCHIATRIST


	TELEPHONE NUMBER


	FAX NUMBER



	SIGNATURE OF PSYCHIATRIST
	DATE SIGNED
	 FORMCHECKBOX 
 Lincoln Hills

 FORMCHECKBOX 
 Copper Lake


	DISTRIBUTION: Original – The Grow Academy; Copy – DJC Regional Offices



