DEPARTMENT OF CORRECTIONS
WISCONSIN
Division of Juvenile Corrections

DOC- 3749 (Rev. 2/2016)

	GROW ACADEMY MEDICAL SERVICES CONSENT FOR A MINOR

	NAME OF YOUTH (First, Middle, Last)
     
	DOC NUMBER

(if assigned)

     
	SID NUMBER

(if assigned)

     
	DATE OF BIRTH (mm/dd/yy)
     

	A. ROUTINE AND NON-EMERGENCY MEDICAL SERVICES CONSENT AND EXCLUSIONS

	I, the undersigned parent/guardian of the above-named youth, do hereby authorize the Grow Academy staff or Wisconsin Department of Corrections, to approve the provision of routine and non-emergency medical services by licensed professionals, including medical and dental examinations and non-emergency prescribed treatments (e.g. tooth repair, over the counter medications as approved by the referring physician, including but not limited to: prescription antibiotics, influenza vaccine, tetanus vaccine, or antiviral medication), with the following exceptions:  

     


	B. EMERGENCY MEDICAL SERVICES CONSENT AND EXCLUSIONS

	I, the undersigned parent/guardian of the above-named youth do hereby authorize the Grow Academy staff or Wisconsin Department of Corrections, to obtain and consent to emergency medical care for my youth to preserve life, limb or the well-being of my youth. I understand that reasonable efforts will be made to contact me, but the above-named program, or the Wisconsin Department of Corrections, has the authority to consent to emergency procedures deemed necessary by a licensed medical professional. I have no objections, with the following exceptions:

     


	In the case of emergency or non-emergency care for the above-named youth, I agree to abide by and be bound by medical decisions made pursuant to the foregoing authorization and consent as if I made said decisions

	PRINT NAME OF PARENT/LEGAL GUARDIAN 

     

	SIGNATURE OF PARENT/LEGAL GUARDIAN 
	DATE SIGNED

	IMPORTANT – COUNTY YOUTH – ATTACH COPY OF BOTH SIDES OF INSURANCE CARD(S).

	Provide all of the Following Insurance Information:

	NAME OF HEALTH INSURER (Dean, Unity etc.)
     
	SUBSCRIBER NAME

     
	SUBSCRIBER DATE OF BIRTH (mm/dd/yy)
     

	GROUP NUMBER

     
	POLICY NUMBER

     

	HEALTH PROVIDER CLINIC AND ADDRESS
     

	PROVIDER PHONE NUMBER
     

	IF YOUTH HAS MEDICAL ASSISTANCE, LIST NUMBER BELOW AND PHOTOCOPY BOTH SIDES OF THE CARD.  

     

	BOTH CARDS MAY BE PHOTOCOPIED ON ONE SHEET


	DISTRIBUTION: DISTRIBUTION:   Original For Admissions – Medical Chart, Consents/Refusals Section; 
Original For Denials – Northwest Regional Office  Grow Academy Denial File; Copy - Parent/Guardian  



