DEPARTMENT OF CORRECTIONS
WISCONSIN

Division of Juvenile Corrections

DOC-3748 (Rev. 6/2021)

	GROW ACADEMY PHYSICIAN CONSULTATION REFERRAL SCREENING

	NAME OF YOUTH  (First, Middle, Last)
     
	DOC NUMBER (if assigned)
     
	SID NUMBER (if assigned)


	DATE OF BIRTH  (MM/DD/YY)


	 FORMCHECKBOX 
 COUNTY REFERRAL                                 FORMCHECKBOX 
 DJC REFERRAL

	INSTRUCTIONS TO PHYSICIAN 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.  

	Does the youth have a medical condition that would prevent him from safely performing one or more of the activities listed below?

IF YES, EXPLAIN IN SPACE PROVIDED.

	Exercise 
	 FORMCHECKBOX 
 No          FORMCHECKBOX 
 Yes   

	Physical activity
	 FORMCHECKBOX 
 No          FORMCHECKBOX 
 Yes   

	Gardening
	 FORMCHECKBOX 
 No          FORMCHECKBOX 
 Yes   

	Extended exposure to outside weather 
	 FORMCHECKBOX 
 No          FORMCHECKBOX 
 Yes        

	ALLERGIES (e.g., bee sting, food, drug, animals, or other):    
	 FORMCHECKBOX 
 NONE    FORMCHECKBOX 
 Yes - LIST: 

	Height 
	     
	Weight
	     

	Based on the nature of activities and health information, do you recommend that this youth participate in the Grow Academy?    FORMCHECKBOX 
 Yes     FORMCHECKBOX 
 No
CURRENT MEDICATION(S) RECOMMENDED FOR YOUTH, INCLUDING ALL OVER-THE COUNTER MEDICATIONS, OR CHECK NONE.  FORMCHECKBOX 
  PLEASE NOTE:  Youth would receive these medications for the duration of his time at the Grow Academy

	MEDICATION
	DOSAGE/FREQUENCY
	REASON

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	NOTE:  Youth may also be provided with over the counter (OTC) medication(s) with parent/guardian consent.  Youth may receive these medications for the duration of their stay at the Grow Academy unless otherwise specified. 

	To the best of your knowledge, does the youth have any acute or chronic health conditions (including Tuberculosis screening) that would interfere with their ability to participate in the Grow Academy?         FORMCHECKBOX 
 YES       FORMCHECKBOX 
 NO

	Is the youth current on school required immunizations?   FORMCHECKBOX 
 Yes   FORMCHECKBOX 
 No      ATTACH IMMUNIZATION RECORD

	PRINTED/TYPED NAME OF MEDICAL SCREENER AND TITLE

	TELEPHONE NUMBER

     
	FAX NUMBER

     

	SIGNATURE OF MEDICAL SCREENER


	DATE SIGNED

     

	ADDRESS OF HEALTH CARE PROVIDER


	PHONE NUMBER OF HEALTH CARE PROVIDER

     

	


DISTRIBUTION:   Original For Admissions – Internal Paper Record, PR Correspondence Letters Section; 
 Original For Denials – (Confidential) Northwest Regional Office Grow Academy Denial File

