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CDC 7362 (Rev, 03/04) HEALTH CARE SERVICES REQUEST FORM  PFRHERTOF CORRECTIONS

PART I: TO BE COMPLETED BY THE PATIENT
A fee of §5.00 may be charged to your trust account for each health care visit.
If you believe this is an urgent/emergent health care need, contact the correctional officer on duty.

REQUEST FOR: MEDICAL [] MENTAL HEALTH [] DENTAL [] MEDICATION REFILL []
NAME CDC NUMBER - HOUSING
PATIENT SIGNATURE _ DATE

REASON YOU ARE REQUESTING HEALTH CARE SERVICES. (Describe Your Health Problem And How Long You Have Had
The Problem)

NOTE: IF THE PATIENT IS UNABLE TO COMPLETE THE FORM, A HEALTH CARE STAFF MEMBER SHALL COMPLETE THE FORM ON
BEHALF OF THE PATIENT AND DATE AND SIGN THE FORM

PART II1: TO BE COMPLETED AFTER PATI_ENT’S APPOINTMENT
[] Visit is not exempt from $5.00 copayment. (Send pink copy to Inmate Trust Office.)
PART II: TO BE COMPLETED BY THE TRIAGE REGISTERED NURSE

Date / Time Received: Received by:

Date / Time Reviewed by RN: : Reviewed by:

S: Paiidcale: 4427345 6 7.8.9 10
D 5T P R: BE WEIGHT:

A:

P:

[0 See Nursing Encounter Form

E:

APPOINTMENT EMERGENCY URGENT ROUTINE O
SCHEDULED AS: (IMMEDIATELY) (WITHIN 24 HOURS) (WITHIN 14 CALENDAR DAYS)
REFERRED TO PCP: DATE OF APPOINTMENT:

COMPLETED BY NAME OF INSTITUTION

PRINT / STAMP NAME SIGNATURE / TITLE DATE/TIME COMPLETED




