
4835-7549 
CHJ-549 11/05 

HEALTH CARE REQUEST 

NAME: (Vl ~ ) 

NUMBER: z. l8 ( ) I LOCK: 
, 

This Health Care Request is for the following (check one or more): DHealth Record Copies 

0 Dental 0 Medication Refill 0 Optometry 0Mental Health 

I have the following problems/symptoms: /I.< t/ -:;; , 1 4 , , ,,_, J- v r, I ?'" ~ / 
( 

I 1.-/ ' ' ( / ( v k.d 4 ( I 

y wl ( J k' -r . /_ _,, ) -l c, <" J 

You will not be denied health care services for lack of personal funds. However, if your account does not have adequate funds, the 
copayment will be considered an institutional bt and all be collected as set fo in P 04.02.105, "Prisoner Funds". / j 7 - ,...._ ( / I .> u ,... -:_ / L e- ___. I <_.-- J.. I u "" ~ I .... 
Signing this document formally requests treatment. In addition, it authorizes the DOC to treat or arrange treatment for you and to release 
any necessary medical information to facilitate that treatment, to review treatment, to respon1i to a related grievance, or to review any 
appeal you may make regarding the Department's decision to charge for the care. \...,_, f / J ..N /--,..-/ , y c....{J ~ 

I have read Section D above, or it has been read to me and I understand that I will be charged $5.00 for my health care visit unless it is 
for one of the reasons listed below in Section F. Ifl am charged for this visit, I agree that the $5.00 may be taken from my account. 

Prisoner Signature: .- Z,.1 .1 ( J y I / Date: 'JC ... 
\0 1--~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~---'--~--I .:t PRISONER: DO NOT WRITE BELOW THIS LINE y u lJ .f u ) 

~ INSTRUCTIONS TO PRISONER ....J.- u H (_ ~ ( tl ;( J l.. 

( 

~ +'~,,. +-o l 
I w <- ~ u ,, ,J t 1--4 r ~ ~ ~1 A 1-..t t./ 

I 1 (J 1J f A .Jl / 1v1t J--ro n, I K /l.-11r di' <...s: :.. 
Y1-"-- (/ $ K (; / JJ 1.J c.3 I+ J Ur::. > 

~l It cl ) J 1- ~ J- j( ' -:r () b -\-6 ~ I ) J/1-) I 

An appointment has been scheduled for you on: Date: 

Signature: Title: Date: 

CO PAYMENT (to be filled out by health care): U( ( r 0 i c!} 
' Note: If none of the exceptions listed below apply, check the box below and a copay will be charge . J/Z_ ...J..- ( r <./-Ii.--/}. 

/ 
Q!.. 

• requested by a QHP (includes transfer assessments, chronic care clinics, intake and annual screening, 

and required follow-up care) I'- o ~ o (/ ( J 5 I;)~ 
• for injuries that are work-related as documented by the prisoner's work supervisor e t'\ [ ( /~ f.) '-
• requested for testing for HIV, STD's, infestations, or reportable communicable diseases f~ G ) <.:. f c../ 
• requested for evaluation, consultation, or treatment of a mental health need ) " l) d- j 1- 1 y 
• prompted by a medical emergency (see Section I of the policy, if self-inflicted) u ~( "

1 
6 q }.._ 1.11~ D I have reviewed the visit of and certify none of these exceptions apply. T-'-1 ;( J VC--

Date 

Signature: 

' Distribution: White - Health Services, Canary - Prisoner, 

Title: Provider#: 

Pink - Business Office 

A " µ, ( Date: 0 ) I) 

J7._; ) 01J1 ;..fl ( 

) .......... - z ~- 17 

~\ 
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--tfCHIGAN DEPARTMENT OF CORRECTIONS-Bureau of Health Care 

HEAL TH CARE REQUEST 

PRISONER;- COMPLETE SECTIONS A THRQUGH D 

LOCK: 

This Health Care Request is for the following (check one or more): 0Health Record Copies 

D Medication Refill D M edical D Optometry DMental Health 

D Non-urgent 

0 Urgent 

ICE TO SONER I < ( I , J l I t I .f, I s .... ,.{ I'"_ J 
.s. LJ.i,·-1- ..) 

You i norbe deni d health care services for lack of personal funds. However, if your account does not have adequate funds, the 
ayment will be nsidered an institutional debt and shall be collected as set forth in PD 04.02.105, "Prisoner Funds" . 

• I , ._/ (I' I 1) (. I G.1 . 
Signing this document formally requests treatment. In addition, il authorizes the DOC to1treat or arrange treatment or ym.tand to release 
any necessary medical information to facilitate that treatment, to review treatment, to respond to a related grievance, or to review any 
appeal you may make regarding the pepartment's decision to charge for the care. ( I ( /'· WJ I" ~ 

v Wt J f'C "'7() 

I have read Section D above, or it has been read to me and I understand that I will be charged $5.00 for my health care visit unless it is 
for one of the reasons listed below in Section F. Ifl am charged for this visit, I agree that the $5.00 may be taken from my account. 

\";: Prisoner Signature: I (.) I / ) ftte./ vJ.t: i I 
~ 1--~~~~~~~~~~~~.--~~~~~~~~~~~~~~~~~~~~~~~~~~~~~~--1 

~ PRISONER: DO NOT WRITE BELOW THIS LINE 

~ ~-IN-S_T_R_U_C_T_I_O_N_S_T_O_P_RI~S-O_N_E_R~~~---'--_:_:__--'--=-~_____:::__~=--:..~-""---==-=-~-'-'-~_,___,_~.,.=::=--=~=-=---,-
/ 

An appointment has been scheduled for you on: 

Serv1ces, Canary - Prisoner, ,-_..) 
Lj ~ <1 
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/cHIGAN DEPARTMENT OF CORRECTIONS-Bureau of Health Cate 

ifEALTH CARE REQUEST 

NAME: LGLtt-

NUMBER: LOCK: 

FACILITY: 

DATE: 

4.'635-7549 
ChJ ~a l l/05 

7 

This Health Care Request is for the following (check one or more): DHealth Record Copies 

D Dental D Medication Refill [!]Medical D Optometry DMental Health 

0 Non-urgent 

D Urgent 

I have the following problems/symptoms: 
~--=---..!'----''"-----=:_:__--=.---'-''-----"=-----~----~-'--------~ 

6 I 

NOTICE TO PRISONER f?, :.> '1 ~ ( / 
1 r (,, 

You will not be denied health care services for lack of personal funds. However, if your account does not have adequate funds, the 
copayment will be considered an institutional debt and shall be collected as set foi:h in PD 04.02.105, "~~oner Fungs"~ 

)(.'1-t "'I' .1 t .5 ' 111-t- c <,.. ,~ 
Signing this document formally requests treatment. addition, it authorizes the DOC to treat or arrange treatment for you and to release 

1 any ne<;essary medical information to facilitate that treatment, to review treatment, to respond to-a related grievance~ or to review ar:i.y 
appeal you may make regarding the Department's decision to charge for the care. , 1 ' -' r ( t / ,) J ~ c fl 1 

l._ r v ~) / JI -...I '-- t · ~, j I {J, "IJ ' "" ' / -

I have read Section D above, or it has been read to me and I understand that I will be charged $5.00 for my health care visit unless it is 
for one of the reasons listed below in Section F. lfl am charged for this visit, I agree that the $5.00 may be taken from my account. 

Prisoner Signature: ..( ;J c 1) / -S- JI " ....... c;./lDat . 

PRISONER: DO NOT WRITE BELOW THIS LINE 

INSTRUCTIONS TO PRISONER 

~ 11.:.) ' < ... A- w 

\ . 
I 

An appointment has been scheduled for you on: Date: ~ {'. 1.. C: IC \ 

Signature: Title: Provider #: 

COPAYMENT (to be filled out by health care): s \...\- I- tf... +u 

Note: If none of the exceptions listed below apply, check the box below and a copay will be charged . 

Care that is: • 
• 
• 
• 
• 

requested by a QHP (includes transfer assessments, chronic care clinics, intake and annual screening, 
and required follow-up care) Cu ')rt 
for injuries that are work-related as documented by the prisoner's work supervisor ~-;.t?· 

requested for testing for HIV, STD's, infestations, or reportable communicable diseases 
requested for evaluation, consultation, or treatment of a mental health need 
prompted by a medical emergency (see Section I of the policy, if self-inflicted) 

I have reviewed the visit of _ _______ and certify none of these exceptions apply. 
Date 

· - Health S.arvices.._ 
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MICHIGAN DEPARTMENT OF CORRECTIONS 

~ Kite Respunse 

Patient Name 
Date Received 
Time Received 
Taken By 
Date Initiated 

Other 

MARCUS MAYS 
06/30/2017 

Elizabeth M. Corrigan, RN 
06/30/2017 

Age 53 Years 

Reason: I am being denied medical treatment. I asked for some throat medication to be prescribed for my burning 
throat like secret throat lozenges .. 

Details: lock 3-214. 

Comment: You were seen by both nursing and the doctor. Throat lozenges and cough drops are available through 
the prisoner store for purchase. They are not precribed. If you need to be scheduled a nurse visit, please rekite 
stating clearly what you need to be seen for, a $5 copay will apply .. 

--1i ~ D :. ,_Q<'I :, LI l -r-lA 1( ""'~ 1 "1,ol w s 1 'i 
I fP S---7 v .{ '"/__./ ]l-v .JC,} ti.r~ .1 l 

vw... l'> ;LG :l; /,.f,(j 
6 ~ [ µJ cfL 3 t,1·{/~ 

+ Pt:'\.. :5 [.,, p~ (-> I c cP )-11 I J../41 (_, 

J-c ~YvtJL- h t')lt-c. + 
f>-,y ':::> u \(.!'.., b r...lAJ-1 /J.t::, J--'k fl_)<'-/ 

J.. Cei ~ S c,<:Y )JW JO-r-.J ,J_ L (;LC t)-c (_~ 
;J 0 c~'i-1~ j f-'-u 

~ I ·-r .£ s "'-~ j/V L I[ ,..l ) (,J. hz, cf 

\-0 £ V i,,j( L ~ ti'' JC .;l u /J') ~liu 
----i,Jl r_,lz,z_,..Jb ri.f).h ev.x..I{. Lfy·" ~ ,. 

MAYS, MARCUS 
218101 

0312511964 
111 
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MICHIGAN DEPARTMENT OF CORRECTIONS-Bureau of Health Care 

HEALTH CARE REQUEST 

PRISONER: COMPLETE SECTIONS A THROUGH D 

4835-7549 
-~JI' 11/05 

FACILITY: /J. /{ ~ 
LOCK: ~ "?f DATE: -?- 5 ' ( 7 

This Health Care Request is for the following (check.one or more): DHealth Record Copies 0 Non-urgent 

0 Medication Refill ~dical 0 Optometry 0Mental Health Urgent 

Ihavethefollowingproblems/symptoms: --rnv 1··faf{Dc-·1 r '.'>f\RJCtiUt~ -fd ~c.M.AL f1.o;t-( 

<: t> ~l :~·j,, I"" k th . .; \ --\-1-t G c JC~ 1]4tf, a;'.'~,&+ l, 1M c "' 1t ;u '> '- , ) 

~c 1.\ /J f./C(d<J t d ( L) l d vJ .1 ft -I(.}' tj(} ~ tu ~~N )I llWI,( #llf'dr-c..L/ Mk/ . .iH 
f o 1( hAf'/ ~:> ,u 6d AiJti\J ~ dh )(Qo&.1[ ~ ! -\ ~ ~rct. 1(\ ""f\J .hftf.4), 

NOTICE TO PRISONER I~ J (. ' ( 1£..c_{,,_ -\- c ~IC Q ~ 5 -~ ':>- () ~lt t u,ll I/ t lf_ f ,.£' 
You will not be denied health care services for lack of personal funds. However, if your account does not have adequate funds, the 

\)i;) copayment will be considered an institutional debt and shall be collected as set forth in PD 04.02.105, "Prisonej1Funds". _ t 
1 N -v, \1; i.J'(..(C(Uo T ~' 1) cJ~i ~,,<'$'-(16t. it{(; ,-0L,..-<)'rV' ~t;..u-P Jt;twi<:CJ!rJ 

I Signing this document formally requests treatment. In addition, it authorizes the DOC to treat or arrange treatment for you and to release 
~ any necessary medical information to facilitate that treatment, to review treatment, to rei ond to a related grievance, or to review any 

appeal you may make regarding the Department's decision to charge for the care. 8J3fI1 f g g }( C ~ J 1( f( ;..{ J>ll' ( /, 
111127 -

~ l have read Section D above, or it has been read to me and I understand that I will be charged $5.00 for my health care visit unl;; it is 
i>r one of the reasons listed below in Section F. Ifl am charged for this visit, I agree that the $5.00 may be taken from my account. 

cotJ +< Jl1t19:( tJ ~ l £cu1-I 

Date: 

c ~YMENT (tq~tfil~~tb~e~mre): J1l{ ;Jd tf ~~ < /oJ + ;- p,.c!C((Ci~ 
Ndte: If none of t&et~P'eX!W1s 1.i~=J;ielow .iJ.PJ?ly, chec e box below and a copay will be charged. M . / 1 1 fr:J I ~ U -U.·' c.. i/ ()M) r ( (._ C( t tJ £( -;-t-t ( ,Ji 'j 

!are that is: • requests,i ~-QfIPJt:j 1g~~{nder as'sdsme ts, chronic care clinics, intake and annual screening, . 

and required follow-up care) f?.'.{,..Jfr( f.!.ccc/ f ~l. J,t L ( ,+'1_ ,{<1 ~J.,- ~ H'C Si/-<:<. q...c_ C::,· 
• injuries that are work-npJ$.~as~~m®te y the prisoner's work supervisor ~I::} .. 
• reques e~lf6bHI'j.,~SJtJt.'.~f ns, or reportable communicable diseases '2'. I) .J 1/)1 Ce- /( r 
• requested for eva c · eatment of a mental health need {J / f ( J 6 I ,(At . l 
+ prompted by a medical emergency (see Section I of the policy, if self-inflicted) , )"Jlvc1 S ~ e r nfj j 

I have reviewed the visit of and certify none of these exceptions apply. O ti,,( 
Date 1\,, H16->JJ).1/ c- d"- ~ {c ! i) r "BlcK· 1) "!"" rrvliJi ...... ~lt ~ • ·-= · ~ , . • .... • " 

'lature: 

bution: White - Health Services, Canary - Prisoner, Pink - Business Office tJtt.vt..~tt 't V 
i7 . .- . . , ·I- ....,...;),:.r ( jt.-{ (\../I 
1 ~ J ~ l :ll .... .,.. 7 - 1'"" ;1;· 

LZ<t.JHut(- 01'$. u.-t~ it' t~#:t J~ 6~1, 9<Lrf 
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PRISONER: COMPLETE SECTIONS A THROUGH D 

FACILITY: 

( J LOCK: DATE: ...;-/7 

This Health Care Request is for the following (check one or more): DHealth Record Copies Non-urgent 

0 Medication Refill 0 Optometry DMental Health 

E TO PRISONER 

You will not be denied health care services for lack of personal funds. However, if your account does not have adequate funds, the 
copayment will be considered an institutional debt and shall be collected as set forth in PD 04.02.105, "Prisoner Funds". 

Signing this document formally requests treatment. In addition, it authorizes the DOC to treat or arrange treatment for you and to release 
any necessary medical information to facilitate that treatment, to review treatment, to respond to a related grievance, or to review any 
appeal you may make regarding the Department's decision to charge for the care. 

I have read Section D above, or it has been read to me and I understand that I will be charged $5.00 for my health care visit unless it is 
r one of the reasons listed below in Section F. Ifl am charged for this visit, I agree that the $5.00 may be taken from my account. 

Date: 

PRISONER: DO NOT WRITE BELOW TIDS LINE 

INSTRUCTIONS TO PRISONER 

An appointment has been scheduled for you on: Date: 

Signature: Title: Provider#: · Date: 

COPAYMENT (to be filled out by health care): 

Note: If none of the exceptions listed below apply, check the box below and a copay will be charged. 

Care that is: + requested by a QHP (includes transfer assessments, chronic care clinics, intake and annual screening, 
and required follow-up care) 

D 
Signature: 

Distribution: 

for injuries that are work-related as documented by the prisoner's work supervisor 
requested for testing for HIV, STD's, infestations, or reportable communicable diseases 
requested for evaluation, consultation, or treatment of a mental health need 
prompted by a medical emergency (see Section I of the policy, if self-inflicted) 

I have reviewed the visit of __ --,...,.._,.. ____ and certify none of these exceptions apply. , 
'D11te 

Title: Providt;r #: 

White - Health Services, Canary - Prisoner, Pink - Business Office 

Date: 
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MICHIGAN DEPARTMENT OF CORRECTIONS-BqreauofJiealth Car~, 

HEALTH CARE REQ\JEST 

PRISONER: COMPLETE SECTIONS A THROUGH D 

NAME: 

NUMBER: LOCK: ~ ZJ / 

This Health Care Request is for the followmg (check one or more): DHealth Record Copies 

D Dental D Medication Refill GJ edical 0 Optometry DMental Health ' 

I have the following problems/symptoms: ~ ~ :tf \.1 t ?u ~ l )I.I G. o ~( / I.> rJ ,1 

ivt ~J{L(,.l ~ K(...:;* Vl\J:.'1-k-t- \)(. '\->' ')'\.-\(. 

4835-7549 
11/05 

NOTICE TO PRISONER /;;,{,, ~ J < l'f ~ t.J ii'(. h f~t:t..l(t b l 1 '..·h. Jt j Se) f '-' 1 /.t )( jt!, 
You will not be denied health care services for lack of personal funds. However, if your account does not have adequate furids, the 
copayment will be considered an institutional debt and shall be collected as se forth in PD 04.02.105, "Prisoner Funds". . w h _ir ,.fl .>'""" ti(I ~ /f1v <Y \) fJ'. < r.t s. t.r - 0 ) . 
Signing this document forrrially requests treatment. In addition, it authorizes the DOC to treat or arrange treatment for you and to release 
any necessary medical information to facilitate that treatment, to review treatment, to respond to a relaied grievance, or to review any 
appeal you may make regarding the Department's decision to charge for the care.:::i.\{ t .\ \...)\ dJ fjr_ ,: .'f ( } k., 1 ( ~.~ ,\ 

~ I have read Section D above, or it has been read to me and I understand that I will be charged $5.00 for my health care visit unless it is 
3:) for one of the reasons listed below in Section F. Ifl am charged for this visit, I agree that the $5.00 may be taken from my account. 

JS P<isooe< Signaturn' • tJ l \ v .hlf J H ' 4J 6 <J'?"te' S 1' ~I ..'.' C "" 7 4 ii> L, 

D 

Distribution: White - Health Services, 
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MICHIGAN DEPARTMENT OF CORRECTIONS 

~ Kite Response . , . . ... 

Patient Name 
Date Received 
Time Received 
Taken By 
Date Initiated 

Action & Resolution 
Date Time 
07/11/2017 4:34 AM 

Other 

MARCUS MAYS 
07/10/2017 
00:00 
Dawn M. Coon, RN 
07/10/2017 

User 
Dawn M. Coon, RN 

Age 53 Years 

Detail 
Reason: Sore throat and "constant" headaches, " .. . blister in my 
nose which bleeds and drains". Call details: You have been 
previously placed on the call-out for this and will be seen this 
week. Comment Lock 3-214 

Reason: Sore throat and "constant" headaches, " ... blister in my nose which bleeds and drains" .. 

Details: You have been previously placed on the call-out for this and will be seen this week .. 

Comment: Lock 3-214. 

--; - /Z~ (1 ::I- wcJ 'p~n.,) 

Vl/llf d c.c~l 1}1-d-~i-l ~I () ~ 1s r 

MAYS, MARCUS 
218101 

03/25/1964 
111 
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