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Wisconsin Department of Corrections
Governor Scott Walker | Secretary Cathy A. Jess

Stanley Correctional Institution

DATE: September 17, 2018
TO: MAXY, Childeric #332930~-RSHU
FROM: Inmate Accts

SUBJECT: Legal Loan

In response to your recent correspondence, the criteria used by institution staff to
determine eligibility for a legal loan include: Account activity for the last three
months, Inmate Account balance, anticipated payroll earnings, mail room receipts,
recent spending patterns, including canteen purchases, outside purchases and
funds to family, nature of pending litigation and current legal needs, the amount of
outstanding legal loans from prior years, history of repayment.

Your request was not approved for the following reasons: canteen spending -
$83.15 in 3 months.

Your basic needs of food, shelter, and clothing are met by the institution. It is your
decision to spend these funds for other personal items or on your prioritized legal
needs.

You may also explore other options such as: getting a job, saving money or
borrowing money from family or friends.

You may reapply after 30 days. Your account activity will then be reviewed and
determined if you are eligible.

Sincerely,

Business Office

Cc: file

100 Corrections Drive | Stanley, Wisconsin 54768-6500 | Phone Number: (715) 644-2960
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DEPARTMENT OF CO WISCONSIN
b A e HEALTH SERVICE REQUEST Ak o
DOC-3035 (Rev. 9/2016) AND COPAYMENT DISBURSEMENT AUTHORIZATION Ch. DOC 316
& NOTIFY ANY FACILITY STAFF IF YOUR HEALTH CARE NEED IS AN EMERGENCY «
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COPAYMENT DISBURSEMENT REQUEST EEETI£
AGREEMENT BY PATIENT:

| understand the following:
* The Department of Corrections shall charge a copayment of $7.50 for a visit (face to face contact) initiated by a patient when a copayment is required,

+ | will not be denied care if | am unable to pay the copayment.

* By signing below, | am initiating a request for disbursement of my funds for the copayment at the time of the visit when a copayment is required.

* Failure to sign below will NOT prevent the copayment from being withdrawn from my account following a visit when a copayment is required.

PATIENT SIGNATURE

TO BE COMPLETED BY HSU ONLY |
[_] MEDICAL (Nurse, Doctor/NP/PA) [] DENTAL [] OPTICAL

Charge Copayment: [ | Yes [ ] No

AUTHORIZED STAFF SIGNATURE DATE OF SERVICE

TO BE COMPLETED BY INMATE PATIENT - HEALTH SERVICE REQUEST SECTION

Be sure to include today’s date on top of form, Check the appropriate box below, and explain your request on the lines provided. Place all 4 pages of the
completed form in the sick call box. The HSU will send a copy back to you indicating that your request has been received.

[ ] HEALTH SERVICES ] HEALTH {:AHE RECORD REVIEW  [_] COPIES FROM HEALTH CARE RECORD (List records below)
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Please provide a brief description below of the sehﬂ:as rou desire so th;t HSU can respond to your request appropriately.
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Y dl . ‘(Sﬂdﬂfflﬂ“ 77 au ba
Bl e R MO e o i T DT =0/LINE SO THAT INFORMATION REMAINS CONFIDENTIAL.
PATIENT: DO NOT WRITE BELOW THIS LINE - TO BE COMPLETED BY HSU ONLY

HSU RESPONSE Check appropriate box below. Add written comments / information as needed.
[] Nursing Sick Call: [] Today [] Date (if not today):

[l Scheduled to be seenin HSU [JACP [] RN/LPN [[] Special Needs Evaluation [ ] Optical [ ] Other:
[JRefer HSRto: [JACP [JHSUManager [] Psychiatrist [ ]MPAA []Optical [] Other:

[] Refer for copies only: [] Refer for Health Care Record review appointment.

[ ] Educational material attached (Specify): [] Other:
COMMENT / INFORMATION

PRINT STAFF NAME DATE OF HSU RESPONSE

ORIGINAL - PATIENT REQUEST FOLDER



