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FACILITY NAME: __________________________________________ 

MONTH/YEAR:  ___________________________________________                                                                                                                                                                         

REFERRED TO: 
Date 
 

Name of Youth 
 

DJJID# Complaint/ 
Cause of Injury 

Treatment Rendered Staff 
Initials 

RN/LPN MD/ARNP/PA Off-site 
MD/ 
Hospital 

         

         

         

         

         

         

         

         

         

         

         

         

         
 

SICK CALL/REFERRAL LOG 


