




































































COUNTY YOUTHFUL OFFENDER CAMP SCREENING

Youthful Offender Name___________________________Date of Birth__________________County_____________
(Last, First, Middle)

Referral Offense(s) _________________________________________________________________________________

Release Date_______________________________________________________________________________________

SECTION A:  Standard Camp Criteria:

The COUNTY Youthful Offender has a release date no less than six (6) months and no more than
seventy-two (72) months from the date of approval.

The COUNTY Youthful Offender is 8

The COUNTY Youthful Offender is under juvenile court jurisdiction.

The COUNTY Youthful Offender is free of any serious rule violations for the past sixty (60) days.

The COUNTY Youthful Offender has provided a DNA sample.

The COUNTY Youthful Offender possess a high school diploma or GED.

SECTION B: Camp Exclusionary Criteria from which Exemption is Requested:

If youth meets any of the below criteria, a County Youthful Offender Camp Criteria Exemption Request (Pine Grove Attachment #2))
must be completed and attached.

Serious or Violent Offense (Requires approval from Camp Warden Hiring Authority, Pine Grove Camp Associate Warden or DJJ
Deputy Director or designee)

Runaway/AWOL

Mental Health history

Possession of illegal fireworks

Sexual misconduct rule violation

Release Date < 6 mos., >72 months

Serious Rule Violation in the last 60
days

Birthplace outside of the U. S.

Previous camp removal

Public interest case

NOTE: Youth with the following history are permanently excluded from camp placement:

Escape by force or violence from any count, private or state facility.
Sustained petition or conviction of arson
History of possession or manufacturing of explosive device
History of an offense that is sex-related
Medically unfit for 
Active hold or court action that may result in additional confinement

COMPLETED BY:

County Representative Signature Date

______________________________ _________________________________

Telephone Number Email
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SECTION C:  Medical Screening:

1. Does the youth have any restrictions on physical activity?   If yes, list restrictions:
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________
________________________

2. Does the youth have any chronic conditions?  If yes, list conditions:

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

________________________

3. List of all prescribed medications.

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________

________________________

4. Is there a history of asthma?

5. Is there a history of seizure disorder?

6. What is the youth's visual acuity (with corrective lenses if applicable)

youth may not qualify for Fire Camp.

COMPLETED BY:

County Medical Representative Signature Date

______________________________ _________________________________

Telephone Number Email
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SECTION D:  Mental Health Screening:

stabilizers)

-injurious behavior within the past two (2) years, nor required suicide watch or
hospitalization for a mental health issue.

If previously on psychotropic medication, youth has been screened by a mental health clinician who has
determined that this individual, who has a history of mental health treatment, has been emotionally stable without
psychotropic medication(s) for a period of at least four months.

ongoing mental health treatment.

Youth does not have an intellectual developmental disorder or a pervasive developmental disability (such as
Autism Spectrum Disorder), an acute mental health condition (such as depressive episodes), or a chronic serious
mental health disorder (such as schizophrenia) that limits their ability to comprehend or follow instructions or
otherwise impairs their ability to engage appropriately in social and communication and interaction.

If youth does not meet all the above criteria, youth is NOT eligible for camp.

COMPLETED BY:

County Mental Health Clinician Signature Date

______________________________ _________________________________

Telephone Number Email

SECTION E:  Fire Camp Placement Referral:

Fire Camp Fire Camp*
(attached)

County Administrator Signature Date

______________________________ _________________________________

Telephone Number Email

Once all sections are completed and signed by appropriate staff, forward packet to CDCR.  *If ineligible for Fire 
Camp and an exemption is not being requested, do not forward packet to CDCR.
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SECTION F:  CDCR Screening Staff

(see attached)
Comments__________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________

Name Signature Date

SECTION G:  Fire Camp Administrator:

Interview Completed on ______________________________________________________________________

(see attached) (see attached)

Comments__________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

__________________________

Name Signature Date

SECTION H:  Office of the Deputy Director or Warden

Denied
(see attached) (see attached)

Comments__________________________________________________________________________________

___________________________________________________________________________________________

___________________________________________________________________________________________

_________________________

Name Signature Date

Return completed form to CDCR.
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COUNTY YOUTHFUL OFFENDER CAMP CRITERIA EXEMPTION REQUEST
Instructions: 

We are requesting authorization to place the following county youthful offender in the Fire Camp program:

Name: Date of Birth

County: Referral Offense(s):

Camp exclusionary criteria from which exemption is requested:

Serious or Violent Offense ((Requires approval from Camp Warden Hiring Authority, Pine Grove Camp Associate Warden or DJJ
Deputy Director or designee)

Runaway/AWOL

Possession of illegal fireworks

Sexual misconduct rule violation

Release Date < 6 mos. > 72 mos

Serious Rule Violation in the last
60 days

Birthplace outside of the U. S.

Previous camp removal

Public interest case

NOTE: Youth with the following history are permanently excluded from camp placement:

Escape by force or violence from any count , private or state facility.
Sustained petition or conviction of arson
History of possession or manufacturing of explosive device
History of an offense that is sex-related
Medically unfit for
Active hold or court action that may result in additional confinement

Submitted By:

Print Name / Title Signature Date

Fire Camp Administrator( or Designee) or Associate Warden

Approved Denied

Print Name Signature Date

Office of the Deputy Director( Designee) or Warden

Approved Denied

Comments:

Print Name Signature Date
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Mental Health & Medical Information from Outside Agencies

Instructions: This form may only be completed by a Licensed Mental Health Clinician or a licensed health care provider (RN, MD). Prior 
Y designated mental health clinician and/or health care 

provider for review.

Name: DOB:

1. Within the past two years, has a formal, written mental health evaluation been completed? If yes, attach
evaluation.

Yes No

2. Most recent diagnosis (Include the most recently published edition of  the DSM V name of the disorder ).

Primary diagnosis:

Secondary diagnoses:

3. Does the youth have any medical/physical pr
information.

Yes No

_______________________

4. Has the youth required any of the following:

a. Voluntary or involuntary treatment in a mental health setting? (Psychiatric hospital,
residential mental health placement).

Past Six Months? Ever?
Yes No Yes No

If yes, provide dates and attach discharge summaries.

b.Services of the regional center for a developmental disorder? Past Six Months? Ever?
Yes No Yes No

If yes, describe type/date/reason.

c. Use of soft restraints for psychiatric reasons/emergency medications in last 12 months? Ever?
Yes No

If yes, describe type/date/reason.

d.Treatment for serious, active danger to self/others due to mental illness? Past Six Months? Ever?

County of Santa Barbara 
California Department of Corrections and Rehabilitation  
Mental Health & Medical Information from Outside Agencies

Agreement Number C5612911 
Attachment 3 
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Mental Health & Medical Information from Outside Agencies

Name: __________________DOB:_______________County:_____________________

Yes No Yes No

If yes, list all incidents by date/type. Attach additional sheet if necessary. 

e. Evaluation and treatment for serious impairment of functioning in most domains
(i.e. thinking abilities, emotional control, judgment, relationships with others,
grooming, and ability to make good use of food, clothing, and shelter in current
placement).

Past Six Months? Ever?
Yes No Yes No

If yes, describe.

f. Treatment of a mental illness using psychotropic medications? Past Six Months? Ever?

Yes No Yes No

If yes, describe.

5. Is the youth currently taking medication for a medical or mental health diagnosis?
If currently on medication and a court order was obtained, please attach a copy of JV220 and JV223.

Yes No

6. If taking medication, please describe current medication regimen (medication, dose, frequency).

7. Has the youth been non-compliant with medication for a medical or mental health
diagnosis?

Past Six Months? Ever?
Yes No Yes No

If yes, describe.

8. Response to current pharmacologic treatment.

County of Santa Barbara 
California Department of Corrections and Rehabilitation  
Mental Health & Medical Information from Outside Agencies

Agreement Number C5612911 
Attachment 3 
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Mental Health & Medical Information from Outside Agencies

Name: __________________DOB:_______________County:_____________________

9. Diagnoses associated with use of medications.

10. Classes of medications and length of time prescribed in the past.

Print Name/Title of Licensed Mental Health Provider Print Name/Title of Health Care Provider

Signature of Licensed Mental Health Provider Signature of Health Care Provider

Representing Representing

Contact Phone Number Contact Phone Number

Date Date

County of Santa Barbara 
California Department of Corrections and Rehabilitation  
Mental Health & Medical Information from Outside Agencies

Agreement Number C5612911 
Attachment 3 
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County of Santa Barbara 
California Department of Corrections and Rehabilitation 
Referral Document

Agreement Number C5612911 
Attachment 4 
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COUNTY Youth Delivery Receipt

DATE 

TIME OF RECEIPT 

INSTITUTION 

Youth listed below were received on this date from:

NAME  

COUNTY 

CDCR # CODE & SECTION (e.g., WIC 601)

RECEIVING OFFICER

County of Santa Barbara 
California Department of Corrections and Rehabilitation 
County Youth Delivery Receipt 

Agreement Number C5612911 
Attachment 5 
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