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Advance Care Plan Process 


 
This is to be completed on intake.  In addition they should be reviewed with each 
physical or as needed based on patient condition or request. 


 


This includes the following forms: 


• Advance Directive for Health Care  
• Tennessee Physician Order for Scope of Treatment PH-4193 
• Provider Identification of Surrogate PH-4269 
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Male vs female or can system auto populate gender related testing? 


Add Scheduling to every module -prompted after (*) subsection 


Add Co-pay in within specific subsections 


 


TDOC Modules: 


1) Intake  
a) Completed within (14) fourteen days 
b) Behavioral health provider communicates with intake and conducts an initial medication review 


i) provider writes appropriate bridge order to ensure continuity of care.  
ii) patient assessed by nursing staff for suicidality/audio/visual hallucination etc. If needed a 


provider is contacted and patient placed on appropriate SP/MHS monitoring.  
(1) patient added to BH high risk log for additional monitoring 
(2) CSSRS completed 


c) Consent for treatment obtained 
d) Initial intake appraisal conducted by QMHP/LIMHP  


i) if BH services are indicated, referral sent to BHA to schedule initial BH evaluation. 
(1) Evaluation must occur within (7) seven days of the referral  


ii) If BH services not indicated, patients LOC entered into eTOMIS and process is complete 
e) Initial psychological evaluation conducted by LIMHP; if QMHP conducts evaluation a LIMHP 


must sign off on evaluation  
i) if patient is a transfer from another facility and has not had an evaluation within the 


previous 12 months, a new evaluation shall be conducted otherwise all new intakes require 
anew appraisal/evaluation 


ii) if LOC II or higher is determined, all applicable diagnoses will be listed on the Major Problem 
list, treatment plan developed and all documents signed by appropriate staff 
(1) LOC III patients are segregated from GP and security/wardens/central office are notified 


in order to make special accommodations for placement into a SLU III.  
(2) LOC IV patients are segregated from GP and security/wardens/central office are notified 


in order to make special accommodations for placement into a SLU IV/scheduled for TRC 
or placed at DSNF.   


iii) all diagnostics and LOC entered into eTOMIS 
f) If med management is needed, a referral to a BH provider is completed 


i) provider must be seen within (7) days of referral 
ii) provider reviews and signs off on treatment plan; reviews diagnostics and writes order for 


medications including rationale for prescription 
iii) provider submits a referral to therapist 
iv) provider documents encounter  
v) all appropriate information documented and entered into eTOMIS 
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g) (30%) of all intake appraisals shall be reviewed by a LIMHP/Psychologist 
h) Patient is scheduled to be seen by therapist at least (1) one time each (90) ninety days 
 


2) Behavioral Health 
a) Comprehensive Chart Review 


i) Complete within 60 days before/after birthdate 
b) Special Housing 


i) SLU 3 – requires bi-monthly individual visits by mental health staff 
ii) SLU 3 – requires daily programming a minimum of four hours 
iii) SLU 4 – no set hours or individual visits, determined by their individual needs 
iv) Annex Evaluations – inmates with a history of diagnosed mental illness (particularly violent 


behaviors) shall receive a clinical assessment by an LIMHP within 90 days prior to 
reclassification to trustee status 


c) Restrictive Housing 
i) If LOC 2, must have segregation check within 3 days of placement 
ii) If LOC 1, must have segregation check within 7 days of placement 
iii) Both LOC 1 & 2 will have a segregation check every 30 days thereafter 
iv) Every offender in restrictive housing must have a weekly visit by mental health staff 


ensuring they know how to access mental health services (policy 404.09 – it says this will be 
recorded in the seg log book, so not sure if we want it in the EHR?) 


d) Transfers Mental Health Incoming – LOC 2? 
i) For intra-system transfers, existing treatment plans and/or treatment plan reviews shall 


require signature of the new provider(s) or ne plans/reviews shall be developed within 14 
days of the inmate’s arrival at the facility 


ii) Transfers in from Core Civic facilities on medications, require that the inmate be seen within 
14 days 


e) Transfers Incoming/Outgoing – LOC/SLU 
i) *See attached LOC 3 process directives* 


f) Transfers – LOC 5/Clinical Alert transfers 
i) Approval must be granted by the Director of Behavioral Health to transport offenders while 


on clinical alert 
g) Referrals Behavioral Health 


i) Intake Referrals – shall be completed by a QMHP or LIMHP within 14 days 
ii) Routine Referrals (includes med adherence & prea screenings) – shall be reviewed within 7 


days of receipt of the referral. If further evaluation is needed, that shall occur within 7 days 
of the review. Initial review can be accomplished by scheduling an appointment, review of 
the health record, OMS review, Tx Team review, and/or face to face assessment. 


iii) Urgent Referrals – must be triaged within 7 days of the referral 
iv) Emergency Referrals – will be seen in accordance with policy 113.89. 


h) Emergency Behavioral Health 
i) Therapeutic Restraints 
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(1) Orders must be received from psychiatric provider within 1 hour of initiation of 
restraints 


(2) Order duration can only be 4 hours before renewal is needed 
(3) If an inmate is in restraints for 24 hours, a direct assessment by a the psychiatrist must 


occur 
(4) After incident review completed within 72 hours 


ii) Emergency Psychotropic Medication/Forced Medication 
(1) If the inmate has a fiduciary, they shall be notified within 24 hours following any 


invasive clinical care resulting from a psychiatric emergency 
(2) Cr 3330 shall be utilized when psychiatric emergencies exist 
(3) Involuntary medications may be ordered for a period of 72 hours. Each administration 


psychotropic medication shall require a separate order. 
(4) Health assessment to monitor for adverse reactions and side effects shall take place 


after administration. 
(5) If the inmate remains at the current facility rather than transferring to DSNF, the 


treatment team must review the case at the next available opportunity. The involuntary 
medication can be renewed for another 72 hours. If it is needed after the existing 72 
hour, it can only be accomplished after review and authorization of the TRC.  


iii) Suicide Precaution & Mental Health Seclusion 
(1) Must be seen within 72 hours of admission for  the formal suicide risk assessment 
(2) Inmates on SP will be monitored by security staff at irregular 15 minute intervals (not to 


exceed 15 minutes between checks) 
(3) Inmates on MHS will be monitored by security staff at irregular 30 minute intervals (not 


to exceed 30 minutes between checks) 
(4) A LIMHP, QMHP, or qualified health provider shall assess each inmate in MHS or SP daily  
(5) Inmates shall receive post infirmary follow up visits within 24 hours, 72 hours, 7 days, 14 


days, and 30 days. The inmate shall be seen every 30 days thereafter for 6 months 
unless such monitoring is no clinically indicated. 
(a) The CSSR-S shall be administered at the 24 hr follow-up, 7 day follow up, and initial 


30 day follow-up 
iv) Hunger Strike 


(1) A mental health evaluation shall be completed within 72 hours to determine whether 
mental health intervention is needed.  
(a) If mental health intervention isn’t needed, the results shall be summarized in 


section 10 of the health record 
(b) Should mental health treatment be indicated, the Behavioral Health Administrator 


shall prepare a memorandum to be sent to the Warden/Superintendent/designee 
and Health Administrator with an evaluation, diagnostic impression and 
recommendation for the type of treatment indicated. A copy shall be maintained in 
the inmate’s health record. 
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(c) Should the mental health treatment needed be unavailable at the institution, the 
inmate shall be transferred to an institution equipped to provide the required level 
of care. 


v) Self-Injurious Behavior 
(1) Serious Suicide Attempt 


(a) After incident review shall be completed within 72 hours 
(b) QIR shall be completed within 14 days 


(2) NSSIB 
(a) QIR and/or After Incident Review only as needed 


vi) Completed Suicide 
(1) QIR shall be completed within 14 days 
(2) Psychological autopsy will be completed by ?(Director of Behavioral Health?) 


i) Evaluations/Assessments 
i) 90-day APN visits 


(1) Every offender under psychiatric care shall be seen at a minimum of every 90 days by 
the APN or MD 


(2) Inmates who’s medication was discontinued by the psychiatric provider will be observed 
for at least 60 days thereafter before a level of care reduction 


(3) Inmates who discontinue medications AMA will be observed for at least 90 days before 
a level of care reduction 


(4) Consent forms shall be updated annually 
(5) Treatment plans shall be updated every 6 months 
(6) Inmates paroling/flattening shall receive a 30 day supply of all current medications 


ii) Annual MD 
(1) All patient’s under the care of the APN must be seen annually by the MD 
(2) A supervising physician shall personally review at least 20% of charts monitored or 


written by the mid-level provider every 30 days. This review shall be verified in the 
medical record by the supervising physician signature, date, and the period reviewed 
noted on the Problem Oriented Progress Record, CR-1884, in the healthrecord on the 
plan of treatment receiving approval. 


iii) Therapy Visits 
(1) *No minimum set in policy specifically for therapists for loc 2’s* 


iv) Intake Evaluations 
(1) Routine referrals shall be completed within 14 days from the time the inmate has been 


identified as requiring mental health intervention and the referral has been received by 
mental health 


(2) If an inmate was an LOC 1 prior to admission  to SP or MHS and the psychiatric provider 
determines a level of care change is warranted, intake evaluation shall be completed 
within 72 hours of discharge from SP/MHS 


j) Case Management 
i) Upon notification that an inmate is to be paroled, the BHA or designee shall forward a 


current copy of the Transfer/Discharge Health Summary CR 1895 to the re-entry counselor. 
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The clinical case manager shall ensure that any necessary referrals are made to local health 
care providers and community resources. 


ii) The CR 1895 shall also be provided to each severely mentally ill or severely persistently 
mentally ill inmate in addition to being placed in the health record 


iii) The clinical case manager shall file the release packet in section 10 of the health record 
k) Discharge from Mental Health 


i) Completed six months after all services have discontinued 
l) Refusals 


i) Completed by the appropriate QMHP or LIMHP at the time of the refused service 
m) Treatment Review Committee/Conservatorship 


i) *DSNF specific* - unless the initial TRC is done via telehealth 
n) Telehealth 


i) The telehealth remote site coordinator shall ensure that the appropriate mental 
health information is forwarded to a designated individual, via fax or secure e-
mail, at the hub site within 72 hours prior to non-emergent telehealth 
encounters. 


ii) Documentation is completed on the day of the encounter and returned to the inmate’s 
residing institution 
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The inmate should be assessed for formal suicide risk within 72 hours of admission


Phase


If the allocated 
Housing is


Mental health staff will do the  
Bi-Monthly individual visits 


The inmate needs to take daily 
programming a minimum of four 


hours 


The visits will be determined by 
their individual needs 


Clinical assessment for the 
inmates with a history of 
diagnosed mental illness 


(particularly violent behaviors) will 
be done by LIMHP within 90 days 
prior to reclassification to trustee 


status


SLU 3


SLU 4


Annex


If the Level of 
care is


Segregation check must be done 
within 3 days of placement 


Segregation check must be done 
within 7 days of placement


LOC 2


LOC 1


Segregation check has to be 
done every 30 days 


Mental health staff will conduct  
weekly visit and  this will be 


recorded in the segregation log 
book according to the policy 


404.09


Based on the 
transfer type


The existing treatment plans shall require the 
new provider signature or new plans shall be 


developed within 14 days pf the inmate’s 
arrival


The inmate requires to be seen within 14 
days 


Intra system transfers


From Core Civic 
Facility


Start


The Behavioral Health administrator/ designee 
shall conduct upon receipt of an inmate 


transferred from another institution and  at the 
end of an inmate’s birth month


The behavioral health administrator may 
consider the review completed


Was the review already 
conducted based on Policy 
#113.32 for inmates with 


chronic care/mental health 
treatment?


No


Yes


The Behavioral Health administrator/ designee 
shall conduct and document the review on CR-
4201, with their signature, time and date and 


ensure the completion


End


Whether CR- 4201 should be 
available in Electronic Health 


Record system?


End


Whether the segregation log 
book should be available in 
Electronic Health Record 
system?


Based on the 
level of care


LOC 2


Approval by the Behavioral Health Director to 
transport offenders


LOC 5 / Clinical Alert 


Based on th 
Referrals Type


Referrals are determined based on 
the CR-2178 Health Questionnaire


Intake Appraisal and Evaluation, CR-4180, shall be 
completed by a LIMHP or QMHP within 14 days of 


receipt of referral


The requests are reviewed within 7 days of the 
receipt of the referral. Initial review can be 
accomplished by scheduling an appointment, review 
of health record , OMS review, Tx Team review and/
or face to face assessment. If the inmate needs 
further evaluation, the evaluation by a LIMHP or 
QMHP shall be completed within 7 days 


Intake Referrals


Routine or Medication 
Adherence or PREA


The procedure will be followed in accordance with 
policy 113.89. the form CR-3330 will be utilized 


when psychiatrist emergencies exist


Emergency Referrals


The triage should be done within 7 days of the 
referral


Urgent Referrals


Based on the 
Psychotrphic 
Medication


The review should be completed within 72 
hours. A direct assessment by the psychiatrist 
must occur if an inmate is in restraints for 24 


hours.


The order must be received from psychiatric 
provider within 1 hour of initiation of 


restraints. The order will be valid for only 4 
hours. If needed, the order should be renewed 


Therapeutic 
Constraints


Notified within 24 hours if the inmate has a 
fiduciary following any invasive clinical care 


resulting from a psychiatric emergency and the 
communication shall be documented on 


problem oriented progress record, CR-1884


The CR-3330 form shall be utilized. Involuntary 
medications may be ordered for a period of 72 
hours and monitor the health assessment for 


adverse reactions and side effects


Transfer to


Do the transfer


 


The case will be reviewed and 
the involuntary medication 


renewal can be accomplished 
after review and authorization 


of the TRC


DSNF


Current 
facility


The Level of care is identified 
from the Mental Health Intake 
Appraisal and Evaluation CR – 


4180 by a licensed psychiatrist, 
advanced practice nurse and /


or psychologist


The Level of care is identified 
from the Mental Health Intake 
Appraisal and Evaluation CR – 


4180 by a licensed psychiatrist, 
advanced practice nurse and /


or psychologist Need more 
details on LOC/


SLU?


Emergency/
Forced 


Medication


The inmate should be assessed for formal 
suicide risk within 72 hours of admission


Suicide 
Precaution 
& Mental 


Health 
Seclusion


The security staff will monitor inmates on 
Suicide Precaution at irregular 15 minute 
intervals and inmates on Mental Health 


Seclusion at irregular 30 minute intervals


A LIMHP,QMHP or quality health provider 
shall assess each inmate in MHS or SP daily.


Inmates shall receive post infirmary follow up visits 
within 24 hours, 72 hours, 7 days, 14 days, and 30 
days. The inmate shall be seen every 30 days 
thereafter for 6 months unless such monitoring is 
no clinically indicated.


The CSSR-S shall be administered at the 24 hr 
follow-up, 7 day follow up and initial 30 day 


follow up


The inmate should be assessed for formal 
suicide risk within 72 hours of admission


Treatment 
Needed


The results shall be summarized in section 
10 of the health record


The Behavioral Health Admin shall prepare a 
memorandum to be sent to Warden/ 


Superintendent/ designee and Health Admin 
with an evaluation, diagnostic impression 


and recommendation for the type of 
treatment indicated. 


Treatment 
Available at 


current facility


The treatment will be provided


The inmate shall be transferred 
to an institution equipped to 
provide the required level of 


care


No


Yes


Hunger 
Strike


The review shall be completed within 72 
hours after the incident and QIR shall be 


completed within 14 days


Treatment 
Needed


  


Self-
injurious 
Behavior


The QIR and/or After Incident Review shall 
be done only as needed


  


Serious 
Suicide 


Attempt


NSSIB


QIR shall be completed within 14 days and 
Psychological autopsy will be completed by 


the Director of Behavioral Health


Completed 
Suicide


The psychiatric provider 
will evaluate through 


appropriate testing , CR-
3431


Based on the 
Evaluation type


Routine referrals shall be completed within 14 days from the 
time the inmate has been identified as requiring mental 


health intervention and referral has been received by mental 
health. If the inmate was on LOC 1 prior to admission to SP 
or MHS and the psychiatric provider determines a level of 


care is warranted, intake evaluation shall be completed 
within 72 hours of discharge from SP/MHS


Every offender under psychiatric care shall be seen at a 
minimum of 90 days by the APN or MD. Inmates whose 


medication discontinued will be observed for 60 days and 
inmates who discontinue medications will be observed for 


90 days before a level of care reduction


Consent forms shall be updated annually 
and treatment plans shall be updated 
every 6 months. The inmate paroling/


flattening shall receive a 30 day supply of 
all current medications.


Intake


90-day visits


All patient’s must be seen annually by the MD. A supervising 
physician shall personally review at least 20% of charts 


written by the mid level provider every 30 days and verified 
by the supervising physician signature, date and the period 
reviewed noted on the CR -1884 in the health record on the 


plan of treatment receiving approval


Annual MD


Therapists for LOC 2's will be done as needed.


Therapy


The clinical case manager shall be 
assigned upon an offender’s 


admission to a facility and they 
are identified with a medical and./


or behavioral health need


The assigned clinical case manager shall 
access the information through the OMS, 
the noted documents or databases, and 


interview with the offender and 
collateral sources


The assigned clinical case manager shall 
communicate with the counseling services 
team and the Reentry Discharge Planning 


Committee to assist with offenders’ 
reintegration into the community


The clinical case manager shall 
reevaluate the offender reentry plan 
twelve months prior to the offender’s 
day of release and provide on-going 


reentry services to the offender


Upon notification that an inmate is to be paroled, the BHA or 
designee shall forward a current copy of the Transfer/Discharge 
Health Summary CR 1895 to the re-entry counselor. The clinical 
case manager shall ensure that any necessary referrals are 
made to local health care providers and community resources.


The clinical case manager shall file the 
release packet and CR 1895 in section 10 


of the health record


The medical/nursing staff will evaluate through 
appropriate testing or consultation via CR -3431. 
The BHA shall review the inmate’s health record 
and schedule and appointment with psychiatric 
provider in accordance with the policy # 113.82


Inmates will be fully advised of alternatives to 
medication treatment to include individual and 


group counseling.


The inmate shall sign the CR-3766 authorizing 
the examination, procedure prior to receiving 


evaluations and assessments and mental health 
treatment services


Treatment 
accepted by the 


inmate


Yes


The inmate shall be asked to sign a refusal of 
Medical Services CR -1984


No


The discharge summary will be documented on 
CR – 3765, six months for patients discontinued 


from all mental health services 


In psychiatric emergencies, the 
psychiatrist may order 
involuntary medication for a 
period of 72 hours


The TRC should authorize the 
involuntary emergency medication 
beyond the existing 72 hour 
involuntary emergency medication


The TRC will review cases at DSNF and 
TPFW or when available and 
appropriate, at the inmate’s home 
facility by way of tele health


The decision to use tele-health for the 
TRC must be approved by the Director of 
Behavioral Health Services in 
consultation with DSNF clinical staff and 
the TRC.


The transfer may be required if the 
treatment at a higher acuity level 
facility is deemed necessary


The TRC’s clinical findings and 
treatment recommendations shall 
be documented on Mental Health 
Treatment Review Committee, CR-
3329.


The telehealth coordinator shall coordinate the 
scheduling of all telehealth consults with the 
Utilization Management Entity (UME)in accordance 
with the policy #113.12


The telehealth coordinator shall ensure the appropriate 
medical information to the designated provider via fax, 
U.S. mail or secured email at least 72 hour prior to the 
consultation for non emergent telehealth encounters


The telehealth coordinator shall verify the required 
paperwork, check all telehealth equipment and 
inmate’s vital signs shall be obtained and documented 
in the medical record prior to the telehealth encounter 


The telehealth coordinator shall be responsible for 
operating the appropriate peripheral equipment at 
each telehealth encounter 


The telehealth coordinator shall ensure that all 
provider’s documents, including a copy of the medical 
provider’s signed report are filed in the inmate’s health 
record and document the telehealth encounter by 
making an entry on the Problem Oriented Progress 
Record , CR -1884 


Documentation is completed on the day of the 
encounter and returned to the inmate’s residing 
institution


Any staff member can initiate a 
medical response by calling a


 “medical emergency”


Medical staff respond to a code with 
medical supplies and a security 


escort


Nursing staff utilizes appropriate 
TDOC Nursing Protocol and Progress 


Note for documentation


Physician/ Physician Assistant/ Nurse 
Practitioner utilize Problem Oriented-


Progress Record (CR -1884) for 
documentation


If the visit is chargeable, nursing staff to 
complete Trust Fund Account Personal 


Withdrawal Request ( CR-2727)


If the patient refuses services, staff to 
complete Problem Oriented – Progress 


Record (CR-1884) and Refusal of Medical 
Services (CR-1984)


If indicated, nursing staff to complete 
Institutional Health Services Referral(CR -


3431), Clinical Restrictions and Limited 
Service(CR -2893), Accident/Incident/
Traumatic Injury Report(CR-2592) and 


Physician’s Order (CR-1892) to be completed 


If indicated, patient is transported to 
emergency room as per Transfer process 


and medication orders as per Medication/
Pharmacy Process


Clinic Encounter Log is completed 
for all visits


Patient places Sick Call Request 
(CR-3793) in the appropriate sick 


call box in the unit


General Compound Units


Nursing staff collects and triages 
sick call request (CR-3793) from sick 
call box in unit daily and schedules 


for sick call visit


Nursing staff completes daily sick 
call roster (CR-1893)


Nursing staff conducts sick call visit 
utilizing the appropriate TDOC 


Nursing Protocol and Progress Note


Segregation Units


Patient requests Sick Call Request 
(CR-3793) from the nursing staff 
assigned to the segregation unit


Patient notifies security officer of the 
need to be seen on emergency sick call


Security notifies the clinic of the 
requested emergency sick call visit


Nursing staff conducts Sick Call visit 
utilizing the appropriate TDOC Nursing 


Protocol and Progress Note


General Compound and Segregation Units


The required forms such as Dental record 
CR-1889 and Intake Dental Questionnaire 
CR-4203 should be completed


Intake Dental should be completed 
within 14 days of arrival


The Pan Oral X-ray needs to be uploaded 
or attached. Also Physician Order Form 
should be completed


The referral will be addressed via the 
Clinic Dental Module


Dental patients with routine needs shall 
be seen within 6 weeks of referral and 
with urgent/emergent needs shall be 
seen within 48 hours of referral


The visit will be documented on the 
Dental Record CR-1889. 


Forms for some visits such as Physician Order, 
Consult Request form, DME form CR-3428 and 
Withdraw Form CR-2727 shall be completed 
based on the necessity


The X-ray needs to be uploaded or 
attached if indicated


If procedure 
warranted?


The inmate will be placed on the 
waiting list for it to be done and they 
will return at a later date to have it 
completed as defined in Policy 
#113.62


A consult will be completed to have it 
done off site as defined in Policy 
#113.62


At the 
site


Off site


Dental complaints shall be presented 
and the nurse shall document the 
complaint and objective assessment 
on CR -1884 


The nurse refer the complaints to the 
institutional dentist CR-3431


The dentist will triage the complaints 
and provide treatment. Initial dental 
sick call visits are generally chargeable 
co-payment visits


The medical contractor or privately 
managed facility shall provide non urgent 
care within six weeks of the sick call visit if 
the follow up treatment is necessary


The dentist shall have a Consent for 
Treatment, CR – 1897 to be signed by 
the inmate prior to perform procedure 
and the treatment will be provided 


Treatment 
accepted by the 


inmate


The inmate shall sign a CR-1984 for refusing 
the treatment and the inmate may be 
removed from the dental waiting list. These 
events shall be documented in the dental 
record as well as on the daily clinic log


Yes
No


The provider writes appropriate bridge 
order and the patient is assessed by nursing 


staff for suicidality/audio/visual 
hallucination


The patient is placed on appropriate SP/MHS 
monitoring if needed and the patient is added to 


BH high risk log for additional monitoring and 
CSSRS assessment form (paper copy) shall be 


completed 


The consent for treatment CR-3766 will be 
signed by the inmate. The patient is scheduled 
to be seen to be seen once time each 90 days  


and it will be entered into TOMIS


Whether BH 
services are 
indicated?


Referral sent to BHA to schedule 
initial BH evaluation and the 


evaluation by the provider must 
occur within 7 days of the referral 


and the level of care shall be 
determined


The patients LOC entered into 
eTOMIS and process is complete


Yes
No


Transfer from 
another facility?


A new evaluation shall be 
conducted if the evaluation 


has not done within the 
previous 12 months


All new intakes require a 
new appraisal/evaluation


Yes


No


All applicable diagnoses will be listed on 
the major problem list, treatment plan 
developed and all documents signed by 


appropriate staff


All applicable diagnoses will be listed on 
the major problem list, treatment plan 
developed and all documents signed by 
appropriate staff. Patients are 
segregated from GP and security/
wardens/central office are notified in 
order to make special accommodations 
for placement into a SLU III


All applicable diagnoses will be listed on 
the major problem list, treatment plan 
developed and all documents signed by 
appropriate staff. Patients are 
segregated from GP and security/
wardens/central office are notified in 
order to make special accommodations 
for placement into a SLU IV/scheduled 
for TRC or placed at DSNF


LOC II


LOC III


LOC IV


All diagnostic and LOC 
entered into eTOMIS


The provider reviews diagnostics and writes order for 
medications including rationale for prescription.The 


provider submits a referral to therapist and documents 
encounter. All appropriate information documented and 


entered into eTOMIS


If Medicine 
Management 


needed


Yes


End


No


The intake should be completed 
within 14 days. Currently they are 


tracking in Excel


Based on the 
level of care


LOC 1, LOC 2, 
LOC 3, LOC 4


The assessment will be done by QMHP/
LIMHP and they will be under critical 


care


LOC 5


Initial Intake appraisal shall be 
conducted by LIMHP within 14 days and 
CR- 4180 shall be completed. If QMHP 
conducts evaluation a LIMHP must sign 


off on evaluation


Initial assessment will be 
done by QMHP/LIMHP


The patients LOC entered into 
eTOMIS and process is complete


Treatment 
accepted by the 


inmate


Yes No


End


The refusal form CR-1984 will be signed by the 
inmate.  and it will be entered into TOMIS


How the PREA takes place 
under Housing?


How they will decide the 
housing type (SLU 3, SLU 4 


or Annex)?


Whether the gate pass and 
regular transfer process will 


be a part of EHR?


Are they using Reentry 
distributed application for 
behavioral health reentry 


services?


Whether the telehealth appointments needs 
to be scheduled within the EHR product?


Whether the transfer need to take 
place for the sick visit?


Any transfer process for 
Clinic Dental Process?


Whether the transfer need to take 
for Emergency/ Forced 


Medication?


Yes


No
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Case Management Process 
 


Prior to release patients are reviewed for the need of case management services.  
If services are required, the case manager will meet with the offender to assist in 
setting up outside services for when the patient is released.  In addition, case 
management will sit in on the patient’s parole hearing if requested.   


Interview process will include:  


• Progress Record CR-1884 
• Release of Information form 


 


May require the following forms: 


• Refusal of Medical Services CR-1984  


 


Case management will also conduct periodic reviews for patients who need 
medical furlough.  In addition, patients can be referred to case management for 
possible furlough. 


Interview process will include:  


• Progress Record CR-1884 
• Release of Information form 
• Process For Medical Furlough Request CR-2285 


 


May require the following forms: 


• Refusal of Medical Services CR-1984  


 


**Some forms require the patient’s signature.  How will that be obtained?  The 
furlough process also requires signatures forms others for approval, such as the 
warden etc. (Page 5 of CR-2285).  How will this be completed?   Additional forms 
and paperwork from the health record, eTomis and outside entities are required 
for the furlough process as well.  Will need to decide how to incorporate.   


 


 








Chronic Care Process 
 


Chronic Care is to be completed every 3-6 months based on patient condition. 


 


Patient should have a list of all Major Problems (Diagnosis) CR-1894 is utilized 
now–Not sure where this will be located on the EHR, but this will coincide with 
the issues the patient is seen for on Chronic Care 


 


Exam should include:  


• Chronic Disease Clinic Treatment Plan CR-3624 
• Physician Orders Sheet 
• Progress Record CR-1884 
• Labs test  


o Test needed will depend on the Chronic Care Diagnosis 
 


May require the following forms: 


• Refusal of Medical Services CR-1984  
• Diet Form CR-1798 
• Consult Form 
• Health Classification Summary CR-1886 (May need to be changed if patient 


condition changes.  Provider will also need to complete a new physical) 
 


 


Chronic Care exams must be completed by a physician at least every other time.  


 


 


 
  








Comprehensive Chart Review Process 
 


Comprehensive Chart Reviews are required 60 days before or after their birth 
month. 


 


Module should include:  


• Comprehensive Clinic Record Review Form CR-4201 


 


These are tracked via the birthday list sent out by TDOC each month. Unless the 
system can populate a reminder during the inmate’s birth month.  


 
  








Consult Process 
 


 


Consults are initiated by a provider.  They can be done during any visit, such as 
chronic care, physical, etc.  One a consult is deemed necessary a Consult form is 
completed and submitted to Regional Office Utilization Team.   They will submit 
the consult for approval.  If it is approved they will schedule an appointment and 
up load it to PTrax.  After the patient has been seen, the UM team will obtain the 
report and then upload it to PTrax for the site to print and review.   


 


Exam should include:  


• Consult request Form 
• Physician Orders Sheet 
• Progress Record CR-1884 


 


May require the following forms: 


• Refusal of Medical Services CR-1984  
 


 


 


 
  








Intake Dental Process Module 
 
 


Inmate arrives to facility from the county jail.  Dental visits are typically completed 
on day 5, although this day may be different at other sites.  During that visit 
following items are completed. 


• Required Forms 
o Dental Record CR-1889  
o Intake Dental Questionnaire CR-4203 


• Required Pan Oral X-ray…..Needs to be uploaded or attached  
• Potentially needed form 


o Physician Order Form 
 
 


 
Intake Dental to be completed within 14 days of arrival. 
 
Once this visit is complete the required intake dental process is complete.  Any 
additional needs will be addressed via the Clinic Dental Module.  
 
 








Clinic Dental Process Module 


 
These visits are initiated via referral or follow-up by the dentist.  The patient will 
be seen by the dentist to be evaluated.  The visit will be documented on the 
Dental Record CR-1889.  If a procedure is warranted (i.e. extraction or filling) they 
will be placed on the waiting list for it to be done at the site or a consult will be 
completed to have it done off site.  If the work is done at the site, the inmate will 
return at a later date to have it completed.  The following may be needed for any 
dental visit.   


 
• Required forms for all visits 


o Dental Record CR-1889  
• Potential Forms for some visits 


o Physician Order  
o Consult Request form 
o DME Form CR-3428 
o Withdraw Form CR-2727 


• A way for X-ray to be uploaded or attached if indicated 


 


 


Dental patients with urgent/emergent needs to be seen within 48 hours or referral 
(i.e. bleeding, signs and symptoms of infection…) 


Dental patients with routine needs shall be seen within 6 weeks of referral. 


  








1 
 


Male vs female or can system auto populate gender related testing? 


Add Scheduling to every module -prompted after (*) subsection 


Add Co-pay in within specific subsections 


 


TDOC Modules: 


1. Intake  
a. Medical 


i. Dental 
b. Behavioral Health 


2. Medical 
a. Comprehensive Chart Review 
b. Physicals- 


i. Male 
ii. Female 


c. Sick Call 
d. Restrictive Housing Rounds 


i. Segregation 
ii. Mental Health Seclusion 


iii. Suicide Precautions 
e. Emergency Response 
f. Transfers 


i. Incoming 
ii. Outgoing 


g. Referrals 
i. Medical 


ii. Dental 
iii. Optometry 
iv. Behavioral Health 


h. Chronic Care Visit 
i. Advanced Care Plan 
j. Orders 
k. Consults 
l. Medication/Pharmacy 


i. Order Notation 
ii. Order Processing (medication fill – initial, change, refill) 


iii. Medication Administration 
1. KOP 
2. DXD 







2 
 


m. TB 
n. Lab Draw 
o. Nursing Procedures 


i. BP Check/Weight Check/Vital Signs 
ii. Wound Care 


iii. EKG  
iv. Vaccination/Medication Injections 
v. Other 


p. Infirmary Care 
q. Case Management 
r. Annual Education 
s. Refusals 
t. Telehealth 
u. Death Notifications 


3. Behavioral Health 
a. Comprehensive Chart Review 
b. Special Housing 
c. Restrictive Housing 
d. Transfers Mental Health Incoming – LOC 2? 
e. Transfers Incoming/Outgoing – LOC/SLU 
f. Transfers – LOC 5/Clinical Alert transfers 
g. Referrals Behavioral Health 
h. Emergency Behavioral Health 


i. Therapeutic Restraints 
ii. Emergency Psychotropic Medication/Forced Medication 


iii. Suicide Precaution & Mental Health Seclusion 
iv. Hunger Strike 
v. Self-Injurious Behavior 


1. Serious Suicide Attempt 
2. NSSIB 


vi. Completed Suicide 
i. Evaluations/Assessments 


i. 90-day APN visits 
ii. Annual MD 


iii. Therapy Visits 
iv. Intake Evaluations 


j. Case Management 
k. Discharge from Mental Health 
l. Refusals 
m. Treatment Review Committee/Conservatorship 
n. Telehealth 


4. Dental 
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a. Sick Call Referral 
b. Procedures 
c. Dentures 


5. Optometry 
6. Ultrasound 
7. X-Ray 


 


 


 








1 
 


Male vs female or can system auto populate gender related testing? 


Add Scheduling to every module -prompted after (*) subsection 


Add Co-pay in within specific subsections 


 


TDOC Modules: 


1. Intake  
a. Medical 


i. Dental 
b. Behavioral Health 


2. Medical 
a. Comprehensive Chart Review 
b. Physicals- 


i. Male 
ii. Female 


c. Sick Call 
d. Restrictive Housing Rounds 


i. Segregation 
ii. Mental Health Seclusion 


iii. Suicide Precautions 
e. Emergency Response 
f. Transfers 


i. Incoming 
ii. Outgoing 


g. Referrals 
i. Medical 


ii. Dental 
iii. Optometry 
iv. Behavioral Health 


h. Chronic Care Visit 
i. Advanced Care Plan 
j. Orders 
k. Consults 
l. Medication/Pharmacy 


i. Order Notation 
ii. Order Processing (medication fill – initial, change, refill) 


iii. Medication Administration 
1. KOP 
2. DXD 







2 
 


m. TB 
n. Lab Draw 
o. Nursing Procedures 


i. BP Check/Weight Check/Vital Signs 
ii. Wound Care 


iii. EKG  
iv. Vaccination/Medication Injections 
v. Other 


p. Infirmary Care 
q. Case Management 
r. Annual Education 
s. Refusals 
t. Telehealth 
u. Death Notifications 


3. Behavioral Health 
a. Comprehensive Chart Review 
b. Special Housing 
c. Restrictive Housing 
d. Transfers Mental Health Incoming – LOC 2? 
e. Transfers Incoming/Outgoing – LOC/SLU 
f. Transfers – LOC 5/Clinical Alert transfers 
g. Referrals Behavioral Health 
h. Emergency Behavioral Health 


i. Therapeutic Restraints 
ii. Emergency Psychotropic Medication/Forced Medication 


iii. Suicide Precaution & Mental Health Seclusion 
iv. Hunger Strike 
v. Self-Injurious Behavior 


1. Serious Suicide Attempt 
2. NSSIB 


vi. Completed Suicide 
i. Evaluations/Assessments 


i. 90-day APN visits 
ii. Annual MD 


iii. Therapy Visits 
iv. Intake Evaluations 


j. Case Management 
k. Discharge from Mental Health 
l. Refusals 
m. Treatment Review Committee/Conservatorship 
n. Telehealth 


4. Dental 
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a. Sick Call Referral 
b. Procedures 
c. Dentures 


5. Optometry 
6. Ultrasound 
7. X-Ray 


 


 


 








Emergency Response Process 
 


• Any staff member can initiate a medical response (code) by calling a “medical 
emergency” (notifying Central Control to make an all call over the radio) 


• Medical staff respond to a code with medical supplies and a security escort 
• Nursing staff utilizes appropriate TDOC Nursing Protocol and Progress Note for 


documentation 
• Physician/Physician Assistant/Nurse Practitioner utilize Problem Oriented-Progress 


Record (CR-1884) for documentation  
 


**If the visit is chargeable, nursing staff to complete Trust Fund Account Personal Withdrawal 
Request (CR-2727) 


**If the patient refuses services, staff to complete Problem Oriented – Progress Record (CR-
1884) and Refusal of Medical Services (CR-1984) 


**If indicated, nursing staff to complete Institutional Health Services Referral (CR-3431) 


**If indicated, nursing staff to complete Clinical Restrictions and Limited Notice (CR-2893) 


**If indicated, nursing staff to complete Accident/Incident/Traumatic Injury Report (CR-2592) 


**If indicated, Physician’s Order (CR-1892) to be completed 


**If indicated, patient is transported to emergency room (see Transfer Process) 


**If indicated, nursing staff to complete medication orders (see Medication/Pharmacy Process) 


**Clinic Encounter Log is completed for all visits 








Female Medical Intake Process 
Day 1-7 (Day Resident Comes In) 


• Rapid and PCR COVID Test 
• Nurse interviews inmate and completes the following forms: 


o CR-2178 Health Questionnaire , CR-2007 Health History, Covid Screening Form, 
CR-2742 Teaching/Counseling Form (Give education packet and access to health 
care) 


• Provider reviews all charts and information from the county jail and writes the following 
orders, including medications as indicated: 


o Labs--CBC, CMP, Urine Analysis, TN3, Hepatitis A B & C, Chlamydia, Gonorrhea, 
RPR, HCV, HIV and TB Gold. 


o If over 50 years old order—PSA, Hemoccult Cards x3, and EKG 
• Nurse notes orders, creates MARs and enters medications into CIPS 
• Quarantined for 7 days 


Day 8 


• Provider complete the following 
o Physical  
o Advance Care Plan 
o Chronic Care if indicated 
o Review of labs 
o HIV Opt-Out Screening Form CR-3771 
o Health Classification Summary CR-1886  (This must be entered into Tomis by MR) 
o Food Handler Permit 


Day 9 


• Nurse obtains the following labs: 
o CBC, CMP w/lipids, Urine Analysis, Hepatitis A B & C, Chlamydia & Gonorrhea per 


urine, RPR, HIV and IGRA. 
• Nurse administers TDAP (And flu vaccine during flu season) 
• Dental completes the following 


o Initial Dental Exam and Pan Oral X-Ray 


 


 








Female Medical Intake Process
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Phase


Start
Arrange Intake of 


Offenders


Transport Offenders 
to TDOC facilities


Jail Medical 
Records


Review Offender 
Records, Jail Medical 


Records, Personal 
Items etc.,


Offenders to 
Holding Area


Create Initial 
Medical Record


Initial Medical 
Record


The nursing staff interviews inmate and 
completes the CR-2178 Health Questionnaire, 


CR-2007 Health History, Covid Screening 
Form,CR-2742 Teaching/Counseling Form


Rapid Covid Test and 
Confirmatory PCR if 


Rapid is negative will 
be taken for the 


offender


Providers reviews all charts, Jail Medical Record and writes 
the following orders: Labs--CBC, CMP, Urine Analysis, TN3, 


Hepatitis A B & C, Chlamydia, Gonorrhea, RPR, HCV, HIV ,TB 
Gold, Pelvic Exam, PAP smear and Mammogram if the age 
is 40 years and older. For over 50 years old, the additional 


orders such as  Hemoccult Cards x3 and EKG will be 
written.


Day
 1


The Nursing Staff notes 
the Lab order 


information, creates 
MARS and enter 


medications into CIPS


Day
 1


Day
 1


Day
 1


The Nursing Staff obtains the 
following lab results :CBC, CMP 


w/lipids, Urine Analysis, 
Hepatitis A B & C, Chlamydia & 
Gonorrhea per urine, RPR, HIV 


and IGRA. 


Day
 2 The Nurse 


administers TDAP 
and MMR if over 
50 years of age 
and they do not 
get MMR(and flu 
vaccine during flu 


season)


Day
 2


Providers complete the following: Physical ,Advance Care 
Plan ,Chronic Care if indicated ,Review of labs ,HIV Opt-Out 
Screening Form CR-3771,Health Classification Summary CR-


1886  (This must be entered into Tomis by MR) ,Food 
Handler Permit 


Day
 5


Completed the Initial 
Dental Exam and Pan 


Oral X-Ray 


Day
 5


If HCV positive, enter patient onto HepCor (must complete prior to transfer) 


If IGRA positive, must verify via x-ray latent vs active.  Complete chronic care and treatment as 
indicated (must complete prior to transfer) 


If any positive STDs, report through local health department per policy and treat as indicated (must 
complete prior to transfer) 
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Female Medical Intake Process
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Phase


Start
Arrange Intake of 


Offenders


Transport Offenders 
to TDOC facilities


Jail Medical 
Records


Review Offender 
Records, Jail Medical 


Records, Personal 
Items etc.,


Offenders to 
Holding Area


Create Initial 
Medical Record


Initial Medical 
Record


The nursing staff interviews inmate and 
completes the CR-2178 Health Questionnaire, 


CR-2007 Health History, Covid Screening 
Form,CR-2742 Teaching/Counseling Form


Rapid Covid Test and 
Confirmatory PCR if 


Rapid is negative will 
be taken for the 


offender


Providers reviews all charts, Jail Medical Record and writes 
the following orders: Labs--CBC, CMP, Urine Analysis, TN3, 


Hepatitis A B & C, Chlamydia, Gonorrhea, RPR, HCV, HIV, TB 
Gold, Pelvic Exam, PAP smear and Mammogram if the age 
is 40 years and older . For over 50 years old, the additional 
orders such as Hemoccult Cards x3 and EKG will be written.


Day
 1


-7


The Nursing Staff notes 
the Lab order 


information, creates 
MARS and enter 


medications into CIPS


Day
 1


-7


Day
 1


-7


Day
 1


-7


The Nursing Staff obtains the 
following lab results :CBC, CMP 


w/lipids, Urine Analysis, 
Hepatitis A B & C, Chlamydia & 
Gonorrhea per urine, RPR, HIV 


and IGRA. 


Day
 9


The Nurse 
administers 


TDAP(and flu 
vaccine during flu 


season)


Day
 9


Providers complete the following: Physical ,Advance Care 
Plan ,Chronic Care if indicated ,Review of labs ,HIV Opt-Out 
Screening Form CR-3771,Health Classification Summary CR-


1886  (This must be entered into Tomis by MR) ,Food 
Handler Permit 


Day
 8


Completed the Initial 
Dental Exam and Pan 


Oral X-Ray 


Day
 9


Quarantined for 7 days


If HCV positive, enter patient onto HepCor (must complete prior to transfer) 


If IGRA positive, must verify via x-ray latent vs active.  Complete chronic care and treatment as 
indicated (must complete prior to transfer) 


If any positive STDs, report through local health department per policy and treat as indicated (must 
complete prior to transfer) 
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Inmate Death (Medical) 


 
If the patient dies on site, a physician may pronounce death in the event the 
coroner or medical examiner is unavailable.     


 


This includes the following forms: 


• Accident/Incident/Traumatic Injury Report CR-2592 
• Progress Record CR-1884 
• Health Services Morbidity and Mortality Summary CR-3773 
• Death in Custody Check List CR-4187 
• Upload the Death Certificate when Received 


 


If any inmate passes away while out at the hospital, only the following must be 
completed: 


• Health Services Morbidity and Mortality Summary CR-3773 
• Death in Custody Check List CR-4187 
• Upload the Death Certificate when Received 


 


 


 


 








Male Medical Intake Process 
Day 1 (Day the inmate comes in) 


• Rapid Covid Test and Confirmatory PCR if Rapid negative (Follow Covid Preparedness 
Plan) 


• Nurse interviews inmate and completes the following forms: 
o CR-2178 Health Questionnaire , CR-2007 Health History, Covid Screening Form, 


CR-2742 Teaching/Counseling Form (Give education packet and access to health 
care) 


• Provider reviews all charts and information from the county jail and writes the following 
orders, including medications as indicated: 


o Labs--CBC, CMP, Urine Analysis, TN3, Hepatitis A B & C, Chlamydia, Gonorrhea, 
RPR, HCV, HIV and TB Gold. 


o If over 50 years old order—PSA, Hemoccult Cards x3, and EKG 
• Nurse notes orders, creates MARs and enters medications into CIPS 


Day 2 


• Nurse obtains the following labs: 
o CBC, CMP w/lipids, Urine Analysis, Hepatitis A B & C, Chlamydia & Gonorrhea per 


urine, RPR, HIV and IGRA. 
• Nurse administers TDAP (And flu vaccine during flu season) 


Day 3 & 4 


• No medical  


Day 5 


• Provider complete the following 
o Physical  
o Advance Care Plan 
o Chronic Care if indicated 
o Review of labs 
o HIV Opt-Out Screening Form CR-3771 
o Health Classification Summary CR-1886  (This must be entered into Tomis by MR) 
o Food Handler Permit 


• Dental completes the following 
o Initial Dental Exam and Pan Oral X-Ray 


 


***If HCV positive, enter patient onto HepCor (must complete prior to transfer) 


***If IGRA positive, must verify via x-ray latent vs active.  Complete chronic care and treatment 
as indicated (must complete prior to transfer) 


***If any positive STDs, report through local health department per policy and treat as 
indicated (must complete prior to transfer) 








Male Medical Intake Process
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Phase


Start
Arrange Intake of 


Offenders


Transport Offenders 
to TDOC facilities


Jail Medical 
Records


Review Offender 
Records, Jail Medical 


Records, Personal 
Items etc.,


Offenders to 
Holding Area


Create Initial 
Medical Record


Initial Medical 
Record


The nursing staff interviews inmate and 
completes the CR-2178 Health Questionnaire, 


CR-2007 Health History, Covid Screening 
Form,CR-2742 Teaching/Counseling Form


Rapid Covid Test and 
Confirmatory PCR if 


Rapid is negative will 
be taken for the 


offender


Providers reviews all charts, Jail Medical Record and writes 
the following orders: Labs--CBC, CMP, Urine Analysis, TN3, 


Hepatitis A B & C, Chlamydia, Gonorrhea, RPR, HCV, HIV 
and TB Gold. For over 50 years old, the additional orders 
such as PSA, Hemoccult Cards x3 and EKG will be written.


Day
 1


The Nursing Staff notes 
the Lab order 


information, creates 
MARS and enter 


medications into CIPS


Day
 1


Day
 1


Day
 1


The Nursing Staff obtains the 
following lab results :CBC, CMP 


w/lipids, Urine Analysis, 
Hepatitis A B & C, Chlamydia & 
Gonorrhea per urine, RPR, HIV 


and IGRA. 


Day
 2


The Nurse 
administers 


TDAP(and flu 
vaccine during flu 


season)


Day
 2


Providers complete the following: Physical ,Advance Care 
Plan ,Chronic Care if indicated ,Review of labs ,HIV Opt-Out 
Screening Form CR-3771,Health Classification Summary CR-


1886  (This must be entered into Tomis by MR) ,Food 
Handler Permit 


Day
 5


Completed the Initial 
Dental Exam and Pan 


Oral X-Ray 


Day
 5


If HCV positive, enter patient onto HepCor (must complete prior to transfer) 


If IGRA positive, must verify via x-ray latent vs active.  Complete chronic care and treatment as 
indicated (must complete prior to transfer) 


If any positive STDs, report through local health department per policy and treat as indicated (must 
complete prior to transfer) 
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Optometry Process 
 


 


Optometry is typically initiated through nursing sick call.  However, it can be done 
by a different visit as well.  Once the patient is seen with an optometry complaint 
a referral is placed.   The referral is then reviewed and the patient is added to the 
waiting list.  The patient is to be seen within 60 days of the referral.   


 


Exam should include:  


• Optometry Progress Record (TDOC in process of approving CR Form) 
• Institutional Eye Care’s order form for glasses 
• Physician Orders Sheet 
• Progress Record CR-1884 


 


May require the following forms: 


• Refusal of Medical Services CR-1984  
• Consult Request Form 


 


 


 


 


 
  








Sick Call Process 
 


Routine Sick Call 


• General Compound 
o Patient places Sick Call Request (CR-3793) in the appropriate sick call box in the 


unit 
o Nursing staff collects Sick Call Request (CR-3793) from sick call box in unit daily 
o Nursing staff triages Sick Call Request (CR-3793) and schedules for sick call visit 
o Nursing staff completes Daily Sick Call Roster (CR-1893) 
o Nursing staff conducts Sick Call visit utilizing the appropriate TDOC Nursing 


Protocol and Progress Note 
• Segregation Units 


o Patient requests Sick Call Request (CR-3793) from the nursing staff assigned to 
the segregation unit 


o Nursing staff collects Sick Call Request (CR-3793) from segregated patients daily 
o Nursing staff triages Sick Call Request (CR-3793) and schedules for sick call visit 
o Nursing staff completes Daily Sick Call Roster (CR-1893) 
o Nursing staff conducts Sick Call visit utilizing the appropriate TDOC Nursing 


Protocol and Progress Note 


Emergency Sick Call 


• General Compound and Segregation Units 
o Patient notifies security officer of the need to be seen on emergency sick call 
o Security notifies the clinic of the requested emergency sick call visit 
o Nursing staff conducts Sick Call visit utilizing the appropriate TDOC Nursing 


Protocol and Progress Note 
 


**If the visit is chargeable, nursing staff to complete Trust Fund Account Personal Withdrawal 
Request (CR-2727) 


**If the patient refuses the sick call visit, nursing staff to complete Problem Oriented-Progress 
Record (CR-1884) and Refusal of Medical Services (CR-1984) 


**If indicated, nursing staff to complete Institutional Health Services Referral (CR-3431) 


**If indicated, nursing staff to complete Clinical Restrictions and Limited Notice (CR-2893) 


**If indicated, nursing staff to complete Accident/Incident/Traumatic Injury Report (CR-2592) 


**If indicated, Physician’s Order (CR-1892) to be completed 


**If indicated, nursing staff to complete medication orders (see Medication/Pharmacy Process) 


**Clinic Encounter Log is completed for all visits 








TeleHealth Process 
 


These visits are generated through the consult process.  When a provider feels 
that specialty care is needed they will complete a consult and upload it to the 
current PTrax system.  Once it is received by the UM team, they will work to 
schedule the appointment.  Once the date is set, the site will conduct the visit in 
the designated area.   


With the EHR, will the telehealth providers have access to the system to 
document?  If not, will they send the documentation to the site to be scanned in?  


 


The modules should include:  


• Physician Orders Sheet 
• Progress Record CR-1884 


 


May require the following forms: 


• Refusal of Medical Services CR-1984  
 


 


 


 


 
  








Term Definition: 


1. LOC – Level of care 


2. QMHP – Qualified Mental Health Professional 


3. LIMHP – Licensed Independent Mental Health Professional 


4. SP – Suicide Precaution 


5. MHS – Mental Health Seclusion 


6. CSSRS – Columbia Suicide Severity Rating Scale 


7. BH – Behavioral Health 


8. BHA – Behavioral Health Administrator 


9. SLU – Supportive Living Unit 


10. GP – General Population 


11. TRC – Treatment Review Committee 


12. DSNF – DeBerry Special Needs Facility 


13. PREA – Prison Rape Elimination Act 


14. OMS – Offender Management System 


15. QIR – Quality Improvement Review  


16. APN – Advanced Practice Nurse 


17. MD – Medical Doctor 


18. TPFW – Tennessee Prison for Women 


19. DME – Durable Medical Equipment 


20. UME – Utility Management Entity 


21. NSSIB – Non-Suicidal Self Injurious Behavior 


 


 





