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Subject:  ADMINISTRATION/DISTRIBUTION OF MEDICATION         


 
 


 I. AUTHORITY:  TCA 4-3-603 and TCA 4-3-606. 
 


  II. PURPOSE:  To promote the safe management of pharmaceuticals consistent with legal and 
professional standards of care. 


 
 III. APPLICATION:  Wardens/Superintendents, Deputy Superintendents, Associate Wardens of 


Treatment (AWT), Health Services Administrators, all clinical services staff, medical contractors, 
and privately managed institutions. 


 
 IV. DEFINITIONS: 
 


A. Administer:  The direct provision of a drug to an inmate by injection, inhalation, 
ingestion, topical application or any other means. 


 
B. Controlled Substance:  A drug, substance, or immediate precursor, included in Schedules 


I - VI of the Tennessee Code Title 39-17-Part 4 - Drugs. 
 


C. Critical Medications:  For purposes of this policy, medications that have the potential to 
cause harm when administration is delayed or omitted including but not limited to 
Hepatitis C (HCV), Human Immune-deficiency Virus (HIV), antibiotics, 
anticoagulation/anti-platelet therapy, insulin, anti-diabetic medications, 
immunosuppressants, pain medications, psychotropics, or Isonicotinic acid 
Hydrazide/Isoniazid (INH), etc. 


 
D. Crushed/Whole under Water:  A method of medication administration which may 


involves placing the medication in a small cup of water for several seconds prior to 
administration.  This procedure is used to minimize the possibility of diversion of the 
medication for hoarding, selling, or any act of non-compliance.   


 
E. Directly Observed Therapy (DOT):  Face-to-face observation of the administration of a 


drug to an inmate and monitoring by a qualified health professional.  
 


F. Dispensing Medication:  For purposes of this policy, preparing, packaging, compounding 
or labeling for delivery and actual delivery of a prescription drug, nonprescription drug or 
device in the course of professional practice to a inmate or the inmate’s agent to include a 
licensed health care practitioner or a health care facility providing services or treatment to 
the inmate(s) by or pursuant to the lawful order of a prescriber. 


 
G. Distribution of Medication:  The transfer of prepackaged or labeled medications to an 


individual for self-administration according to directions provided by the prescribing 
practitioner.   
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H. Full Signature:  For purposes of this policy, the legal signature of an individual that 
includes their first and last name. 


 
I. Keep on Person (KOP):  Medication approved to be kept in an inmate’s possession for 


the purpose of self-administration.  
 
J. Medication Administration Record (MAR):  A form used by a qualified health care 


professional to document the administration of prescribed medications. 
 


  K. Non-compliance:  When an inmate fails to follow administration direction to obtain 
his/her prescribed medication or fails to report to a scheduled appointment/assessment. 


 
  L. Non-critical medications:  For purposes of this policy, medications that that do not have 


the potential to cause harm when administration is delayed or omitted such as those 
outside of but not limited to the medications indicated Section IV. (C) of this policy. 


 
  M. Over-the-Counter Medications (OTC):  Medications readily available to inmates for self-


administration which can be legally obtained without a prescription order and packaged 
in compliance with applicable state or federal law.   


 
N. Parenteral Administration:  Administration of medication by a route other than by mouth 


(e.g., by injection). 
  


O. Qualified Health Professional:  For the purpose of this policy, clinical staff who are 
authorized by licensure, registration, or certification to perform health care services.  
Examples of qualified health professionals may include but not be limited to physicians, 
dentists, physician assistants, pharmacists, nurse practitioners, nurses, psychiatrists, 
psychological examiners, psychologists, clinical social workers, etc. 


 
P. Refusal of Medication:  When an inmate asserts that they will not take a prescribed 


medication.   
   


V. POLICY:  Medications shall be administered or distributed in a timely manner according to the 
orders of the prescribing practitioner and in accordance with applicable state and federal laws. 


 
 VI. PROCEDURES: 
 


A. Dispensing Medications:  Except for licensed physicians, osteopaths, optometrists, or 
dentists who follow proper record keeping procedures, the act of dispensing is limited 
strictly to licensed pharmacists and persons working under their immediate supervision.   


 
B. Institutional Unit Procedures:  Each institution shall maintain in the health services unit 


manual a written procedure for the administration/distribution of medications within the 
facility.  The procedure shall be approved by the Warden/Superintendent, and Health 
Services Administrator and include the following: 


 
    1. Times and location of medication administration/distribution.   
 
   2. Provisions for furnishing medications to inmates on administrative, punitive, or 


protective custody; to those inmates participating in work or education programs; 
and to others who cannot attend the regularly scheduled medication distribution. 
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  3. Administration/distribution procedures for OTC medications in accordance with 


nursing and clinical treatment protocols.    
 
  4. A list of OTC medications available in the commissary reviewed and approved by 


the State Pharmacy and  Therapeutics Committee at least annually.  The approved 
OTC commissary list shall be signed by the Chief Medical Officer and forwarded 
to each facility.  The approved OTC list shall then be reviewed and signed by the 
Warden/Superintendent, Deputy Superintendent/AWT, and institutional health 
services administrator.  Each Health Services Unit Manual shall contain a current 
approved list of OTC medications.   


 
  5. Other medication procedures unique to the setting.   


  
C. Principles of Medication Administration/Distribution:  It is essential that medications be     


accurately administered in order that the desired therapeutic effect is achieved. Nursing 
personnel involved in the administration/distribution of medications shall verify the 
following before administering/distributing a drug or medication: 


 
1. Right Inmate:  Verify the full name and TDOC identification number of the inmate 


receiving the medication.  Inmates shall show their ID card. 
 


2. Right Drug: Medications which cannot be properly identified shall never be 
administered or prepared for distribution. 


 
3. Right Dose:  It is important that all medications be administered in the proper 


dosage as prescribed by the practitioner.  
 


4. Right Time of Administration: It is essential that all medications be given as close 
to the prescribed time(s) or intervals as possible.  


 
5. Right Route of Administration:  It is essential that the medication be administered 


to the inmate by the route (e.g., oral, intravenous, topically) prescribed or 
indicated by the provider.  


 
  D. Administration of Medications:   
 


1. All medications shall be administered by licensed nursing personnel.   
 


2. All psychotropic drugs, Controlled medications, TB prophylaxis/treatment 
medication, shall be administered only on a dose by dose basis crushed, and under 
water, unless contraindicated.  


 
3. Medications ordered to treat mental health disorders shall be prescribed only as 


DOT by a psychiatrist or a psychiatric clinical nurse specialist.   
 


4. TB treatment medication for persons with the active or latent disease shall be 
administered using directly observed therapy (DOT). 


 
5. The institutional physician may order a month’s supply of HIV/AIDS medications 


to be distributed to the inmate for self-administration after evaluation of regimen 
and compliance.  If there is any evidence the inmate is non-compliant with 
medications, they should immediately be returned to dose-by-dose administration.   
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6. The institutional physician may order a month’s supply of Hepatitis C medications. 
Once non-formulary approval (if applicable) has been granted for the treatment 
regimen, re-application is not required for the duration of the treatment regimen.  


 
7. Hepatitis C medications shall be administered using direct observation therapy 


(DOT). 
 


8. Non-controlled substances which are not subject to abuse and non-psychotropic 
medications may be distributed as KOP in a one month's supply at the provider’s 
discretion.   
 


9. Old/previously issued cards/bottle/inhalers shall be exchanged prior to the issue of 
the next month’s medication. When old/previously issued cards are presented for 
exchange and have remaining medication the nurse shall count the amount of 
medication remaining in the old card. If the amount remaining does not indicate 
compliance the inmate shall be counselled. The nurse will then add the amount 
remaining to the number of new medication being issued, document the total on 
the MAR, and return the medication to the inmate from the old/previously issued 
card and issue the new medication while instructing the inmate to take the 
medication from the old/previously issued card first. See current TDOC Central 
Pharmacy Facility Operating Guidelines.  


 
  10.  Insulin may be self-administered by the inmate only when a licensed nurse has 


verified the units and dosage in the insulin syringe and is present to observe and 
document the inmate's self-administration, and observes the inmate’s disposal of 
the used syringe into the sharps/needle container.    


 
  11. All medications for inmates in inpatient treatment facilities shall be administered 


on a dose by dose basis only. 
 


  12. Under no circumstances shall a stimulant, tranquilizer, or psychotropic drug be 
prescribed or administered to an inmate for the purpose of programmatic control, 
security and management, or for experimentation or research. 


 
    13. If medication is not administered (based on nursing judgement or a physician’s 


order), the nurse shall enter the appropriate code in accordance with the legend 
indicated on the approved TDOC MAR(s).  The nurse shall document the reason 
for holding the medication on the inmate’s Problem Oriented Progress Record, 
 CR-1884, and notify the prescribing provider if the medication was held due to the 
nurse’s judgement. 


 
E. Documentation:  The MAR shall be provided by the pharmacy vendor, as approved by the 


TDOC Chief Medical Officer (or designee) and used as a permanent record of medication 
administered/distributed to an inmate.  Upon administration or distribution of a prescribed 
medication, all pertinent information shall be recorded on the MAR.   


     
   1. The inmate’s name, TDOC ID number, and any known drug allergies shall be 


entered in the appropriate space, along with the current month and year. 
     


2. For each medication order, the following information shall be entered in the 
appropriate block: 
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a. Date of order and start/stop date 
 
b. Name of drug, dose or strength, and dosage form 
 
c. Route of administration 
 
d. Time interval or frequency of administration 
 
e. Duration of order  
 
f. Attending provider (physician, dentist, etc.) 


     
a. Initials of the nurse who transcribed the order 


 
    h. Clinical indication 
 


3. The hour(s) of medication administration shall be entered beside the medication 
order. 


 
4. The nurse shall initial the appropriate block as each dose is subsequently 


administered.  When distributing multiple doses of medication, the nurse shall 
initial and write the number of doses distributed beside the medication order. 


 
5. All licensed nursing personnel initialing the MAR shall sign their full signature, 


professional title, and initials in the designated area. For facilities utilizing an 
electronic MAR the nurse initials, name, and title shall be listed on the printed 
MAR. 


 
6. A new MAR shall be initiated the first day of each month for every inmate on 


medication.  All MARs from the previous month shall be filed in the inmate health 
record by the 20th of the current month.  


 
7. The MAR shall be used to record one-time medication and/or PRN medications. 
 
8. All diabetic medication, including insulin, shall be recorded on the MAR and with 


blood glucose monitoring, will also be documented on the Diabetic Record, 
CR-2006.  


 
9. Blood Glucose results shall be recorded on the Diabetic Record, CR-2006. A 


review of this document during chronic care visits shall be indicated with the 
provider signature and date noted in the “Remarks” section of the CR-2006.  The 
CR-2006 shall be filed in the health record under Section Two - Diagnostic 
Reports. 


 
10. All hypertensive medication shall be recorded on the MAR and with blood pressure 


monitoring, will also be documented on the Blood Pressure Record, CR-4181. 
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11. Blood Pressure results shall be recorded on the Blood Pressure Record, CR-4181. 


A review of the CR-4181 shall occur during chronic care visits.  The provider shall 
document this review by signature and date noted in the “Remarks” section of the 
CR-4181. The CR-4181 shall be filed in the health record under Section Two – 
Diagnostic Reports. 


 
12. All KOP medication distribution shall be signed by both the nurse and the inmate 


on the MAR.  
 


F. Non-Compliance/Absent for Medication/Refusal of Medication:   
 


  1. Non-adherence with medication will be monitored by the nursing staff.  If an 
inmate either refuses or is non-compliant to receive their medications, the qualified 
health professional administering the medications shall enter the designated code 
in accordance with the legend indicated on the approved TDOC MAR(s).   
 


2. Medication Administration Records (MARs) will be reviewed by the provider 
during chronic care clinics. Any non-compliance will be reviewed with the inmate 
and documented in the inmate’s health record. If a pattern of noncompliance is 
evident, the provider shall consider modification of medication administration to 
“dose by dose”. 


 
3. Medications administered keep on person (KOP) will be monitored primarily using 


the MAR as a guide on a monthly basis.   
 


4. Staff administering “dose by dose medications” will report noncompliance of 
critical medications to the charge nurse after the medication pass has completed. 
The charge nurse will counsel the inmate after three missed doses in a seven-day 
period. For non-critical medications (e.g. antihistamines, NSAID, etc.), the nurse 
shall report the noncompliance excluding medications that are ordered as needed to 
the charge nurse after three consecutive missed doses in a seven-day period. 


 
5. If it is determined that an inmate is noncompliant, a counseling session will be 


scheduled. 
 


a. A nurse will identify and address reasons for noncompliance. 
 


b. If the noncompliance is related to medication side effects or lack of    
agreement with the plan of care, the inmate should be referred to a provider 
via Institutional Health Services Referral, CR-3431. 
 


c. The nurse will provide counseling and education to the inmate regarding 
the rationale for the medication and the possible risks of noncompliance as  


  indicated below. The counseling session will be documented (including the 
number of missed doses) on the Progress Note, CR-1884, and placed in the 
inmate’s health record.  


   
1. For critical medications as non-compliance continues the charge 


nurse will counsel the inmate once a week and the inmate shall be 
referred to the provider once a month.  
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2. For non-critical medications as non-compliance continues the 
charge nurse will counsel the inmate once a month and the inmate 
shall be referred to the provider every 90 days.  


 
3. If the inmate does not report to the clinic for counseling the 


counselling will be completed in the housing unit during time 
frames established by the Health Administrator. 


 
d. The provider will document the counseling session on the Progress Notes, 


CR-1884, of the health record and include any physical assessment, 
education, and action taken. 


 
e. With each follow-up visit to the provider, the noncompliance will be 


addressed and documented in the Progress Notes, CR-1884. Inmates with 
serious medical conditions, who are persistently noncompliant despite 
multiple counseling sessions, may be evaluated for discontinuation of 
medication. The provider will consider the risks of discontinuing the 
medication given the inmates history of noncompliance. If the risks of not 
taking the medication could result in health deterioration the medication 
should continue to be offered.  


 
f. If the consequences of refusing the medication are serious or life 


threatening, a Refusal of Treatment, CR-1984, will be obtained by a 
provider after counseling the inmate regarding health risks. The encounter 
should be thoroughly documented in the health record.  The inmate should 
be informed that the process to reinitiate medication administration would 
be through sick call or a scheduled chronic care visit.  


 
G. MAR Review: The Charge Nurse shall review all current MARs daily at the end of each 


shift for completeness. The Health Services Administrator/Director of Nursing shall 
review all current MARs for blank spaces of administration, medication 
order/verification information (block), and nurse signatures monthly for completeness. 


 
H. Medication Orders:  Orders for medication will be noted on a Physician’s Orders, CR-1892, 


and include the date and time the order was written, duration of therapy, drug name, drug 
dosage, route of administration, frequency, clinical indication, and quantity limits as 
applicable. The order shall contain a legible ordering provider signature or signed name with 
a stamp. All verbal/telephone orders shall be countersigned, dated, and timed within 14 
days. Transcription/notation of each medication order shall contain the date, time, full 
signature and title of the nurse transcribing the order. 


  
 VII. ACA STANDARDS:  5-ACI-6C-09, 5-ACI-6A-43, and 5-ACI-6A-44  
  


VIII. EXPIRATION DATE:   August 15, 2023. 
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CR-2006 (Rev. 9-19) Side 1  RDA 1458 


TENNESSEE DEPARTMENT OF CORRECTION 


DIABETIC RECORD (by Glucose Monitoring Device) 


INSTITUTION
 


Patient:  TDOC ID:  


Physician  Location  


Current Weight:  Height: Age: Diet:  


Current Medication Order:  
 


DATE TIME 
BLOOD 


GLUCOSE 
READING 


MEDICATION GIVEN REMARKS 
NURSE 
INTIALS 


 


HR      


HR      


HR      


HR      


 


HR      


HR      


HR      


HR      


 


HR      


HR      


HR      


HR      


 


HR      


HR      


HR      


HR      


 


HR      


HR      


HR      


HR      


 


HR      


HR      


HR      


HR      


 


Provider Review:  Date:
 







CR-2006 (Rev. 9-19) Side 2  RDA 1458 


DIABETIC RECORD (by Glucose Monitoring Device) 


 
Patient:  TDOC ID  


 


DATE TIME 
BLOOD 


GLUCOSE 
READING 


MEDICATION GIVEN REMARKS 
NURSE 
INTIALS 


 


HR      


HR      


HR      


HR      


 


HR      


HR      


HR      


HR      


 


HR      


HR      


HR      


HR      


 


HR      


HR      


HR      


HR      


 


HR      


HR      


HR      


HR      


 


HR      


HR      


HR      


HR      


 


HR      


HR      


HR      


HR      


 
Provider Review:  Date:
 







CR-1884 (Rev. 08-2019)    Printed or Duplicate as Needed    RDA 1100 


TENNESSEE DEPARTMENT OF CORRECTION 
 


PROBLEM ORIENTED – PROGRESS RECORD 


      
INSTITUTION 


 
INMATE NAME:        TDOC ID:        


 
 


 


DATE TIME  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


 
Do Not Write on Back 







 


CR4181 (Rev. 07.2020) Duplicate As Needed RDA1458 


TENNESSEE DEPARTMENT OF CORRECTION 


BLOOD PRESSURE RECORD 


INSTITUTION
 


Patient:  TDOC ID:


Current Weight:  Height: Age: Diet:  


Current Order Frequency:  
 


DATE TIME BLOOD PRESSURE PULSE 
MEDICATION 


GIVEN 
REMARKS 


NURSE 
INITIALS 


  
S:  


    
D:  


  
S:  


    
D:  


  
S:  


    
D:  


  
S:  


    
D:  


  
S:  


    
D:  


  
S:  


    
D:  


  
S:  


    
D:  


  
S:  


    
D:  


  
S:  


    
D:  


  
S:  


    
D:  


  
S:  


    
D:  


  


S:  


    


D:  


 







CR-3431 (Rev. 09-19) Duplicate as Needed RDA 1458 


 


INSTITUTION
 


 
 MEDICAL  DENTAL 


 BEHAVIORAL HEALTH 
 


INMATE:       TDOC ID:       
 Last    First Middle  


 
PRESENTING PROBLEMS:       


      


      


      


      


      


      
 
 


REFERRED BY:        
 Signature/Title Date  Time


 
 


SEND REFERRAL FORM TO INSTITUTIONAL HEALTH COORDINATOR
 Behavioral Health 


 
  Medical Dental


 


RECEIVED BY:        
 Signature/Professional Title Date  Time


 


REFERRAL DISPOSITION (Course of Action):


      


      


      


      


      


      


      DATE: TIME: 
 
 


 
 Signature/Professional Title 


 


TENNESSEE DEPARTMENT OF CORRECTION 


INSTITUTIONAL HEALTH SERVICES REFERRAL 







CR-1984 (Rev. 8-19)                                        Duplicate As Needed      RDA 1458 
 


TENNESSEE DEPARTMENT OF CORRECTION 
HEALTH SERVICES 


REFUSAL OF MEDICAL SERVICES 
 
 


INSTITUTION:       
 


 
 


Date _______________  20 _____  Time __________ AM/PM 


 
This is to certify that I __________________________________________________, _________________________ 


have been advised that I have been scheduled for the following medical services and/or have been advised to have 


the following evaluations, treatment, or surgical/other procedures: 


      


 
      


 


      
 


I am refusing the above listed medical services against the advice of the attending physician and/or the 
Health Services staff.  I acknowledge that I have been informed of the risks involved by my refusal and hereby 
release the State of Tennessee, Department of Correction, and their employees from all responsibility for any ill 
effects which may be experienced as a result of this refusal.  I also acknowledge this medical service may not be 
made readily available to me in the future unless an attending physician certifies my medical problem as a medical 
emergency. 


 
 


Signed:         
(Inmate)   (TDOC ID)  (Date) 
 
 
 


Witness:       
(Signature)   (Title)  (Date) 
 


 
The above information has been read and explained to, 
 
 


      but has refused to sign 


the form. 


 


Witness:       
(Signature)   (Title)  (Date) 
 
 


Witness:       
(Signature)   (Title)  (Date) 


 


(Inmate’s Name) (TDOC ID)


(Inmate’s Name) (TDOC ID)







 
 


PHYSICIAN'S ORDERS 
 


                
NAME 


 
       TDOC ID 
        
       ROOM No. 
 


 Drug Allergies      PHYSICIAN 
 
   Date       DO NOT USE THIS SHEET   1 Nurse's 
 & Time       UNLESS A RED NUMBER SHOWS    Initials 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 CR-1892 Rev 10-19   PLEASE! USE BALL POINT  PHYSICIAN'S ORDERS 
       PEN ONLY                RDA-1100 
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Subject:  MANAGEMENT OF HAZARDOUS MEDICAL DEVICES 


 


           ADMINISTRATIVE POLICIES 


                    AND PROCEDURES 


                      State of Tennessee 


                Department of Correction 


 


I.  AUTHORITY:  TCA 50-3-203, TCA 4-3-603, and TCA 4-3-606. 


 


 II. PURPOSE:  To ensure compliance with state and federal laws governing hazardous medical 


devices and promote the sound management of these devices in accordance with professional 


standards of care and good security practices. 


 


 III. APPLICATION:  Wardens, Superintendents, Health Administrators, health care staff, the 


contracted medical staff, and privately managed institutions. 


 


 IV. DEFINITIONS: 


 


A. Class A (Hazardous Instruments):  Tools/instruments most likely to be used in an escape or 


in the manufacture of weapons. 


 


B. Class B (Hazardous Instruments):  Tools/instruments of a less hazardous nature. 


 


C.  Occupational Safety and Health Administration (OSHA): A Federal agency within the U.S. 


Department of Labor that is responsible for setting workplace standards to promote, 


enforce, and maintain employee health and safety. 


 


D. Perpetual Inventory: Continuous process for recording the receipt and issuance/removal of 


hazardous medical devices from stock.  


 


E. Personal Protective Equipment (PPE):  Specialized clothing or gear worn by an employee 


for job-related occupational safety and health purposes to protect him/her from infection, 


blunt impacts, heat, or chemicals.   


 


F. Sharps: Medical or dental instruments referenced in Policy #506.03 as Class A and or Class 


B tools, such as but not limited to needles, syringes, hazardous instruments. 


 


 V. POLICY:  All correctional institutions shall regulate the handling of syringes, needles, and 


hazardous medical and dental instruments used within the facility in accordance with professional 


standards of care, established security practices, and appropriate state and federal laws and 


regulations. 


 


 VI. PROCEDURES: 


 


A. Institutional Unit Procedures:  Each correctional institution shall maintain a written 


procedure in the health services unit manual covering the control of all class A and class B 


instruments such as syringes, needles, and hazardous medical and dental instruments.  


Correctional staff are required to use the proper procedure as it applies to bloodborne 


pathogens standards and universal precautions per TCA 50-3-203(e)(1)-(e)(4). The 


procedures shall be approved by the Warden/Superintendent and the health administrator 


and include provisions for the following: 
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1. Storage:  Procedures shall identify and describe the provided secured storage area.  


Flammable, toxic, and caustic materials shall be stored and controlled in 


accordance with Policy #112.09. 


 


2. Keys:  Procedures shall restrict the use of keys in the storage area to designated 


staff who have approved access to the items listed. 


 


3. Inventory:  All sharps shall require an accurate perpetual inventory documented on 


the CR forms listed below as indicated: 


 


a. Sharps Counts, CR-4125:  


 


(1) Working Stock: Counts shall be conducted at the change of each 


shift with off-going and on-coming nurses. 


 


(2) Bulk/Reserve Stock: Counts shall be conducted every month no 


later than the 5th day by two licensed nurses.  


 


b. Sharps Record, CR-4124: 


 


(1) Bulk sharps added or removed from count shall require verification 


of two licensed nurses at the time of the removal/addition.   


 


 (2) Sharps for administration shall be signed out to the individual 


inmate or employee before administration; sharps not used shall be 


returned to the count.  


    


4. Records:  Sharps Counts, CR-4125, and the Sharps Record, CR-4124, shall be 


maintained on working and reserve stock of needles, syringes, and hazardous 


instruments that include: 


 


a. Items received in the clinic  


 


b. Date of delivery and signature of the individual(s) who received the 


needles, syringes, and hazardous instruments and placed them into 


inventory. 


 


   c. An adequate description of the items 


 


   d. The quantity received 


 


e. The disposition of the items 
 


f. The balance on hand 
 


g. Expiration date when applicable 


 


5. Monitoring Audits:  Procedures shall describe the auditing system used within the 


health care unit to assure compliance with departmental policy and local 


procedures. 
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B. Proper Disposal of Contaminated (Syringes/Needles) Instruments and Equipment:  Used 


disposable syringes and needles present security risks and potential health hazards. Such 


instruments should be handled with extraordinary care to prevent injuries and the spread of 


infectious diseases such as hepatitis and AIDS.  In keeping with national, state, and local 


health department standards and guidelines of infection control practices, Tennessee 


Department of Correction (TDOC) health services personnel shall adhere to the following 


procedures: 


 


1. Each facility shall have personal protective equipment (PPE) readily available 


during routine and emergency care to protect health care workers from 


unnecessary harm and exposure incidents.   


 


2. Personal protective equipment shall be removed as soon as possible and deposited 


in a container or plastic bag that is impenetrable and tear-resistant and placed in a 


designated area. 


 


3.  Disposable needles shall not be recapped, purposefully bent, broken, cut, removed 


from disposable syringes, or otherwise manipulated by using both hands or any 


technique involved in pointing the needle toward any part of the body after use.  


However, in the dental operatory, the ADA-approved, one-handed scoop method 


or an approved manual recapper may be used.  Devices that destroy needles may 


be utilized, but the syringe and any other remaining contaminated waste must be 


disposed of as described in #5 below. 


 


4. Used disposable syringes and needles, scalpel blades, and other disposable sharp 


instruments shall immediately be placed into a puncture and tamper-resistant 


container located as close as practical to the area in which the sharps are used.  


There shall be no attempt to remove items from the sharps container after 


placement.  Inmate access to these containers is prohibited. Medical staff shall 


replace sharps containers routinely; not allow them to overfill; seal and discard 


when ¾ full. 


 


5. The Warden/Superintendent and health administrator are responsible for 


establishing a safe and sanitary procedure in accordance with OSHA guidelines for 


the periodic disposal of filled containers. The containers shall always be treated as 


infectious waste. Licensed contractors shall be utilized for infectious waste removal  


 and disposal. When a contractor is utilized, the contractor must comply with all 


applicable OSHA guidelines.  


 


6. Needles, syringes, or other hazardous instruments that cannot be safely placed in a 


sharps container must be autoclaved before disposal.  Once autoclaved, the items 


may be treated as non-infectious waste but must be placed in a sealable pouch, 


wrapped,  or place in a container that ensures safe handling. Cleaning and 


decontamination of hazardous instruments shall be performed as directed by the 


current TDOC Exposure Control Plan. 


 


C.  Exposure Recordkeeping:  TDOC, in compliance with the  requirements  of Occupational 


Safety and Health Administration’s (OSHA) Bloodborne Pathogen Standard, 29 Code of 


Federal Regulations (CFR) 1910.1030, shall adhere to the following:   
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1. All suspected and/or confirmed occupational exposure to bloodborne pathogens 


shall be documented on Occupational Exposure to Bloodborne Follow-Up, 


CR-3508. 


2. All sharps/needle stick injuries shall be documented on the Sharps Injury Log, 


CR-3796. The Sharps Injury Log shall be maintained for five years and shall 


include the following information for each incident: 


a. Period of time the log covers 


b. Date incident is entered on the log 


 


c. Date of incident 


d. Type and brand of device involved  


e. Department or area of the incident 


    f. Description of incident  


 


D. Disposal of Expired Syringes: Expired disposable syringes, needles, and other disposable 


sharp instruments shall be removed from counts and disposed of in accordance with Policy 


#506.03 and Section VI.(B) of this policy. 


 


 VII. ACA STANDARDS:   5-ACI-3A-23, 5-ACI-6A-17, 5-ACI-3A-29, and 5-ACI-2A-03. 


 


 VIII. EXPIRATION DATE:  May 15, 2024 
 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 


CR-3508 (Rev. 03-14)    Duplicate as Needed   RDA 1458 / SW04 


TENNESSEE DEPARTMENT OF CORRECTION 
 


EXPOSURE CONTROL 
 


OCCUPATIONAL EXPOSURE TO BLOODBORNE PATHOGEN FOLLOW-UP 


      
INSTITUTION/DISTRICT/DIVISION 


 


C O N F I D E N T I A L  
 
NAME:       DATE OF OCCURRENCE:       


 


POSITION:       TIME OF OCCURRENCE:       


 


REPORTED DESCRIPTION OF THE EXPOSURE (INCLUDE CIRCUMSTANCES AND ROUTE OF EXPOSURE): 


      


      


      


      


CONTACT SOURCE INFORMATION 


Contact Source:   Known   Unknown   


Contact source laboratory test results: 


HBV   HCV   HIV   Other:       


STAFF INFORMATION 


Hepatitis B Vaccine status: 


 Has not been vaccinated 


 Has been vaccinated Date Series Completed:         


Serum Antibody Titer: Date:       Results:       


      


 
 


PEPline Guidance Obtained:    1-888-448-4911      Hours: 8:00 AM – 1:00 AMCST (9:00 AM – 2:00 AM EST) 


  Yes Date:       Time:       


  No 


PEPline Determined Bloodborne Pathogen Exposure:   Referred to ER/Urgent Care 


  Yes           Yes 


  No           No 


  Staff Refused Treatment  Refusal Signed:   Yes    No 


 
 


   


Signature of Reporting Official  Date 


 
 


1.  Complete form 
2.  Send copy with staff for off-site evaluation for Bloodborne Pathogen Exposure 
3.  Original form to Human Resources Confidential Medical File 


 







 
TENNESSEE DEPARTMENT OF CORRECTION 


SHARP COUNTS 


CR4125(Rev. 12-17) DUPLICATE AS NEEDED RDA11085 


 
 


      
Facility 


 
 


Date                                                                         


Shift Time                                                                         


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


                                                                              


Nurse’s Initials                                                                         


Nurse’s Initials                                                                         


 
Nurse Signature and Initials 
 


                                    


                                    


                                    
 


*Counts are performed at the beginning and end of every shift with two licensed nurses (oncoming nurse and offgoing nurse)* 
 







 


29 CFR 1910.1030, OSHA’s Bloodborne Pathogens Standard, in paragraph (h)(5), requires an employer to establish and maintain a Sharps Injury Log for recording all percutaneous injuries in a facility 
occurring from contaminated sharps. The purpose of the Log is to aid in the evaluation of devices being used in healthcare and other facilities and to identify problem devices or procedures requiring 
additional attention or review. This log must be kept in addition to the injury and illness log required by 29 CFR 1904. The Sharps Injury Log should include all sharps injuries occurring in a calendar year. 
The log must be retained for five years 
 


CR-3796       Duplicate as Needed       RDA2275 


TENNESSEE DEPARTMENT OF CORRECTION 


CLINICAL SERVICES DIVISION 


EXPOSURE CONTROL PLAN 
 


SHARPS INJURY LOG  


      
INSTITUTION 


 


DATE 
ENTERED 
ON LOG 


DATE OF 
INCIDENT 


TYPE/ BRAND OF 
DEVICE 


(Syringe, needle) 


FLUID TYPE 
WORK AREA WHERE 
INCIDENT OCCURRED 


(Lab, cell search, ER) 


BRIEF DESCRIPTION OF HOW THE INCIDENT 
OCCURRED. 


[i.e., procedure being done, action being performed 
(disposal, injection) body part injured] 


                                    


                                    


                                    


                                    


                                    


                                    


                                    


                                    


                                    


                                    


                                    


                                    


                                    


                                    


                                    


                                    


                                    


 







 
TENNESSEE DEPARTMENT OF CORRECTION 


SHARPS RECORD 


 


CR4124 Rev. 2/21 DUPLICATE AS NEEDED RDA11085 


 


Institution 
 


Date:   Sheet No.  
 


     Balance Brought Forward _________ 


Date Time Name TDOC ID Administered By Units Used 
Amount 


Received 
Balance 


Nurse 


Initials 


Nurse 


Initials 


          


          


          


          


          


          


          


          


          


          


          


          


          


          


          


          


 


 





		113-72.pdf

		CR3508 (Rev) 3.14

		CR4125-SHARPS COUNTS-12.2017

		CR3796-Sharps Injury Log-10.2012

		CR4124-SHARPS RECORD-2.2021






 


Index #: 113.75 Page   1    of     3     


Effective Date:   June 1, 2019 


Distribution: A 


Supersedes: 113.75 (9/1/15) 
                      PCN 17-7 (3/1/17) 
                       


Approved by:    Tony Parker 


Subject:  LABORATORY SERVICES         


 
 


 I. AUTHORITY:  TCA 4-3-603 and TCA 4-3-606. 
 
       II. PURPOSE:  To ensure the availability of laboratory services necessary to provide health care to 


inmates. 
 
      III. APPLICATION:  Wardens/Superintendents, Associate Wardens of Treatment/Deputy 


Superintendents, health administrators, medical contractors, privately managed facilities and health 
care staff. 


 
      IV. DEFINITIONS:   
 


A. Clinical Laboratory Improvement Amendments (CLIA): Establishes quality for all 
laboratory testing to ensure accuracy, reliability, and timeliness of patient test results. 


 
B. CLIA Certificate for Provider-Performed Microscopy (PPM) Procedures:  Certification to 


perform laboratory procedures that have been specified as provider-performed and, 
if applicable, examinations or procedures that have been approved as waived laboratory 
tests by the U.S. Department of Health and Human Services. 


   
  C. CLIA Certificate of Waiver:  Certification for a laboratory to perform examinations or 


procedures that have been approved as waived laboratory tests by the U.S. Department of 
Health and Human Services.  


   
       V. POLICY:  Each facility shall provide the laboratory services necessary to support health care 


services. 
 
  VI. PROCEDURES:    


 
A.  The Health Services Unit Manual at each facility shall include written procedures for 


acquiring necessary laboratory services.  The facility may use the contract laboratory's 
guidelines and instructions for this purpose. 


 
B. All CLIA guidelines shall be adhered by privately managed institutions and medically 


contracted facilities, in obtaining appropriate certification and/or certificate of waiver for its 
laboratories. Deberry Special Needs Facility shall obtain a CLIA Certificate for provider-
performed microscopy procedures (PPMP). 


        
C. Each facility’s health service unit shall perform basic laboratory services consistent with 


the inmate population and the accessibility of health care resources. 
 


1.  On-site laboratory tests with immediate results shall include: multiple-test dipstick 
urinalysis, finger-stick blood glucose, fecal occult blood, and peak flow. 
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  2. Facilities housing female inmates shall possess slides with slip covers and 


microscopes so that vaginal wet preps can be accomplished. 
 
D.   Each facility shall possess the capability to properly collect, safeguard, store, and transport 


laboratory specimens.  Specific specimen requirements from the institution's contract 
laboratory shall be contained in the institution’s Health Service Unit Manual. 


 
E. A laboratory log shall be maintained for all laboratory procedures performed in-house and 


through contract services.  The log shall include the date, time, inmate number, name of the 
laboratory procedure, provider name, date the specimen was sent, and the date the results 
were received.  Each facility’s health administrator shall provide laboratory data on the 
Monthly Statistical Report (See Policy #113.54) 


 
F. Each facility shall maintain data, in accordance with CLIA guidelines.  Basic requirements 


include: 
 


1. Immunohematology reports and data to be kept for five years. 
 


2. Pathology reports and data to be kept for ten years. 
 


3.  All other reports and logbooks to be kept for at least two years. 
 


G.  All laboratory services shall require the order of the physician or mid-level provider. 
Appropriate laboratory forms shall be fully completed when requesting services. All 
laboratory results shall be reviewed, initialed, and dated by the physician or mid-level 
provider within five business days of receiving the results at the institution, and then filed 
in health or inpatient records as appropriate. 


 
H.   Documentation:  
 
 1. Nurses shall document a narrative note indicating the date, time and type of 


laboratory specimen collected on the Problem Oriented Progress Note, CR-1884.  
 
2. For venipunctures the nurse shall additionally document the size of needle used, 


number of needle sticks occurring to collect the specimen, part of body where the 
venipuncture occurred, and how the patient tolerated procedure. 


 
VII. ACA STANDARDS:  4-4409 and 4-4413. 


 
 VIII. EXPIRATION DATE:   June 1, 2022. 
 
 
 
 
 
 
 







CR-1884 (Rev. 03-2017)    Printed or Duplicate as Needed    RDA 1485 


TENNESSEE DEPARTMENT OF CORRECTION 
 


PROBLEM ORIENTED – PROGRESS RECORD 


      
INSTITUTION 


 
INMATE NAME:        TDOC NUMBER:        


 
 


 


DATE TIME  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


 
Do Not Write on Back 
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Effective Date:  May 1, 2022  


Distribution:   A 


Supersedes: 113.78 (3/1/19) 


Approved by:   Lisa Helton 


Subject:  RADIOLOGY SERVICES 


ADMINISTRATIVE POLICIES 


AND PROCEDURES 


State of Tennessee 


Department of Correction 


 


 


I. AUTHORITY:  TCA 4-3-603 and TCA 4-3-606. 


 


  II. PURPOSE:   To ensure the availability of radiology services necessary to support the delivery of health 


services at all facilities. 


 


III. APPLICATION:  Wardens/Superintendents, Associate Wardens of Treatment/Deputy Superintendents, 


health administrators, health care staff, medical contractors, and privately managed facilities. 


 


 IV. DEFINITIONS:  Limited X-ray License:  Licensure with specific limits regarding the scope of 


performing radiologic examinations. 


 


V. POLICY:  Each institution shall have procedures for the provision of radiology services to support the 


level of care designated at the institution. 


 


VI. PROCEDURES:   


 


A. General: 


 


1. Medical and dental radiology services shall only be conducted upon the order of a licensed 


physician, dentist, or mid-level provider. 


 


2. Each health care facility shall have written procedures for radiology services.  These 


procedures shall identify specific communities or Tennessee Department of Correction 


(TDOC) facilities with which arrangements have been made for x-ray services. The 


procedures or preparation necessary for special studies, and any related staff responsibilities 


should be included.  


 


3. Institutions without x-ray capability shall exercise the following options, in order of 


desirability.   


     


    a.  Utilize the nearest TDOC facility with x-ray capabilities for the requested services. 


 


 b. Utilize a contract provider to supply portable x-ray services at the institution. 


  


 c. Utilize a local community provider for x-ray services. 


 


B. Institutional X-Ray Equipment and Radiological Equipment:  All medical and dental x-ray 


units/radiological equipment at the facility shall be registered and licensed in accordance with the 


rules established by the Tennessee Department of Environment and Conservation (TDEC), 


Radiological Health Division. Equipment must be calibrated and inspected at the time of initial 


installation, and whenever the equipment is relocated.  The health administrator shall maintain a 


file documenting all licensure, inspections, and periodic servicing of the unit. 
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  C. Staffing: 


 


1. The health administrator shall be responsible for ensuring that the medical x-ray unit is 


operated appropriately in a safe manner by trained and qualified personnel. 


   


2. A registered radiological technologist shall be available as needed at each facility with a 


medical x-ray unit.  X-rays may be performed by other staff who possess a Limited x-ray 


License. 


 


3. A licensed dentist shall be responsible for supervising the safe operation of dental x-ray 


units. 


 


D. Safety: 


 


1. In institutions where the administration of diagnostic agents is performed, safety 


precautions shall include the provision of an emergency drug cart with advanced life 


support capabilities including access to oxygen and airways and the capability to administer 


intravenous support as needed.  Intravenous diagnostic agents shall be administered only by 


a licensed physician. 


 


2. Proper safety precautions against electrical and mechanical hazards, fire, and explosion   


shall be followed. 


 


3. A radiological inspection of all leaded gloves, aprons, and gonadal shields for safety defects 


shall be conducted at least annually.  Such inspections shall be documented by the 


radiological technologist and maintained in the office of the Health Administrator. 


 


E. Personal Protection:   Only those individuals required for the radiographic procedure shall be 


present during the exposure. 


 


1.   Dental Radiographic Equipment 


 


  a.  As required by the Tennessee Department of Environment and Conservation rule 


0400-20-06 all individuals working with dental radiographic equipment shall stand 


at least two meters from the x-ray equipment. 


   


  b. Personal protective equipment, lead shielding, and x-ray film badges are required for 


personnel performing dental x-ray procedures.  If there is any question or concern, 


the health administrator at facilities with dental x-ray equipment should confirm 


whether protective equipment, shielding, or x-ray film badges are required by 


contacting the TDEC. If TDEC determines protective equipment, shielding, or x-ray 


film badges are not necessary, documentation of this recommendation shall be 


retained by the Health Administrator.    


 


2. Medical Radiographic Equipment 


 


a. Lead aprons and lead rubber gloves shall be utilized as necessary when personnel 


are in the field of active radiation. 
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b. All individuals working with medical radiographic equipment must wear a film 


badge which shall record the amount of radiation received at the work site. A record 


shall be maintained of the cumulative radiation exposure of each individual 


operating the unit. 


  


  c. Lead shielding of the area where medical radiation equipment is used shall be in 


compliance with specifications set forth by the TDEC, Radiological Health Division. 


 


F. Dental X-Ray Procedures:  During the medical/dental intake classification, the dental examination 


shall consist of a pan-oral x-ray. 


 


  G. Digital Radiology Procedures:  


 


  1. Digital x-ray examinations shall be requested on the X-Ray Request/Report, CR-2003, on 


the order of a physician, or mid-level provider. 


 


 2. After a digital image has been completed, the date of the procedure shall be placed in the 


appropriate space on the CR-2003. 


 


 3. Each image shall contain a label including the inmate’s name, TDOC ID, and the date the 


image was taken. 


  


 4. The images shall be sent digitally to the radiologist to be interpreted.  The report is 


subsequently faxed to the appropriate TDOC facility medical records department.  Reports 


should be available as soon as they are read or no later than 24 hours after reading. The 


radiologist will call the facility as soon as practicable with any report requiring immediate 


intervention. 


 


 5. The faxed report shall be reviewed, initialed, and dated by the physician or the mid-level 


provider within five business days of receipt and filed in the health record. 


 


 6. There shall be a designated computer loaded with digital radiology software to facilitate the 


viewing of digital images. 


 


H. Retention/Disposal of X-Ray Image: 


 


1. Storage:  The health administrator shall ensure that: 


  


 a. X-ray films are properly stored in an organized manner which facilitates retrieval of 


the film.  The film envelope shall be annotated when films are filed to reflect the 


date(s) of x-ray film exposure, type of x-ray study, and inmate identification. 


  


b. Digital x-ray images identified with inmate’s name, TDOC ID, date, and type of x-


ray study are stored electronically on a designated computer in an organized manner 


which facilitates retrieval of the image(s). 


 


2.  All x-ray images (excluding dental x-rays) shall remain on file at the originating institution 


and will not be forwarded with the inmate on transfer.  X-ray films/images and 


hard/electronic copies may be loaned upon request to other TDOC facilities or outside 







 


 


Effective Date:  May 1, 2022  Index # 113.78 Page      4      of      5 


Subject:  RADIOLOGY SERVICES 


medical providers as required for inmate care; however, hard copies should be returned 


and/or digital images retained for archiving to the originating institution.   


 


3. The retention period for health records (includes x-rays) is seven years from the date of 


expiration of the inmate’s sentence.  If there is any film located at a facility where the  


inmate’s sentence has expired with no recidivism for seven years, then the film can be 


destroyed by a state-approved method. The health administrator may make local 


arrangements for disposal, to include silver recovery if practical and/or applicable. 


 


4. X-ray films meeting the above criteria for disposition shall be disposed of in accordance 


with Tennessee Department of Environment and Conservation (TDEC) procedures 


regarding reclamation of the silver content of the film and solution. 


 


 VII. ACA STANDARDS:   None. 


 


VIII. EXPIRATION DATE:   May 1, 2025 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







CR-2003 (Rev. 03-22)  RDA 1458 
Duplicate As Needed 


TENNESSEE DEPARTMENT OF CORRECTION 
X-RAY REQUEST / REPORT 


 
 


INSTITUTION 


 


INMATE:  TDOC ID:  
 Last   First  Middle   


PRIORITY: Stat  ASAP  Routine  Age:  Gender  


PROCEDURE:  


 


 


Clinical Information:  


 


 Return film to practitioner   Have Radiologist call back interpretation 


My impression of film:  


 


Date:   Signed:  MD 


 


Radiology Department Use: 


Receipt of Request:  Completion of Exam:  Examiner:  


Date   Date   


Supervisor:  Time   Time   


 


INTERPRETATION:  


 


 


 


 


 


 


 


 


 


 


 


 


 
  Signed:  


Date   Radiologist 


 





		113-78.pdf

		CR2003 X-Ray Request Report (REV)-03.2022






 


Index #: 113.86 Page   1    of     9 


Effective Date:  June 15, 2021  


Distribution: A 


Supersedes: 113.86 (1/15/19) 


                    PCN 20-7 (3/15/20) Approved by:   Tony Parker 


Subject:  FORENSIC SOCIAL WORKERS 


 


           ADMINISTRATIVE POLICIES 


                    AND PROCEDURES 


                      State of Tennessee 


                Department of Correction 


 


 I. AUTHORITY:  TCA 4-3-603 and TCA 4-3-606. 


 


 II. PURPOSE:  To provide continued clinical case management for offenders who are subject to State 


probation or parole supervision, who present with mental health and/or substance use treatment needs. 


 


 III. APPLICATION:  Assistant Commissioner of Rehabilitative Services, Assistant Commissioner of 


Community Supervision, Correctional Administrators, rehabilitative services staff, community 


supervision staff, and probationers and parolees. 


 


 IV. DEFINITIONS: 


 


  A.  Biopsychosocial Assessment:  A comprehensive assessment designed to match an offender’s 


criminogenic, mental health, and substance use treatment needs with the appropriate 


treatment services. 


 


  B. Client Services Care Plan:  A document that identifies the care needs of the individuals 


served, listing the strategy for providing services to meet those needs, documenting care goals 


and objectives, and outlining the criteria for terminating specified interventions. 


 


  C. Community Treatment Collaborative (CTC) Program:  A program funded through an 


interagency agreement between TDOC and the Tennessee Department of Mental Health and 


Substance Abuse Services (TDMHSAS). The CTC program is a collaborative effort to divert 


at-risk probation and parole technical violators with substance use and co-occurring disorders 


from returning to state prison. 


 


  D. Crisis Stabilization Unit:  Designated locations within the facilities that offer intensive, short-


term stabilization for someone experiencing a mental health emergency and who is willing to 


receive services. 


  


  E. Forensic Social Worker (FSW):  A social worker with a Master’s degree in social work from 


an accredited college or university, who has specialized knowledge of screening, assessment, 


and referral processes for offenders who present mental health and/or substance use problems 


and who are involved with the criminal justice system. 


 


  F. FSW Case File:  Documentation and other confidential information retained by the FSW 


pertaining to the parolee or probationer’s treatment with the FSW and/or other Community 


Resources. 


 


  G. Mobile Crisis:  A community mental health service which provides immediate-response 


emergency mental health intervention where there is an indication of a person’s risk of self-


inflicted harm. 


 


  H. Offender Management System (OMS):  A management information system designed to track 


offender populations and characteristics throughout TDOC. 
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I. Referral:  The process of connecting an offender with consultation, treatment or other 


ancillary services and supports that appear to be indicated for the offender’s presenting 


condition. 


 


  J. TCU Drug Screen (TCUDS):  An assessment based on the most recent Diagnostic and 


Statistical Manual of Mental Disorders (DSM), that screens for mild to severe substance use 


disorders and is particularly useful when determining placement and level of intensity for 


substance use treatment. 


 


  K. Tennessee Web Information Technology System (TN-WITS):  An electronic system for 


referring offenders to CTC-funded community substance use treatment services. 


 


 V. POLICY:   Probationers and parolees under the supervision of the TDOC shall be assessed and 


referred to treatment and ancillary support services that are reasonably indicated for the offender’s 


presenting mental health and/or substance use needs. 


 


 VI. PROCEDURES: 
 


  A. Referral  


 


   1. Offenders with identified mental health and/or substance use needs shall be referred to 


the FSW by the probation/parole officer (PPO) or correctional counselor (CC).  A 


Board of Parole determination, court order, or imposed sanction may also constitute a 


referral to the FSW. 


 


   2. The PPO or CC shall complete the referral to the forensic social worker in the vendor 


software, ensure the contact code FSWR is in the OMS, as well as, schedule the 


appointment in accordance with the procedure designated by the local field office.   


 


   3. If the offender fails to appear for two consecutive scheduled appointments, the referral 


shall be closed as unsuccessful by the FSW.   


 


  B. Intake Screening and Assessment 


 


   1. The FSW will complete a Biopsychosocial Assessment Form (BAF), CR-3393, for 


each offender referred for mental health or substance use services.  If a BAF is unable 


to be completed, the reason will be documented in the OMS. 


 


   2. The FSW will administer the most recent version of the TCUDS for each offender 


referred for substance use services and enter the results on the OMS utilizing the 


vender software. 


 


  C. Client Service Care Plan, Referral, and Implementation of Services 


 


   1. The FSW shall refer offenders to community treatment providers, psychoeducational 


groups, or day reporting centers (DRCs) as indicated by the completed 


biopsychosocial assessment.  The FSW shall assist the offender in accessing 


community resources to address areas of need identified during the assessment. 
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   2. A Client Services Care Plan, CR-4252, will be developed  at each initial appointment 


outlining treatment recommendations and shall be signed by the offender and FSW.  A 


copy will be provided to the offender and PPO by the FSW. 


 


   3. An Authorization for Release of Health Services Information, CR-1885, as well as an 


Authorization for Release of Substance Use Treatment Information, CR-1974, must be 


completed and signed by the offender and FSW before a referral is made to any 


treatment provider.  


 


   4. The FSW shall enter documentation of offender compliance with treatment in the 


OMS utilizing progress reports the FSW receives from the treatment provider.  The 


FSW shall notify the PPO when they become aware of non-compliance or when an 


offender is discharged from a provider’s care. 


 


   5. Crisis Intervention:  When presented with an offender who is experiencing a mental 


health crisis, the FSW shall  make a referral, as deemed appropriate, to: 


 


    a. Mobile Crisis, or 


 


    b. Crisis Stabilization Unit (CSU) 


 


   6. When an offender is found to be clinically appropriate to receive services utilizing 


CTC funding, the FSW shall complete specific TN-WITS sections: 


 


    a. Client Profile 


 


    b. Intake Transaction 


 


    c. Consent 


 


    d. Referral 


 


D. Psychoeducational Groups and Follow-Up Services 


  


 1. The FSW shall provide psychoeducational groups and follow-up services to offenders. 


 


 2. The FSW shall utilize evidence-based curricula in the conduct of psychoeducational 


group therapy.  Groups may be targeted to a certain population according to gender or 


behavior or could be inclusive of special needs. 


 


 3. Offenders may be referred by the PPO for psychoeducational groups or the FSW may 


recommend a group as part of the Client Services Care Plan, which is indicated from 


the Risk Needs Assessment (RNA) and the Case Plan generated from the RNA. 


 


 4. The FSW shall evaluate each referral to assess the offender’s need and appropriateness 


for psychoeducational group involvement.  In situations where an insufficient number 


of offenders exist to conduct a psychoeducational group, the FSW may present the 


information in an individual contact format. 
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 5. Each group participant shall sign and date the Psychoeducational Group Participant 


Agreement, CR-4128, indicating an understanding and willingness to abide by group 


rules and work toward successful completion.  An offender’s failure to sign this 


document shall result in termination from the group. 


 


 6. Groups shall be facilitated within the Community Supervision offices, other designated 


locations, or via video platform or telephonically in order to provide a structured 


environment. 


 


 7. The FSW shall enter offender group attendance in the OMS and vendor software and 


will notify the PPO regarding compliance with attendance requirements. 


 


 8. Successful discharge from a group will occur when the offender has completed all 


requirements as outlined in the group rules and criteria. Suspensions and unsuccessful 


discharges shall be documented in the vendor software by the FSW and in the OMS. 


 


 9. A referral for an individual contact session may be made by the PPO to the FSW. The 


indicators that may generate a referral include a positive UDS, self-report of substance 


use or a use disorder, a history of mental health treatment or issues, reported current 


history of psychotropic medications, mental health hospitalizations, and request for 


mental health services or assistance.  The FSW shall meet with offenders for brief 


individual contact sessions, according to priority and need.  The FSW shall make a 


referral to a community mental health provider for any offender that presents with a 


need for individual counseling that is outside the FSW’s scope of practice. 


 


E. Documentation 


 


 1. The FSW prepares appropriate and necessary documents that accurately reflect the 


delivery of all direct services in accordance with policy guidelines.  Confidentiality of 


these records shall be maintained in accordance with Policy #113.50. 


 


 2. The FSW shall make required OMS entries within three working days of any contact 


with the offender, collateral sources, or PPO.  


  


 3. The FSW Case File shall contain, as applicable: 


            


a. Legal documentation (Parole/Probation order, and other court records) 


  


 b. Signed Authorization for Release of Health Services Information, CR-1885 


 


c. Authorization for Release of Substance Use Treatment Information, CR-1974 


 


 d. A&D Screening Instrument (TCUDS) 


  


 e. Biopsychosocial Assessment, CR-3393 


 


 f. Previous treatment information, correspondence/letter(s) 


 


 g. Treatment Provider Progress Notes/Correspondence 
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 h. Previous Psychiatric Evaluations 


 


 i. Client Services Care Plan, CR-4252 


 


 j. Psychoeducational Group Participant Agreement, CR-4128 


 


 4. Record Retention/Disposition 


 


  a. The PPO will notify the FSW when an active case is being transferred to 


another field office in the state of Tennessee. 


 


  b. When a community supervision case is transferred to another state, a copy of the 


FSW case file shall be sent to the receiving state and appropriate supervision 


entity upon receipt of the appropriate authorization for release of information. 


 


  c. All inactive records of offenders shall be maintained separate from the active 


offender records, following the same procedures on storage, access, disposition, 


and release of the health record as indicated by Policy #113.50. Records will be 


retained and disposed of in accordance with the assigned Records Disposition 


Authorization (RDA). 


 


 VII. ACA STANDARDS:  4-APPFS-2A-02, 4-APPFS-2A-06, 4-APPFS-2A-08, and 4-APPFS-3D-29. 


     


    VIII. EXPIRATION DATE:  June 15, 2024 
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TENNESSEE DEPARTMENT OF CORRECTION 


AUTHORIZATION FOR RELEASE OF HEALTH SERVICES INFORMATION 


 


      


INSTITUTION 
 


INMATE NAME (PRINTED):        TDOC ID:       
 


SOCIAL SECURITY NUMBER:        DATE OF BIRTH        GENDER       
 


 
 


 I hereby authorize        to release the information 


 (NAME OF PROVIDER/FACILITY)  
indicated below to the Tennessee Department of Correction (TDOC) regarding my clinical treatment. 


 


TDOC Facility Name/Community Supervision Office:       
 


Facility Address:       
 


Phone Number:        Fax Number:       
 


 


 


 I hereby authorize the Tennessee Department of Correction to release clinical information to the persons/entities  


 


indicated below for: 
 


Name:        Relationship to Inmate:       
 


Address:       
 


Address 2:       
 


Phone Number:        Fax Number:       
 


Please release the following information (Check “✓” all that apply): 
 


 Health Record  Infectious Disease Record  Dental Record  Mental Health Record  Psychotherapy Notes 
 Substance Use Diagnosis/Treatment  Other:        Dates:      /     /      thru      /     /      


Note: An authorization for the release of psychotherapy notes cannot be made in conjunction with an authorization for the release of any other confidential health 
information.  An authorization to release psychotherapy notes must be executed separately from any other authorization for disclosure. 


 


 


Purpose of the disclosure:       
 
 


• This authorization expires six (6) months from the date of the signature below and covers only information created prior to that date.  I understand that I may retract this 
authorization at any time, in writing, to the attention of TDOC Division of Records Management, 2nd Floor, 320 Sixth Avenue North, Nashville, TN 37243-0465.  


 


• I understand that my release, which was made prior to a retraction hereof, and based on this signed authorization, will not constitute a breach of my privacy rights. 
 


• I understand that this authorization is necessary to release information that is deemed private and confidential by law (health records, TCA 10-7-504, mental health 
records, TCA 33-3-103). 


 


• I understand that a provider may not condition treatment on whether or not I sign this authorization. 
 


• Although the recipient should obtain my authorization before releasing my private information, I understand that if the recipient chooses to re-disclose this information, 
TDOC cannot ensure its protection by privacy laws. 


 


The subject of the information must sign this authorization.  If the subject is under 18 years of age, it must be signed by a parent or legally 
appointed guardian.  If the subject is not legally competent to sign, or is unable to sign, an Authorized Representative ( a legally appointed 
conservator, guardian, or attorney-in-fact appointed pursuant to a durable power of attorney for healthcare) must sign this authorization. 


 
 


                           
Inmate Signature  Date  Signature of Parent (if minor) or Authorized 


Representative 
 Date  


 


 


        
Witness Signature  Date 


 







TENNESSEE DEPARTMENT OF CORRECTION 


AUTHORIZATION FOR RELEASE OF 
SUBSTANCE USE TREATMENT INFORMATION 


 
INSTITUTION / DRC 


 


CR-1974 (Rev. 12/20) White-Recipient  Canary-Substance Use Disorder Treatment Record RDA 1458 


Participant’s Name       TDOC ID       Gender       
 Please Print     


 


Last 4-digits of Social Security Number       Date of Birth       


 


I,       authorize _________________________________________ to 
 (Participant’s Name)  (Name of specific program) 


disclose        
(Kind and amount of information to be disclosed) 


to       
(Name of specific person, program, or organization) 


for the following purpose(s):       
(Specify, e.g., parole referral and supervision, aftercare treatment, etc.) 


 


 


 


Expiration: 


 


This authorization expires twelve (12) months from the date of signature below and covers 


information only prior to that date. I understand that I may revoke this consent at any time. I also 


understand that any disclosure which has been made prior to my revocation and which was made in 


reliance upon this authorization shall not constitute a breach of my right to confidentiality. I also 


understand that the information disclosed pursuant to this authorization cannot be redisclosed by the 


recipient named above unless I specifically authorize such further disclosure in writing.  


 


Authorization must be signed by the inmate. If the inmate is under 18 years of age or is not legally competent or is 


unable to sign, the parent or designated conservator must provide authorization. 


 
 


I hereby release the provider, facility, or program disclosing this information upon my authorization from any liability: 
 


   
Signature of Participant  Signature of Parent/Authorized Representative & Relationship 


   
Witness  Date 


 


 


 


NOTICE TO PERSON OR AGENCY RECEIVING THIS INFORMATION: This information has been disclosed 


to you from records protected by Federal confidentiality rules (42 CFR Part 2).  The Federal rules prohibit you 


from making any further disclosure of this information unless further disclosure is expressly permitted by the written 


consent of the person to whom it pertains or as otherwise permitted by 42 CFR part 2.  A general authorization for 


release of medical or other information is NOT sufficient for this purpose. The Federal rules restrict any use of the 


information to criminally investigate or prosecute any alcohol or drug abuse patient. 







 
TENNESSEE DEPARTMENT OF CORRECTION 


 
PSYCHOEDUCATIONAL GROUP PARTICIPANT AGREEMENT 


 


CR4128(Rev. 2-21) Duplicate As Needed RDA11410 


 
 
 
I,       understand that I have been enrolled in       group as a condition of my  


supervision. I acknowledge the following items and agree to them. (Please initial each item.) 
 
 
 
 
      Group participation requires basic ground rules; violation of these rules can result in group termination.  


 
      It is necessary to arrive on time for each group session. Late arrivals will not be allowed.  


 
      More than two absences will result in termination from the group.  


 
      I understand that all matters discussed in group sessions and that the identities of all group members  


 are absolutely confidential. I will not share this information with nonmembers.  
 
      I will treat all other group members with respect. I will not interrupt, blame, or use aggressive language.  


 
      I will report to each session prepared, and ready to participate. 


 
      I understand that the status of my group attendance status will be shared with my supervising officer. 


 
 
 
             


Participant Signature  Date 
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 Client Services Care Plan 


CR-4252                                             Duplicate as Needed                                                   RDA 1458 


 


 


The Care Plan is completed with the offender present.  The SMART system will be utilized for the treatment plan 
goals.  The Goals should be S=specific, M=measurable, A=attainable, R=realistic and T=timely. The Care Plan is to 
include all goals agreed upon with the offender and FSW.   A Care Plan will be completed when new treatment needs 
are indicated.    
 


OFFENDER DEMOGRAPHICS 


Offender Name:  
(First, Middle and Last) 


TDOC ID:  Initial:  Continuing:  


Appointment date:  PPO Referral Date:  
 


Reason for Referral:  
 


PRESENTING PROBLEMS  


• Explain the precipitating events that led the offender to seek treatment and a referral:      


 


 


 


 


 


 


TREATMENT PLAN GOALS 


• Treatment Plan Goals (SMART):  
 


 


 


 


 


 


 


 


 


 


 
Forensic Social Worker Signature: 
 
 
 
Date: 


 
Offender Signature: 
 
 
 
Date:  
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Assessment Date:       Time:       Location:       


 
 


DEMOGRAPHICS 
 
Client’s Name:       Date of Birth:       TDOC ID:       


 
Social Security Number:       Race/Gender:       Primary Language:       


 
Address Correct on Referral:    YES/NO       


 
Contact Number:       Emergency Contact:       Health Insurance: Yes/No Type:       


 
Veteran: YES/NO Branch:       Type of Discharge:       


 
 
 


OFFENDER CASE/LEGAL INFORMATION 


 
Referral Date:       Referral Received from Officer: YES/NO Previous FSW Referral: YES/NO 


 
Reason for FSW Referral:       


 
Level of Supervision: PROBATION/PAROLE Officer:       Sanctioned: YES/NO 


 
Special Conditions, if applicable:       


 
Current Conviction:        


 
Past Offenses:       


 
History of Violations: YES/NO Number of Violations:       Date of Most Recent Violation:       


 
Previous Alcohol/Drug Related Charges: YES/NO  History of DUI: YES/NO 
 
Have you ever been a member or alleged member of a gang: YES/NO             Affiliation:       


 
 
 
Additional comments regarding referral: 
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Substance Method Last Used Age of First Use Date Last Used Frequency Use While Incarcerated? 


Alcohol: YES/NO 
 


     


Cocaine: 
POWDER  YES/NO 
CRACK  YES/NO 


     


Amphetamines: 
YES/NO 
Methamphetamine: 
YES/NO 


     


Benzodiazepines: 
YES/NO 
(select all that apple) 
Xanax, Klonopin, 
Valium 
Other: __________ 


     


Heroin: YES/NO 
 


     


Suboxone: YES/NO 
 


     


Hallucinogens: 
YES/NO 
 


     


Marijuana: YES/NO 
 


     


Opioids: Yes 
(Pain Medications 
taken without 
prescriptions) 
Type:__________ 


     


Methadone: 
YES/NO 


     


Other: YES/ NO 
(Inhalants, Bath 
Salts, MDMA, 
Synthetic 
Marijuana..) 
Type: __________ 


     


 
 
 
SUBSTANCE USE TREATMENT: 
History of Substance Use Treatment or Support Group (AA/NA):  YES/NO 
Currently Attending Substance Use Treatment or Support Group (AA/NA):  YES/NO 
Completed Substance Use Treatment While Incarcerated: YES/ NO 
 
 


NAME OF PROGRAM  DATES COMPLETE 
    
             YES/NO 


             YES/NO 


             YES/NO 


             YES/NO 
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MEDICAL CONDITIONS OR COMPLICATIONS 
 


Major Medical Issues: 
      


      


      
 


List current prescribed medications/indications/dosage, if applicable: 
      


      


      
 


EMOTIONAL/BEHAVIORAL CONDITIONS or COMPLICATIONS 
 


Mental Health issues/concerns: 
 


Anxiety YES/NO  Poor Concentration YES/NO  Bizarre Behavior YES/NO 
Panic Attacks YES/NO  Eating Disorder YES/NO  Self-Injury YES/NO 
Impulsivity YES/NO  Sleeping Deficits YES/NO  High Hostility YES/NO 
Delusions YES/NO  Hallucinations YES/NO  Confusion YES/NO 
Weight Loss YES/NO  PTSD YES/NO  Sad – Mood YES/NO 
Poor Hygiene YES/NO  Racing Thoughts YES/NO  Poor Appetite YES/NO 
 


CHECK ALL THAT APPLY: 
 


 Client declined coordination of mental health care  No evidence of a current or past mental health condition 


 Mental health condition requiring on-going treatment  Client expressing Homicidal/Suicidal Ideation 


 Currently taking medication for mental health condition  Mental/physical/sexual abuse (Victim or Perpetrator) 
 


Comments/Notes:       


      


      


 


SOCIAL ENVIRONMENT 
 


CURRENT RELATIONSHIPS: (Check Best Fitting Response) 
 


Married:   Single:   Divorced:   Separated:   Widowed:   Significant Other:  
Number of marriages:        Number of children:        Children in home: YES/NO 


Frequency of Contact with children:       


 
Household Members:       


 
Supportive Environment: YES/NO Drug Free Environment: YES/NO Source of Transportation:        


 
Other Sources of Support (family, friends, church, etc.):       


      


 
Comments/Notes:       
 


EMPLOYMENT/EDUCATION: 
 


Highest grade/Level of education:       Are you currently employed? YES/NO 
 


Most Recent Employer:        Current Work Hours:       
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FSW RECOMMENDATIONS/REFERRALS/NOTES 
 
ASSESSMENT OUTCOME: 
 
      No Treatment Recommended    


      Further Drug Screening and Monitoring 
by PO 


   


      Follow-Up with FSW  Appointment Date:       


      Relapse Prevention Referral    


      Psychoeducational Group Referral  Agency/Class:       


      Community Mental Health Referral  Agency/Appointment Date:       


      Mobil Crisis/CSU  Agency:       


      IOP  Agency/Appointment Date:       


      Inpatient Treatment  Agency/Appointment Date:       


      CTC Grant Funded Treatment    


      Other         


 
 
Notes: 
 
      
 
 
Forensic Social Worker’s Signature:       
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                       PCN 18-57 (12/21/18) 


                       PCN 18-26 (5/1/18) 
Approved by:  Tony Parker    


Subject:  MENTAL HEALTH SECLUSION AND SUICIDE MONITORING         


 


                ADMINISTRATIVE POLICIES 


                       AND PROCEDURES 


                         State of Tennessee 


                   Department of Correction 


 I. AUTHORITY:  TCA 4-3-603, TCA 4-3-606, and TCA 33-3-104. 


 


 II. PURPOSE:  To establish procedures for the effective identification and management of inmates who 


are exhibiting suicidal or other self-destructive behavior. To provide guidelines for the circumstances 


under which mental health seclusion and suicide monitoring may be used as safety interventions for 


inmates experiencing severe disturbances in mood, behavior, or perception due to mental status. 


 


III. APPLICATION:  To all Tennessee Department of Correction (TDOC) employees, The Tennessee 


Correction Academy (TCA), privately managed facilities, physical health care contract providers, and 


mental health contract providers. 


 


 IV. DEFINITIONS: 


 


  A. Licensed Independent Mental Health Professional (LIMHP):  A licensed psychiatrist, advanced 


practice nurse (APN), psychologist with health service provider designation; senior 


psychological examiner; licensed clinical social worker; or licensed professional counselor with 


mental health services provider designation.  These individuals shall meet all educational 


competency and licensure/certification criteria mandated by their regulatory boards. 


 


B. Mental Health Emergency:  Sudden serious disturbances of behavior, affect, or thought process 


due to the inmate’s mental status which makes the inmate unable to cope and creates the 


potential for the inmate to harm himself/herself or others. 


 


C. Mental Health Seclusion:  The confinement of a mental health inmate to a single cell as part of 


a safety plan following a mental health crisis typically related to decompensation in mental 


status without significant thoughts or behaviors related to self-harm. 


 


D. Program Coordinator:  The Clinical Director or licensed Psychologist located at each 


institution.  


 


E. Qualified Health Professional:  For purposes of this policy only, a staff member possessing 


education and licensure/certification as a health professional, e.g., licensed practical nurse, 


registered nurse, nurse practitioner/family nurse clinician, physical assistant, or physician or 


licensed psychologist with health service provider status. 


 


F. Qualified Mental Health Professional:  A licensed Psychological Examiner, or other individual 


who is professionally licensed/certified as a therapeutic professional, or Mental Health Program 


Specialist having a master’s degree in the behavioral sciences. 
 


 G. Quality Improvement Review (QIR):  A process of internal review and evaluation to 


systematically and objectively assess the adequacy and appropriateness of the therapeutic care 
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services provided to inmates who inflicted serious self-injury, had an episode of suicidal 


behavior, made a suicide attempt, were placed in therapeutic restraints, or died as a result of 


suicide or placement in therapeutic restraints. 


 


H. Self-Injurious Behavior:  Self harm or self-mutilation deliberately inflicted by such acts as 


puncturing, cutting, swallowing objects, head banging, and ingestion of harmful drugs, 


chemicals or poisons. 


 


I. Serious Self-Injury:  Self-injurious behavior which requires emergency or urgent medical 


intervention. 


 


J.  Suicidal Behavior:  Written or verbal threats or acts which if acted upon would cause serious 


injury or death and are motivated by a decision to kill oneself. 


 


K. Suicidal Ideation:  Thoughts, verbal or behavioral indicators denoting that an individual is 


considering suicide. 


 


L. Suicide:  All self-injurious behavior in which a willful, self-inflicted, or life-threatening act has 


resulted in death. 


 M. Suicide Attempt:  An incident in which the treatment team has determined that an inmate took 


action with the intent to end his/her life, but which did not result in death. 


 N. Suicide Monitoring:  The monitoring of an inmate who is placed in a safe environment, so that 


he/she may be observed continuously and provided for in a therapeutic manner. 


 


O. Suicide Prevention Coordinator:  The Behavioral health administrator/designee located at each 


institution, responsible for managing the treatment of suicidal inmates and for ensuring that the 


institution’s suicide prevention program conforms to the guidelines for training, identification, 


referral, assessment, and intervention outlined in this policy. 


 


P. Inmate Observer:  An inmate who is qualified and trained through a formal program, as part of 


a suicide prevention plan, to provide constant suicide watch monitoring of a suicidal peer.    


 


 V. POLICY:  A concerted effort shall be made to identify and prevent suicidal or other self-destructive 


behavior in all institutions. Mental health seclusion and suicide monitoring shall only be utilized 


when necessary to prevent injury to the inmate or to others, and only after less restrictive alternatives 


have been fully evaluated or attempted and failed. Mental health seclusion and suicide monitoring 


shall be initiated in a safe and humane manner with respect to the inmate’s rights and physical 


integrity. 


 


 VI. PROCEDURES: 


 


A. The TCA and each institution shall develop and implement a written suicide 


prevention/intervention and mental health restraints training plan, and procedures which shall 


be submitted to the TDOC Director of Behavioral Health/designee no later than February 1 for 


approval annually. If there is no change to the training plan and procedures from the prior year, 


the institution may submit a memorandum indicating that the plan is unchanged, and the prior 


approval shall remain in effect.  The training plans and procedures shall be approved by the 







 
Effective Date:  December 1, 2020      Index # 113.88   Page     3      of      19    


Subject:   MENTAL HEALTH SECLUSION AND SUICIDE MONITORING         


institutional Suicide Prevention Coordinator/designee and reviewed by all mental health staff at 


the facility to ensure that any changes are incorporated into practice. 


 


B. Institutional procedures shall include: 


   


1. Consideration of the physical plant and location of therapeutic restraints  


 


2. Designation of a mental health seclusion, suicide, and/or therapeutic restraints monitoring 


cell(s) which allow for the secure management of an inmate who exhibits suicidal and 


other self-destructive behaviors, and/or requires placement in therapeutic restraints. Such 


cell(s) shall allow for continuous observation by correctional staff.  Cells used for suicide 


watch must be inspected annually by the institution’s Suicide Prevention Coordinator to 


ensure that fixtures such as outlet coverings, sprinkler heads, shower, sink, and toilet 


hardware are secure and safe.  The Suicide Prevention Coordinator must certify annually 


to the institution’s executive staff and the TDOC Director of Behavioral Health/designee 


that cells are safe for inmate suicide watch.   


 


 3. A list of the risk factors, demographic and cultural parameters of suicidal behaviors 


(including incidence and variation in precipitating factors).  


 


 4. Identification of the warning signs and symptoms of impending suicidal behavior, and of 


inmate behaviors, events, and environmental factors that may trigger circumstances that 


require the use of therapeutic restraints.  


 


 5. Referral protocol, including communication procedures, between all health care and 


correctional staff. Specific protocol for managing suicidal inmates during evening and 


morning watch and on weekends to include procedures for suicide risk assessment, 


communication with on-call provider, communication with security staff and 


documentation. 


 


 6. Responses to suicidal and depressed offenders.   


 


 7. Use of non-physical de-escalation intervention skills that shall become part of the annual 


training.  


 


8. The safe application and uses of therapeutic restraints, including training in how to 


recognize and respond to signs of physical and psychological distress (e.g., positional 


asphyxia) that shall become part of the annual training. 


 


9. Post orders that contain training materials related to the procedures. 


 


10. Information regarding the supervision, treatment, and safety requirements when 


therapeutic restraints are applied, i.e., monitoring, first aid, respiratory and circulatory 


status, skin integrity, vital signs and mental status.  


 


11. Requirements for assessment of the inmate’s medical, psychiatric and behavioral status or 


condition. 


 


12. Observation for suicide monitoring procedures to include documentation requirements 


Mental Health Seclusion/Suicide/Restraint Authorization, CR-3082. 







 
Effective Date:  December 1, 2020      Index # 113.88   Page     4      of      19    


Subject:   MENTAL HEALTH SECLUSION AND SUICIDE MONITORING         


13. Methods for continuous observation of inmates placed on suicide monitoring including 


one-on-one uninterrupted inmate observer or staff observation and supplemental closed-


circuit monitoring if available.  Suicide watch post orders shall be developed at all sites 


where suicidal inmates are housed. 


 


a. Staff Observers: Suicide watch may be conducted using staff observers.  Staff 


assigned to a suicide watch shall have received supplemental training and shall 


review and sign the suicide watch/infirmary/medical post orders before starting 


an assignment.  The Program Coordinator shall review the post orders annually 


adding information as needed.  


  


b. The Director of Behavioral Health Services, or designee, in conjunction with 


institution Warden/Superintendent, has the authority to authorize the use of 


inmate observers.  The use of inmate observers shall be implemented in 


situations in which there is clinical need or at the request of the institution 


Warden/Superintendent.  The Suicide Prevention Coordinator/designee shall be 


responsible for oversight of the inmate observers, including selection, training, 


assignment and removal.  There must always be two staff members present while 


inmate observers are performing their duties.   Inmate observers are paid as an 


institution work assignment.  Inmate observer selection and training requirements 


are identified within this policy. 


 


14. Required follow-up on incidents, as needed, such as an After-Incident Review and/or 


Quality Improvement Review (QIR) 


 


15. A procedure that identifies the method by which finger foods are selected from the master 


menu by the responsible professional ordering the suicide monitoring.  This shall be 


coordinated with the institutional food service manager or designee (Refer to Policy 


#113.35) 


 


C. The TCA shall be responsible for providing all new TDOC staff with an overview of the 


identification, prevention and intervention procedures utilized with suicidal inmates and 


therapeutic restraints during pre-service training. 


 


D. All institutional personnel who have direct contact with inmates shall receive annual 


institutional training to review existing procedures and any updated techniques, plans, and 


procedures.   


 


E. All training shall be documented by the institutional training coordinator and maintained at the 


institution. 


 


  F. General: 


 


   1. Mental health seclusion and suicide monitoring shall not be used as punishment, 


coercion, for the convenience of staff, or as a substitute for a comprehensive treatment 


program. 


     
  2. In the event of a mental health emergency safety need, the psychiatrist, APN, or licensed 


psychologist, when off-site, shall respond by telephone to an institutional page within a 30-


minute time period. 
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 3. At privately managed facilities, the Warden or designee shall, within one hour, notify the 


Contract Monitor of Operations (CMO) when an order has been given for an inmate to be 


placed in mental health seclusion or suicide monitoring. 


 


4. If an inmate dies in therapeutic restraints, commits suicide, or has a serious suicide 


attempt a QIR meeting shall be conducted as a function of the institutional CQI 


committee. (See Policy #113.09).  A serious suicide attempt includes any self-injurious 


behavior which could result in death.   


 


5. Following each incident of suicide attempt or placement in therapeutic restraints, the 


Suicide Prevention Coordinator/designee and a clinical staff person shall meet with the 


inmate to conduct an after-incident review.  The after-incident report shall consist of the 


following: 


 


       a. Review of immediate triggers resulting in suicide attempt or therapeutic restraints 


placement. 


   


    b. Inmate’s opinion of the personal impact of the suicide attempt and/or therapeutic 


restraints. 


 


 c. Discussion of efforts for future least restrictive treatment alternatives.  


 


d. The report shall be reviewed during treatment team meeting. 


 


G. Placement in Mental Health Seclusion and Suicide Monitoring: 


  


1. An inmate may be placed in mental health seclusion for observation, evaluation, or 


mental health intervention if the inmate is suicidal, when a change in the inmate’s mental 


status results in unpredictable or destructive behaviors, marked agitation, or a 


significantly decrease in his/her food/fluid intake.  


 


2. Mental health seclusion should be initiated only when other interventions have failed. 


Alternative interventions must be documented in the mental health record and will be 


included in a Behavioral Management Plan (BMP).  The BMP will be available for all 


staff that has contact with the inmate.   


 


  3. An inmate may be placed on suicide monitoring if he/she presents with suicide ideations, 


self-injurious behaviors, and suicidal behaviors or if a recent suicide attempt was made.   


 


  4. Placement of an inmate into mental health seclusion or suicide monitoring shall require 


that the psychiatrist or APN or licensed psychologist be notified, and an order be 


obtained. Placement may be accomplished as follows: 


 


  a. The psychiatrist, APN or licensed psychologist shall directly assess the inmate.  If it 


is determined that mental health seclusion or suicide monitoring is warranted, the 


psychiatrist, APN, or licensed psychologist shall complete Physician’s Orders, CR-


1892 and the Mental Health Seclusion/Suicide Restraint Authorization, CR-3082. If 


on site, the psychiatrist, APN, or licensed psychologist shall also conduct a formal 


suicide risk assessment protocol, utilizing Suicide Risk Assessment, CR-4050, and 


document findings, including mental health history, precipitating factors, risk and 
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protective factors, degree of lethality, alternative interventions considered, and 


follow-up plan.   


 


  b. In the absence of a psychiatrist, APN, or licensed psychologist, a LIMHP or a 


qualified mental health professional shall directly interview the inmate or 


appraise the circumstance, complete the applicable sections of Mental Health 


Seclusion/Suicide/Restraint Authorization, CR-3082, and initiate mental health 


seclusion or suicide monitoring, by notifying the facility's assigned or 


supervising nurse. The nurse shall immediately contact the psychiatrist or APN to 


obtain a telephone order.  The nurse shall then complete Physician's Orders, CR-


1892, and any applicable sections of Mental Health Seclusion/Suicide/Restraint 


Authorization, CR-3082.  


  


  c. When there are no mental health professionals on-site, the assigned or 


supervising nurse shall directly interview the inmate and initiate mental health 


seclusion or suicide monitoring placement, and immediately contact the 


psychiatrist, APN, or licensed psychologist to obtain a telephone order. The nurse 


shall complete Physician’s Orders, CR-1892 and the Mental Health 


Seclusion/Suicide/Restraint Authorization, CR-3082.  


  


5. The shift commander will be immediately notified when an inmate is placed on mental 


health seclusion or suicide monitoring, who will notify the Warden and associate 


wardens.  When placement on mental health seclusion or suicide monitoring involves 


removal of property, possessions, security personnel will be responsible for ensuring that 


the monitoring cell is searched, and the inmate is strip-searched prior to the initiation of 


mental health seclusion or suicide monitoring. 


 


6. A psychiatrist, APN, or licensed psychologist shall directly assess the inmate within 72 


hours from the time the telephone order was given and complete the applicable sections 


of Mental Health Seclusion/Suicide/Restraint Authorization CR-3082, and sign and date 


the initial Physician’s Orders, CR-1892.  The psychiatrist, APN, or licensed psychologist 


will also conduct and document a structured risk assessment, utilizing Suicide Risk 


Assessment CR-4050, including precipitating event, mental health history, current mental 


status, risk and protective factors, degree of lethality, and treatment plan, if one was not 


completed at the time of placement on crisis stabilization. 


 


7. A LIMHP, qualified mental health professional or qualified health provider shall assess 


each inmate in mental health seclusion and/or suicide monitoring at least daily. 


Documentation shall be on Mental Health Seclusion/Suicide/Restraint Authorization, 


CR-3082. 


 


8. Inmates placed in mental health seclusion shall be monitored on an irregular basis, 


utilizing Monitoring Report, CR-2004.  The elapsed time period between checks shall not 


exceed 30 minutes. 


 


9. Inmates placed in suicide monitoring shall be monitored on an irregular basis, utilizing 


Monitoring Report, CR-2004.  The elapsed time period between checks shall not exceed 


fifteen minutes.  
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10. Mental health seclusion and/or suicide monitoring shall only be discontinued or upgraded 


to mental health seclusion status upon the order of a psychiatrist, APN, or licensed 


psychologist, after a direct assessment has occurred.  The psychiatrist or APN shall fully 


document his/her rationale for discontinuing the order on Mental Health 


Seclusion/Suicide/Restraint Authorization, CR-3082.  Clinical documentation shall 


include treatment recommendations and a follow-up plan for all inmates removed from 


mental health seclusion or suicide monitoring.   


 


11. The inmate may be upgraded to a less restrictive monitoring status, e.g., to mental health 


seclusion, as deemed clinically appropriate by the psychiatrist, APN, or licensed 


psychologist.  Immediate discharge of an inmate back to the general population shall be at 


the discretion of the releasing clinical staff person.   


 


12. Inmates released from suicide monitoring or mental health seclusion will be seen by a 


qualified mental health professional within 24 hours for a clinical follow-up.  Additional 


follow-ups after discharge from suicide monitoring or mental health seclusion will occur 


within 72 hours, seven days, 14 days and 30 days. An additional evaluation shall occur 


every 30 days for six months post release unless such monitoring is not clinically 


indicated.  To assess for depressive symptoms, The Columbia-Suicide Severity Rating 


Scale (C-SSRS) will be administered at twenty-four hours, seven days, and 30 days post 


release. All assessment results will be thoroughly documented in accordance with TDOC 


policy standards and placed in the inmate’s health record. The C-SSRS does not need to 


be placed in the chart and only a recording of the score from the C-SSRS is necessary. 


All clinicians shall utilize therapeutic conversation guidelines in their assessment of 


inmates expressing suicidal ideation. 


 


13. A secluded inmate must have access to drinking water and a toilet. 


 


14. Only under direct observation of staff shall an inmate on suicide monitoring or mental 


health seclusion utilize hygiene items and/or exercise.  Razor blades shall be prohibited 


during mental health seclusion and suicide monitoring.  An electric razor or barber may 


be utilized under direct supervision and at the discretion of the Assistant Warden of 


Treatment in consultation with the Program Coordinator. 


 


15. The inmate shall be provided a suicide smock while on mental health seclusion or suicide 


monitoring.  


 


16. The Physician’s Order, CR-1892, should include that the inmate shall be required to 


remove for safekeeping all articles that could be utilized as possible weapons, i.e., 


shoelaces, belt, jewelry, etc. 


 


17. If the mental health assessment indicates the inmate is in significant clinical distress 


which cannot be managed locally, arrangements shall be made to transfer the inmate to a 


TDOC facility capable of providing adequate mental health services or to a contract 


community hospital in the case of a life or death emergency.  If no mental distress exists, 


Policies #506.07 or #506.16 may apply. 
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H. Suicide Risk Assessment and Referral 


  


1. Upon reception into the TDOC and upon institutional transfer, all inmates shall be 


screened for suicide risk and other mental health concerns by a health care professional 


utilizing Health Screening, CR-2178.  


 


2. At any time, referral to mental health staff shall occur if an inmate is determined to be a 


suicide risk or is presenting with other mental health concerns.  (See Policy #113.20) 


 


3. At any time, a mental health professional determines that it is clinically indicated, a 


referral to the institution chaplain shall occur in order to explore the inmates experience 


of guilt, plan treatment, and resolve any underlying sense of distress that may be 


religious-spiritual in nature. 


 


I. Documentation: 


 


1. Complete documentation of all actions relating to the placement of an inmate in mental 


health seclusion, and/or suicide monitoring shall be made on Mental Health 


Seclusion/Suicide/Restraint Authorization, CR-3082, Physician's Orders, CR-1892, and 


Monitoring Report, CR-2004. 


 


2. Documentation is to be recorded in military time only on the Monitoring Report, 


CR-2004.  Shift commanders are to review all active monitoring reports on each shift to 


verify that documentation is being properly recorded, and sign at the bottom of the 


Monitoring Report, CR-2004. 


 


3. By the 15th of each month, each institution (except DeBerry Special Needs Facility) shall 


forward a copy of all completed Mental Health Seclusion/Suicide/Restraint 


Authorizations, CR-3082, to the Director of Behavioral Health/designee for review.  


   


4. The after-incident review shall be documented in the inmate’s health record on the After 


Incident Review, CR-4204. 


 


5. When the CQI committee meets to discuss a QIR, minutes shall be confidentially 


compiled and maintained by the Behavioral health administrator or designee.   


    


6. A summary of each QIR shall be forwarded to the TDOC Director of Mental Health 


Services within 14 days of the occurring event.  The QIR summary shall be outlined to 


include the following:  


 


a. CQI Meeting Information, the name of the institution, date/time/location of 


meeting, names of professional and titles of members present, names and 


professional titles of absent members.  


 


b. Incident Information-Type e.g., suicide attempt, date/time/location of when 


incident took place.  


 


c. Demographic Information- inmate name, date of birth, age, race, religion. 
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d. Criminal History- length of current incarceration in years, custody status, internal 


affairs investigation (yes/no).  


 


e. Mental Health Information- diagnosis, current treatment, compliance issues, prior 


suicide attempts including method, results of suicide screening, review of Mental 


Health Seclusion/Suicide/Restraint Authorization, CR-3082, any warning signs if 


applicable such as, suicide note, feelings of hopelessness, guilt, 


spiritual/existential issues, disposal and or giving away of personal property. 


 


f. The report shall include the inmate face sheet and (OMS)incident report (See 


Policy #103.02). 


 


g. Central Office behavioral health staff will review all submitted documents for 


completeness, correct format, and policy requirements. 


    


   7. All CR-2004s shall be filed in the health record under Section X Mental Health. 


 


 


   J. Selection of Inmate Observers:  Due to the sensitive nature of suicide watches, the facility 


Warden/Superintendent will approve the selection and removal of all inmate observers.  Inmate 


observer applicants must be free of B or C disciplinary infractions for at least one year and a 


must not have received a Class A infraction in at least five years.  The inmate applicant must be 


reviewed in all other areas which could assist in determining their suitability for the assignment.  


The inmate observer applicant may be a LOC 1 or LOC 2, who has not been on clinical alert for 


at least 18 months. To be appointed as an inmate observer, it is preferable that they are minimum 


security level; however, medium security level inmates will be considered on a case-by-case 


basis.   


 


Inmates will be selected based upon their ability to perform the specific task but also for their 


history within the institution.  In the Program Coordinator’s judgment, they must be mature, 


reliable individuals who have proven to be responsible and having a positive influence on their 


peers.  They must be able to protect privacy related to their assignment. 


 


1. Inmate Observer Shifts:  Observers ordinarily will work in four-hour shifts, except under 


unusual circumstances, observers will not work longer than one five-hour shift in a 24-


hour period.  Inmate observers will receive pay for this work assignment. 


 


2. Training Inmate Observers:  Each observer will receive at least eight hours of training 


before being assigned to a suicide watch shift.  Each observer will also receive at least 


four hours of training semiannually.  Each training session will review policy 


requirements and instruct the inmates on their duties and responsibilities during the 


suicide watch, including: 


 


a. The location of suicide areas 


 


b. Summoning staff during all shifts 


 


c. Recognizing behavioral signs of stress or agitation 


 


d. Recording observations in the watch log 
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Program Coordinator or designee will debrief observers, individually, or in groups, to 


discuss their experiences and make program changes, if necessary. 


 


3. Records:  The Program Coordinator will maintain a file containing:        


 


a. An agreement of understanding expectations signed by each inmate.  


 


b. Documentation of attendance and topics discussed at training sessions. 


 


c. A schedule of inmates available to serve as observers, which will be distributed 


to Security staff. 


 


d. Verification of hours worked and pay for those inmates performing watches 


 


4. Supervision of Inmate Observers during a suicide watch:  Supervision will be provided 


by staff who are in the immediate area of the suicide watch room or who have 


continuous video observation of the inmate observer.  In all cases, when an inmate 


observer alerts staff to an emergency, staff must immediately respond to the suicide 


watch room and take necessary action to prevent the inmate on watch from incurring 


debilitating injury or death.  In no case will an inmate observer be assigned to a watch 


without adequate provisions for staff supervision or without the ability to obtain 


immediate staff assistance.  Supervision must consist of at least 60 minute in-person 


checks on the inmate observer.  Staff will document the hourly supervision checks on 


the TDOC Monitoring Report, CR-2004, by indicating the date and time of supervision 


and using activity code “1” from the CR-2004 activity code list.  


  


5. Removal:  The Program Coordinator or designee may remove any observer from the 


program at his/her discretion.  Removal of an inmate observer should be recorded by 


the Program Coordinator.  If any inmate observer does not perform their work 


assignment appropriately, any staff may suspend them from the program pending 


review by the Program Coordinator. 


    


 VII. ACA STANDARDS:  5-ACI-6C-13,  5-ACI-3A-18,  5-ACI-4A-11, 5-ACI-6A-31,  5-ACI-6A-35, 5-


ACI-6A-37, 5-ACI-6B-12,  5-ACI-6A-29,  5-ACI-6A-30, and 5-ACI-6A-39.  


 


VIII. EXPIRATION DATE:  December 1, 2023 
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Approved by: 


Subject:  CLINICAL AND NURSING PROTOCOLS 


      POLICY CHANGE NOTICE  21-11  


INSTRUCTIONS:  


Please delete Section VI. (A) (8). 


Please change Section VII. to read as follows: 


“VII. ACA STANDARDS: 5-ACI-6B-02, 5-ACI-6B-03, and 2-CO-4E-01.” 


Please strikethrough the CR-1884 and the CR-1892 on pg. 8, of this policy and replace with the revised version of 


CR-1884 & CR-1892 on the attached page 10.  Renumber policy pages accordingly. 


        ADMINISTRATIVE POLICIES 


   AND PROCEDURES 


State of Tennessee 


Department of Correction 


Tony Parker
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TENNESSEE DEPARTMENT OF CORRECTION 
 


PROBLEM ORIENTED – PROGRESS RECORD 


      
INSTITUTION 


 
INMATE NAME:        TDOC ID:        


 
 


 


DATE TIME  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


 
Do Not Write on Back 







 
 


PHYSICIAN'S ORDERS 
 


                
NAME 


 
       TDOC ID 
        
       ROOM No. 
 


 Drug Allergies      PHYSICIAN 
 
   Date       DO NOT USE THIS SHEET   1 Nurse's 
 & Time       UNLESS A RED NUMBER SHOWS    Initials 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 CR-1892 Rev 10-19   PLEASE! USE BALL POINT  PHYSICIAN'S ORDERS 
       PEN ONLY                RDA-1485 
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Effective Date: April 15, 2021 


Distribution:  A 


Supersedes:  N/A 


Approved by: Tony Parker 


Subject:  SICK CALL/ASSESSMENT OF HEALTH COMPLAINTS 


      POLICY CHANGE NOTICE    21-8


INSTRUCTIONS:  


Please change Section IV. (C) to read as follows; 


“C. Nursing Protocol Progress Notes (NPPN): Designated progress notes which document a directed 


assessment indicated for a specific nursing protocol. See Policy #113.11.” 


Please change Section VI (B) (3) to read as follows: 


“3. Dental complaints from inmates shall be presented at the regularly scheduled sick call, in accordance with 


Policy #113.60. A qualified health care professional shall be assigned to assess the inmate using the 


Dental NPPN and refer dental complaints to the facility dentist, who shall assess and treat the inmate 


according to established dental clinical priorities.” 


Please change Section VI. (D) (3) (a) to read as follows; 


“a. Record on the NPPN the inmate's name, TDOC number, date, time, specific health problems, related 


health history, brief sexual transmitted disease (STD) screening, and other pertinent health information.  


STD screening shall include the following: 


1. Have you ever had any STDs?   What do you do to protect yourself from STDs and HIV?


2. What concerns about STDs do you have?


3. Review/provision of the appropriate level of risk-reduction/abstinence handout and counseling for


each patient. See Attachment A.”


Please change Section VI. (D) (3) (d) to read as follows; 


“d. Document on the NPPN all assessments, referrals, and treatment provided using SOAP format.” 


Please change Section VII. to read as follows: 


“VII. ACA STANDARDS: 5-ACI-6A-01, 5-ACI-6A-03, 5-ACI-4A-12, and 5-ACI-4A-01.” 


  Please strikethrough the CR-3431 on page 7, the CR-2857-1 on page 8, the CR-2857-2 on page 9, and the CR-


1884 on page 10 of this policy and insert the attached page 11, 12 and 13. Renumber policy pages accordingly. 


        ADMINISTRATIVE POLICIES 


        AND PROCEDURES 


       State of Tennessee 


       Department of Correction 
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TENNESSEE DEPARTMENT OF CORRECTION 


PROBLEM ORIENTED – PROGRESS RECORD 


INSTITUTION 


INMATE NAME: TDOC ID: 


DATE TIME 


Do Not Write on Back 
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INSTITUTION


 MEDICAL  DENTAL 


 BEHAVIORAL HEALTH 


INMATE: TDOC ID: 
Last First Middle


PRESENTING PROBLEMS: 


REFERRED BY: 
Signature/Title Date Time


SEND REFERRAL FORM TO INSTITUTIONAL HEALTH COORDINATOR
 Behavioral Health 


 Medical Dental


RECEIVED BY: 
Signature/Professional Title Date Time


REFERRAL DISPOSITION (Course of Action):


DATE: TIME: 


Signature/Professional Title 


TENNESSEE DEPARTMENT OF CORRECTION 


INSTITUTIONAL HEALTH SERVICES REFERRAL 
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TENNESSEE DEPARTMENT OF CORRECTION 


SEGREGATION UNIT  RECORD  


INSTITUTION 


INMATE NAME: TDOC ID: CELL: 


TYPE OF SEGREGATION (Circle One): 


ADMINISTRATIVE  MANDATORY  PUNITIVE PH  PI  PC PCI


DATE RECEIVED: DATE RELEASED: 


IF PUNITIVE:  CHARGE PUNITIVE TIME 


PERTINENT INFORMATION (Examples: Epileptic, Diabetic, Suicidal, Assaultive, etc.) 


DATE SHIFT 
SHIFT OFFICER 


SIGNATURE 
B D S SHO SHA 


TIME 
EXERCISE 


MEDICAL 
STAFF 


SIGNATURE 


SUPERVISOR 
SIGNATURE 


PROGRAM 


OUT IN 


SUN 
1st 


2nd 


MON 
1st 


2nd 


TUE 
1st 


2nd 


WED 
1st 


2nd 


THUR 
1st 


2nd 


FRI 
1st 


2nd 


SAT 
1st 


2nd 


Meals/Shower/Shave:  Yes (Y) Not Offered (N) Refused (R) 
Exercise:  Enter actual time period (i.e., 9:30 OUT/10:00 IN) :  Yes (Y) Not Offered (N) Refused (R) 
Medical Staff: On a daily basis, inmates shall have access to medical/nursing staff.  
This shall be documented by signing the unit log and segregation unit record each time the inmate is seen. 
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DATE SHIFT 
SHIFT OFFICER 


SIGNATURE 
B D S SHO SHA 


TIME 
EXERCISE 


MEDICAL 
STAFF 


SIGNATURE 


SUPERVISOR 
SIGNATURE 


PROGRAM 


OUT IN 


SUN 
1st 


2nd 


MON 
1st 


2nd 


TUE 
1st 


2nd 


WED 
1st 


2nd 


THUR 
1st 


2nd 


FRI 
1st 


2nd 


SAT 
1st 


2nd 


Meals/Shower/Shave:  Yes (Y) Not Offered (N) Refused (R) 
Exercise:  Enter actual time period (i.e., 9:30 OUT/10:00 IN) :  Yes (Y) Not Offered (N) Refused (R) 
Medical Staff: On a daily basis, inmates shall have access to medical/nursing staff.  
This shall be documented by signing the unit log and segregation unit record each time the inmate is seen. 


REMARKS/COMMENTS: 
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TENNESSEE DEPARTMENT OF CORRECTION 


SEGREGATION UNIT  RECORD  


INSTITUTION 


INMATE NAME: TDOC ID: CELL: 


TYPE OF SEGREGATION (Circle One): 


ADMINISTRATIVE MANDATORY  PUNITIVE PH  PI  PC PCI


DATE RECEIVED: DATE RELEASED: 


IF PUNITIVE:  CHARGE PUNITIVE TIME 


PERTINENT INFORMATION (Examples: Epileptic, Diabetic, Suicidal, Assaultive, etc.) 


DATE SHIFT 
SHIFT OFFICER 


SIGNATURE 
B D S SHO SHA 


TIME 
EXERCISE 


MEDICAL 
STAFF 


SIGNATURE 


SUPERVISOR 
SIGNATURE 


PROGRAM 


OUT IN 


SUN 


1st 


2nd 


3rd 


MON 


1st 


2nd 


3rd 


TUE 


1st 


2nd 


3rd 


WED 


1st 


2nd 


3rd 


THUR 


1st 


2nd 


3rd 


FRI 


1st 


2nd 


3rd 


SAT 


1st 


2nd 


3rd 


Meals/Shower/Shave:  Yes (Y) Not Offered (N) Refused (R) 
Exercise:  Enter actual time period (i.e., 9:30 OUT/10:00 IN) :  Yes (Y) Not Offered (N) Refused (R) 
Medical Staff: On a daily basis, inmates shall have access to medical/nursing staff.  
This shall be documented by signing the unit log and segregation unit record each time the inmate is seen. 
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DATE SHIFT 
SHIFT OFFICER 


SIGNATURE 
B D S SHO SHA 


TIME 
EXERCISE 


MEDICAL 
STAFF 


SIGNATURE 


SUPERVISOR 
SIGNATURE 


PROGRAM 


OUT IN 


SUN 


1st 


2nd 


3rd 


MON 


1st 


2nd 


3rd 


TUE 


1st 


2nd 


3rd 


WED 


1st 


2nd 


3rd 


THUR 


1st 


2nd 


3rd 


FRI 


1st 


2nd 


3rd 


SAT 


1st 


2nd 


3rd 


Meals/Shower/Shave:  Yes (Y) Not Offered (N) Refused (R) 
Exercise:  Enter actual time period (i.e., 9:30 OUT/10:00 IN) :  Yes (Y) Not Offered (N) Refused (R) 
Medical Staff: On a daily basis, inmates shall have access to medical/nursing staff.  
This shall be documented by signing the unit log and segregation unit record each time the inmate is seen. 


REMARKS/COMMENTS: 
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Distribution:  A 
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Approved by: Lisa Helton 


Subject:  LEVELS OF CARE 


 


 


           POLICY CHANGE NOTICE  22-11 


 


INSTRUCTIONS:  


 


Please strike Section VI.(E)(6)(i) and add Section VI. (E) (6) (c) to read as follows and renumber remaining 


subsections accordingly:  


 


“c. Debra K. Johnson Rehabilitation Center” 


 


 


Please change Section VI.(G)(7) to read as follows: 


 


“7. If the level of chronic care exceeds that available through the facility’s health care resources, appropriate 


arrangements, and procedures, consistent with Policy #113.04, shall exist to ensure that the care is 


available by transfer to DSNF (DJRC for females) or another TDOC institution.” 


 


 


Please change Section VI.(G)(8) to read as follows: 


 


“8. Comprehensive Clinical Record Review: The Health Service Administrator/designee and Behavioral 


Health Administrator/designee shall conduct an annual comprehensive clinical record review of every 


health record for inmates within 60 days of (before or after) the inmate’s birth month. This review shall 


be documented on the Comprehensive Clinical Record Review, CR-4201, with the health 


administrator/behavioral health administrator/designee’s signature, and date.” 


 


Please change Section VII. to read as follows: 


 


“ACA STANDARDS: 5-ACI-2C-13, 5-ACI-6A-07, 5-ACI-6A-08, 5-ACI-6A-09, 5-ACI-6A-18, and 5-ACI-6C-


06.” 


 


 


Please strikethrough the CR-1886 on page 8, the CR-3624 and the CR-4201 on page 9 of this policy and insert 


the attached pages 11 and 12 containing updated versions of the CR-1886, CR-3624, and the CR-4201, and 


renumber policy pages accordingly. 


 


 


 


 


 


 


 


        ADMINISTRATIVE POLICIES 


                 AND PROCEDURES 


                   State of Tennessee 


              Department of Correction 







TENNESSEE DEPARTMENT OF CORRECTION 
 


HEALTH CLASSIFICATION SUMMARY 
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Original: Inmate’s Health Record 


Name:        TDOC ID:        Date of Birth:       
 


Physical Exam Date:        Dental Exam Date:       
 


Allergies:       
 


 Code Description 


Health Classification (Code):       A Class A – No Restrictions 


 B Class B – Moderate Restrictions 


 C Class C – Severe Restrictions 


   


Level of Care (LOC):   LOC 1 No Mental Health Services 


Based on health record information provided by Mental 
Health Treatment Team 


LOC 2 Outpatient 


 
LOC 3 


Supportive Living Services (SLU) Moderate 
Impairment 


 
LOC 4 


Supportive Living Services (SLU) Severe 
Impairment 


 LOC 5 None 


    


Clinical Alert:       Date:       Note:        


    


   


Health-Related Conditions (Codes):          
(Circle all applicable codes)    


 


 
 


 Code  Health Conditions   Code  Health Conditions  


 


A 


 


Visual Impairment 


 


P 


 


Neurological Disease/Disorder   Dementia 
 B  Hearing Impairment  Q  Arthritis 


 C  Speech Impairment  R  Obesity (BMI >40) 


 D  Orthopedic Disease/Disorder 
       Documented Hx of Back Problems  


 S  Aging (>60) 


T  Dermatological Disease/Disorder 
 E  Amputation/Missing Extremity  U  Prosthetic Device Associated with Disability 


 F  Pregnancy  1st  2nd  3rd(Trimester)  V  (Specify)           
 G  Cancer     


 H  Asthma/Hay Fever  W  Permanently confined to a Wheelchair/Mobility 


 I  Allergies  X  Sleep Apnea 


    a)Drug:       b)Other:        Y  G. U. Disease 


 J  Diabetes        BS >300  Z  Surgery within last 6 months (abdominal, 


 K  Seizure Disorder    chest, back, or upper extremity)  


 L  Cardiovascular Disease/Disorder  AA  Other:       
 M  Hypertension     


 N  Pulmonary Disease/Disorder  BB  Acute Injury/Serious Medical Condition: Specify 
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HEALTH CLASSIFICATION SUMMARY 
 


 


CR-1886 (Rev. 08-14) Page 2 of 2  RDA 1458 
Original: Inmate’s Health Record 


Name:        TDOC ID:        Date of Birth:       
 
 


Specific Restrictions (Codes):         Specific Accommodations (Codes):       


(Circle all applicable codes)   (Circle all applicable codes)  
 


 


 


 


 


Medical Practitioner Signature  Date 
 


REVIEWED 
 
 


Medical Practitioner Signature  Date 
 


 Code  Restrictions 


 


  Code  Accommodations  


      
 A  Complete bed rest or limited activity(C)   A  Prosthetic Limbs 


 B  Sedentary work only lifting 10 lbs.  B  Altered Accommodation (furniture, cell, etc.) 


   maximum, occasional walking or standing (C)  C  Airway assists (Oxygen, CPAP, BiPAP, etc.) 


 C  No heavy lifting-20lbs. maximum, able to  D  Sleeping Accommodation (pillow, blanket, 


   frequently lift or carry objects up to 10 lbs. (B)    mattress, etc.) 


 D  Light work only-lifting 50 lbs. maximum, able to  E  Ostomy Supplies 


   frequently lift or carry objects weighing up to 20 lbs. (B)  F  Catheter Supplies 


 E  Medium work only-lifting 100 lbs. maximum, able  G  Assist Devices (cane, crutches, walker, braces, 


   to frequently lift or carry objects weighing up to 50 lbs.(B)     wheelchair) 


 F  Limited strenuous activity for extended  H  Inmate helper 


   periods of time:>1hr (B); 1hr (C); <1hr (C)  I  Minimal Assistance for transporting in a van 


   Note:     or bus 


 G  Continuous standing or walking for extended  J  Wheelchair, bus, or van required for transport 


   periods of time:>1hr (B); 1hr (C); <1hr (C)  K  Non-emergency ambulance required for 


   Note:     transport 


 H  Repetitive stooping or bending (B)  L  Housed on the first floor 


 I  Acute need to be housed on first floor/bottom bunk(B)  M  Bottom bunk in housing assignment 


 J  Climbing and balancing (uneven ground) (B)  N  Special footwear required 


 K  Exposure to loud noises or work detail with prolonged 
exposure (B) 


 
 


  


 L  Avoid areas or work details with exposure to skin  Notes:       
   irritants (B)        


 M  Participation in weightlifting or strenuous athletics(B)        
 N  Activity involving potentially dangerous machinery          


   or equipment         


 O  Operation of motor vehicles (B)         


 P  Activity involving food preparation/handling (B)         


 Q  Prolonged exposure to sun or high temperatures (B)         


 R  Outside work detail during Spring or Summer (B)  


 S  Exposure to chemicals producing fumes or  


   equipment producing dust (B)  


     







CR3624 (Rev. 12-19)    Duplicate as Needed     RDA  1100 


TENNESSEE DEPARTMENT OF CORRECTION 
CHRONIC DISEASE CLINIC 


TREATMENT PLAN 


      


Inmate Name 


              
 TDOC ID  Institution 


LIST CHRONIC DISEASES 
1)       3)       5)       


2)       4)       6)       
 


Either list or refer to pharmacy profile for current medications: 
      


SUBJECTIVE: 


Asthma: # attacks in last month?       


# short acting beta agonist canisters in last month?       


# times awakening with asthma symptoms per week?       


Seizure disorder: # seizures since last visit?       


Diabetes mellitus: # hypoglycemic reactions since last visit?        


Weight loss/gain          lbs. 
CV/hypertension (Y/N):     Chest pain?           SOB?          Palpitations?          Ankle edema?       


HIV/HCV (Y/N):   Nausea/vomiting?        Abdominal pain/swelling?         Diarrhea?         Rashes/lesions?        
 


For all diseases, since last visit, describe new symptoms:   


      


OBJECTIVE: 


Patient adherence (Y/N):    with medications?            with diet?            with exercise?        


Vital signs:  Temp          BP          Pulse          Resp          Wt          PEFR          INR       


Labs:   Hgb A1C          HIV VL          CD4          Total Chol          LDL          HDL          Trig       


Range of fingerstick glucose/BP monitoring:       


Physical Evaluation (PE):       
 


HEENT/neck:        Extremities:        


Heart:        Neurological:        


Lungs:        GU/rectal:        


Abdomen:        Other:        


Additional Comments:       
 


 Degree of Control* Clinical Status* 
ASSESSMENT: G F P NA I S W NA


1                


2                


3                


4                
 


*Degree of Control:     G-Good F-Fair      P-Poor NA-Not Applicable  


*Clinical Status:      I-Improved S-Same      W-Worse NA-Not Applicable  
PLAN: 
Medication changes:  


Diagnostics:       


Labs:       


Monitoring: BP       x day/week/month Glucose       x day/week/month Peak flow       Other:       


Education provided:  Nutrition  Exercise  Smoking  Test results  Medication management  Other:       
 


Referral (list type):         Specialist:       


# days to next visit?   90    60    30    Other:        Discharged from Chronic Clinic (specify clinic):       
 


Additional Comments:       
 


   
Mid-Level / Physician Signature  Date 


 







CR4201 Duplicate As Needed RDA#### 


TENNESSEE DEPARTMENT OF CORRECTION 
 


COMPREHENSIVE CLINICAL RECORD REVIEW 


 


      
INSTITUTION 


 
INMATE NAME:        TDOC ID:        


 
 
 
Health Services Review:    Behavioral Health Services Review: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 


 
 
 
 
_______________________________________     ______________________________________ 
Health Services Administrator/Designee            Date                           Behavioral Health Services Administrator/Designee         Date 


Applicable Items identified as complete: 
 
☐ Advance Directives 


☐Conservatorship  


☐Major Problem List, CR-1894- Diagnosis 


Current/Resolved 


 ☐Chronic Disease Clinic Treatment Plan, 


CR-3624 


☐Medication orders/renewed 


☐Teaching /Counseling Plan, CR-2742 


☐Immunization/TB Control Record, CR-


2217  


☐Inmate/Employee Tuberculosis Screening 


Tool CR-3628 


☐Health Classification Summary, CR-1886 


☐Report of Physical Examination, CR-3885 


☐Health History, CR-2007 


☐Progress Notes 


☐Signatures/dates/full legible 


☐CR-2178 


Applicable Items identified as complete: 
 
Major Problem List-CR-1894 


☐LOC       ☐Diagnosis Current/Resolved 


 


☐Treatment Plan  


☐Medication orders/ renewed 


☐Consent  


☐Mental Health Evaluation  


☐Referrals  


☐Annual Psychiatrist Review  


☐Intrasystem Transfers signed within 14 
days 
 
☐Signatures/dates full/legible 


☐CR-4050  


 


 
 





		11332p1.pdf

		CR1886-Health Classification Summary(REV)-01.2021

		CR3624-Chronic Disease Clinic-Treatment Plan 12.2019

		CR4201 Comprehensive Clinical Record Review 03.2020






 


Index #: 113.60 Page    1   of   1    


Effective Date:   August 9, 2019 


Distribution:   A 


Supersedes:  N/A 


Approved by:   Tony Parker 


Subject:  DENTAL SERVICES ADMINISTRATION 


 
 
           


 POLICY CHANGE NOTICE       19-54
 
      
 


INSTRUCTIONS: 
 


Please change Section III. to read as follows: 
 
“APPLICATION:  Wardens, Associate Wardens/Superintendents, Associate Wardens of Treatment/Deputy 
Superintendents, Health Administrators, Dentists, dental care staff, medical contractors, privately managed 
institutions, and inmates”. 
 
 
Please strikethrough CR-3431 on page 7 add the attached page 8 to the policy and renumber policy pages 
accordingly. 
 
 
 


 
 
 
 
 
 


        ADMINISTRATIVE POLICIES 
                 AND PROCEDURES 
                   State of Tennessee 
              Department of Correction 







CR-3431 (Rev. 08-19) Duplicate as Needed RDA 1100 


 


      


INSTITUTION 
 


 
 MEDICAL  DENTAL 


 BEHAVIORAL HEALTH 
 


INMATE:       NUMBER:       
 Last    First  Middle   


 
PRESENTING PROBLEMS:       


      


      


      


      


      


      
 
 


REFERRED BY:                     
 Signature/Title  Date  Time 


 
 


SEND REFERRAL FORM TO INSTITUTIONAL HEALTH COORDINATOR
 Behavioral Health 


 
  Medical  Dental 


 


RECEIVED BY:                     
 Signature/Professional Title  Date  Time 


 


REFERRAL DISPOSITION (Course of Action):       


      


      


      


      


      


      


      DATE:       TIME:       
 
 


       
 Signature/Professional Title 


 


TENNESSEE DEPARTMENT OF CORRECTION 


INSTITUTIONAL HEALTH SERVICES REFERRAL 







CR-1984 (Rev. 7-19) Original – Health Record Canary - File  RDA 1458 


TENNESSEE DEPARTMENT OF CORRECTION 
HEALTH SERVICES 


REFUSAL OF MEDICAL SERVICES 
 
 


INSTITUTION:       
 


 
 


Date _______________  20 _____  Time __________ AM/PM 


 
This is to certify that I __________________________________________________, _________________________ 


have been advised that I have been scheduled for the following medical services and/or have been advised to have 


the following evaluations, treatment, or surgical/other procedures: 


      


 
      


 


      
 


I am refusing the above listed medical services against the advice of the attending physician and/or the 
Health Services staff.  I acknowledge that I have been informed of the risks involved by my refusal and hereby 
release the State of Tennessee, Department of Correction, and their employees from all responsibility for any ill 
effects which may be experienced as a result of this refusal.  I also acknowledge this medical service may not be 
made readily available to me in the future unless an attending physician certifies my medical problem as a medical 
emergency. 


 
 


Signed:         
(Inmate)   (TDOC number)  (Date) 
 
 
 


Witness:       
(Signature)   (Title)  (Date) 
 


 
The above information has been read and explained to, 
 
 


      but has refused to sign 


the form. 


 


Witness:       
(Signature)   (Title)  (Date) 
 
 


Witness:       
(Signature)   (Title)  (Date) 


 


(Inmate’s Name) (TDOC Number)


(Inmate’s Name) (TDOC number)








   


 


Index #:  113.60 Page  1   of   1    


Effective Date: December 30, 2021 


Distribution:   A 


Supersedes:  N/A 


Approved by: Lisa Helton 


Subject:  DENTAL SERVICES ADMINISTRATION 


 


 


POLICY CHANGE NOTICE  21-33  


 


 


INSTRUCTIONS:  


 


Please add to Section VI. (B) and re-number accordingly: 


 


“1. Intake Dental Questionnaire, CR-4203: This form shall be completed by facility dental 


staff during the period of intake classification before the intake dental examination and 


filed in Section VI. of the health record.” 


 


 


Please change Section VI. (C)(3) to read as follows: 


 


“3.  Dental Sick Call: Dental complaints shall be presented during the regularly scheduled 


sick call visit and will be conducted by a nurse. After the inmate is examined, the nurse 


shall document the complaint and objective assessment on the TDOC Nursing Protocol 


Progress Note (NPPN), Dental Pain, CR-4240. The nurse will refer such complaints to 


the institutional dentist on the Institutional Health Services Referral, CR-3431, as 


appropriate. (See Policy #113.11) The dentist will triage the complaints and provide 


treatment following recognized clinical priorities, making a special effort to care for 


dental emergencies (Category I) during the established dental sick call period. Initial 


dental sick call visits are generally chargeable co-payment visits. (See Policy #113.15)” 


 


 


Please change Section VII. to read as follows: 


 


“VII. ACA STANDARDS: 5-ACI-6A-19, 5-ACI-6A-25, and 5-ACI-6B-02.” 


 


 


Please strike-through the CR-1889 on page six of this policy. Add the attached pages 8, 9, and 10 


and re-number policy pages accordingly. 


 


 


 


 


 


 


 


 


 


        ADMINISTRATIVE POLICIES 


                 AND PROCEDURES 


                   State of Tennessee 


              Department of Correction 







CR-1889(Rev.02-2021)                                                     Duplicate As Needed                                                              RDA-1458 


Page 1 of 2 
 


TENNESSEE DEPARTMENT OF CORRECTION 


DENTAL RECORD 


 
              SECTION 1:      DENTAL EXAMINATION  RESTORATION AND TREATMENTS 


  
 
Date of Initial Examination:  


Comments 


Oral Pathology:  Treatment Category:  


                 Gingivitis, Vincent’s Angina, Stomatitis    OHI 


                 Periodontoclasia   


                 Incipient, Moderate, Severe   


                 Other Findings   


Calculus: Light, Moderate, Severe  Allergies: 


Radiographs:   


                Periapical, BTW, Panorex   


                Oral Cancer Exam    


 Prosthetic:    


                Denture, RPD, CD, Upper, Lower                       


Initial Treatment Plan: 


 


 


 


 


 


 


 


 


 


 


Examination Completed by: ________________________________________ Title: ______________________________ 


Inmate Name:  TDOC ID:  DOB: 


Institution:  Date:  







CR-1889(Rev.02-2021)                                                     Duplicate As Needed                                                              RDA-1458 


Page 2 of 2 
 


 SECTION 2:      ATTENDANCE RECORD 


1. RESTORATIONS AND TREATMENTS                                  
( completed during hospitalization)  


SUBSEQUENT DISEASE AND ABNORMATILITES  


  


ALLERGIES:   


DATE/ 
TIME/ 
LOCATION  


TX. 
CAT. 


SERVICES PROVIDED  
            PROVIDER 


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


    


Inmate Name:  TDOC ID:  DOB: 


Institution:  Date:  


 







TENNESSEE DEPARTMENT OF CORRECTION 


NURSING PROTOCOL PROGESS NOTE – DENTAL PAIN 
 


Duplicate as Needed 
CR-4240 (Rev. 12-21)                                                           Page 1 of 2                                                               RDA 1458 


 


      
INSTITUTION 


 
Name: _________________________________________________________TDOC ID: ___________________   
 
Date/Time:______________________________ Allergies: ___________________________________________ 
 


*See MAR for current medications: Compliant? ☐  Y ☐  N   Recent change? ☐ Y  ☐ N   If Yes, describe: ___________________ 


Subjective: Chief Complaint- 


Onset: ___________________________  Duration:___________________________ 


Recent Dental Work: ☐ Y   ☐ N      Facial Trauma: ☐ Y   ☐ N      Drug Ingestion: ☐ Y   ☐ N   


Activity prior to onset: _______________________________________________ Prior history of same ☐ Y ☐ N 


If yes, what was the treatment and when? ___________________________________________________ 


History of: ☐ Drug Abuse     ☐ Heart Disease     ☐Diabetes 


Aggravating Factors: ☐ None    ☐ Temp    ☐ Jaw Movement    ☐ Chewing  


Pain Scale (0-10): __________☐ Sharp   ☐ Dull   ☐ Constant   ☐ Stabbing   ☐ Intermittent 


Location of Pain:  __________________ 


Associated Symptoms:    ☐ None    ☐ Nausea     ☐ Vomiting     ☐ Fever/Chills    ☐ Facial/Neck Swelling    


   ☐  Difficulty Swallowing  ☐ Bad Breath  ☐ Other:_________________________________________________                                                                                                                                                                                                                                          


                                                                                   


Objective: 
 
Vital Signs:   T:               P:       R:               BP:               /                  O2 Sat: __________    Weight: ________ 


Gen Appearance: ☐ Alert, Oriented & No Distress ☐ Alert & Distressed ☐ Alert-Not Oriented  


 


*Place “X” on affected tooth 


 


 Skin: ☐ Norm ☐ Dry ☐Warm ☐Moist/Clammy ☐ Pale ☐Cyanotic ☐Jaundice 


Head Trauma: ☐ None ☐ Y-Describe____________________________________ ☐ Facial Asymmetry 


Neck and Jaw: ☐ Norm ☐ Swollen ☐ Tender on Palpation ☐ Pain reproduced with movement 


Gums: ☐ Norm ☐ Red ☐ Swollen ☐ Lesions ☐ Bleeding  ☐ Bad Breath ☐Visible Lesions ☐Tooth Abnormality  


Additional Examination: _______________________________________________________________ 
 


__________________________________________________________________________________ 
*Use blank CR-1884 for addl. Documentation 


Assessment: Alteration in Comfort due to Dental Pain 


Plan: Provide treatment per Nursing Protocol 


 


 


 







TENNESSEE DEPARTMENT OF CORRECTION 


NURSING PROTOCOL PROGESS NOTE – DENTAL PAIN 
 


Duplicate as Needed 
CR-4240 (Rev. 12-21)                                                           Page 2 of 2                                                               RDA 1458 


 


 


☐ Emergent 


Life Threatening or Patient in 
Extreme Distress – Activate EMS 


 


☐ Active Bleeding ON Anticoagulant 


 


Interventions: 


 


☐Oxygen@ 2-15Liters via NC or NRB 


to maintain O2 saturation =>95% 


☐Place in most comfortable position 


☐Elevate legs, if SBP<90 


☐Monitor vital signs q5mins until EMS 


arrive 


☐Start IV with Normal Saline 0.9% 500 


ml/hr. for Systolic BP < 90, otherwise 
KVO, or per Provider’s order 


 
 
 


Site: _________   # of attempts: ____ 
 


Gauge: _______   Time: ___________ 
 


Pt. tolerated: ☐Well   ☐Fair    ☐Poor 


 
Time provider notified_________ 
 
Time provider responded_______ 
 


☐ Orders received ☐ No 


 


☐ Urgent 


    Notify Provider Directly if: 
 


SBP <90 or >170; DBP>100; T>100.4; 
RR <10 or >24; HR <60 or >100; 
O2Sat <=94% 
 


☐Active Bleeding NOT on 


Anticoagulant 


☐Drooling  


☐Difficulty with Swelling 


☐Avulsed Tooth 


☐Abscessed Tooth 


☐Fractured/Displaced Jaw 


☐Fractured Maxilla/Eye Socket 


        ☐Pain 7/10 


 
☐ Patient Education Provided 


☐ Patient instructed to resubmit sick call if 


problem worsens, does not improve, or 
new symptoms develop. 


 
 
*Complete Sexual History Screening 
on all patients. 
 
 
 
 
Time provider notified ________ 
 
Time provider responded______ 
 


☐ Orders received ☐ No 


 
 
 


 


☐ Routine 


Refer to Provider if: 
 


☐ Protocol Treatment ineffective x 2 within 


7 days 


☐ Protocol does not adequately meet the 


patient’s objective clinical needs 


 


Interventions: 


☐ Acetaminophen 325 mg tabs, 2 tabs  


 3 x daily PRN x 4 days 
 


OR 
 


☐ Ibuprofen 200 mg tabs, 2 tabs  


3x daily PRN x 4 days 


 


☐ Patient Education Provided 


☐ Patient instructed to resubmit sick call if 


problem worsens, does not improve, or new 
symptoms develop. 


 
 
*Sexual History Screening: Have you ever 


had any STDs?      ☐Yes      ☐No 


 
What do you do to protect yourself from STDs 
and HIV? 
_________________________________ 
 
What concerns about STDs do you have?  
_________________________________ 
 
 
Review/provision of the appropriate level of 
risk-reduction/abstinence handout and 
counseling for each patient. 


 


 
Emergency Transport 


☐Time EMS Notified: __________________________ 


☐ Emergency Room transfer documentation completed 


☐ Emergency Room notified; Report Given to: ____________________________________________________ 


 


Depart Date/ Time: 


  


Type of Transport: 


 


 


       
 LPN Signature 


 
 


OR (Routine) 


 


 
RN Signature 


 Printed Name 
 
 


Both (Urgent/ Emergent) 
 


 
Printed Name 


 


 Date 
 
 
 
 


 
Date 


 


 


 


 


 


 


 


 







 
TENNESSEE DEPARTMENT OF CORRECTION  


INTAKE DENTAL QUESTIONNAIRE 


INQUIRE: 


1.    Are you in good health?  …………………………………………………………………………………………………………………………………………….………………….Y ☐  N ☐     


       Has there been any change in your general health within the past year? ……………………………………………………………………………………….Y ☐  N ☐ 


2.    Are you under the care of a physician? …………………………………………………………………………………………………………………………………………..Y ☐  N ☐            


If  yes, what is the condition being treated?______________________________________________________________________________ 


3.   Have you had any serious illnesses or operations? ………………………………………………………………………………………………………………………….Y ☐  N ☐ 


      If yes, what was the problem? __________________________________________________________________________________________ 


4.   Do you or have you had any of the following diseases or problems?   


  Rheumatic Fever   Y ☐  N ☐          Fainting Spells/Seizures/Epilepsy                                Y ☐  N ☐   


  Heart Murmur   Y ☐  N ☐                          Diabetes                Y ☐  N ☐  


  Heart Disease    Y ☐  N ☐          Jaundice/Hepatitis                     Y ☐  N ☐ 


  High Blood Pressure  Y ☐  N ☐          Liver Disease                                Y ☐  N ☐ 


  Low Blood Pressure   Y ☐  N ☐           Inflammatory Rheumatism             Y ☐  N ☐  


  Stroke    Y ☐  N ☐          Stomach Ulcers               Y ☐  N ☐ 


  Chest Pain   Y ☐  N ☐          Kidney Trouble              Y ☐  N ☐   


  Shortness of Breath   Y ☐  N ☐          Tuberculosis (INH Treatment)              Y☐  N ☐   


  Swollen Ankles   Y ☐  N ☐          STI-Syphilis/Gonorrhea                               Y ☐  N ☐ 


  Artificial Heart Valves    Y ☐  N ☐          HIV+/AIDS               Y ☐  N ☐ 


  Prosthetic Joints    Y ☐  N ☐          IV Drug Use                Y ☐  N ☐  


  Seasonal Allergies                     Y ☐  N ☐          Sickle Cell Anemia               Y ☐  N ☐  


  Asthma    Y ☐  N ☐         Hemophilia                Y ☐  N ☐ 


  Hives/Skin Rash   Y ☐  N ☐         Anemia               Y ☐  N ☐  


  Thyroid Problems   Y ☐  N ☐         Other (list): _____________________________________ 


  Cancer/Tumors/Cysts   Y ☐  N ☐ 


5.   Have you had any abnormal bleeding associated with previous tooth extraction, dental surgery, or trauma?……………..……………………Y ☐  N ☐ 


6.   Have you had any prior serious trouble with dental treatment? ………………………………………………………………………………………………………  Y ☐  N ☐ 


7.   Have you ever had treatment for cancer of your head or neck, including surgery, radiation treatment, or chemotherapy?.................Y ☐  N ☐  


8.   Do you bruise easily? …………………………………………………………………………………………………………………………………………………………………………Y ☐  N ☐  


9.   Have you ever required a blood transfusion? …………………………………………………………………………………………………………………………………….Y ☐  N ☐ 


      If yes, approximate date: _____________________________ Explain the circumstances: ___________________________________________ 


10. List all medications you are presently taking or have taken in the last two weeks (include any over-the-counter medication): ______________ 


______________________________________________________________________________________________________________________ 


11. Are you allergic to or have you ever reacted to:  


  Local Anesthetics/Novocaine   Y ☐ N ☐                           Iodine/Seafood                                  Y ☐ N ☐ 


  Penicillin/Antibiotics  Y ☐ N ☐                           Nickel Metals                 Y ☐ N ☐  


  Sulfa Drugs   Y ☐ N ☐                          Latex                                 Y ☐ N ☐       


                   Aspirin, Tylenol or Motrin   Y ☐ N ☐                          Other (list): ________________________________________ 


12. Do you have any disease, condition or problem not listed above that you think I should know about? …………………………………………….Y ☐ N ☐ 


13. Are you pregnant? ……………………………………………………………………………………………………………..…………………………………………………Y ☐ N ☐  N/A ☐ 


       If yes, how many months? __________________________ 


14. Do you have any problems associated with your menstrual period? ………………………………………………………………………………….....Y ☐ N ☐ N/A ☐ 


Comments: ___________________________________________________________________________________________________________ 


 


I certify that the foregoing information supplied by me is true and complete to the best of my knowledge. 


 


 


Date    Signature of Patient     Signature of Dental Staff Reviewing History 


 


Inmate Name:  TDOC ID:  DOB: 


Institution:  Date:  


 


CR – 4203 (Rev. 4-21)                                                                                                                                                                                                      RDA-1458      





		11360p2.pdf

		CR1889- Dental Record (Rev)-02.2021.pdf

		CR4240 Nursing Protocol Progress Note - Dental Pain (REV)-12.2021.pdf

		CR4203-INTAKE DENTAL QUESTIONNAIRE (Rev) 4.2021.pdf






 


Index #:  113.75 Page  1    of   1    


Effective Date: January 1, 2022 


Distribution:   A 


Supersedes:  N/A 


Approved by: Lisa Helton 


Subject:  LABORATORY SERVICES 


 


 


           POLICY CHANGE NOTICE   22-2 


 


 


 


INSTRUCTIONS:  


 


Please add to Section VI. (H): 


 


“3. The following CR forms shall be used to document the respective on-site testing and filed in Section II of 


the health record: 


 


a. Diabetic Record, CR-2006 (See Policy#113.71 for form sample) 


 


b. Prothrombine Time: International Ratio (PT/INR) Result Sheet, (Non-Coumadin Patient), CR-4211 


 


c. Coumadin Patient Flow Sheet, CR-4212 


 


d. Urine Dipstick Results, CR-4186 


 


e. Fecal Occult Blood/Hemocult Card Results, CR-4268” 


 


 


Please change Section VII. to read as follows: 


 


“VII. ACA STANDARDS: 5-ACI-6D-05.” 


 


 


Please strikethrough the CR-1884 on page three, and add the attached pages four, five, and six and re-number 


accordingly. 


 


 


 


 


 


 


 


 


 


 


 


 


        ADMINISTRATIVE POLICIES 


                 AND PROCEDURES 


                   State of Tennessee 


              Department of Correction 







 


CR-1884 (Rev. 08-2019)    Printed or Duplicate as Needed    RDA 1458 


TENNESSEE DEPARTMENT OF CORRECTION 
 


PROBLEM ORIENTED – PROGRESS RECORD 


      
INSTITUTION 


 
INMATE NAME:        TDOC ID:        


 
 


 


DATE TIME  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


 
Do Not Write on Back 







TENNESSEE DEPARTMENT OF CORRECTION 


URINALYSIS DIPSTICK RESULTS  


CR-4186 Rev 02-21 Duplicate As Needed RDA 1458 


      
INSTITUTION 


 
NAME:       TDOC ID:        


 
 


Brand/Type of Dipstick:_______________________________________________Time:__________________ 


TEST RESULTS 


*Results-Circle Appropriate Reading         


Appearance:    Clear   Cloudy   Sediment 


Color:   Yellow        Amber        Pink        Orange        Blue         Green        Brown        Red 


Leukocytes:   NEG  15+  70+  125++   500+++ 


Nitrite:  NEGATIVE  POSITIVE               (Any degree of pinkish color) **See Strip Bottle 


Urobilinogen:    NEG   Trace        0.2(3.5)        1 (17)         2(35)        4(70)        8(140)        12(200) 


Protein: NEG 15(0.15) 30(0.3)⁺ 100(1.0)⁺⁺ 300(3.0)⁺⁺⁺ 2000(20)⁺⁺⁺⁺   


PH:    5.0              6.0              6.5              7.0             7.5              8.0              9.0 


Blood:  NEG              TRACE (+/-)              ⁺               ⁺⁺              ⁺⁺⁺             5-10              50 


Specific Gravity:  1.000          1.005          1.010           1.015         1.020          1.025          1.030  


Ketone: NEG               5(0.5)⁺              15(1.5) ⁺⁺              40(4.0)⁺⁺              80(8.0) ⁺⁺⁺              160(16)⁺⁺⁺⁺  


Bilirubin:   NEG   1(17)⁺   2(35)⁺⁺   4(70)⁺⁺⁺   


Glucose:  NEG 100(5)+/- 250(15)⁺ 500(30)⁺⁺ 1000(60)⁺⁺⁺ 2000 or more (110) ⁺⁺⁺⁺  


Nurse completing reading: _________________________________________Date:_________________ 


Provider reviewing results:  ________________________________________Date:_________________   







 


CR4211 Duplicate As Needed RDA1458 


 


TENNESSEE DEPARTMENT OF CORRECTION 


Prothrombin Time: International Ratio (PT/INR)  


Result Sheet 


(Non-Coumadin Patient) 


 


Patient Name________________________         TDOC ID: _____________ 


 


 


Date 


 


Time 


 


PT Result 


 


INR Result 


 


Nurse Signature 


 


 


 


 


   


 


 


 


 


Provider Signature_____________________________   Date_______________   Time___________ 
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TENNESSEE DEPARTMENT OF CORRECTION 


Coumadin Patient Flow Sheet   


DEMOGRAPHICS 


Facility Name:  TDOC ID:  


Patient Name:  DOB:  


Location:  Gender:                   Male              Female  


Clinical Indication*: INR Therapeutic Range:         2-3       2.5-3.5      ________ 


Cautions:  


          Coumadin fact sheet reviewed with patient                            Master Problem List Populated   


Date 
Of INR 
Result 


 
Current Dose 


 
INR Result 


 
Complications 


 
List Dose 
Change 


Next 
INR 


Date 


 
Practitioner’s Signature 


       


       


       


       


       


       


       


       


       


Guideline for Adjusting Coumadin Dosages: 
INR less than lower limit of therapeutic range (2) – increase weekly Coumadin dose by 5 – 20%; 
INR above therapeutic range by 0.1 - 0.5  – decrease weekly Coumadin dose by 5 – 10%; 
INR 0.6 – 2 above therapeutic range – consider withholding one dose, and decrease weekly dose by 10 -15%; 


**INR 2-7 above therapeutic range – withhold 2 doses, decrease weekly dose by 15-20% and administer a single dose   
    of Vitamin K 1-2.5 mg p.o.   
**INR > 7 above the therapeutic range – hold Coumadin and administer a single dose of Vitamin K 3-5 mg p.o.; the   
    provider should anticipate significant reduction in INR within 24-48 hours  
Monitoring: 
  INRs are to be monitored at least twice a week when Coumadin is initiated; Then weekly for at least 4 consecutive  
  weeks of therapeutic values, then monthly; The monitoring cycle restarts from the beginning whenever an INR is non-  
  therapeutic. 


**Supra-therapeutic INRs Require Emergent Attention with a Provider 


In the case of significant bleeding, patients must be referred to hospital for parenteral Vitamin K and fresh frozen plasma 


(FFP) infusion.   


*Indication and INR Range 
1. Acute Myocardial Infarction with risk 2-3                         6. Prevention of Venous Thromboembolism (High risk surgery) 2-3 
2. Recurrent Myocardial Infarction 2.5 – 3.5                        7. Treatment of Venous Thrombosis 2-3  
3. Atrial Fibrillation (moderate to high-risk patients) 2-3   8. Bi-leaflet Mechanical Heart Valve 2-3 
4. Valvular Heart Disease 2-3                                                   9. Mechanical Heart Valve (caged ball, caged disk) 2.5 -3.5  
5. Tissue Heart Valves 2 -3                                                      10. Other:    
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HEMOCCULT CARD RESULTS  
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INSTITUTION 


 
 


INMATE NAME:        TDOC ID:        


 


 


 


#1 Hemoccult Card Result (circle one):    positive  /  negative 


 


Date    Nurse Signature Completing Test 


 


 


#2 Hemoccult Card Result (circle one):    positive  /  negative 


 


Date    Nurse Signature Completing Test 


 


 


#3 Hemoccult Card Result (circle one):    positive  /  negative 


 


Date    Nurse Signature Completing Test 


 


 


 


Results Reviewed by: ____________________________________________________ 
                                                               Provider Signature    Date 
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POLICY CHANGE NOTICE  21-14    


 


 


 


INSTRUCTIONS:  


 


Please change Section VI. (A) to read as follows: 


 


“A.  If any TDOC staff member believes an inmate may be experiencing acute withdrawal or withdrawal 


syndrome, he or she should immediately contact health services and complete the Institutional Health 


Services Referral, CR-3431 that the inmate may be screened and assessed by utilizing the TDOC 


approved instrument; Clinical Opiate Withdrawal Scale (COWS). The COWS may be completed by a 


Registered Nurse (RN) or a Licensed Practical Nurse (LPN). If the RN/LPN concludes the inmate is 


experiencing withdrawal, they shall refer the inmate to the institutional provider.” 
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Subject:  PRE-SERVICE (BASIC) TRAINING AND EMPLOYEE ORIENTATION         


 
 


I. AUTHORITY:  TCA 4-3-603, TCA 4-3-606, TCA 4-1-116, TCA 41-1-407, and Prison Rape 
Elimination Act of 2003 standard 115.31. 


 
II. PURPOSE:  To implement policy and procedures for the provision of training for newly hired and 


rehired Tennessee Department of Correction (TDOC) employees. 
 
III.  APPLICATION:  To all TDOC employees. 


 
IV.  DEFINITIONS: 


 
A. Basic Correctional Officer Training (BCOT): A six-week pre-service program designed to 


prepare new Correctional Officers (COs) for the conditions personnel can expect while 
working in an adverse correctional environment and security protection procedures. The 
students learn the essentials needed to survive in the correctional environment. The first two 
weeks of the training program are conducted at the hiring facility and the remaining four 
weeks of the program are facilitated through the Tennessee Correction Academy. 


 
B. Basic Correctional Professionals Training (BCPT):  A one-week pre-service program designed 


to prepare new staff who do not attend BCOT or Basic Probation/Parole Officer Training 
(BPOT) with the skills and knowledge base needed to work in the Corrections field.  BCPT 
will typically be conducted at the institutions by TCA Instructors, followed with job-specific 
training, normally conducted on-the-job.  


 
C. Basic Probation Parole Officer Training (BPOT): A six-week pre-service program at 


facilitated onsite at the Tennessee Correction Academy (TCA), designed to provide all new 
probation/parole officers (PPOs) with the skills and knowledge base needed to effectively and 
safely perform the duties of a probation/parole officer.   


 
D. On-the-Job Training: A formalized training experience in which the field training 


officer/institutional field training officer observes the new correctional officer or 
probation/parole officer in the actual performance of his/her duties, provides documentation, 
explanation, demonstration, and practices of specific job tasks. Constructive and corrective 
feedback will be provided as required. 


 
E. Job Shadowing:  An observational learning experience designed to train new employees by 


having them accompany and observe a trained and experienced employee. 
 


F. New Employee Orientation (NEO):  An on-site formalized process designed to introduce and 
familiarize new employees with information required to function according to job expectations 
and to give them a broad based operational view of the facility or office as a whole. 


 
G. Pre-service:  Basic training courses designed to provide new TDOC employees with 


fundamental knowledge and skills necessary to function according to job expectations.  
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H. Probation and Parole Officer (PPO):  An officer who serves and protects the public by 


supervising adult felony offenders by ensuring that standard and special conditions of 
probation and/or parole are met. 


 
V. POLICY:  All new TDOC employees shall receive New Employee Orientation and Pre-Service 


Training (as applicable to job classification) prior to being assigned to independent job 
responsibilities.  Further, those placed in security classifications shall also receive on-the-job training 
prior to independent job assignments. 


 
VI.  PROCEDURES: 


 
A. New Employee Orientation (NEO) 
 


1. Full-Time Employees’ NEO:  All new full-time TDOC personnel shall complete a 40-
hour new employee orientation, ideally in the first week of hire and before attending 
pre-service (BCOT, BCPT, BPOT)   


 
 New employee orientation for all employees except DCCO and TCA shall include but 


not be limited to the following topics: 
 *TDOC curriculum from TCA  **Site specific curriculum 


 
a. Human Resources/Employee Rights and Responsibilities/Code of Conduct 
b. Title VI* 
c. Insurance/Payroll/Benefits 
d. ID Cards/Fingerprints/TB test 
e. Respectful Workplace for Staff - Tennessee Department of Human Resources 


(TDOHR) curriculum 
f. Institutional/Facility Mission, Vision and Goals** 
g. TDOC Overview including Public Safety Act (PSA) and Seamless Supervision * 
h. Fire and Safety** 
i. Security and Custody Levels 
j. Overview of TRICOR and Rehabilitative Services* 


  k. Drug-free Workplace* 
l. Staff/Offender Sexual Misconduct* 
m. Overcoming Manipulation* 
n. Control of Contraband* 
o. Role of the Law Enforcement Unit (LEU)* 
p. Tool Control and Key Control* 
q. Working with Mentally Ill Inmates* 
r. Critical Incident Stress Management (CISM)* 
s. Prison Rape Elimination Act (PREA) - TDOC curriculum or NIC online course 
t. Situational Awareness 
u. 4 minute Response, Bloodborne Pathogens, HIV/AIDS/TB* 


   v. Emergency Operation Plan**   
w. Employee Assistance Program (EAP)* 
x. Suicide Prevention* 
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   y. Communication, Professionalism, and Command Presence* 


z. TDOC Uniform Policy 
aa. Institutional/Facility tour and Duty location/work site-specific tour** 


 
 Job shadowing shall be mandatory for all new full time correctional officer and 


probation/parole officer series employees, and is highly recommended for all new 
TDOC employees.  When job shadowing, new employees shall observe various post 
and assignments under the guidance of an experienced employee in that job 
classification.  Under supervision of an experienced employee, the new employee may 
be allowed to perform limited duties during job shadowing:  


  
 a. After receiving his/her initial briefing of post duties and responsibilities,  


 b. After reading and signing post orders, (as applicable)  
 


2. Part-time employees, volunteers, contract staff, and other transfer employees NEO:  
Part-time employees, volunteers, contract staff, and employees who are permanently 
(not temporarily, to cover staff shortages) transferring from one location to another 
shall receive a minimum of 20 hours of work site orientation appropriate to their 
assignments. The following topics must be covered in addition to work site/duties 
training.  Additional topics are to be added to this NEO as required by the supervisor:   


 *TDOC Curriculum from TCA  ** Site Specific 
 


a. Emergency Operation Plan ** 
b. Fire and Safety ** 
c. 4-minute Response, Bloodborne Pathogens, HIV/AIDS/TB* 
d. TDOC Overview * 
e. Overcoming Manipulation * 
f. Staff/Offender Sexual Misconduct * 
g. Role of LEU * 
h. Control of Contraband * 
i. PREA (TDOC-curriculum or NIC online course) 


 
3. Central Office and TCA employees NEO:  All new full time employees in Central 


Office and the TCA shall receive 40 hours of orientation prior to being assigned 
independent job responsibilities. Training shall be documented using New Employee 
40 Hour Orientation, CR-3563. 


 
4. Community Supervision Employees NEO:  All new Community Supervision support 


staff must attend NEO at the nearest institution, prior to being assigned independent job 
responsibilities and/or before unsupervised offender contact occurs.  NEO training for 
probation and parole officers (PPOs) and Probation/Parole managers who are new to 
TDOC shall be completed and adhere to the seamless supervision model.   
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B. Pre-Service Training Requirements 


 
1. Non-Security Facility Staff:  All new non-security facility employees must attend Basic 


Correctional Professionals Training (BCPT) one-week pre-service training before being 
assigned independent job responsibilities and/or before unsupervised offender contact 
occurs.  BCPT shall typically be conducted at each institution in collaboration with 
each BCOT Week 1.  All pre-service training at the institution shall be facilitated by 
Tennessee Correction Academy regional instructor staff and TCA Adjunct Instructors, 
in compliance with American Correctional Association standards.  


 
2. Security Staff: 


 
  a. All new security facility employees must attend Basic Correctional Officers 


Training (BCOT) six-week pre-service training before being assigned 
independent job responsibilities and/or before unsupervised offender contact 
occurs.   


 
  b. BCOT Week 1 and 2 shall be conducted at each institution, following the NEO 


week.  All pre-service training at the institution shall be facilitated by Tennessee 
Correction Academy regional Instructor staff and TCA Adjunct Instructors, in 
compliance with American Correctional Association standards.   


 
3. Correctional Counselors:  All new correctional counselors shall complete BCPT, Initial 


Correctional Counselor training (CCT) program, and Initial RNA training/certification 
before being assigned a caseload; and Instructor Development Course for Adjuncts 
(IDC-T4T-ADJ) before being assigned to teach any classes. 


 
4. Pre-service training requirements for TDOC institutional employees who change 


position classifications shall be determined by the Warden/Superintendent. 
 


5. The institutional training specialists shall meet with all new full-time institutional 
employees prior to pre-service training to discuss: 


 
a. The general purpose of pre-service training 
 
b. How the person can prepare him/herself to gain the most from training 
 
c. The subject matter to be covered 
 
d. The kind of performance expected from the person in the classroom 
 
e. Opportunities to be provided to allow the employee to apply the new knowledge 
 
f. How newly gained skills shall be used when the training is completed 


 
g. The requirement that they read the Academy’s Trainee Handbook prior to 


attending.   
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6. Community Supervision Staff:   
 


a. All new Community Supervision support staff must attend NEO plus Basic 
Correctional Professionals Training (BCPT) at the nearest institution, prior to 
being assigned independent job responsibilities and/or before unsupervised 
offender contact occurs.   


 
b. BCPT shall be conducted at each institution in conjunction with each BCOT 


Week 1.  Community Supervision supervisors should contact the Training 
Specialist at the nearest institution to confirm dates for NEO and BCPT and to 
register new staff to attend these trainings. 


 
c. New probation/parole officers must receive the 40-hour NEO-BPOT orientation 


before attending the six-week Basic Probation/Parole Officer Training (BPOT) at 
TCA.  


 
d. If a Probation/Parole Manager is hired in as a new TDOC employee, he/she must 


attend the six-week BPOT pre-service training. 
 


e. The Community Supervision orientation training for probation and parole 
officers (PPO) shall be completed according to Policy #110.01.2.  It is the 
responsibility of the new employee’s immediate supervisor to ensure that the 
employee receives the required work site/duties orientation. 


 
C. Rehired TDOC Employee Training Requirements, Examinations, and Qualifications: 


 
 1. Re-Hired Employees in the CO Series:  All rehired TDOC employees who originally 


completed their pre-service training program and who have been separated from TDOC 
for less than two years, including those who were away on active military service for 
more than 12 months but less than 24 months, shall attend an abbreviated version of 
pre-service training.  Employees who are away on active military service are not 
considered to be separated from TDOC service, and typically can return from a 
12-month deployment without any further training to the duties they performed before 
they left.  If there has been a new duty or responsibility added to their job series while 
they were away they must receive that training. 


 
 2. Rehired employees who have been separated for more than two years and less than 


three years are also eligible for an abbreviated version subject to the 
Warden/Superintendent written approval.  Factors such as prior length of service and 
past work history including disciplinary actions during TDOC service; reasons for 
separation; other employment during separation shall be considered.  Such written 
approval shall be maintained in the employee’s training file. 


 
3. This abbreviated training shall consist of OJT and the following classes, plus any other 


training the Warden/Superintendent deems necessary for this employee based on the 
review.  The classes are all self-paced online classes in the LMS, except for the skills 
portion of CPR/First Aid/AED. 
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a. Suicide Prevention 
b. Drug Free Workplace 
c. Use of Force Continuum and Law 
d. Overcoming Manipulation 
e. STG Identification refresher 
f. Contraband and Search 
g. Staff/Inmate Sexual Misconduct 
h. Control of Contraband 
i. Role of Law Enforcement 
j. TDOC Overview 
k. Working with Mentally Ill Inmates 
l. Tool Control and Key Control 
m. Title VI 
n. PREA 
o. Code of Conduct/Ethics 
p. Restrictive Housing 
q. Population Count 
r. Abusive Conduct in the Workplace 
s. 4-Minute response, Bloodborne Pathogens, HIV/AIDS, TB 
t. Respectful Workplace Refresher:  Reaffirming My Commitment - self-paced in 


Edison 
u. CPR/First Aid/AED (if expired) - self-paced module in LMS plus certification 


by Instructor 


 4. All rehired employees in the CO series must pass a physical examination and 
psychological examination per Policy #305.06 prior to the offer to re-hire.   


 
5. Rehired COs must recertify in firearms proficiency per Policy #506.09.  Failure to 


obtain the required score during the requalification session will require the officer to 
return to TCA to repeat the initial firearms training and qualification with the next 
available BCOT pre-service class.  Until weapons qualification is confirmed, a re-hired 
officer may be placed on posts that do not require armed officers. 


 
 6. Following these required trainings, the employee can be assigned independent job 


responsibilities and unsupervised offender contact.   
 


D. Re-Hired Non-Security Institutional Employees: All rehired non-security institutional 
employees who originally completed their prescribed pre-service training curriculum and 
have been separated from TDOC for less than one year (i.e., counselors, maintenance 
personnel, food service staff, medical staff, etc.) shall complete the appropriate 40-hour 
in-service training course (including Day 1 mandatory core training) at the earliest scheduled 
offering.  All non-security institutional employees returning from over a year of active 
military duty shall attend a minimum of 20 hours of work site orientation appropriate to their 
assignments, followed by the appropriate 40 hour in-service training at the earliest scheduled 
offering. 
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E.  All rehired employees in the Community Supervision series, including PPOs and support 
staff, who originally completed their pre-service training curriculum and who have been 
separated from TDOC for less than one year shall attend an abbreviated version of pre-
service training.  This abbreviated training shall consist of New Employee Orientation plus 
Annual In-Service training required for particular job classification.  For re-hired PPOs, this 
is to be followed by select Basic Probation Parole Officer Training classes identified below 
which will be held at the Academy: 


 
1. Risk and Needs Assessment 


 
2. Standards of Supervision 


 
3. Home Searches 


 
4. Personal Searches 


 
F.  All rehired employees in the Community Supervision series, including PPO and support staff, 


who originally completed their pre-service training curriculum and who have been separated 
from TDOC for more than one year shall receive a minimum of 40 hours of work site 
orientation appropriate to their assignments, followed by Weeks One through Three of 
Pre-Service Field Services training at the Academy for a PPO. 


 
VII. ACA STANDARDS:  2-CO-1D-05, 4-4088, 1-CTA-3A-02, 4-APPFS-3A-05, 4-APPFS-3A-08, and 


4-APPFS-3A-14 through 4-APPFS-3A-18. 
 


VIII. EXPIRATION DATE:   November 15, 2022. 
 
 
 







CR-3563 (Rev. 11-19) Duplicate-as-Needed RDA S470-24 


 
 
 
 


Name:       EID#::       


Facility/District:       
 


 
 
Supervisor (25 hours)   Trainer’s Initials  Date 
 


 Introduction/Job Orientation 
    


 Tour of Work Site 
    


 Policy & Procedures 
    


 On the Job Training 
    


 Emergency Building Procedures 
    


 
Personnel Processing (13 hours) 
 


 ID#       
    


 Fingerprints  N/A 
    


 Medical Screen 
    


 MTA Card  N/A 
    


 Introduction to Career Development Center 
    


 Edison 
    


 Personnel Evaluations 
    


 OMS  N/A 
    


 Training File Made 
    


 
Fiscal Services (2 hours) 
 


 Benefits 
    


 Travel 
    


 Supplies 
    


 Payroll/Checks 
    


 
 
 
   


Employee Signature  HR Personnel Signature 
 


TENNESSEE DEPARTMENT OF CORRECTION 
 


New Employee 40 Hour Orientation 
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           ADMINISTRATIVE POLICIES 


                    AND PROCEDURES 


                      State of Tennessee 


               Department of Correction 


 


I. AUTHORITY:  TCA 4-3-603 and TCA 4-3-606. 


 


II.  PURPOSE:  To detail the administrative responsibilities of the Tennessee Department of Correction 


(TDOC) Office of Health Services.  


 


III.  APPLICATION:  Wardens/Superintendents, Chief Medical Officer, Office of the Inspector General, 


all TDOC staff, medical contractors, and privately managed institutions. 


 


IV. DEFINITIONS:  Office of Inspector General (OIG): A division within TDOC which consists of 


Compliance, Contract Monitoring of Privately Managed Facilities, Contract Monitoring/Compliance, 


and departmental Risk Assessment/Mitigation. See Policy #103.20. 


 


V. POLICY:  The health services delivery system within the TDOC shall be administratively structured to 


promote continuity and consistency in quality of care within all facilities. 


 


 VI. PROCEDURES:  The organizational structure of the TDOC health services system shall consist of two 


Administrative levels, departmental and institutional, which integrate multiple sources of care into a 


coordinated system to ensure maximum therapeutic and economic effectiveness. 


 


   A. Departmental Responsibility:  The TDOC is responsible for the overall provision of medical, 


nursing, and dental services necessary to maintain the overall health of each inmate. 


 


    1. Chief Medical Officer (CMO):  The Commissioner or designee shall designate a Chief 


Medical Officer who is responsible for the overall administration of health services for 


the inmate health delivery system.  The Chief Medical Officer serves as the Department’s 


health authority for the following duties: 


 


     a. Develops and maintains plans for the design and operation of a coordinated 


health services delivery system. 


  


 b. Develops policies and procedures which specifically address the delivery of 


health services for inmates housed in TDOC and private facilities.  


 


c.  Provides administrative oversight over the delivery of health care services   


 


d. Advises executive staff on health care issues that may potentially affect the 


delivery of health care to inmates. 


 


   e. Ensures that the medical contractor and privately managed institutions meet their 


responsibilities for providing quality medical, nursing, and dental services for all 


inmates. 


  


 f. Provides institutions with recommendations of staffing, planning, organization, 


and monitoring of the Department’s health services delivery system.  
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 g. Provides clinical support to the OIG for recommendations to the 


Wardens/Superintendents and the Health Administrators for improvements in 


health services delivery. 


 


h.  Assists in the development and selection of contracts and/or letters of agreement 


with health providers and businesses. The Chief Medical Officer shall review all 


contractual agreements for health services. 


 


  i. Recommends and ensures the most efficient and effective system of health care 


delivery and bed management in conjunction with the Assistant Commissioner of 


Rehabilitative Services. 


 


  j Approves publications and the course curriculum for health services in-service 


training, including but not limited to: Tuberculosis Control Manual; Flu 


Preparedness Plan; Bloodborne Pathogens Exposure Control Plan; Nursing 


Protocols; Chronic HCV Guidance: Recommendations for Testing, Managing, 


and Treating Hepatitis C; Infirmary Protocols; and Clinical Competency Skills 


Checklist, etc.  


 


  k. Develops and analyzes monthly health services statistics and submits an annual 


report of health services to the Executive Staff for the preceding fiscal year.  The 


annual report is due no later than March 1 of each year. 


 


  l. Maintains a Continuous Quality Improvement Program that shall monitor all 


aspects of the TDOC health care system, in accordance with Policy #113.09.  


 


  m. Monitors the performance of private health services contractors to ensure that 


services are provided according to contract and state expectations.  
 


2. Health Services Contract Monitoring: All contracts shall be audited according to the 


frequency specified in the contract or more often as indicated by the performance level of 


the individual contract and in accordance with Policy #205.02  


 


B. Institutional Responsibilities: The daily delivery of health services at each institution is ultimately 


the responsibility of the Warden/Superintendent. The provision of effective healthcare is a joint 


effort between facility administrators and health services providers and can be achieved only 


through cooperative efforts from both parties. 


   


1. Physician: Subject to current contract provisions, a designated physician at each 


institution shall be accountable for final clinical judgments concerning patient care. 


Matters of medical treatment involving clinical judgments are the ultimate province of 


the responsible physician/practitioner.  However, these services must be provided in 


keeping with the security regulations of the institution and the TDOC.  As such, the 


responsible physician/practitioner shall immediately report to the designated 


administrator any medical condition or practice which imposes a danger to the health and 


safety of staff, inmates, or visitors. 


  


 a. The duties of each institution’s physician shall be specified in a written 


agreement, contract, or functional job description. 
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           b.  The physician, in coordination with the Health Administrator, shall monitor the 


quality of health care available to inmates at TDOC institutions.
 


2. Health Administrator:  Each institution shall have a designated facility staff member who 


is administratively responsible to the Warden/Superintendent or designee for the 


provision of health services to the inmate population.  The Chief Medical Officer and 


Statewide Director of Nursing shall jointly approve the health administrator selected at 


the state-operated facilities prior to requesting the approval of the 


Warden/Superintendent. 


 


a. The duties and responsibilities of the correctional Health Administrator shall be 


specified in a written functional job description approved annually by the 


Warden/Superintendent and Chief Medical Officer. 


 


b. Health Administrators shall meet at least quarterly with the 


Warden/Superintendent and present a written report of the institutional health 


care program and health environment. 


 


 (1) The purpose of such meetings shall be to review statistics, identify 


problems, and offer resolutions concerning the effectiveness and quality 


of the institutional health care programs. 


 


 (2) The Health Administrator shall maintain a record of such meetings, 


including the date, time, agenda, and persons attending the meeting. 


 


   c. All Health Administrators shall attend statewide and/or regional health services 


meetings.  Other members of the health services staff may attend these meetings  


    periodically upon the request of the Chief Medical Officer.  The purpose of these  


    meetings shall be to identify problems and resolutions about the  health care  


    system and improve the coordination and delivery of health services on a system- 


    wide basis. 


 


   d. All Health Administrators shall verify the credentials of health services 


professionals prior to employment. 


 


 (1) Private contractors who provide professional services at TDOC facilities 


shall verify credentials according to contract requirements.   


  


 (2) Credentials/Qualification Verification, CR-2943, should be utilized in 


the verification process. 


 


 (3) Verification of current credentials and job descriptions shall be on file in 


the facility. 


  


 (4) Should the Department require credentials which exceed the minimum 


specifications of the preferred service rating system, the Department 


shall request a selective register certification. 


 


e. At least annually, the Health Administrator shall review all policies, procedures, 


and services within the health care delivery system. 
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f. All health administrators shall document this review by signature and date on the 


unit manual signature sheet.  If necessary, the Health Administrator shall make 


suggested revisions to institutional policies and forward them to the 


Warden/Superintendent for consideration. Changes made to health services 


operations will be reviewed by appropriate clinical staff. This review shall be 


completed at the Tennessee Correctional Academy (TCA), by the Superintendent 


or designee. 


 


C. Manual of Unit Operation: In accordance with Policy #102.02, each institutional health services 


operation shall maintain a unit manual of documents that readily define the scope of the health 


services provided in the care and treatment of inmates. 


 


  1.       The manual design, contents, and placement shall be readily available to all clinical staff 


and serve as an operational guide to current personnel and as an orientation guide for new 


employees.  


   


  2. Depending on the institutional mission, the manual may consist of one or more volumes 


and shall include, at a minimum, the following information: 


 


a. Copies of all current Clinical Services #113.00 Policy Series (departmental and 


institutional policies and procedures).  Privately managed facilities shall maintain 


copies of all applicable #113.00 Policy series and corporate policies. 


 


b. The institution’s health services philosophy, the scope of services, goals, and 


objectives for the year, including their relationship to the institutional mission. 


 


c.        Central Office and institutional Health Services organizational chart. 


 


d. Copies of functional job descriptions and responsibilities including the required 


professional qualifications for each employee working in an institutional clinic. 


 


e. Clinical and nursing protocols and guidelines 


 


f. Health Services disaster procedure plan 


 


g. Health Services forms currently in policy    
    


   h.       Current procedures for acquiring laboratory or diagnostic services 


  


3. The master manual should be located in the health administrator's office, and a copy 


placed in an accessible area for employee reference where needed. 


 


a. Each policy, and procedure in the unit manual is reviewed at least annually by 


 the health services staff.  The health services staff shall document this review 


 by signature and date on the unit manual’s signature sheet.  


 


VII.  ACA STANDARDS: 5-ACI-6A-09, 5-ACI-6B-01, 5-ACI-6B-02, 5-ACI-6D-01, 5-ACI-6D-10 and 2-


 CO-4E-01. 


 


VIII.  EXPIRATION DATE:   August 1, 2024 







 


CR-2943 (Rev. 04-17) White-Personnel File Canary-Health Administrator’s file 


TENNESSEE DEPARTMENT OF CORRECTION 
CREDENTIALS / QUALIFICATION VERIFICATION 


 
 


INSTITUTION 


 
Applicant:  Social Security Number:  


 
 


This will certify that I have reviewed the above-named applicant’s application and verified information with regard to: 
 
 Previous Employment History 


 1.  


 2.  


 3.  


 References 


 1.  


 2.  


 3.  


 Education 


 1.  


 2.  


 3.  


 4.  


 5.  


 Licensure / Certification (if applicable) License Number:  


 CPR  Yes  No 


 Other (explain):  


Comments:  


 


 


 


Note: A copy of diploma or transcript, license or certificate (if applicable), and continuing education information shall 
be submitted to accompany the application. 


I recommend the above named applicant to be appointed to the position of:  ________________________________, 


 effective on ___________________________________. 


                                                           (date) 


 


 


   


Signature – Health/Behavioral Health Administrator or Designee  Date 
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Subject:    HEALTH CARE FACILITIES, EQUIPMENT, AND SUPPLIES 


 
 


 I. AUTHORITY:  TCA 4-3-603 and TCA 4-3-606. 
 
       II. PURPOSE:  To ensure that adequate resources are available for the delivery of health services, 


including but not limited to facilities, equipment, and supplies.  
 
      III. APPLICATION:  TDOC Chief Medical Officer, Assistant Commissioner of Operational Support, 


Wardens/Superintendents, Associate Warden of Treatment/Deputy Superintendent, Director of 
Facilities, Planning & Construction, health administrators, medical contractors, and privately 
managed institutions. 


 
      IV. DEFINITIONS:  None.   


 
       V. POLICY:  Health care facilities, equipment, and supplies shall be adequate to provide a quality level 


of clinical services appropriate for inmates assigned to any institution. 
 
      VI. PROCEDURES: 
 


A. Health Care Facilities  
               


1.  Each institution shall have a dedicated, onsite primary health care clinic for the 
provision of primary care, chronic clinics, and emergency treatment.  All health care 
delivery shall be provided in a setting deemed adequate and appropriate by the Chief 
Medical Officer/designee.  This includes: 


 
a. Examination and treatment rooms large enough to accommodate the necessary 


equipment and fixtures and to permit appropriate privacy for inmates and will 
have ready access to a sink for sanitation purposes 


 
b. Office space that is adequate with secure storage for administrative files. 


 
c. Inmates placed in waiting areas shall have access to seats, drinking water, and 


toilets. 
 


d. Sufficient secure storage area for health records, pharmaceuticals, supplies, and 
equipment. 


 
e.  Facilities with an infirmary shall have dedicated rooms for 


physical examinations, emergency treatment, medical records, administrative 
files, medication, and appropriate office space. Facilities that do not have an 
onsite infirmary must have adequate space to conduct medical observation, 
when needed.  


           ADMINISTRATIVE POLICIES 
                    AND PROCEDURES 
                      State of Tennessee 
                Department of Correction 







  
 2. Renovation, Deletion, Expansion of TDOC Owned Facilities: All proposed major 


modifications to existing health care facilities shall first be reviewed by the Chief 
Medical Officer/designee in consultation with the Director of Facilities, Planning & 
Construction.  Major modifications include adding space to or deleting space from 
the health service area; converting health service areas to non-health related 
functions; moving walls, counters, major items of health care equipment; and 
converting treatment areas to non-treatment areas; etc.  Written plans and 
specifications shall be submitted to the Chief Medical Officer/designee and the 
Director of Facilities, Planning & Construction for approval prior to any physical 
modification action being undertaken.   


 
                     B. Medical Equipment and Supplies: 
 
               1.  Appropriate medical equipment and supplies shall be available in each treatment 


room in which inmates are treated.  Each treatment room shall maintain a basic 
inventory of supplies and equipment, including personal protective equipment.   


 
  2.  Access to the following items is considered to be essential for the appropriate 


examination and treatment of inmates: 
 
    a. Hand washing facilities 
 


b. Examination table(s) 
 
c. Gooseneck lighting 


 
    d.  Scale(s) 
 
    e. Thermometer(s) 
          
     f. Blood pressure cuffs (Obese size and standard) 
 
    g. Stethoscope(s) 
 
    h. Ophthalmoscope(s) 
 
    i. Otoscope(s) 
 
    j. Transportation equipment:  wheelchair(s) and portable stretcher(s) 
 
    k.  Equipment for pelvic examinations (for females) 
 
    l. Peak flow meter(s) 
 
    m. Pulse oximeter 
 
    n.  Telemedicine equipment and supplies as designated (excluding private 


facilities) 
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  3.       Access to the following emergency equipment and supplies shall be available: 


 
a. Automated External Defibrillator (AED):  Each institution shall have a portable 


electronic device that automatically diagnoses the potentially life-threatening 
cardiac arrhythmias in a patient and is able to treat them through electrical 
defibrillation.  The AED shall be stored in a designated location and available 
for use by trained staff.   


 
   b.    Jump Kits:  Each institution shall maintain one or more portable storage kits 


containing essential emergency medication and supplies that can be carried to 
the location of an emergency.  Additionally, there shall be emergency 
equipment and supplies maintained for the provision of more comprehensive 
emergency care in the clinic or infirmary.  Jump kits should contain but not be 
limited to: 


      
1. Epi Pen 


2. Narcan 


3. Dust mask 


4. Gloves 


5. Aspirin 


6. Nitrostat 


7. Instant Glucose 


8. Gauze rolls 


9. Adherent bandages 3” 


10. Adherent bandages 1” 


11. Tape 


12. Scissors/hemostat 


13. Cold packs 


14. Eye wash 


15. CPR mask 


16. Burn dressing 


17. Stethoscope 


18. Blood pressure cuffs (regular and large) 
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19. Glucometer 


20. Ace wraps 


21. Tourniquet 


22. Intrasorb gauze 


23. Trauma dressing 


24. 4 x 4 gauze 


   c.  Autoclave: Each institution shall maintain a steam sterilizer (autoclave) in their 
health care unit for use in sterilizing medical and surgical equipment, unless the 
medical vendor utilizes disposable medical and surgical equipment. The 
institution shall perform and maintain documentation of weekly spore testing 
for each sterilizer. A written procedure shall be developed by the health 
administrator at affected institutions which designates responsibility for 
performing the spore tests and gives instructions on how to perform the test, 
incubate the indicators, and record the results.  


 
d.    First Aid Kits: First aid kits shall be made available at designated locations 


within each institution, and all vehicles assigned to transport inmates.  Contents 
of first aid kits shall be determined and approved by the institutional physician 
in consultation with the health administrator. First aid kits shall be easily 
identifiable and contents shall be arranged so that the desired item can be found 
quickly without having to unpack the entire kit. Contents shall be wrapped so 
that unused portions do not become contaminated through handling. 


  
1. The specific number, locations, and procedures for monthly inspection of 


the kits shall be determined by the Warden/Superintendent based on the 
recommendation of the health administrator and facility safety officer.  
The kits shall be checked by the area supervisor and replenished as 
needed by health services staff at least monthly.  If first aid kits are 
sealed, the seal will be broken during the quarterly check and the 
contents checked for expiration dates. Documentation of these monthly 
checks shall be retained by the health administrator.    


 
     2.  First aid kits shall be stored in every institutional vehicle used to 


transport inmates between institutions and work assignments, including 
vehicles driven by inmates.  


 
4. Facilities whose primary function is to provide sub-acute care must have at a 


minimum, the following items: 
 
a. Laceration repair kits 


 
b. IV infusion pumps 
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  5.  Sharps and tools shall be accounted for in accordance with Policies #506.03 and 


#113.72. 
 
  6.  Current TDOC approved medical and nursing reference materials shall be available 


for health care personnel. 
 


7. Inspections and Inventory Control:  The health administrator or designee shall be 
responsible for instituting systems to ensure that policies identified within this policy 
are being followed.  These systems include: 


 
         a. Establishment of a monthly inventory control procedure for all equipment 


and medical/dental supplies. 
 
         b.       Procurement and appropriate storage of equipment and supplies. 
 
8. Preventive Maintenance:  A system shall be established by the health administrator or 


designee for the maintenance of and servicing of the medical equipment to maintain 
good working order. 


 
a. All emergency equipment and supplies shall be tested/checked quarterly 


(unless otherwise specified) and after each use as necessary to verify working 
order as indicated by the manufacturer’s directions and secured from inmate 
access.  


 
b. Emergency equipment may consist of but is not limited to suction machines, 


scope lights, AEDs, IV pumps, oxygen concentrators, oxygen tanks, and pulse 
oximeters.  


 
c. Test results shall be documented and maintained by the Health Administrator. 


 
9. Emergency Medications contained in crash carts shall be checked in accordance with 


Policy #113.70.   
 
10. The health administrator/designee shall ensure all areas are cleaned and 


decontaminated as directed by the current TDOC Exposure Control Plan and 
documented on the Cleaning and Decontamination Schedule, CR-3505.  


 
11. Acquisition of Equipment for TDOC Operated Facilities: Health administrators shall 


submit a memorandum requesting and justifying the purchase of major health care 
equipment (either as part of the normal budgeting process or for unplanned 
replacements) to the Chief Medical Officer/designee.  Major health care equipment 
includes items such as radiology equipment, fixed dental equipment, or other 
diagnostic or treatment equipment with a cost of five thousand dollars or more. 


  
12. The TDOC Chief Medical Officer/designee shall note approval on the memorandum 


and return it to the institution for inclusion with the budget proposal or the 
procurement request. When ordering such equipment the Warden/Superintendent and 
the facility fiscal director should be included in this notification of need for 
replacement or to be purchased as new. 
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13. The medical contractor shall be responsible for maintaining a medical equipment 


inventory list that records at a minimum: 
 
 a. Equipment description  
 


b. Name of supplier and purchase order or other acquisition document number. 
 
 c.  Acquisition cost and date. 
 
 d. Physical location of item (Facility code + Room Number or Name) 
 
 e. Serial number, if any 
 
 f. State tag number, if any 
 
 g. Equipment Condition 


   
    VII. ACA STANDARDS:   4-4427 and 4-4390. 
 
   VIII. EXPIRATION DATE:   June 15, 2022. 
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CR-3505 (Rev. 7-01)    Duplicate as Needed 


TENNESSEE DEPARTMENT OF CORRECTION 
 


EXPOSURE CONTROL 
 


CLEANING AND DECONTAMINATION SCHEDULE 


 
INSTITUTION 


 
MONTH:  YEAR:  


LOCATION WITHIN INSTITUTION:  
 


SURFACE / ITEM  DATE  TIME  COMMENTS  
VERIFIED BY 


INITIALS 
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Subject:   MEDICAL REQUIREMENTS FOR THE RELEASE/TRANSFER OF INMATES  


 


           ADMINISTRATIVE POLICIES 


                    AND PROCEDURES 


                      State of Tennessee 


                Department of Correction 


I. AUTHORITY:  TCA 4-3-603, TCA 4-3-606, and TCA 41-21-204(e). 


 


II. PURPOSE:  To establish standardized procedures to be used in the release or medical transfer of 


inmates. 


 


 III. APPLICATION:  Assistant Commissioner of Prisons, Wardens/Superintendents, Associate Wardens 


of Treatment (AWT)/Deputy Superintendents, Health Administrators, health care staff, privately 


managed institutions, medical contractors, security staff, and inmates. 


 


 IV. DEFINITIONS:   


  


 A. Central Dispatch Office (CDO): A function of the office of the Director of Classification 


which coordinates and schedules the transfers and transportation of TDOC inmates. 


 


  B. Central Transportation: A division of the Deberry Special Needs Facility (DSNF) that 


coordinates, schedules, and performs local inmate transportation in the Metro 


Nashville/Davidson County area.  


 


  C. DeBerry Special Needs Facility (DSNF) Scheduler: The DSNF employee(s) assigned to 


coordinate the scheduling of approved inmate specialty consultation services and associated 


transportation services. 


 


  D. DSNF Health Care Center: The skilled units (I, II, and III) at DSNF, used for inmates 


requiring long-term nursing care. 


 


  E. Effectively Elects:  The act of an inmate, or such inmate’s healthcare agent, to 


communicate by any means a request, or the acceptance of an offer, to continue receiving 


healthcare in the TDOC, beyond the expiration of sentence, pending resolution of such care 


need or arrangement for transfer of care to a community setting. 


 


  F. Emergency Medical Transfer: An unexpected inmate housing assignment occurring as the 


result of a life-threatening medical situation requiring immediate medical attention not 


available at an inmate’s institution. 


 


  G. Invitee:  An inmate, who at the expiration of the term of imprisonment, presents a 


significant health healthcare treatment need that is likely to go unmet if the inmate is 


discharged and who effectively elects to remain in the care of the TDOC for the purpose of 


receiving continuation of the needed healthcare treatment.  


 


  H. Online Sentinel Event Log (OSEL): TDOC’s electronic health services designated website 


for the reporting of clinical decisions necessitating mediation from Central Office or an 
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event significant enough to impact daily operations of health and behavioral health care 


services within the facility. Examples may include, but not limited to emergency room 


visits, facility infirmary admissions, direct hospital admissions, suicide watch, mental 


health seclusion, suicide attempts, deaths, lockdowns, equipment failure and so forth. 


   


I. Permanent Medical Transfer: Reassignment to another TDOC facility occurring when an 


inmate requires specialized treatment, prolonged rehabilitative services, or closer proximity 


to medical care that cannot be provided at the sending facility. 


 


J. Regional Sub-Acute Centers (RSAC): Designated regional institutions that care for 


inmates with an illness or medical condition as diagnosed by an appropriate health care 


provider that requires care above medical/nursing observation but does not require 


admission to an acute care hospital.  


 


K. Significant Healthcare Treatment Need:  A significant healthcare treatment need is a 


circumstance in which an inmate presents an acute, subacute, or chronic health condition; 


and the inmate is receiving medically necessary care and treatment for such condition, and 


in the judgment of the attending physician, the inmate patient will face an unacceptable 


risk of harm if the present course of care and treatment is interrupted or discontinued 


because the inmate lacks the resources to access such care in the community 


 


L. Temporary Medical Transfer: A temporary housing reassignment occurring for the purpose 


of completing a scheduled specialty medical appointment or for medical evaluation. 


 


M. Transfer/Discharge Summary: A comprehensive summary of the patient’s course and 


present health status, made prior to a patient’s transfer to another provider or upon the 


patients discharge from care, and which identifies the treatment and services the individual 


will need upon transition to another care setting or to the community. 


 


N. Utilization Management Entity (UME): The person(s) or contractor designated by the 


TDOC to process all requests for inpatient and outpatient specialty care. 


 


V. POLICY:  Inmates who present clinical care needs beyond those available at his/her assigned 


institution will be transferred to another institution where the appropriate services are available.  


 


 VI. PROCEDURES: 


 


A. Whenever possible, resources available within TDOC facilities shall be utilized for health 


services referrals. 


 


B. The institutional physician, dentist, or designee shall be responsible for identifying 


acute/chronic medical or dental conditions beyond the diagnostic and/or treatment 


resources available at their facility. (See Policy #113.82.1 for procedures for mental health 


release/transfer.) 


 


C. Routine Coordination: 


 


  1. The health administrator or designee shall communicate the need for an inmate 


transfer to the Warden/Superintendent or (AWT)/Deputy Superintendent and shall 
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assist in the coordination of the transfer with the receiving facility.  Transfers shall 


be accomplished in accordance with Policy #403.01.   


 


2. Long-distance transfers for health reasons should not be considered if, in the 


physician or mental health professional’s opinion, such delay or travel could 


adversely affect the health of the inmate.  In such cases, arrangements for 


necessary care shall be made at an appropriate health care facility near the 


institution. When the long-distance transfer of acutely ill inmates is indicated, the 


sending institution’s attending physician shall authorize the transfer and determine 


the appropriate method of transportation.  If the inmate is in a local community 


hospital, the receiving institutional physician shall obtain the concurrence of the 


community hospital physician attending the inmate prior to transfer. The receiving 


institutional physician shall communicate the transfer activity with the receiving 


institution’s charge nurse. 


 


D. Emergency Medical Transfers:  In an emergency situation where routine coordination is not 


possible, the on-duty referring health professional shall complete and send the Referral for 


Emergency Care, CR-3425, with the inmate to ensure continuity of care between the 


sending and receiving institutions.  In cases where ambulance services are not utilized, the 


senior on-site health care professional shall decide if a medical escort is necessary. 


Appropriate facilities for transfer include the following: 


 


  1. Local Licensed Hospital:  All inmates in need of immediate medical room or 


emergency center.   


 


2. Secure Hospital:  As medically appropriate, inmates requiring hospitalization are 


to be transferred to the designated licensed hospital with a secure unit.  


 


3. TDOC Skilled Nursing Unit(s):  Male inmates requiring skilled nursing care are to 


be housed at DSNF Health Care Center or another TDOC institution. See Policy 


#113.32.  Female inmates requiring skilled nursing care are to be housed at the 


Debra K. Johnson Rehabilitation Center (DJRC). 


 


E.   Notification of Emergency Transfer:  The health administrator or their designee shall be 


responsible for electronically notifying the TDOC Chief Medical Officer (CMO), of 


emergencies within six hours after transfer via the Online Sentinel Event Log, in 


accordance with Policy #113.54.  


 


F. Clinical Transfer of an Inmate Sentenced to Death (ISD): 


  


1. Emergent transfers of an ISD away from the facility require immediate notification 


to the office of the TDOC Chief Medical Officer and the Assistant Commissioner 


of Prisons.  


 


2. All temporary medical transfers for ISDs must be authorized by the TDOC 


CMO/designee prior to transfer. 


 


3. All scheduled services provided for ISDs shall be completed at DSNF, unless 


service can only be provided elsewhere. 
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4. Transfers of ISDs to a facility outside of TDOC: The Assistant Commissioner of 


Prisons and the Warden or Warden’s designee shall be notified.  The Assistant 


Commissioner of Prisons may request assistance from the Director of the Office of 


Investigations and Conduct (OIC) for security team assignment.   


 


G. Temporary Medical Transfers: 


 


1. In accordance with Policy #113.12, inmates may be temporarily transferred for 


specialty care consultations and diagnostic testing.  These services may be 


primarily provided at one of the RSACs. 


 


2. Whenever such a transfer is approved, the health administrator or designee at the 


sending institution shall coordinate the transfer with the health administrator at the 


receiving institution in advance.  


 


3. The routine transfer of inmates for medical reasons shall be accomplished in the 


following process and in accordance with Policy #403.01. 


 


a.  The DSNF scheduler shall record approved consultations and appointments 


on the LIMA screen in the offender management screen (OMS). 


 


b. Institutional health care staff shall be responsible for inmate evaluation and 


medical clearance for travel. Upon a physician or mid-level provider’s 


review of an inmate’s medical record, the health administrator/designee 


shall determine if the inmate’s medical or health conditions require special 


transportation or medical escort and record this information on LIMA. The 


health administrator/designee shall determine if an inmate’s condition 


prohibits transportation on a Central Transportation vehicle, requires 


transport by ambulance or specially equipped vehicle, and/or requires 


escort by a member of the medical staff.  Special conditions and 


precautions shall be promptly communicated with transportation personnel 


and the receiving/sending institution. 


     


    c. The health administrator/designee shall ensure that the inmate is 


transported with all necessary resources, including the health record, 


medications, and any other information or equipment required for the 


inmate’s safety and management. These shall be documented on Health 


Records Movement Document, CR-2176, and in the inmate’s health 


record. Information and instructions for special treatment and/or 


medications shall be written in a manner readily accessible and easily 


understood by escorting and receiving personnel. 


 


    d. When an inmate refuses to be transported for a scheduled appointment, 


when a consultation or appointment is no longer required or is cancelled 


for any reason, it shall be documented and explained on LIMA by health 


staff at the institution at which the refusal or cancellation occurred. The 


health services staff shall immediately notify the DSNF Scheduler, the 


utilization management entity, and (if applicable) Central Dispatch Office.  
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The DSNF scheduler shall notify Central Transportation of the 


cancellation.   


 


e. In the rare event that the Warden is unable to comply with the physician's 


recommendation for medical transfer due to overriding concerns such as 


security, he/she shall provide a written explanation to the CMO and the 


Commissioner.  The Warden shall consult the TDOC CMO for assistance 


in determining alternative treatment measures.  


 


H.  Return from Medical Transfer:  The TDOC UME will notify the appropriate vendor’s 


statewide supervising physician (SSP) or designee when an inmate has been released for 


discharge from a hospital or emergency care center. The SSP, or designee, will coordinate 


with the CMO, or designee, to determine appropriate bed placement related to inmate 


acuity. The SSP, or designee, will notify the receiving facility’s medical director for 


admission in the appropriate bed placement within the respective facility, i.e., infirmary, 


observation, or cell bed. The inmate shall be seen by a health care provider within 24 hours 


after return from the hospital or emergency care center. 


 


I. Permanent Medical Transfers: 


 


1. A permanent transfer to another TDOC facility should be considered when an 


inmate requires an extended period of specialized treatment, prolonged 


rehabilitative services, close proximity to specialty medical care, or environmental 


needs which cannot be provided at the sending facility. 


 


2. The health administrator shall notify the Warden or designee of the need for such a 


transfer in writing or by e-mail.  Written notification shall include the relative 


seriousness of the case, the period of time within which the transfer should be 


effected, the type of transportation necessary, and whether the inmate requires a 


medical escort, any medications or care necessary while the inmate is en route.  If it 


is likely that an inmate may require medical attention en route, transportation 


alternatives to the chain bus (such as ambulance transport) shall be considered. 


 


3. The TDOC CMO has the final decision regarding medically related placements in 


TDOC institutions and may overrule the medical placement decisions of other 


physicians.  If any physician feels that he/she should appeal a medical placement 


decision, he/she shall send a written memorandum or e-mail to the TDOC CMO 


and include the rationale for his/her appeal.  Transfers to TDOC medical units shall 


be conducted as follows: 


 


a.   DSNF Health Care Center:  Any physician at the TDOC institution who 


believes that a male inmate is appropriate for placement at DSNF shall 


make a written request to the DSNF Medical Director that includes why the 


treatment or management plan cannot be accomplished at the current facility 


and why the transfer to DSNF is necessary.   


 


(1.) The physician shall prepare a memorandum justifying (in detail) the 


inmate’s physical needs that qualify him to be placed in the Long Term 


Nursing Care Unit. The memorandum shall outline the inmate’s: 
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(a) Medical history  


 


     (b) Diagnoses 


 


(c) Medications  


  


    (2.) The office of Health Services may obtain a copy when requested. 


 


    (3.) The DSNF Medical Director shall review the written request within 


seven days of receipt. He/she shall then contact the requesting 


physician and provide a response to the request for transfer.  The 


DSNF Medical Director has authority over admissions and discharges 


to the health care center.  However, in the event there is a 


disagreement between any physicians regarding placement for 


medical reasons, the TDOC CMO or designee shall have the final 


authority over placement. 


 


b. If there is an appeal by any physician regarding a medical placement at 


DSNF or any other institution, the TDOC CMO or designee shall respond 


by letter or e-mail to all involved physicians and inform classification of 


his/her placement decision. 


 


 c.  Once a medical placement decision is finalized, transfers shall be made in 


accordance with Policy #403.01 


 


J. Pre-Release Requirements:  Upon notification that an inmate is scheduled to be paroled or 


expire his/her sentence, the health services administrator or designee shall forward a current 


copy of the Transfer/Discharge Health Summary, CR-1895, to the counselor.  In addition, 


the health care staff shall ensure that any necessary referrals are made to local health care 


providers and community resources. In accordance with Policy #113.70, the health services 


staff shall ensure that the inmate receives at least a 30-day supply of all current 


medications.  


 


K. Invitee: The Chief Medical Officer or designee shall provide that any inmate having a 


significant healthcare treatment need at the expiration of the inmate’s term of incarceration 


is not to be released, except at such inmate’s request, as provided by TCA 41-21-204(e), 


until the inmate’s significant healthcare treatment need is; 


 


1. Resolved by an improvement of the inmate’s health to a degree adequate to permit 


discontinuation of the present course of care and treatment, or 


 


2. Susceptible to continuation via transfer to a community-based setting, or  


 


3. The inmate actually does request to be discharged after signing My Treatment Plan 


and Release From Prison, CR-4172. 


 


L. Health Records: 
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1. In accordance with Policy #403.01.1 and to ensure continuity of care and prevent 


the duplication of examinations, diagnostic tests, and treatment at the receiving 


facility, the health record shall accompany the inmate whenever he/she is 


transferred either temporarily or permanently to another TDOC facility.  This 


activity shall be coordinated by the institution's records office and the institution's 


health service staff at least 24 hours before a routine transfer.   


 


2.  Whenever the health record is to leave the facility, copies of the following records 


are to be maintained at the sending facility until receipt of the health record is 


verified by the receiving institution: 


 


a. Current Medication Administration Record 


 


b. Problem List 


 


c. Last CCC/Treatment Plan note 


 


d. Past 48 hours of Problem Oriented Progress Records, CR-1884 


 


3. The Transfer/Discharge Health Summary, CR-1895, shall be completed and signed 


with the health care professional’s full legal signature completing the form.  The 


completed form shall be attached to the inmate health record (which is sealed in a 


manila envelope). 


 


4. The Health Records Movement Document, CR-2176, "Comments" section, shall 


be completed by the health care professional to alert the transportation official of 


any special precaution or care necessary for the inmate while en route.  Specific 


types of information shall include the following: 


 


a. Medication needs during transit  


 


b. Special medical conditions such as diabetes and seizure disorders 


 


c. Suicidal tendencies or potentially dangerous behavior caused by mental 


status (See #5 below) 


 


d. Physical disabilities that may require special care during transportation or 


upon entering the receiving institution 


 


e. Isolation precautions, specifying the type 


 


5. When suicidal tendencies or potentially dangerous behavior caused by mental 


health status is present, the Psychiatric Intake Update, CR-3487, shall be completed 


by a mental health provider. The completed form shall be attached to the inmate 


health record with the Transfer/Discharge Health Summary, CR-1895.   


 


6. If an inmate is transferred to a jail or to any other law enforcement agency for 


custodial care, a Transfer/Discharge Health Summary, CR-1895, shall be 
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completed by the health care provider, signed with full legal signature and 


professional title, and forwarded with the inmate.  Also, a 30 day supply of the 


inmate’s medications shall be sent with the inmate to the destination.  The 


medications should be clearly labeled with the inmate's name, medication name, 


and dosage instructions.  The clinic shall be notified 24 hours prior to transfer 


whenever possible.  The original health record shall be archived as outlined in 


Policy #113.50.  


 


7. Transfer without Health Records: 


 


 a. If an inmate arrives at the receiving institution without health care records, 


the receiving facility’s health administrator shall immediately notify the 


transferring facility’s health administrator and arrange for the sending 


institution to transfer the records as soon as possible and report on the 


Online Sentinel Event Log (OSEL) Any pertinent information needed by 


the receiving facility shall be faxed immediately.  If the requested 


information is not received within 24 hours, the receiving health 


administrator shall notify the Warden so that further action can be taken to 


secure the health record.  


 


b. Until the complete health care record arrives, current medical information, 


including allergies, is to be noted on a progress note.  This information 


may be obtained from the sending institution’s health care staff or through 


an interview with the inmate.  The receiving facility shall contact the 


pharmacy and request a copy of the current medication orders.  


 


8. Protected health information shall not be disclosed to an unauthorized third party 


other than as stated in Policies #103.04, #113.52, and #512.01. 


 


VII. ACA STANDARDS:  5-ACI-6A-04, 5-ACI-6A-05, 5-ACI-6A-06, 5-ACI-6A-28, 5-ACI-6B-08, and 


5-ACI-6D-06. 


 


VIII. EXPIRATION DATE:  November 1, 2024 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 


 







 
 


TENNESSEE DEPARTMENT OF CORRECTION 
 


TRANSFER/DISCHARGE HEALTH SUMMARY 
 


CR-1895 (Rev. 12-19) Duplicate as Needed   RDA 1458 


 


Name of Inmate:       TDOC ID:       


 


Inmate DOB:       Gender:  Male  Female 


 
Current Institution/County/Facility:       Receiving Institution/County/Facility:       


Reason for Transfer/Discharge:       
 


Requires Chronic Illness Monitoring:   Yes  No Requires Mental Health/Psychiatric Monitoring?  Yes  No 
 


HEALTH HISTORY Check (√) all conditions present 
 


 HIV/AIDS  Depression  Hernia  Prosthesis (specify)       


 Alcoholism  Diabetes  High Cholesterol  Rheumatoid Arthritis 


 Anemia  Emphysema  Hypertension  Stroke 


 Asthma  Epilepsy  Kidney Disease  Suicide Attempt/Gesture/Ideation 


 Cancer (specify)        Heart Disease  Liver Disease  Tuberculosis 


 Chemical Dependency  Hepatitis C  Multiple Sclerosis  Venereal Disease 


 COPD  Other (specify):      


MH Diagnosis(s):       
 


MEDICATION ORDERS 
 


NAME OF DRUG STRENGTH/ROUTE FREQUENCY 
LAST DOSE 
DATE/TIME 


MEDICATION 
SENT(Circle Y/N) 


AMOUNTS 
SENT 


KOP 
(Circle Y/N) 


                        Yes No       Yes No 


                        Yes No       Yes No 


                        Yes No       Yes No 


                        Yes No       Yes No 


                        Yes No       Yes No 


                        Yes No       Yes No 


                        Yes No       Yes No 


                        Yes No       Yes No 
 


Brief Summary of Current Problems/Diagnosis(s):       
 


Special Instructions (e.g. Allergies, Diet, Impairments, Medical Appointments, etc.):       
 


Referred to Community Resources:  Yes  No Specify:       
 


TB INFORMATION 
 


TB Clearance  Y  N; BCG  Y  No; PPD Completed:      /     /      Results:       CXR Completed      /     /      
 


Health Authority Clearance:      /     /      
 


                    


Name  Title  Date 
 


SPECIAL INSTRUCTIONS/PRECAUTIONS 
 


Inmate is on Suicide Monitoring or Special Mental Health Observation:  Yes  No Dates:       
 


Is Inmate medically able to travel by BUS, CAR, or VAN?  Yes  No 
Does the inmate require medication during transport?  Yes  No 
Does the inmate require medical equipment during transport?  Yes  No 
Does the inmate have communicable disease clearance to travel?  Yes  No 
Is the Transport Officer required to use universal precautions and the use of masks or gloves?  Yes  No 
 


Conservator:  Yes (list information below)  No ( If no, list Emergency Contact) 


Name:       Address:       Phone:       
 


Report prepared by:              


Health Signature/Professional Title  Date 
 


Report prepared by:              


 Mental Health Signature/Professional Title (if applicable)  Date 
 


Receiving Institution:              


Signature/Professional Title  Date 
 







CR-2176  (Rev. 12-19)           RDA11085 


White-Exterior Packet     Canary-Exterior Packet     Pink-Inside Records Packet     Goldenrod-Sending Institution Medical Records Office 


TENNESSEE DEPARTMENT OF CORRECTION 


HEALTH RECORDS/MEDICATION MOVEMENT 
 
 


DESTINATION:       
 


THIS PACKET CONTAINS HEALTH RECORDS ON THE FOLLOWING INMATE(S): 


 
   C H E C K  A L L  T H A T  A P P L Y  


 


 
Inmate Name  TDOC ID 


Health 
Record 


Dental 
Record Medication 


* Purpose 
(A, B, C or D)


# of 
Volumes


1.       
 


               
 


2.       
 


               
 


3.       
 


               
 


4.       
 


               
 


5.       
 


               
 


6.       
 


               
 


7.       
 


               
 


8.       
 


               
 


9.       
 


               
 


10.       
 


               
 


11.       
 


               
 


12.       
 


               
 


13.       
 


               
 


14.       
 


               
 


15.       
 


               
 


 
 
 


* PURPOSE OF RECORDS MOVEMENT: 


A. Permanent Transfer B. Temporary Transfer for Clinical Services    C. Record to Archives   D. Other (See Comments) 


  
 


Comments:       


      


      
 
 


Sending Institution:        
 
 
 


Clinical Services Signature:  
 
 


* *  TH I S  D O C U M E N T  S H A L L  N O T  C O N T A I N  P R O T E C T E D  H E A L T H  I N F O R M A T I O N  * *  







 


CR-3425 (Rev. 4-21)         RDA 1458 
White-Receiving Facility emergency Room – Complete and Return Canary-Inmate’s Health Record until original is returned 


TENNESSEE DEPARTMENT OF CORRECTION 


REFERRAL FOR EMERGENCY CARE 


 


INSTITUTION 
 


Name:      
 Last   First   Middle  TDOC ID  Date 


 
Date of Birth:  Race:  Referring Institution:  


 


Current Complaint/Pertinent History:  


 


 


 


Allergies:  Current Medication(s):  


Treatment Given Prior To Transfer Including Immunization:  


 


 


 Facility Referring To:  


Referral Coordinated With (Name):  Phone:  Time:  


Ambulance Service Utilized:  Date:  Time Requested:  


Referring TDOC Health Professional:  Phone:  
 Signature/Professional Title   


 
  
 


* REPORT FROM OUTSIDE FACILITY 


Date Patient Received:  Time:  Emergency Facility:  


      
 


Treatment Given:  


 


 


Diagnosis:  


Recommend Disposition/Follow-up:  


 
 


   


Physician Signature  Date 
 
 
 


* May attach copy of Emergency Room Report in lieu of completing above report. 
 







 


CR-3487  (Rev. 4-21)    Duplicate as Needed    RDA 1458 


              Original: Inmate’s Health Record 


 


 


INSTITUTION 
 


INMATE NAME:  TDOC ID:  


 Last   First  Middle   


DOB:  Gender:  Race  Custody Status:   Date:  


 
 


COURSE OF TREATMENT TO DATE  


Define Problem Areas:  


 


 


 


Psychotropic Medications:  


 


Last Psychiatrist Visit:  


 


CURRENT MENTAL STATUS  


 


 


 


 
History of suicide attempts in the past year:   Yes  No How many?  


 
DIAGNOSTIC IMPRESSIONS 
 


 DSM-V:  


 


 


 


TREATMENT RECOMMENDATIONS:  


 


 


 


 
 
 


   


Staff Psychiatrist Signature  Date 


 


   


Staff Psychologist Signature  Date 


 


   


Staff Signature/Title  Date 
 


TENNESSEE DEPARTMENT OF CORRECTION 


PSYCHIATRIC UPDATE 







 
TENNESSEE DEPARTMENT OF CORRECTION 


 


MY TREATMENT PLAN AND RELEASE FROM PRISON 
 


CR4172 Rev. 4-21 Duplicate As Needed RDA1458 


 
 
My name is,   , I am receiving care at  


 Name  Facility 
 


I am aware that my prison sentence will end on  I am aware that I am not required to 


 Date  
 


leave on that date if I still need care and cannot get it anywhere else.  


 
 
 
 
By my signature or by my mark below, I say, here, that it is my wish to remain in the care of  


 Facility 
 


After my sentence has ended, only for the purpose of following my treatment plan, until I can get this care in 


 
the community, or until I may request my discharge and release for any other reason.  


 
 
 
 
 
 
     


Invitee  TDOC ID  Date 


 
     


TDOC Chief Medical Officer/Designee  Date   


 
     


Warden  Date   


 
     


TDOC Representative  Date   


 





		113-04.pdf

		113-04.pdf

		CR1895-Transfer-Discharge Health Summary(REV)-12.2019

		CR2176-Health Records-Medication Movement Document12-19

		CR3425-Referral for Emergency Care 4.21

		CR3487-Psychiatric Intake Update(REV)-4.2021

		CR4172-MY TREATMENT PLAN AND RELEASE FROM PRISON-04.2021
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Effective Date:   February 15, 2020 


Distribution:  


Supersedes:   113.11  (10/15/16)                  
 Approved by:   Tony Parker 


Subject:  CLINICAL AND NURSING PROTOCOLS         


 
 
 I. AUTHORITY:  TCA 4-3-603 and TCA 4-3-606. 
 
 II. PURPOSE:  To establish safe and effective medical treatment of inmates by establishing uniform 


guidelines for the identification and care of minor ailments and emergency situations.   
 
 III. APPLICATION: Warden/Superintendent, Director(s) of Nursing (DON) Health Administrators, 


Associate Wardens of Treatment/Deputy Superintendents, physicians, dentists, mid-level 
providers, registered nurses, licensed practical nurses, certified nursing assistants, medical 
contractors, and privately managed institutions. 


 
 IV. DEFINITIONS: 
 


A. Clinical Protocols:  A document in which the institutional Medical Director/Supervising 
Psychiatrist delegates guidelines of medical/behavioral health management to a mid-level 
provider.  Clinical protocols are a formal method established for the management of a 
disease process or behavioral health disorder.  Clinical protocols outline diagnostic tests 
(including laboratory tests) and treatment for identified health or behavioral health 
conditions and are used under physician supervision only by professionals with formal 
advanced training and certification/license in primary health or behavioral health care 
delivery. 


 
B. Mid-Level Provider:  A clinical professional with advanced practice training that legally 


authorizes him/her to treat patients and prescribe medication under protocols developed 
by his/her supervising physician.  Mid-level providers may include (but are not limited 
to) a physician assistant, an Advanced Practice Nurse with a master level of training or 
doctorate, and a certificate of fitness in their field of expertise.  


 
C. Nursing Protocols:  Written instructions that guide and educate nurses in the specific 


steps to be taken in evaluating an inmate’s health status and providing clinical 
interventions.  Such protocols are directed by a physician or dentist and authorize the 
nurse to provide definitive treatment for minor health conditions and/or emergency care.   


 
D. Nursing Protocol Progress Notes:  Designated progress notes which document a directed 


assessment indicated for a specific nursing protocol. 
 
E. SOAP Format:  Medical charting/documentation of clinical assessments in the health 


record as follows: 
 


S: = Subjective- patient reported complaint(s), history and symptoms 
 O: = Objective- examinations and diagnostic tests 
 A: = Assessment- diagnostic impression, rule-outs 
 P: = Plan- Treatment plan; interventions, follow-up  


           ADMINISTRATIVE POLICIES 
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                      State of Tennessee 
                Department of Correction 







 


 
F.  Supervising Physician:  A licensed and actively practicing physician who has been 


identified as accepting the responsibility for supervising a mid-level provider.   
  


 V. POLICY:  Medical treatment by Clinical Services personnel other than a physician, dentist, or 
other independent provider shall be performed pursuant to clinical/nursing protocols or direct 
orders by personnel authorized by law to give such orders.   


 
        VI.     PROCEDURES: 
  
  A. Nursing Protocols: 
 


1. At least annually, nursing protocols shall be reviewed and approved in writing by 
the TDOC Director of Nursing in coordination with the Statewide Continuous 
Quality Improvement committee. Such written approval shall be maintained with 
the nursing protocols. 


 
2. At least annually, the TDOC’s nursing protocols shall be jointly reviewed by the 


responsible physician/dentist and the nursing staff and shall constitute a mutual 
agreement concerning the management of commonly occurring conditions and 
emergency care needs.   


 
3. All institutions shall maintain a current copy of the TDOC approved nursing 


protocols in their Health Services unit manual.  Nursing protocols shall have a 
cover sheet which serves as a letter of agreement between the physician and the 
appropriate nursing staff.  (See Attachments A through C) 


 
4. All nursing staff shall be oriented to the nursing protocols prior to providing 


nursing care specified in the protocols.  It is the option of either the responsible 
physician/dentist, Director of Nursing, or the health administrator to restrict an 
individual employee's use of the protocols, based on educational background, 
experience level, expertise, or demonstrated performance. 


 
5. A copy of the TDOC’s nursing protocols shall be readily available in all clinical 


areas (exam rooms, nurses’ stations, and the infirmary) for use as a reference.  
  
6. Each protocol directed assessment shall be documented in the Health Record 


utilizing the Nursing Protocol Progress Note (NPPR) indicated for each symptom 
specific protocol in the current year’s edition of the TDOC Nursing Protocols. 
These forms are not all inclusive. The nurse performing the assessment shall be 
responsible for ensuring that all pertinent information is assessed, documented, 
and communicated to the provider.   


 
7. When a nursing protocol includes medication therapy, the protocol indicated 


medication shall be written on the Physician’s Order Sheet, CR-1892, to clearly 
specify:  
 
a. Name of medication or drug 
b. Dosage(s) authorized 
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c. Dosage form 
d. Route(s) of administration 
e. Duration of order/ start and stop date 
f. Intervals of administration 
g. Contraindications for use, if appropriate 
h. Indications for use 
 


  8. All nursing protocols utilized with medication therapy must be co-signed, dated, 
and timed, by the supervising physician within 14 days.  


 
B. Clinical Protocols:  Mid-level providers shall practice pursuant to written protocols 


developed and signed by the Medical Director/Supervising Psychiatrist, within the limits 
of applicable state and federal laws and regulations.  Clinical protocols define the scope 
of practice and are the means by which the physician/dentist delegates specific acts of 
medical management which shall include:    


 
1. Each mid-level provider shall have a physician preceptor who is responsible for 


supervising his or her clinical practice. The physician/mid-level provider 
relationship shall be clearly established in writing, with a copy maintained by 
each party and the health/behavioral health administrator.   


 
2. Before a mid-level provider is allowed to practice under clinical protocols, the 


training, credentials, and experience level of the individual shall be verified by 
(and to the satisfaction of) the Medical Director/Supervising Psychiatrist 
administrator which if unsatisfactory, may restrict an individual mid-level 
provider in his or her use of clinical protocols. 


 
3. At least annually, the clinical protocols shall be reviewed and revised as 


necessary. The Medical Director/Supervising Psychiatrist and mid-level provider 
shall sign and date the letter of agreement. This agreement shall also serve as a 
cover letter for the clinical protocols, which are mutually agreed upon by the 
Medical Director/Supervising Psychiatrist and the mid-level provider and 
renewed annually.  Attachment C is a sample Physician/Mid-level Letter of 
Agreement.  When a change in the Medical Director/Psychiatrist or mid-level 
provider occurs, a new letter of agreement shall be signed.  


 
4. Form PH-3625 shall be completed as indicated by TDOH-Health Related Boards. 


 
5. 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 health 
record on the plan of treatment receiving approval. 


 
6. The clinical protocols shall be readily available in all clinical areas (exam rooms, 


nurses’ stations, and the infirmary) at all times for reference by individual 
mid-level providers and other staff members as needed.  Professional 
publications may serve as the clinical resource as approved by the Medical 
Director/Supervising Psychiatrist in accordance with the procedures in this 
policy. 
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7. Only board certified psychiatrists may delegate (in clinical protocols) the 


prescribing of psychotropic medications, and then only to advanced practice 
psychiatric nurse clinicians who have specialized training in psychiatric practice 
who are authorized to do so under Tennessee regulations, and are under the 
psychiatrist’s supervision. 


 
 C. Standing Orders:  If the institution employs healthcare personnel other than a licensed 


provider (i.e. certified nursing assistants), the care is provided pursuant to approved 
written standing orders or direct orders by personnel authorized by law to give such 
orders. Each institution shall include such written standing orders in their Health Services 
Unit Manual. 


 
VII.     ACA STANDARDS:   4-4381, 4-4382, and 2-CO-4E-01. 
 


VIII.     EXPIRATION DATE:   February 15, 2023. 
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Attachment A 


 
TENNESSEE DEPARTMENT OF CORRECTION 


NURSING PROTOCOLS LETTER OF UNDERSTANDING 
 


These nursing protocols are designed for use by the nursing staff of the Tennessee Department of 


Correction and associated contractors. Treatment by health care personnel other than a physician, dentist 


or other independent provider must be performed pursuant to written or direct orders or protocols.  


Registered and Licensed Practical Nurses may practice within the limits of state and federal laws.  These 


nursing protocols constitute directives from the responsible physician to the nurse for the treatment of 


commonly occurring conditions or emergencies.  Each nursing protocol is mutually agreed upon by the 


Facility Medical Director and facility nursing staff.  Before a member of the nursing staff is allowed to 


practice under these protocols, the training credentials and experience level of each nurse shall be 


verified to the satisfaction of the responsible physician and nursing director/supervisor.  It is the option 


of either the responsible physician or the nursing director/supervisor to restrict an individual nurse in his 


or her use of these nursing protocols based on the individual’s education, experience, or ability. 


 


It is essential that a good working relationship be maintained between the nursing staff and the 


responsible physician.  At least annually, nursing protocols shall be reviewed jointly by the responsible 


physician and the nursing staff.  The responsible physician shall in a timely manner review treatment 


provided by the nurses and co-sign in the health record orders and treatment initiated by the nurse 


pursuant to protocols.  It is expected that when questions arise the nurse will obtain a consultation either 


face-to-face or via phone or refer that patient to the appropriate provider.  


 


 


    ________________________________________  
    Facility Medical Director’s Name (Please Print) 
 


    ________________________________________         ______________ 
    Signature of Facility Medical Director          Date 
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Attachment B 


 
TENNESSEE DEPARTMENT OF CORRECTION 


NURSING PROTOCOLS SIGNATURE SHEET 
 


My affixed signature indicates that I have read and understand the scope of the TDOC Nursing 
Protocols.  I have the necessary skills, knowledge, and understanding to use these protocols.  I agree to 
abide by the conditions of supervision as expressed in the attached Letter of Understanding.  I further 
acknowledge that any variance from the approved procedures is not acceptable.  I understand that the 
protocols are by no means exhaustive, and I am expected to know my limitations and to seek assistance 
from other healthcare professionals as needed.  Utilization of the TDOC’s Nursing Protocols shall be 
documented in the inmate health record and signed, using my signature and title. 
 


NURSE 
(Print Name) 


SIGNATURE AND TITLE 
OF NURSE 


LICENSE # DATE 
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Attachment C 
 


TENNESSEE DEPARTMENT OF CORRECTION 
PHYSICIAN/MID-LEVEL AGREEMENT  


 
 
These clinical protocols are designed for use by the mid-level providers at (Name of Correctional Facility).  


Treatment by health care personnel other than a physician, dentist or other independent provider (such as an 


Optometrist or a Podiatrist) must be performed pursuant to written or direct orders or established protocols.  Mid-


Level providers with a Certificate of Fitness and current state licensure may practice within the limits of state and 


federal laws.  These protocols constitute directives from the Medical Director/Supervising Psychiatrist to the mid-


level provider, of identified conditions, including episodic illnesses, chronic illnesses, and emergency treatment.  


Each protocol includes the condition, any required diagnostics and treatment and referral data, if applicable, as 


mutually agreed by the Medical Director/Psychiatrist and the mid-level provider. 


  


Before a mid-level provider is allowed to operate under these protocols, their training, credentials and experience 


level shall be verified to the satisfaction of the Medical Director/Psychiatrist.  


  


It is essential that a good working relationship be maintained between the mid-level provider and his/her 


supervising physician.  Protocols shall be reviewed jointly by the Medical Director/Supervising Psychiatrist and 


the mid-level provider on a regular basis.  The supervising physician shall in a timely manner review treatment 


provided by the mid-level provider, and co-sign and date, in the health record, when appropriate and necessary, 


orders and treatment initiated by the mid-level provider pursuant to protocols.  Mid-Level providers practicing in 


Tennessee recognize that by state law they are personally responsible and liable for their actions.  


 
_____________________________________     ___________________ 
Signature and Title of Medical Director/Psychiatrist    Date 


 
______________________________________     ___________________ 
Signature and Title of Mid-Level Provider     Date 


 
______________________________________     ___________________ 
Signature of Supervising Physician      Date 
 
 
 
 
 
 







CR-1884 (Rev. 08-2019)    Printed or Duplicate as Needed    RDA 1100 


TENNESSEE DEPARTMENT OF CORRECTION 
 


PROBLEM ORIENTED – PROGRESS RECORD 


      
INSTITUTION 


 
INMATE NAME:        TDOC ID:        


 
 


 


DATE TIME  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


 
Do Not Write on Back 







 
 


PHYSICIAN'S ORDERS 
 


                
NAME 


 
       TDOC ID 
        
       ROOM No. 
 


 Drug Allergies      PHYSICIAN 
 
   Date       DO NOT USE THIS SHEET   1 Nurse's 
 & Time       UNLESS A RED NUMBER SHOWS    Initials 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 CR-1892 Rev 10-19   PLEASE! USE BALL POINT  PHYSICIAN'S ORDERS 
       PEN ONLY                RDA-1100 
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Effective Date:  November 1, 2021  


Distribution:  A 


Supersedes:  113.23 (6/1/18) 


                     PCN 20-6 (3/15/20) Approved by:  Tony Parker   


Subject:      STANDARDS FOR CLINICAL CASE MANAGEMENT     


           ADMINISTRATIVE POLICIES 


                    AND PROCEDURES                     
  State of Tennessee 


                Department of Correction 


 


I. AUTHORITY:  TCA 41-21-204; TCA 41-21-503; TCA 41-21-504; TCA 41-21-505; TCA 41-21-


506; TCA 41-21-507; TCA 41-21-509; TCA 41-21-515; TCA 41-21-516; TCA 4-3-603;  and TCA 4-


3-606.  


 


II. PURPOSE:   To establish a uniform set of guidelines and procedures to be used by TDOC for direct 


case planning and clinical case management, in addition to outlining the clinical case management 


process for offenders.  


 


III. APPLICATION: Tennessee Department of Correction (TDOC) and privately managed facilities. 


 


IV. DEFINITIONS: 


 


A. Behavioral Health Administrator (BHA):  A licensed or qualified mental health professional 


who is approved by the Warden/Acting Warden and the Director of Behavioral Health 


Services to assume the responsibility of coordinating the delivery of behavioral health 


services. 


 


B. Case Management Plan (CMP):  A continuously updated and edited series of goals and action 


steps that govern the confinement, supervision, treatment, sanctioning, transition, and 


rehabilitative needs of individuals sentenced to serve their sentence under the authority of the 


TDOC. Updates and edits are determined by validated risk and needs 


assessment/reassessments as well as qualifying events.  


 


C. Clinical Case Management Services:  Services that involve engagement of the patient, 


assessment,  planning, linkage with resources, consultation with families, collaboration with 


behavioral health, medical, community services, and security to provide efficient needs of the 


offender. 


 


D. Clinical Case Manager:  The staff member(s) responsible for the assessment and coordination 


of offender clinical case management services during incarceration and for making 


arrangements for the continuum of these services through community resources and/or 


partnerships as needed. 


 


E. Community Resource:  Any public or private agency that provides services, counseling, or any 


type of assistance which helps offenders cope with the responsibilities of community 


supervision and/or addresses the barriers that can keep an offender from being successful in 


the community. 


 


F. Counseling Services Team:  A team comprised of the offender’s assigned clinical case 


manager, reentry specialist, career development specialist, institutional parole specialist, and 


chief counselor. 


 


G. Dashboard:  An electronic data visualization tool that displays the current status of metrics and 


key performance indicators (KPIs) for an enterprise.  
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H. Expiration of Sentence:  The date upon which an offender is considered to have completed his 


or her sentence of incarceration without parole or probation supervision being required. 


 


I. Forensic Social Work (FSW) Program:  Community based program within TDOC Division of 


Rehabilitation Services that seeks to provide treatment services and support for offenders who 


are under state probation or parole by developing rapport and assessing needs that will address 


the offenders medium to very high risk “criminogenic” factors. 


 


J. Health Services Administrator (HSA):  A designated facility staff member who is 


administratively responsible to the Warden or designee for the provision of health services to 


the inmate population. 


 


K. Housing Provider:  A halfway house, residential treatment program, residential work program, 


transitional house, group home, nursing home, assisted living home, or any legitimate 


community-based facility that will accept the residential placement of an offender. 


 
L. Institutional Probation and Parole Specialist (IPPS):  A TDOC Community Supervision 


employee in a dedicated position that serves as a probation parole liaison for offenders, 


institutional staff, Community Supervision staff, and the Board of Parole (BOP) and whose 


work assignment is based out of an institution. 


 


M. Medical Furlough:  The release of an inmate from TDOC institutional custody (for medical 


reasons) to the supervision of the TDOC Division of Community Services. 


 


N. Offender Management System (OMS): A management information system designed to track 


offender populations and characteristics throughout TDOC.  


 


O. Offender Reentry Application: An electronic application on the offender management system 


(OMS) that is used by the institutional reentry staff members to enter the required diagnostic 


information in the designated text fields at the specified milestones. 


 


P. Reentry Services: Services specifically related to the inmates’s/residents/participant’s 


transition back into the community, i.e. state identification, vital documents, inmate 


programming, Veteran’s benefits, transportation, mental health, medical, connection with 


community resources, TRICOR transitional services, etc. 


 


Q. Scheduled Parole Hearing Date (SPHD):  The certified date an offender is scheduled to appear 


before the Board of Parole to receive a grant hearing.  The scheduled parole hearing date will 


appear on OMS screen LPDP, the Parole Board Eligibility Docket.   


 


R. Transitional Housing:  A program of supervised living designed to seamlessly shift offenders 


from incarceration back into the community and provide reentry. 


 


V. POLICY: The TDOC shall develop an individualized clinical case management plan for each 


offender who requires medical or behavioral health services. 


 


VI. PROCEDURES: 
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A. Clinical case management shall be responsible for the assessment, planning, and coordination 


of reentry services for offenders requiring clinical services or clinical placement upon release 


in order to promote continuity of care. 


 


B. Clinical case management shall effectively address the assessed need(s) of the offender, 


ensuring the offenders’ correctional case plan is developed, regularly reviewed, and revised, 


and that the offender receives adequate services that are measured and recorded. 


 


C. Offenders with identified clinical needs (medical, behavioral health, substance use) shall be 


assigned a clinical case manager to ensure proper assessments and services are provided 


consistently with TDOC policies and procedures. 


 


D. The clinical case manager shall be assigned upon an offender’s admission to a facility and 


once identified with a medical and/or behavioral health need. 


 


1. The assigned clinical case manager shall access the following information through the 


OMS, the noted documents or databases, an interview with the offender, and collateral 


sources. 


 


a. Criminal history 


b. Medical profile 


c. Behavioral health profile 


d. Dental profile 


e. Detainers 


f. Citizenship 


g. Confirm that a DNA sample has been collected 


h. Language barriers 


i. Chemical dependency assessment 


j. Sex offender assessment and treatment recommendation 


k. Veteran status 


l. Emergency contact 


m. Community services 


2. As necessary or appropriate for the individual offender, the clinical case  manager  shall: 


 


a. Coordinate community services upon the offender’s release  


b. Conduct offender assessments to determine reentry care plans  
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c. Coordinate internal and external resources to facilitate a continuum of care 


d. Maintain an ethical commitment to ensure confidentiality within the limits of a 


correctional environment 


 


e. Note social services history  


f. Discuss with the offender his/her release plan 


g. Follow-up on the offender’s eligibility for early release programs within the facility 


and/or community 


 


h. Monitor the offender’s progress and adjustment through reading incident reports, 


making collateral contacts, and individual meeting 


 


i. Respond to offender inquiries regarding release plan and application for benefits 


j. Respond to professional or collateral inquiries 


k. Make case notes on offender and collateral contacts (e.g., OMS, medical chart, etc.) 


 


l. Explain to the offender(s) the parameters of release plan options and discuss 


available community programs 


 


E. The clinical case manager shall communicate with the counseling services team and the 


Reentry Discharge Planning Committee listed below to assist with offenders’ reintegration 


into the community. 


 


1. Offender/Inmate   


2. Offender’s family member(s) 


3. Associate Warden of Treatment 


4. Chief Counselor   


5. Reentry Specialist   


6. Behavioral Health Administrator   


7. Health Services Administrator 


8. Clinical Case Manager   


9. Clinicians (Providers) 


10. Chaplain and Program Personnel 


11. Institutional Probation and Parole Specialist (IPPS)  
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12. Forensic Social Workers (FSW): 


a.   The clinical case manager shall complete Forensic Referral Social Worker, CR-


3927, and forward to the appropriate FSW Supervisor to request an appointment 


date and time with the assigned FSW prior to their final meeting with the offender. 


 


b. The FSW Supervisor shall forward the clinical case manager the date, time, and 


location of the offender’s FSW appointment in the community. 


 


c. The clinical case manager shall ensure this information is shared with the offender 


along with the date, time, and location for any community mental health 


appointments.  


 


d. Prior to the offender’s departure from the institution, the clinical case manager shall 


forward the Discharge Mental Health Summary, CR-3616, including the date, time, 


and location for any community mental health appointments to the appropriate FSW 


Supervisor. 


 


e. In the event that an inmate refuses coordination of mental health services, the 


clinical case manager will forward the Refusal of Medical Services, CR-1984, to the 


FSW supervisor in the location of the offender’s release. 


 


F. The clinical case manager shall reevaluate the offender reentry plan twelve months prior to the 


offender’s day of release. 


 


1.  The clinical case manager shall receive a referral from the facility HSA and/or BHA on 


offenders with medical or behavioral health reentry needs.  


 


2.     Upon receipt of the referral, the clinical case manager shall: 


 


a. Review the scheduled parole hearing date (SPHD), future action date (FAD), and/or 


sentence expiration date (SED). 


 


b. Make a determination of the offender’s needs. 


 


c. Shall review the physical and behavioral health assessments that include health 


education and the development of the reentry plan. 


 


d. Collaborate with Reentry Discharge Planning Committee. 


 


e. Verify the following components to ensure a seamless transition for the offender 


from incarceration to the community: 


 


(1) Family reunification 


(2) Transportation 


(3) Follow-up appointments  


(4) Benefits 
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(5) Identification of housing needs 


(6) Vocational rehabilitation referrals 


(7) Forensic Social Workers 


G.    The clinical case manager shall provide on-going reentry services to the offender.  


 


   1. The clinical case manager shall maintain statistical data by updating and completing the      


following: 


 


a. Dashboard tracking log 


b. Clinical Services screen in Reentry Application 


c. Medical furlough submissions on TDOC designated secured computer drives 


 


   2. The clinical case manager shall maintain continuum of services through review at the 


following intervals:  


 


a. Twelve months 


b. Six months 


c. Three months 


d. Sixty days 


e. Day of release 


   3. The clinical case manager shall complete clinical services screen input and updates in the 


reentry application located on the intranet. 


 


   4. Clinical case managers shall assist with coordination of the process for medical furlough 


applications in accordance with Policy #511.01.1. 


 


VII. ACA STANDARDS: 5-ACI-5B-11,  5-ACI-5E-02, 5-ACI-5E-04, 5-ACI-5E-05, and 5-ACI-5F-01   


 


VIII. EXPIRATION DATE:   Nobember 1, 2024 


 


 


 


 


 


 


 


 


 


 







CR-1984 (Rev. 8-19)                                        Duplicate As Needed      RDA 1458 
 


TENNESSEE DEPARTMENT OF CORRECTION 
HEALTH SERVICES 


REFUSAL OF MEDICAL SERVICES 
 
 


INSTITUTION:       
 


 
 


Date _______________  20 _____  Time __________ AM/PM 


 
This is to certify that I __________________________________________________, _________________________ 


have been advised that I have been scheduled for the following medical services and/or have been advised to have 


the following evaluations, treatment, or surgical/other procedures: 


      


 
      


 


      
 


I am refusing the above listed medical services against the advice of the attending physician and/or the 
Health Services staff.  I acknowledge that I have been informed of the risks involved by my refusal and hereby 
release the State of Tennessee, Department of Correction, and their employees from all responsibility for any ill 
effects which may be experienced as a result of this refusal.  I also acknowledge this medical service may not be 
made readily available to me in the future unless an attending physician certifies my medical problem as a medical 
emergency. 


 
 


Signed:         
(Inmate)   (TDOC ID)  (Date) 
 
 
 


Witness:       
(Signature)   (Title)  (Date) 
 


 
The above information has been read and explained to, 
 
 


      but has refused to sign 


the form. 


 


Witness:       
(Signature)   (Title)  (Date) 
 
 


Witness:       
(Signature)   (Title)  (Date) 


 


(Inmate’s Name) (TDOC ID)


(Inmate’s Name) (TDOC ID)







 


CR-3616 (Rev. 05-21)   Duplicate As Needed    RDA 1458 
 


TENNESSEE DEPARTMENT OF CORRECTION 
DISCHARGE MENTAL HEALTH SUMMARY 


      
INSTITUTION 


 


RE:              
 PATIENT NAME  TDOC ID 


                     
 DATE OF BIRTH  AGE  GENDER 


 
DIAGNOSED WITH: 


  SERIOUS MENTAL ILLNESS (SMI)    SERIOUS AND PERSISTENT MENTAL ILLNESS (SPMI)    NONE OF THE ABOVE 
 


LEVEL OF CARE:       
 


D5M5 DISCHARGE DIAGNOSIS:  


  
 


CONSERVATOR   YES    NO: 
 


Conservator Contact Name:       Telephone:       


Address:       


       
 


CURRENT MEDICATIONS: 
 


NAME DOSAGE FREQUENCY PRESCRIBING DOCTOR 


                        


                        


                        


                        


                        


                        


                        
 


Recommendations: 


      Mental Health Services                   Yes     No 


Community Appointment 
     


 
Date Time Agency 


Substance Use Services      Yes     No If yes, please explain:       
 


Comment(s):  


  


  


  


  


 


   
STAFF SIGNATURE  DATE 


   
STAFF NAME (PRINTED)   


 


This information has been disclosed to you for use in your official capacity, from records for which 


confidentiality is protected by law.  See Tennessee Code Annotated 10-7-504(a) (1).  See also Title 42 CFR Part 


2, where applicable.  Further disclosure of this information without the subject’s specific authorization is 


prohibited. 







TENNESSEE DEPARTMENT OF CORRECTION 


Referral 
Forensic Social Worker 


CR-3927 (Rev. 05-21) Duplicate as Needed RDA 11410 


Instructions: Complete ALL applicable fields. Enter “N/A” in text fields that do not apply to the offender. 


Offender Information: Check if Sex Offender ☐
Last 
Name: Click to Enter Name First Name: Click to Enter Name. 


TDOC ID: 


Click to 
Enter 


TDOC. DOB: 


Click to 
Enter 
DOB Race: 


Choose a 
Race or 
Click to 


Type. Gender: 
Choose 
an item. 


Mailing Address: Click to Enter Mailing Address. Phone #: Click to Enter Phone. 


☐ Check if homeless


or shelter address


Click to Enter City., TN Click to Enter 


ZIP. 
Alternate 
Phone #: 


Click to Enter Alternate 


Phone. 


Case Type: Choose an item. Expiration Date: Click to enter text. 


Current Offense(s): Click to Enter Current Offenses. 


Supervision Information: 
Risk 


Assessment 
Score Choose an item 


Current 
Supervision 


Level: Choose an item. 


Current 
Supervision 


Type: Choose an item. 


Referral Information: Referral Priority: Choose a Priority 


FSW Name: 


Click to Enter FSW 


Name. Office Location: Click to Enter Office 


Last Drug Screen: 


Click here to enter 


a date. Results: Click to Enter Results. 


Referral Requests/Offender Needs: Appointment Date: Click to Enter Date. 


☐ Crisis Intervention ☐ A/D assessment ☐ Other: Click to Enter Other. 
☐ Mental Health counseling ☐ Anger Management ☐ Relapse Prevention


☐ Domestic Violence Group ☐ Batterer’s Intervention ☐ Transitional/Life Skills


Reason for Referral: 


☐ Court/Board Ordered
☐ Supervisor Requested


Sanction


☐ Officer Requested Sanction ☐ Risk/Needs Assessment ☐ Other


Offender History: (Check all that applies and enter additional information for each checked item) 


☐ Suicidal Ideations ☐ History of Substance Use ☐ History of Violence


☐ Mental health Diagnoses Click to Enter Diagnoses ☐ Medications:


Click to List 


Meds. 


☐ In-patient Treatment: Click to Enter Type, Location, Date


☐ Past


Services
Click to Enter 
Services 


☐ Out-patient Treatment: Click to Enter Type, Location, Date 


 Click to Enter Attitude Toward Drug Use or Additional Comments. 


Probation Parole 
Officer: Referring PPO Name. Date: mm/dd/yyyy. 





		CR1984-Refusal of Medical Services-8-2019.pdf

		CR3927-Referral to Forensic Social Worker(FSW)-5.2021.pdf

		CR3616-Transfer - Discharge Mental Health Summary-05.2021.pdf

		113-23.pdf
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                      PCN 17-48 (9/1/17) 
  


Approved by:   Tony Parker 


Subject:    SICK CALL/ASSESSMENT OF HEALTH COMPLAINTS 


 
 


 I.  AUTHORITY:  TCA 4-3-603 and TCA 4-3-606. 
 
      II. PURPOSE:  To specify sick call times and procedures to ensure that all inmates have the 


opportunity to report a medical, dental, or mental health complaint and to receive diagnosis and/or 
treatment for their condition. 


 
     III.  APPLICATION:  Wardens, Superintendent, health administrators, health care staff, inmates, the 


medical contractor, and privately managed facilities. 
 
     IV.  DEFINITIONS: 
 


A. Assessment:  For purposes of this policy, to evaluate the health status of an inmate patient, 
both by means of patient interview for report of symptoms (i.e. subjective), and by means 
of physical examination (objective). 


 
B. Infirmary (inpatient unit):  A specific area within an institution, separate from other 


housing areas, where offenders are admitted for health observation and care under the 
supervision and direction of health care personnel. 


 
C. Guided Assessment Progress Note (GAPR): For purposes of this policy, a Problem 


Oriented Progress Record, CR-1884, that includes pre-printed content from the TDOC 
Nursing Protocol for the presenting health compliant, with blanks provided on the form for 
recording the results of each step in that protocol.   


 
D. Qualified Health Care Professional:  Includes physicians, mid-level providers, nurses, 


dentists, mental health professionals, and others who by virtue of their education, 
credentials, and experience are permitted by Tennessee law to evaluate and care for 
patients. 


 
E. Sick Call:  An organized method by which inmates are evaluated and treated for 


non-emergency health care requests by qualified health care professionals. 
 
        V. POLICY:  All inmates shall be provided access to health care services through scheduled sick call 


and treatment as required.   
 
       VI. PROCEDURES: 
 


A. Scheduled Access to Sick Call: 
 


           ADMINISTRATIVE POLICIES 
                    AND PROCEDURES 
                      State of Tennessee 
                Department of Correction 







 
  
1.  The Warden/Superintendent, in conjunction with the health administrator, shall 


establish regular sick call hours.  Segregation units shall be visited daily by qualified 
health care personnel.  Segregation sick call shall be offered and conducted seven 
days per week, including holidays. General population sick call shall be conducted a 
minimum of five days per week, excluding holidays.  


2. As a part of institutional orientation, all inmates shall be informed (both orally and 
in writing) on how to gain access to health care services. Information regarding 
access to health care shall also be included in the Inmate Rulebook as cited in Policy 
#502.04 and shall be posted in all housing units.  Information regarding co-payment 
for health services shall be included as well.  (See Policy #113.15) 


 
B. Non-scheduled Access to Care: 
 


1.  Institutional health services staff shall develop procedures for the timely assessment 
of non-scheduled inmate physical and mental health complaints by the qualified 
health care professional(s). 


 
  2. The institutional procedures for the unscheduled and emergency assessment of 


physical and mental health complaints shall include details of communication 
methods to be used by inmates and institutional employees.  This procedure shall 
also address varying procedural differences on shifts, weekends, and holidays. 


 
3. Dental complaints from inmates shall be presented at the regularly scheduled sick 


call, in accordance with Policy #113.60.  A qualified health care professional shall 
be assigned to assess the inmate using the Dental Sick Call GAPR and refer dental 
complaints to the facility dentist, who shall assess and treat the inmate according to 
established dental clinical priorities. 


 
C. Sick Call Procedures: 


 
  1. Each facility shall develop specific procedures relative to sick call, which include 


the following information:  
 


a. Time and location 
 


b. The population served 
 


c. Instructions for using the Sick Call Request, CR-3793, and appropriate 
submission to the Qualified Healthcare Professionals 


 
d. These requests shall be triaged by priority daily by qualified health care 


professionals. This triage will be documented on the Sick Call Roster, 
CR-1893. Another approved scheduling system may be used to schedule the 
triaged requests. 


 
e. Special call or appointment system utilized for specialty and scheduled 


follow-up care and also for other examinations or treatment. 
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f. Qualified health care professional(s) conducting the sick call. 
 


g. Sick call and treatment of inmate(s) in segregation status as outlined in 
Section VI.(E) of this policy 


 
h. Requests shall be completed the next day sick call is offered. 


 
 2. In an Infirmary (Inpatient Unit) setting, each facility shall develop specific 


procedures relative to initiating requests for additional health services through the 
daily rounds of the Qualified Health Care Professional. 
 


D. Treatment: 
 


1. Sick call shall be conducted by a licensed practical nurse (LPN), registered nurse 
(R.N.), or mid-level provider, as designated by the facility health administrator or 
nursing director/supervisor. 


 
2. According to institutional staffing, a physician or mid-level provider shall be 


available to see immediate referrals from the LPN or R.N.  If there is not a 
mid-level provider available, the LPN or RN shall refer directly to the physician 
those cases requiring further evaluation. 


 
3. The responsibilities/duties of the health care provider conducting sick call shall 


include the following: 
 
a. Record on the GAPR the inmate's name, TDOC number, date, time, 


specific health problems, related health history, and other pertinent 
health information. 


 
b. Examine inmates by performing an assessment to the extent indicated, 


providing necessary privacy. 
 


c. Provide the appropriate treatment in accordance with protocol, or 
refer/schedule the inmate for an appointment with the appropriate health 
care provider. Confirmation or suspicion of substance use shall be 
referred to the Behavioral Health Administrator utilizing Institutional 
Health Services Referral, CR-3431.  


 
 d. Document on the GAPR all assessments, referrals, and treatment 


provided using SOAP format. 
 


e. Complete Clinical Restrictions and Limited Notice, CR-2893, for 
inmates requiring temporary absence (i.e., three days or less) from work 
or other physical restrictions, and complete offender management system 
(OMS) conversation LHST. If over three days is needed, schedule to see 
the mid-level provider or physician for further evaluation. If the inmate 
has a condition that exceeds thirty days in duration, the health 
classification may be re-evaluated. 
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f. All documented health care encounters shall be signed using full legal 


signature and title (e.g., M.D., R.N., etc.). 
 
g. The Sick Call Request, CR-3793, shall be filed in Section 4 - 


Chronological Progress Notes. 
 


 4. When follow-up treatment is necessary, either by request or as a result of the 
intake examination, the medical contractor or privately managed facility shall 
provide non-urgent care within six weeks of the sick call visit. 


 
E. Segregated Inmates: 


 
 1. Each facility shall have a written procedure that addresses provisions for sick call 


and treatment to all segregated inmates. (See Policy #113.30) This procedure 
shall include qualified health care personnel announcing their presence, and 
ensuring access and receipt of Sick Call Request, CR-3793, if requested, during 
the daily visit to each segregated inmate. Qualified health care personnel shall 
visit the segregation unit daily and record each visit on the Segregation Unit 
Record Sheet, CR-2857-1 or the CR-2857-2, for each inmate in segregation.  


 
2. The qualified health care professional responsible for conducting sick call shall 


record fully in the inmate health record all complaints and dispositions, using the 
procedure described in Section (D) of this policy. 


 
3. Requests shall be completed the next day including holidays. 


 
F. Clinic Encounter Log: 


 
1. An encounter logbook shall be maintained to record all daily sick call assessment 


encounters, as well as scheduled, non-scheduled, and emergency visits provided 
by health care professionals.  


 
2. The encounter log record shall include the date, time, and location of the clinic 


visit; inmate name and TDOC number; type of visit, emergent or non-emergent 
treatment and/or diagnostic services provided, type of referral, and the name and 
professional title (MD, PA-C, RN) of the qualified health care provider.  


 
3. A separate daily dental encounter log shall also be maintained to categorize and 


list all dental care services provided.  It shall include all the information required 
in (F)(2) above, with professional title (e.g., DDS, DMD, RDH, CDA, etc.). 


4. DSNF and TPFW shall maintain outpatient encounter logs for all ambulatory 
encounters including specialty clinic, sick call for the ambulatory population, 
emergency services, radiology, laboratory, dialysis, and physical/occupational 
therapy services.  The encounter log shall contain all the information described in 
(F)(2) above.  


5. Information contained on encounter logs shall be utilized for the health service 
monthly report and quality improvement purposes. 
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G. Inmates shall be charged a co-payment fee for health services as defined in Policy #113.15. 


 
H. Cancellation of a Sick Call Request:  Inmates who do not report to the institutional clinic 


for self-initiated sick call prior to end of the institutional clinic’s scheduled sick call hours 
shall be visited by a licensed health professional in the housing unit the same day to 
perform a subjective assessment.   


 
1. The subjective assessment shall determine if the inmate intended to refuse the 


self-initiated sick call visit/assessment with the act of no-showing at the clinic or 
if the inmate was unable to ambulate to the institutional clinic and needs/is 
requesting an emergency sick call. 


 
2. If the inmate intended to refuse the self-initiated sick call visit/assessment, the 


health professional shall have the inmate acknowledge the act of this refusal by 
signing the Refusal of Medical Services, CR-1984, as indicated by Policy 
#113.51. 


 
3. If the inmate states during the subjective assessment he/she still wants to be seen 


for sick call the licensed health professional shall instruct the inmate to sign-up 
on the next scheduled day sick call will be conducted.  


 
 4. The time the licensed health professional visits housing units to conduct the sick 


call follow-up shall be coordinated by the Health Administrator with the on duty 
Shift Supervisor. The designated procedure for sick call follow-up shall be noted 
in the institutional clinic’s unit manual.  


 
5. The licensed health professional shall document this encounter in the medical 


record on the Problem Oriented-Progress Record, CR-1884. 
 


6. The Associate Warden of Treatment/Deputy Superintendent shall be consulted 
when complaints of security impeding attendance of sick call visits are received. 


 
I. Transition Center Doctor Statements: Inmates/residents on work release shall be issued a 


work excuse for their employer when attending scheduled appointments with Clinical 
Services. 


  
VII.  ACA STANDARDS: 4-4344, 4-4346, 4-4258, and 4-4400.  
 


  VIII. EXPIRATION DATE:   March 1, 2023. 
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CR-3793 (REV) 09/2019  RDA 1167 


TENNESSEE DEPARTMENT OF CORRECTION  


FOR MEDICAL HEALTH USE ONLY 
 


S ICK CALL REQUEST DATE RECEIVED:   


(SOLICITUD POR SERVICIOS DE SALUD) TIME RECEIVED:   


    


      
INSTITUTION (INSTITUCIÓN) 


 
 


Print Name (Escriba su nombre):       Date of request (fecha de solicitud):       


TDOC ID       (fecha de nacimiento):       (Unidad de Vivienda)       
   Date of Birth  Housing Location 


 
Nature of problem or request (Naturaleza del problema):       


      


      
 
I request to see (Le pido que vea):  Medical (Medico)   Dental   Mental Health  
 


    
   Signature (firma) 


 


PLACE THIS SLIP IN THE MEDICAL REQUEST BOX.             DO NOT WRITE BELOW THIS LINE.  
PON ESTA SOLICITUD PARA SER TRATADO POR EL PERSONAL DE SALUD POR LAS CONDICIONES DESCRITAS EN LA CAJA MEDICA  
(NO ESCRIBA DEBAJO DE ESTA LINEA). 


Triaged by:       Referred to:  (Circle one): Nurse Mid-level    
 
  


CR-3793 (REV) 09/2019  RDA 1167 


 


TENNESSEE DEPARTMENT OF CORRECTION  


FOR MEDICAL HEALTH USE ONLY 
 


S ICK CALL REQUEST DATE RECEIVED:   


(SOLICITUD POR SERVICIOS DE SALUD) TIME RECEIVED:   


    


      
INSTITUTION (INSTITUCIÓN) 


 
 


Print Name (Escriba su nombre):       Date of request (fecha de solicitud):       


TDOC ID       (fecha de nacimiento):       (Unidad de Vivienda)       
   Date of Birth  Housing Location 


 
Nature of problem or request (Naturaleza del problema):       


      


      
 
I request to see (Le pido que vea):  Medical (Medico)   Dental   Mental Health  
 


    
   Signature (firma) 


 


PLACE THIS SLIP IN THE MEDICAL REQUEST BOX.             DO NOT WRITE BELOW THIS LINE.  
PON ESTA SOLICITUD PARA SER TRATADO POR EL PERSONAL DE SALUD POR LAS CONDICIONES DESCRITAS EN LA CAJA MEDICA  
(NO ESCRIBA DEBAJO DE ESTA LINEA). 


Triaged by:       Referred to:  (Circle one): Nurse Mid-level    
 







CR-1893 (Rev. 09-19)        RDA 11085 


Duplicate As Needed 


TENNESSEE DEPARTMENT OF CORRECTION 
 


DAILY SICK CALL ROSTER 
 
 


INSTITUTION 
 


DATE:    
 


INMATE NAME TDOC ID 


 
 


UNIT 
WORK 


LOCATION 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 


  
 


 
 


NURSE COMPLETING FORM / TRIAGE:  
 







CR-3431 (Rev. 09-19) Duplicate as Needed RDA 1100 


 


      


INSTITUTION 
 


 
 MEDICAL  DENTAL 


 BEHAVIORAL HEALTH 
 


INMATE:       TDOC ID:       
 Last    First  Middle   


 
PRESENTING PROBLEMS:       


      


      


      


      


      


      
 
 


REFERRED BY:                     
 Signature/Title  Date  Time 


 
 


SEND REFERRAL FORM TO INSTITUTIONAL HEALTH COORDINATOR
 Behavioral Health 


 
  Medical  Dental 


 


RECEIVED BY:                     
 Signature/Professional Title  Date  Time 


 


REFERRAL DISPOSITION (Course of Action):       


      


      


      


      


      


      


      DATE:       TIME:       
 
 


       
 Signature/Professional Title 


 


TENNESSEE DEPARTMENT OF CORRECTION 


INSTITUTIONAL HEALTH SERVICES REFERRAL 
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INMATE NAME: ____________________________________________________     TDOC ID: _________________ 
                              LAST                              FIRST                                 MIDDLE 


 
Please be advised that the above named inmate is: (Specify) 
 
____________ Confined to his/her living area except for:  _____________________________________________________ 
 
____________ Restricted from physical activity including participation in sports 
 
____________ Restricted to complete bed rest except for: ____________________________________________________ 
 
____________ Allowed showering separately 
 
____________ Unable to work a regularly scheduled assignment 
 
____________ On Clinical Alert (Do NOT move inmate without contacting the Health Service Administrator) 
 
____________ Other:  _________________________________________________________________________________ 
 
 
Length of restriction/limited activity: _______________________________________________________________________ 
 
Health problem/diagnosis:  _____________________________________________________________________________ 
 
Special instructions: ___________________________________________________________________________________ 
 
___________________________________________________________________________________________________ 


___________________________________________________________________________________________________ 


___________________________________________________________________________________________________ 


 
 
Authorized by:   ___________________________________________________        Date: ________________________ 
 
 
 
 
 
 
 
 


 


TENNESSEE DEPARTMENT OF CORRECTION 
CLINICAL RESTRICTIONS AND LIMITED NOTICE
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TENNESSEE DEPARTMENT OF CORRECTION 


SEGREGATION UNIT RECORD 
 


      
INSTITUTION 


 
 


INMATE NAME:  TDOC ID:  CELL:  


TYPE OF SEGREGATION (Circle One): 


ADMINISTRATIVE   MANDATORY   PUNITIVE   PH   PI     PC    PCI  


DATE RECEIVED:  DATE RELEASED:  


IF PUNITIVE:  CHARGE  PUNITIVE TIME  
 


PERTINENT INFORMATION (Examples: Epileptic, Diabetic, Suicidal, Assaultive, etc.)  


 
 


DATE 
SHIF


T 
SHIFT OFFICER 


SIGNATURE 
B D S SHO SHA 


TIME 
EXERCISE 


MEDICAL 
STAFF 


SIGNATURE 


SUPERVISOR 
SIGNATURE 


PROGRAM 
OUT IN 


SUN 


1st            


2nd            


3rd            


MON 


1st            


2nd            


3rd            


TUE 


1st            


2nd            


3rd            


WED 


1st            


2nd            


3rd            


THUR 


1st            


2nd            


3rd            


FRI 


1st            


2nd            


3rd            


SAT 


1st            


2nd            


3rd            
 


Meals/Shower/Shave:  Yes (Y) Not Offered (N) Refused (R) 
Exercise:  Enter actual time period (i.e., 9:30 OUT/10:00 IN) :  Yes (Y) Not Offered (N) Refused (R) 
Medical Staff: On a daily basis, inmates shall have access to medical/nursing staff.  
This shall be documented by signing the unit log and segregation unit record each time the inmate is seen.  
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DATE 
SHIF


T 
SHIFT OFFICER 


SIGNATURE 
B D S SHO SHA 


TIME 
EXERCISE 


MEDICAL 
STAFF 


SIGNATURE 


SUPERVISOR 
SIGNATURE 


PROGRAM 
OUT IN 


SUN 


1st            


2nd            


3rd            


MON 


1st            


2nd            


3rd            


TUE 


1st            


2nd            


3rd            


WED 


1st            


2nd            


3rd            


THUR 


1st            


2nd            


3rd            


FRI 


1st            


2nd            


3rd            


SAT 


1st            


2nd            


3rd            


 
Meals/Shower/Shave:  Yes (Y) Not Offered (N) Refused (R) 
Exercise:  Enter actual time period (i.e., 9:30 OUT/10:00 IN) :  Yes (Y) Not Offered (N) Refused (R) 
Medical Staff: On a daily basis, inmates shall have access to medical/nursing staff.  
This shall be documented by signing the unit log and segregation unit record each time the inmate is seen.  
 
REMARKS/COMMENTS: 
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TENNESSEE DEPARTMENT OF CORRECTION 


SEGREGATION UNIT RECORD 
 


      
INSTITUTION 


 
 


INMATE NAME:  TDOC ID:  CELL:  


TYPE OF SEGREGATION (Circle One): 


ADMINISTRATIVE   MANDATORY   PUNITIVE   PH   PI     PC    PCI  


DATE RECEIVED:  DATE RELEASED:  


IF PUNITIVE:  CHARGE  PUNITIVE TIME  
 
 


PERTINENT INFORMATION (Examples: Epileptic, Diabetic, Suicidal, Assaultive, etc.)  


 
 
 


DATE 
SHIF


T 
SHIFT OFFICER 


SIGNATURE 
B D S SHO SHA 


TIME 
EXERCISE 


MEDICAL 
STAFF 


SIGNATURE 


SUPERVISOR 
SIGNATURE 


PROGRAM 
OUT IN 


SUN 
1st            


2nd            


MON 
1st            


2nd            


TUE 
1st            


2nd            


WED 
1st            


2nd            


THUR 
1st            


2nd            


FRI 
1st            


2nd            


SAT 
1st            


2nd            


 
 
Meals/Shower/Shave:  Yes (Y) Not Offered (N) Refused (R) 
Exercise:  Enter actual time period (i.e., 9:30 OUT/10:00 IN) :  Yes (Y) Not Offered (N) Refused (R) 
Medical Staff: On a daily basis, inmates shall have access to medical/nursing staff.  
This shall be documented by signing the unit log and segregation unit record each time the inmate is seen.  







 


CR-2857-2 (Rev.10-18) Page 2 of 2 RDA 1100 


 


DATE 
SHIF


T 
SHIFT OFFICER 


SIGNATURE 
B D S SHO SHA 


TIME 
EXERCISE 


MEDICAL 
STAFF 


SIGNATURE 


SUPERVISOR 
SIGNATURE 


PROGRAM 
OUT IN 


SUN 
1st            


2nd            


MON 
1st            


2nd            


TUE 
1st            


2nd            


WED 
1st            


2nd            


THUR 
1st            


2nd            


FRI 
1st            


2nd            


SAT 
1st            


2nd            


 
 
Meals/Shower/Shave:  Yes (Y) Not Offered (N) Refused (R) 
Exercise:  Enter actual time period (i.e., 9:30 OUT/10:00 IN) :  Yes (Y) Not Offered (N) Refused (R) 
Medical Staff: On a daily basis, inmates shall have access to medical/nursing staff.  
This shall be documented by signing the unit log and segregation unit record each time the inmate is seen.  
 
 
REMARKS/COMMENTS: 
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TENNESSEE DEPARTMENT OF CORRECTION 
HEALTH SERVICES 


REFUSAL OF MEDICAL SERVICES 
 
 


INSTITUTION:       
 


 
 


Date _______________  20 _____  Time __________ AM/PM 


 
This is to certify that I __________________________________________________, _________________________ 


have been advised that I have been scheduled for the following medical services and/or have been advised to have 


the following evaluations, treatment, or surgical/other procedures: 


      


 
      


 


      
 


I am refusing the above listed medical services against the advice of the attending physician and/or the 
Health Services staff.  I acknowledge that I have been informed of the risks involved by my refusal and hereby 
release the State of Tennessee, Department of Correction, and their employees from all responsibility for any ill 
effects which may be experienced as a result of this refusal.  I also acknowledge this medical service may not be 
made readily available to me in the future unless an attending physician certifies my medical problem as a medical 
emergency. 


 
 


Signed:         
(Inmate)   (TDOC ID)  (Date) 
 
 
 


Witness:       
(Signature)   (Title)  (Date) 
 


 
The above information has been read and explained to, 
 
 


      but has refused to sign 


the form. 


 


Witness:       
(Signature)   (Title)  (Date) 
 
 


Witness:       
(Signature)   (Title)  (Date) 


 


(Inmate’s Name) (TDOC ID)


(Inmate’s Name) (TDOC ID)
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TENNESSEE DEPARTMENT OF CORRECTION 
 


PROBLEM ORIENTED – PROGRESS RECORD 


      
INSTITUTION 


 
INMATE NAME:        TDOC ID:        


 
 


 


DATE TIME  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


 
Do Not Write on Back 








 


Index #: 113.32 Page   1    of    10 


Effective Date:   March 31, 2020 


Distribution: A 


Supersedes: 113.32 (1/1/18) 
                      PCN 19-14 (1/30/19) 
                      


Approved by:   Tony Parker 


Subject:  LEVELS OF CARE  


 
 
 I. AUTHORITY:  TCA 4-3-603, TCA 4-3-606, and TCA 41-21-204. 
 
 II. PURPOSE:  To ensure that appropriate levels and continuity of health care are available to 


accommodate inmate health care needs. 
 
 III. APPLICATION:  Wardens, Superintendent, Associate Wardens of Treatment (AWTs), Deputy 


Superintendent (DS) health administrators, health care staff, and privately managed institutions. 
 
 IV. DEFINITIONS: 
 


A. Chronic Care:  Health care services that are provided to inmate/patients for a specifically 
identified illness that is ongoing or recurring. For the purposes of this policy, the following 
conditions are defined as chronic care conditions: congestive heart failure, diabetes 
mellitus, hypertension, pregnant offenders, chronic respiratory diseases to include asthma 
and COPD, neurological disorders to include epilepsy, physical impairments that impact an 
individual’s ability to function in a correctional environment, geriatric care, terminal 
illness, and infectious diseases, to include Hepatitis C, and Human Immunodeficiency 
Virus (HIV). 


 
B. Clinic Care:  Care for ambulatory patients with health care conditions that are evaluated 


and appropriately treated. 
 
C. Comprehensive Clinical Health Record Review:  A periodic review of the clinical health 


records (physical and behavioral health) to ensure that inmate’s clinical files are 
completely and fully documented. 


 
D. Convalescent Care:  Health care to assist a patient in recovery from an illness or injury. 
 
E. Emergency Care:  Immediate medical evaluation and treatment for a medical condition that 


reasonably appears to a prudent person to represent an immediate threat to life or limb, 
possible permanent impairment in one or more body functions. 


 
F. Extended Clinical Services:  Specialty treatment services utilized to meet the inmate’s 


physical health, mental health, and/or developmental needs.  Treatment services may 
include but are not limited to geriatric, psychiatric, psychological, physical therapy, 
occupational therapy, hospice, end-of-life care, and intensive sex offender treatment. 


 
G. Infirmary Care:  Care for an illness or medical condition as diagnosed by an appropriate 


health care provider that requires medical/nursing observation and/or management in the 
facility infirmary. 


           ADMINISTRATIVE POLICIES 
                    AND PROCEDURES 
                      State of Tennessee 
                Department of Correction 







  


 
 
H. Self-Care:  Care for a condition which can be solely treated by the inmate and may include 


"over the counter" (OTC) products.  
 
I. Sub-Acute Care: Infirmary-based care for an illness or medical condition as diagnosed by 


an appropriate health care provider that requires care above medical/nursing observation 
but does not require care at the level of extended clinical services. 


 
 V. POLICY:  The health administrator, in cooperation with the AWT/DS, shall develop a coordinated 


health care delivery program that ensures access of the inmate to the appropriate level of care for 
his/her health needs. 


  
 VI. PROCEDURES: 
 
  A. Self-care:  All inmates shall be encouraged to assume responsibility for their own health 


through self-care. 
 
1. A self-care program shall include health education.  (See Policy #113.40) 


 
2. Each TDOC facility shall have a written procedure indicating how commonly used 


over-the-counter preparations are made available to inmates.  Personal hygiene 
products (including feminine hygiene items at institutions with female inmates) 
and approved OTCs may be made available in the institutional commissary upon 
approval by the TDOC Chief Medical Officer. 


 
   3. When health care professionals feel that self-care is appropriate for an inmate, the 


inmate shall receive the necessary training and equipment.  If any self-care requires 
a level of privacy in order to be performed, the health administrator/designee will 
notify the AWT/DS/unit manager so that appropriate accommodations may be 
arranged. 


 
B. First-Aid:  The institutional emergency care policy/plan shall clearly describe provisions 


for access to first aid, including staff responsibilities and the location of first aid equipment 
and supplies.  First aid supplies, including those carried on vehicles shall be regularly 
inspected.  (See Policy #113.02) 


 
C. Emergency Care:  Each TDOC facility shall have a written plan to ensure the availability 


of emergency medical, mental health, and dental services on a 24-hour basis.  (See Policy 
#113.30) 


 
D. Clinic Care: Each TDOC facility shall provide regularly scheduled ambulatory care 


services.  (See Policy #113.31)   Protocols and procedures shall be developed indicating 
referral procedures to the appropriate level of care. 


 
E. Infirmary Care: 


 
1. Each TDOC facility with an infirmary shall make suitable arrangements for the 


provision of 24-hour nursing coverage whenever there is a patient in the infirmary. 
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2. Procedures which guide institutional infirmary services and which define the scope 


of services available shall be developed by each applicable institution and shall 
include but not be limited to the following: 


 
a. All care shall be rendered in compliance with applicable local, state, and 


federal laws. 
 


b. If infirmary care is not available on-site at the institution where the inmate 
is housed, procedures shall specify the transfer mechanism for movement 
to an institution where such care is available in accordance with Policy 
#113.34. 


 
c. Each facility’s Medical Director, Health Administrator, and Behavioral 


Health Administrator shall draft a nursing care procedure manual 
containing the facilities infirmary services scope of care, admission and 
discharge procedures, technical nursing functions, and treatment 
procedures. The drafted manual shall be located in the clinic of each 
institution designated to provide infirmary care as indicated in Section 
VI.(E)(6) of this policy. The approved TDOC Infirmary Protocol shall be 
utilized to develop the facilities infirmary nursing care procedure manual. 


 
d. All inmates requiring infirmary care shall be within the sight or sound of 


medical staff at all times. 
 
e. Infirmary Protocols 
 
 1. The TDOC approved global infirmary protocols shall be used as a 


guide and addendum to the facility infirmary protocol. 
  
 2. Each local infirmary shall have facility-specific infirmary 


protocols which take into account the limitations of the physical 
plant and the resources available at that location. See Policy 
#113.01. 


 
3. An institutional or contract physician shall be responsible for the quality of care in 


the infirmary and shall be available on-call 24-hours per day. 
 
4. Nursing services shall be under the direction of a full-time registered nurse. 


Licensed health care personnel shall be on duty and present 24-hours per day 
whenever an inmate remains in the infirmary.   


 
5. The health record shall be maintained and documentation shall reflect the care 


rendered during the infirmary stay. This documentation shall be located in the 
“Infirmary” Section, section seven, of the health record in accordance with Policy 
#113.50. 


 
6. The following institutions shall provide on-site infirmary care as indicated: 


 
    a. Bledsoe County Correctional Complex (infirmary) 


 
    b. DeBerry Special Needs Facility (Regional Sub-Acute Infirmary) 
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    c. Hardeman County Correctional Facility (infirmary) 
 


    d.  Morgan County Correctional Complex (Regional Sub-Acute Infirmary) 
 


    e. Northeast Correctional Complex (infirmary) 
 


    f. Northwest Correctional Complex (infirmary) 
 


    g.  Riverbend Maximum Security Institution (infirmary) 
 


    h.  South Central Correctional Center (Regional Sub-Acute Infirmary) 
 


                i. Tennessee Prison for Women (Regional Sub-Acute Infirmary) 
 


                j. Trousdale Turner Correctional Facility (Regional Sub-Acute Infirmary) 
 


                k. Turney Center Industrial Complex (infirmary) 
 


                l. West Tennessee State Penitentiary (Regional Sub-Acute Infirmary) 
 


                m. Women’s Therapeutic Residential Center (Regional Sub-Acute Infirmary) 
 


                n.  Whiteville Correctional Facility (infirmary) 
 
Residents housed at the Mark Luttrell Transition Center who require infirmary care or 
higher will be transferred to an institution equipped to provide the appropriate level of 
care.  
 
7. The TDOC Chief Medical Officer/designee shall have authority to direct the 


transfer of a patient from another TDOC institution to the DSNF Health Care 
Center for skilled nursing care.  If the inmate is a patient in a local hospital, the 
collaboration of the institutional physician shall be obtained prior to the transfer. 


 
8. DSNF shall designate a long term nursing care unit for special needs inmates who 


are not in need of skilled nursing care but have unique physical restrictions and/or 
medical conditions which create a need for them to be in special housing. 


 
a. Upon identifying a need for placement in the Long Term Nursing Care 


Unit, the institutional physician or designee shall submit a written request 
to the DSNF Medical Director. The request shall include a detailed 
justification for the placement, including a copy of the inmate’s most 
recent physical examination; the Health Classification Summary, 
CR-1886; the Major Problem List, CR-1894; treatment plan; and any other 
pertinent consultations or reports that substantiate the need for long term 
nursing care placement. 


 
b. The DSNF Medical Director shall evaluate the request based on the 


following criteria: 
 


(1) Age and its effect on and relation to disability 
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(2) Multiple chronic illnesses and/or degeneration 
 
(3) Type(s) and severity of physical disabilities, restrictions, and 


individual dependency and the patient’s inability to perform 
activities of daily living. 


 
(4) Type(s), severity, and number of medical restrictions and risk 


factors 
 
(5)  Mental status, capabilities, and restrictions  
 
(6)  Level of need for medical observation 
 
(7) Appropriate utilization of sick call and on-site health services 
 
(8) Frequency of specialty appointments, hospital, or emergency care 
 
(9) Accessibility of emergency resources in institution and community 


 
c. The DSNF Medical Director or designee shall notify the classification 


coordinator at DSNF and the appropriate institutional physician or 
designee of all approvals for placement in, and clearances for discharge 
from, the Long Term Nursing Care Unit. The classification coordinator 
shall then make the transfer in accordance with Policy #403.01.  The DSNF 
Medical Director may also direct internal transfers between the Health 
Care Center and the Long Term Nursing Care Unit when necessary. 
 


d. Placement shall occur upon the availability of space in the designated unit 
and based on priority of need. 


 
F. Health Criteria for Placement in a Minimum Security Annex 


 
1. The institutional classification coordinator at each time-building institution shall 


provide a list of all inmates recommended for transfer to its annex to the health 
administrator.  Prior to transferring an inmate to an annex, the health administrator 
shall ensure that a review of the current health status of the inmate is done to assure 
that the individual is compatible with the mission of the annex.  This review shall 
be conducted by the physician, mid-level provider, or a registered nurse and shall 
consist of an evaluation of the inmate’s health record. 


   
2. The following health-related conditions are not considered compatible with 


placements in a minimum security annex: 
 
a. Inmates with a frequent or predictable need for close access to 


emergency care, including those with severe cardiac conditions, 
uncontrolled seizure disorders, or uncontrolled diabetes 


 
b. Inmates who require frequent access to specialty physicians, or dental 


care, or other services not readily available 
 


c. Inmates in poor health requiring frequent medical attention 
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d. Inmates requiring access to 24-hour nursing services 


 
e. Inmates on extensive/complicated drug therapy requiring frequent 


monitoring 
 


f. Inmates on extended controlled drug medication therapy 
 


g. Inmates with unstable mental health conditions. 
 


G. Chronic Care: Each TDOC/privately managed institution shall have a written plan to 
provide for chronic care for those inmates requiring ongoing or recurring care. The 
Chronic Disease Clinic Treatment Plan, CR-3624, shall be developed for each chronic 
care patient and shall be maintained consistent with Policy #113.50. 


 
1. All treatment plans shall include: 


 
 a. Current medications 
  
 b. Any special therapies (e.g., physical, speech) 


 
c. Special orders (e.g., diet, exercise, laboratory and other diagnostic 


tests).   
 
d. Opt out HCV testing is to be ordered, unless previously obtained. 


  
 e.  Frequency of follow-up 
  
 f. Evaluation and outcome criteria 


   
  g. Patient education needs and goals (See Policy #113.40)  
   
  h. Other identified pertinent information about the individual patient 


 
2. Inmates with stable conditions including but not limited to: congestive heart 


failure, diabetes mellitus, hypertension, chronic respiratory diseases, COPD, 
neurological disorders to include epilepsy, Human Immunodeficiency Virus 
(HIV) shall be seen no less than every six months by a practitioner, and annually 
by a physician. Inmates with the above conditions whose condition becomes 
unstable shall be seen at least every three months by a midlevel provider and by a 
physician at least every six months. The associated conditions shall be 
documented on the Major Problem List, CR-1894. 


 
3. All other chronic care conditions shall be seen no less than every six months by a 


medical practitioner and no less than annually by a physician.  
 


4. Terminally ill shall be seen at least every three months by a provider and more 
frequently per providers discretion.  


 
5. Pregnant offenders (See Policy #113.90). 
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6. Any deviation from this schedule shall be approved by the TDOC Chief Medical 
Officer or designee. For Hepatitis C patients please refer to the TDOC Chronic 
HCV Guidance: Recommendations for Testing, Managing, and Treating 
Hepatitis C. 


 
7. If the level of chronic care exceeds that available through the facility’s health 


care resources, appropriate arrangements and procedures, consistent with Policy 
#113.04, shall exist to ensure that the care is available by transfer to DSNF 
(TPFW for females) or another TDOC institution. 


 
8. Comprehensive Clinical Record Review:  The Health Service 


Administrator/designee and Behavioral Health Administrator/designee shall 
conduct a comprehensive clinical record review of every health record for 
inmates with a chronic care/mental health treatment plan within 60 days of 
(before or after) the inmates birth month. This review shall be documented on the 
Comprehensive Clinical Record Review, CR-4201, with the health 
administrator/behavioral health administrator’s signature, time, date and 
language indicating “record reviewed for completeness”.  


 
9. Refusal: When an inmate refuses a scheduled chronic care visit complete a 


Refusal of Medical Services, CR-1984, and reschedule a follow-up chronic care 
visit in 90 days. 


 
H. Convalescent Care: Each TDOC/privately managed institution shall have a written plan to 


ensure that convalescent care for inmates recovering from an illness or injury is available 
either on-site, by interdepartmental referral, or by community arrangements. Patients 
requiring convalescent care shall receive care based on an individual treatment plan 
approved by the appropriate medical, dental, or mental health practitioner. 


 
I. Nursing Coverage: Each facility with a capacity of 500 or more shall have a supervising 


registered nurse on site 24 hours per day, seven days per week. 
 
J. Transfers of Inmates: Each institution shall have a written plan to ensure that the records 


of inmates who are physically disabled, geriatric, seriously mentally/physically ill, or 
developmentally disabled are reviewed, prior to transfer, by the responsible clinician (or 
designee) for appropriate care availability at the receiving institution.  


 
     VII. ACA STANDARDS: 4-4144, 4-4350, 4-4351, 4-4352, 4-4359, and 4-4399. 
 


      VIII. EXPIRATION DATE:    March 31, 2023. 
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TENNESSEE DEPARTMENT OF CORRECTION 
 


HEALTH CLASSIFICATION SUMMARY 
 


 


CR-1886 (Rev. 01-19) Page 1 of 2  RDA 1458 
Original: Inmate’s Health Record 


Name:        TDOC ID#:        Date of Birth:       
 


Physical Exam Date:        Dental Exam Date:       
 
Allergies:       
 


 Code Description 


Health Classification (Code):       A Class A – No Restrictions 


 B Class B – Moderate Restrictions 


 C Class C – Severe Restrictions 


   


Level of Care (LOC):   LOC 1 No Mental Health Services 


Based on health record information provided by Mental 
Health Treatment Team 


LOC 2 Outpatient 


 
LOC 3 


Supportive Living Services (SLU) Moderate 
Impairment 


 
LOC 4 


Supportive Living Services (SLU) Severe 
Impairment 


 LOC 5 None 


    


Clinical Alert:       Date:       Note:        
    
   
Health Related Conditions (Codes):          
(Circle all applicable codes)    


 
 
 


 Code  Health Conditions   Code  Health Conditions  
 


A 
 


Visual Impairment 
 


P 
 


Neurological Disease/Disorder   Dementia 
 B  Hearing Impairment  Q  Arthritis 
 C  Speech Impairment  R  Obesity (BMI >40) 
 D  Orthopedic Disease/Disorder 


       Documented Hx of Back Problems  
 S  Aging (>60) 


T  Dermatological Disease/Disorder 
 E  Amputation/Missing Extremity  U  Prosthetic Device Associated with Disability 
 F  Pregnancy  1st  2nd  3rd


(Trimester)  V  (Specify)           
 G  Cancer     
 H  Asthma/Hay Fever  W  Permanently confined to a Wheelchair/Mobility 
 I  Allergies  X  Sleep Apnea 
    a)Drug:       b)Other:        Y  G. U. Disease 
 J  Diabetes        BS >300  Z  Surgery within last 6 months (abdominal, 
 K  Seizure Disorder    chest, back, or upper extremity)  
 L  Cardiovascular Disease/Disorder  AA  Other:       
 M  Hypertension     
 N  Pulmonary Disease/Disorder  BB  Acute Injury/Serious Medical Condition: Specify 
                  
        







TENNESSEE DEPARTMENT OF CORRECTION 
 


HEALTH CLASSIFICATION SUMMARY 
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Original: Inmate’s Health Record 


Name:        TDOC ID#:        Date of Birth:       
 
 


Specific Restrictions (Codes):         Specific Accommodations (Codes):       


(Circle all applicable codes)   (Circle all applicable codes)  
 


 
 
 
 


Medical Practitioner Signature  Date 
 


REVIEWED 
 
 


Medical Practitioner Signature  Date 
 


 Code  Restrictions 
 


  Code  Accommodations  
      


 A  Complete bed rest or limited activity(C)   A  Prosthetic Limbs 


 B  Sedentary work only-lifting 10 lbs.  B  Altered Accommodation (furniture, cell, etc.) 


   maximum, occasional walking or standing (C)  C  Air way assists (Oxygen, CPAP, BiPAP, etc.) 


 C  No heavy lifting-20lbs. maximum, able to  D  Sleeping Accommodation (pillow, blanket, 


   frequently lift or carry objects up to 10 lbs. (B)    mattress, etc.) 


 D  Light work only-lifting 50 lbs. maximum, able to  E  Ostomy Supplies 


   frequently lift or carry objects weighing up to 20 lbs.(B)  F  Catheter Supplies 


 E  Medium work only-lifting 100 lbs. maximum, able  G  Assist Devices (cane, crutches, walker, braces, 


   to frequently lift or carry objects weighing up to 50 lbs.(B)    wheel chair) 


 F  Limited strenuous activity for extended  H  Inmate helper 


   periods of time:>1hr (B); 1hr (C); <1hr (C)  I  Minimal Assistance for transporting in a van 


   Note:     or bus 


 G  Continuous standing or walking for extended  J  Wheel chair, bus or van required for transport 


   periods of time:>1hr (B); 1hr (C); <1hr (C)  K  Non-emergency ambulance required for 


   Note:     transport 


 H  Repetitive stooping or bending (B)  L  Housed on first floor 


 I  Acute need to be housed on first floor/bottom bunk(B)  M  Bottom bunk in housing assignment 


 J  Climbing and balancing (uneven ground) (B)  N  Special footwear required 


 K  Exposure to loud noises or work detail with prolonged 
exposure (B) 


 
 


  


 L  Avoid areas or work details with exposure to skin  Notes:       
   irritants (B)        
 M  Participation in weight lifting or strenuous athletics(B)        
 N  Activity involving potentially dangerous machinery          
   or equipment         
 O  Operation of motor vehicles (B)         
 P  Activity involving food preparation/handling (B)         
 Q  Prolonged exposure to sun or high temperatures (B)         


 R  Outside work detail during Spring or Summer (B)  
 S  Exposure to chemicals producing fumes or  
   equipment producing dust (B)  


     







CR4201 Duplicate As Needed RDA#### 


TENNESSEE DEPARTMENT OF CORRECTION 
 


COMPREHENSIVE CLINICAL RECORD REVIEW 


 


      
INSTITUTION 


 
INMATE NAME:        TDOC ID:        


 
 
 
Health Services Review:    Behavioral Health Services Review: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
 


 
 
 
 
_______________________________________     ______________________________________ 
Health Services Administrator/Designee            Date                           Behavioral Health Services Administrator/Designee         Date 


Applicable Items identified as complete: 
 
☐ Advance Directives 


☐Conservatorship  


☐Major Problem List, CR-1894- Diagnosis 


Current/Resolved 


 ☐Chronic Disease Clinic Treatment Plan, 


CR-3624 


☐Medication orders/renewed 


☐Teaching /Counseling Plan, CR-2742 


☐Immunization/TB Control Record, CR-


2217  


☐Inmate/Employee Tuberculosis Screening 


Tool CR-3628 


☐Health Classification Summary, CR-1886 


☐Report of Physical Examination, CR-3885 


☐Health History, CR-2007 


☐Progress Notes 


☐Signatures/dates/full legible 


☐CR-2178 


Applicable Items identified as complete: 
 
Major Problem List-CR-1894 


☐LOC       ☐Diagnosis Current/Resolved 


 


☐Treatment Plan  


☐Medication orders/ renewed 


☐Consent  


☐Mental Health Evaluation  


☐Referrals  


☐Annual Psychiatrist Review  


☐Intrasystem Transfers signed within 14 
days 
 
☐Signatures/dates full/legible 


☐CR-4050  


 


 
 







CR3624 (Rev. 12-19)    Duplicate as Needed     RDA  1100 


TENNESSEE DEPARTMENT OF CORRECTION 
CHRONIC DISEASE CLINIC 


TREATMENT PLAN 


      


Inmate Name 


              
 TDOC ID  Institution 


LIST CHRONIC DISEASES 
1)       3)       5)       


2)       4)       6)       
 


Either list or refer to pharmacy profile for current medications: 
      


SUBJECTIVE: 


Asthma: # attacks in last month?       


# short acting beta agonist canisters in last month?       


# times awakening with asthma symptoms per week?       


Seizure disorder: # seizures since last visit?       


Diabetes mellitus: # hypoglycemic reactions since last visit?        


Weight loss/gain          lbs. 
CV/hypertension (Y/N):     Chest pain?           SOB?          Palpitations?          Ankle edema?       


HIV/HCV (Y/N):   Nausea/vomiting?        Abdominal pain/swelling?         Diarrhea?         Rashes/lesions?        
 


For all diseases, since last visit, describe new symptoms:   


      


OBJECTIVE: 


Patient adherence (Y/N):    with medications?            with diet?            with exercise?        


Vital signs:  Temp          BP          Pulse          Resp          Wt          PEFR          INR       


Labs:   Hgb A1C          HIV VL          CD4          Total Chol          LDL          HDL          Trig       


Range of fingerstick glucose/BP monitoring:       


Physical Evaluation (PE):       
 


HEENT/neck:        Extremities:        


Heart:        Neurological:        


Lungs:        GU/rectal:        


Abdomen:        Other:        


Additional Comments:       
 


 Degree of Control* Clinical Status* 
ASSESSMENT: G F P NA I S W NA


1                


2                


3                


4                
 


*Degree of Control:     G-Good F-Fair      P-Poor NA-Not Applicable  


*Clinical Status:      I-Improved S-Same      W-Worse NA-Not Applicable  
PLAN: 
Medication changes:  


Diagnostics:       


Labs:       


Monitoring: BP       x day/week/month Glucose       x day/week/month Peak flow       Other:       


Education provided:  Nutrition  Exercise  Smoking  Test results  Medication management  Other:       
 


Referral (list type):         Specialist:       


# days to next visit?   90    60    30    Other:        Discharged from Chronic Clinic (specify clinic):       
 


Additional Comments:       
 


   
Mid-Level / Physician Signature  Date 


 







TENNESSEE DEPARTMENT OF CORRECTION 
HEALTH SERVICES 


 


MAJOR PROBLEM LIST 
 


CR‐1894 (Rev. 11‐19)  Duplicate as Needed  RDA 1458 


 


      
INSTITUTION 


 
Name:       TDOC ID:       
      Last                                 First                                       Middle   
 
Date of Birth:       Gender: M F Race:       
 
Allergies:       
 


PROBLEM 
NUMBER* 


DATE IDENTIFIED/ 
RECORDED 


MAJOR CLINICAL CONDITIONS/PROBLEMS 
RESOLVED 
(Please check 


“” if resolved) 
RESOLVE DATE 


     


     


     


     


     


     


     


     


     


     


     


     


     


     


     


 
 


Conservator Name:  
 


Primary Phone:   Secondary Phone:  


 


* Major medical problems considered medical or surgical in nature are identified by Roman numerals, 
i.e., I – Diabetes, II – Laminectomy. 


* Psychiatric, or serious psychological problems, are identified by capital letters, i.e., A – Schizophrenia, 
B – Self-Mutilative Behavior. 







CR-1984 (Rev. 8-19)                                        Duplicate As Needed      RDA 1458 
 


TENNESSEE DEPARTMENT OF CORRECTION 
HEALTH SERVICES 


REFUSAL OF MEDICAL SERVICES 
 
 


INSTITUTION:       
 


 
 


Date _______________  20 _____  Time __________ AM/PM 


 
This is to certify that I __________________________________________________, _________________________ 


have been advised that I have been scheduled for the following medical services and/or have been advised to have 


the following evaluations, treatment, or surgical/other procedures: 


      


 
      


 


      
 


I am refusing the above listed medical services against the advice of the attending physician and/or the 
Health Services staff.  I acknowledge that I have been informed of the risks involved by my refusal and hereby 
release the State of Tennessee, Department of Correction, and their employees from all responsibility for any ill 
effects which may be experienced as a result of this refusal.  I also acknowledge this medical service may not be 
made readily available to me in the future unless an attending physician certifies my medical problem as a medical 
emergency. 


 
 


Signed:         
(Inmate)   (TDOC ID)  (Date) 
 
 
 


Witness:       
(Signature)   (Title)  (Date) 
 


 
The above information has been read and explained to, 
 
 


      but has refused to sign 


the form. 


 


Witness:       
(Signature)   (Title)  (Date) 
 
 


Witness:       
(Signature)   (Title)  (Date) 


 


(Inmate’s Name) (TDOC ID)


(Inmate’s Name) (TDOC ID)








  


Index #: 113.50 Page   1    of    21     


Effective Date:    March 1, 2020 


Distribution: A 


Supersedes: 113.50 (5/15/18) 
                      PCN 19-15 (1/30/19) 
                      PCN 18-49 (9/15/18)                      


Approved by:   Tony Parker 


Subject:  HEALTH RECORDS  


 
 I. AUTHORITY:  TCA 4-3-603, TCA 4-3-606, TCA 68-11-301, TCA 68-11-303, TCA 68-11-311, 


TCA 24-7-110, TCA 68-11-209, TCA 32-11-102, and TCA 32-11-105. 
 
 II. PURPOSE:  To prescribe contents and handling procedures for inmate health records. 
 
 III. APPLICATION:  Wardens/Superintendents, Health Administrators, health care and archives staff, 


and privately managed institutions. 
 


IV. DEFINITIONS:  
 
A. Advanced Directive:  An individual instruction or written statement relating to the 


subsequent provision of health care for the individual in which the inmate or his/her 
healthcare agent expresses his/her choice(s) regarding healthcare services to apply in the 
event he/she is no longer capable of expressing a choice.  Advance directives may include 
by not be limited to, a living will, an advance care plan, or durable power of attorney for 
health care.  


 
B. Authorized Provider: A physician, dentist, Advanced Practice Nurse (APN), or Physician’s 


Assistant (PA).  
 


C. Central Office Warehouse (COW): The Tennessee Department of Correction (TDOC) 
central storage location for inactive records.    


 
D. DeBerry Special Needs Facility (DSNF) Health Record: A health record maintained by 


the DSNF facility for sub-acute or extended care inmates being treated in a medical or 
mental health temporary or permanent status. 


 
E. Healthcare Agent:  A fiduciary or legal surrogate.  A fiduciary is a legal guardian or 


conservator, or an attorney-in-fact who has been granted a valid power of attorney for 
health care decisions pursuant to applicable law. 


 
F.  Health Record:  A chronological documentation of an inmate’s medical history and 


treatment.  The record includes documentation of intake health screenings, progress notes, 
x-ray and laboratory reports, physicians’ orders, clinic and infirmary records, medication 
administration records, treatment plans, immunization records, dental records, hospital and 
emergency room reports, specialty consultation reports, mental health records, etc.  


 
G.  Now/Stat Order: An order or procedure to be initiated and completed without delay. 


 
H.  Order: Instructions from an authorized provider. 


 
I.  Protocol order: Orders initiated by TDOC Nursing Protocols 


           ADMINISTRATIVE POLICIES 
                    AND PROCEDURES 
                      State of Tennessee 
                Department of Correction 







 
 


J. Routine Order: An order to be initiated and completed within twenty-four hours 
 


K. S.O.A.P. Notes: A particular format of recording clinical documentation regarding 
treatment procedures. The four components of S.O.A.P. notes are:  


 
S  = Subjective-describes the patient’s current condition in narrative form, including 


the patient’s reported complaint(s), history, symptoms, onset, and previous 
remedies.   


 
O = Objective-findings from physical examinations, diagnostic tests, vital signs, age, 


weight, height, etc. 
 
A = Assessment-summary of the clinician’s diagnostic impression and rule-outs. 
 
P  = Plan-specifies the treatment plan for the inmate’s condition, intervention, 


medication, required follow-up, etc.  
 


L.  Telephone Order:  Order initiated by telephone.  
 
M. Urgent Order:   Orders which should be completed within one hour.  


 
N. Verbal Orders: Orders given verbally by a licensed provider to a licensed nurse, or 


pharmacist.  
 
V.   POLICY:  A health record shall be maintained for each inmate.  The health record shall contain a 


chronological documentation of the inmate’s health status and treatment throughout the duration of 
his or her incarceration.  The health record shall be maintained separately from the inmate’s 
institutional record.   


 
  VI. PROCEDURES: 
 


A. GENERAL: 
 


1. The health record shall be initially created at diagnostic centers as part of the 
diagnostic process, per Policy #401.04. In the event that an inmate returns to TDOC 
custody, his/her original health records shall be requested from TDOC health record 
archives.  Diagnostic centers shall procure and utilize a ten compartment brown letter 
size folder for the health record as specified in Policy #512.01.  These folders shall 
also be available to other institutions for replacement or creation of additional 
volumes of a health record. The Chief Medical Officer shall approve the method of 
recording entries in the records, the form and format of the records, and the 
procedures for their maintenance and safekeeping. 


 
2. The original health record shall accompany the inmate whenever he/she is transferred 


to another TDOC facility either permanently or temporarily (e.g., court, hospital, 
etc.).  Mental health programmatic records shall also be forwarded.  (See Policies 
#113.04 and #113.81)     
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3.   The health record shall be organized in a problem-oriented format and contain 


documentation of all occasions of medical service provided to inmates both onsite 
and off site for either inpatient or ambulatory care. 


 
4. Prior to filing the health record, all documents are to be reviewed to ensure that they 


are filed in the correct section of the health record.  
 


B. Confidentiality/Release of Health Records: All health records shall be considered 
confidential and are to be handled in accordance with Policy #113.52. 


 
C. Maintenance of Health Records: 


 
1. All active health records shall be stored in a secure area and separately maintained 


from the institutional record.  Only authorized personnel shall have access to these 
records.  Each facility shall maintain a list of personnel, by position or function, 
authorized to have access to the health record, and only those authorized individuals 
shall have access to the DSRS database as well as the original health record. 


 
2. Records In/Records Out, CR-1006, shall be used anytime an inmate health record is 


removed from the health records area.  
 


3. All institutions shall utilize the color-coded terminal digit system for storage and 
retrieval. 


 
D. Health Services Forms: 


 
1. All institutions shall use the TDOC approved CR forms in the health record.  


Exceptions can be made only as described in Policy #101.06.  All CR forms shall be 
completed in their entirety. 


 
   2. The Chief Medical Officer (CMO) or designee shall periodically, or as needed, 


review health services forms for content and appropriateness to correspond with 
TDOC policy, ACA standards, and current health service standards. 


 
3. S.O.A.P. notes format shall be used for documenting clinical assessments in the 


health record; all other notes may be narrative. 
 
4. Prescriber Orders:  All orders for treatment shall be written on the Physician’s 


Orders, CR-1892, by an authorized provider with the exception of situations that may 
require the provider to issue an order verbally or by telephone so that treatment can 
begin immediately. 


  
a. Now/Stat Order: This request applies to an emergent situation. The process of 


obtaining the requested order or procedure shall be initiated without delay. 
These requests may be written or verbal orders. The order must contain 
now/stat as part of the order and shall be handed directly to licensed personnel 
with notification of the stat order. 
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b. Protocol Orders:  May be used in situations outlined in Policy #113.11. In 


order for protocol orders to be carried out the orders should be written 
congruent with the requirements specified by the TDOC Nursing Protocols. 


  
c. Routine Order:  The process of obtaining the requested order and shall be 


completed/processed within twenty-four hours. The process is initiated by the 
ordering provider flagging the chart by folding the order over itself to the right 
and placing it in the designated area at each facility. 


 
   d. Telephone Orders:  Only licensed personnel can receive and document 


telephone orders in the medical record. All telephone orders shall be 
documented, and verified by reading the order back to the authorized provider. 
The provider then becomes responsible for the order that is to be treated as all 
other physician orders. The licensed personnel shall document the date and 
time of the order, their name and title, as well as, that of the licensed provider 
giving the order. 


 
    e. Urgent Order:  The process of obtaining the requested order or procedure and 


shall be completed within one hour of the request. The order must contain 
“urgent” as part of the order with notification of an urgent order. The process is 
initiated by the provider handing the written orders to licensed personnel. 


 
f.  Verbal Order:  An order that is initiated orally by licensed personnel without 


the aid of a telephone. Verbal orders are not permitted except in cases of 
emergent situations when the provider is physically unable to interrupt his/her 
activity to write the order. 


 
g.  Transcription/Notation of Provider Orders: Licensed nursing staff will 


transcribe/notate physician orders for treatment onto the appropriate CR 
form(s) as applicable. Once completed the licensed nurse will date, time, and 
sign under the order indicating treatment orders were initiated. 


 
h.  24 Hour Order Verification: The health administrator at each facility will have 


a procedure to verify orders written by providers in the last 24 hours were 
transcribed and notated correctly.   


 
E. Organization of the Health Record:  All documents placed in an inmate's health record 


shall be legible and attached face up, in chronological order, with the most recent 
information on top. A health record consists of ten sections.  See Section VI.(F)( 3)(a) of 
this policy for Section I organization. Items are placed in the most appropriate general 
category as follows: 


 
1. Section 1- Assessment Data, Treatment Plan(s), Advance Directives conservatorships  
 
2. Section 2 - Diagnostic Reports 
 
3. Section 3 - Provider Orders/Medication Administration Records 
 
4. Section 4 - Progress Notes 
 
5. Section 5 - Consultations 
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6. Section 6 - Dental  


 
7. Section 7 - Infirmary  
 
8. Section 8 - Discharge Summaries 
 
9. Section 9 - Miscellaneous 


 
10. Section 10- Mental Health 


 
F. Contents of  Health Record Volumes: 
 


1. Additional health record volumes should be made when documents do not fit on 
fasteners/prongs in sections.   
 


2. All volumes must have typed name labels and color-coded tabs with complete 
inmate/patient name and TDOC number visible.  Volumes shall be continued in 
sequence, e.g., I of II or II of II. 


 
3. The current forms shall be transferred from the previous volume to the new volume 


and placed in the appropriate category grouped together, in chronological order as 
follows: 


 
a. Section I – Assessment Data 


 
(1)  Advance Directives 


 
 (2)  Conservatorship (if applicable) 


 
 (3) Major Problem List, CR-1894 
 


 (4) Chronic Disease Clinic Treatment Plan, CR-3624 
 


 (5) Teaching/Counseling Plan, CR-2742 
 


 (6) Immunization/TB Control Record, CR-2217 
 


 (7) Inmate/Employee Tuberculosis Screening Tool CR-3628 
 


 (8) Health Classification Summary, CR-1886 
 


 (9) Report of Physical Examination, CR-3885  
 


  (10) Health History, CR-2007 
 
b. Section II –Diagnostic Reports 


 
(1) All initial and current laboratory reports (past 12 months)  
 
(2) All diagnostic reports (past 12 months) 
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c. Section III – Provider Orders/Medication Administration Records: Initial 


and at least most recent six months 
 
d. Section IV – Progress Notes:  Initial clinical assessment note and at least six 


months of Problem Oriented Progress Record, CR-1884 (in chronological 
order) 


 
e.  Section V – Consultations- All specialty consultation requests and reports  
  (past 12 months) 


 
f. Section VI – Dental- transfer all forms and pan-oral x-ray 


 
g. Section VII – Infirmary- All in house infirmary progress notes 


 
h. Section VIII – Discharge Summaries- All hospital discharge summaries, as 


well as the DeBerry Special Needs Facility health record   
  


i. Section IX- Miscellaneous - Miscellaneous initial  or most current Health 
Questionnaire, CR-2178 


 
j.  Section X- Mental Health  


 
(1) Initial Psychological Evaluation  
 
(2) Consent for Treatment, CR-1897 
 
(3) Initial and current Mental Health Treatment Plan(s), CR-3326 
 
(4) Mental Health Treatment Review Committee form, CR-3329 
 
(5) Initial and 12 months – Progress Notes, CR-1884 
 
(6) Any other mental health related forms 


 
G. Documentation of the DSNF Health Record: 


 
1. The DSNF health record shall be standardized and uniform in format for medical 


and mental health services, and approved annually in writing by the TDOC Chief 
Medical Officer. 


 
2. When an inmate is discharged from DSNF, a copy of the discharge summary and 


any pertinent consultations or diagnostic examinations shall be copied from the 
DSNF health record and placed in the inmate’s original health record.  The DSNF 
health record shall be retained by the DSNF medical records department.   


 
3. DSNF shall develop its own individual chart arrangement according to its unique 


treatment modalities.  At the time of discharge, the DSNF health record shall be 
reviewed to ensure completeness, proper form arrangement, and that a discharge 
summary is present. 
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H. Documentation of Infirmary Services:  All entries concerning care while the inmate is 


admitted to the infirmary will be maintained in Section VII. 
 
I. Psychiatric/Psychological Treatment Records:  Psychiatric/psychological summaries, 


reports, evaluations, and progress notes shall be included in the inmate health record in 
order to facilitate follow-up, promote continuity of care, and to document ongoing 
treatment. 


 
J. Record Review:  Prior to transfer from any institution, the health record shall be reviewed 


by the Health Administrator or designee.  The reviewer shall verify that the health record is 
complete and organized in accordance with Section VI.(E) of this policy.   


 
K. Health Record Retention and Disposition: 


 
1. After the release, parole, or discharge of an inmate, the health record shall be 


retained for a period of seven years. Following the death of an inmate the record 
shall be retained for a period of 15 years.  Prenatal records shall be retained for a 
period of 19 years.  


 
2. Following any inmate’s escape for longer than 30 days, his/her release or death. 


the health record shall be forwarded to the COW, utilizing the Health Records 
Movement Document, CR-2176. Such records shall be made available thereafter as 
needed, or upon the inmate’s return to TDOC custody.  Requests for such records 
shall be forwarded to the TDOC health record Archives Center. 


 
3. A copy of health records shall be released to the Office of Investigations and 


Compliance (OIC) when requested. (See Policy #113.05) The Health Administrator 
shall retain the original health record. 


 
L. Coding and Indexing: 


 
1. If coding is done for medical diagnosis, the most current edition of The 


International Classification of Diseases, Clinical Modification, shall be used. 
 
2. If coding is done for psychiatric diagnoses, the most current edition of the 


Diagnostic and Statistical Manual of Disorders (DSM), by the American 
Psychiatric Association, shall be used. 


 
M. Advance Directives and Health Care Agent Documentation:  In accordance with Policy 


#113.51, inmates may make advance directives to express their choices regarding their 
healthcare services; to apply in the event that they are no longer capable of expressing a 
choice.  Such advance directives may include a “Living Will”, or an “Advance Care Plan.”  


 
 As also described in Policy #113.51, a “healthcare agent“ may in some cases be appointed 


to make healthcare decisions for an inmate in circumstances where the inmate is not able 
to do so for him/herself  Such appointments include an “Appointment of Healthcare 
Agent,” Durable Power of Attorney for Healthcare,” or an “Appointment of a 
Conservator”. 


Effective Date:   March 1, 2020 Index # 113.50   Page   7      of      21 


Subject: HEALTH RECORDS  







 
 
1. Advance directives and Healthcare Agent documents shall be entered into the 


health record and shall be filed in Section 1 of the health record. 
 


2. Health records containing advance directives and/or documentation of a healthcare 
agent appointment shall be prominently marked on the outside front of the health 
record file "Contains Advance Directives,” and/or "Contains documentation of 
Healthcare Agent appointment.”  Marking shall be by a paste-on label or bold print 
in red.  The label or printing shall be in the upper right hand corner of the jacket. 


 
3. Health Services staff shall ensure that the inmate’s treatment plan includes a 


reference to advance directives and is approved by signature of the inmate’s 
healthcare agent, where required. 


 
4. When an inmate is transferred to a community hospital, a copy of the advance 


directive and/or healthcare agent appointment shall be forwarded to that hospital.  
A responsible individual at the community hospital shall sign for the receipt of the 
advance directive and/or documentation of health care agent appointment.  This 
receipt shall be filed in Section 1 of the health record. 


 
5. If necessary, facilities shall develop additional processes outlining how inmates 


with conservators or other healthcare agents will be readily identified.  If a 
healthcare agent has been terminated, the documentation thereof shall be 
transferred to Section IX, together with documentation that the agent has been 
terminated. 


 
VII. ACA STANDARDS:  4-4352, 4-4413, 4-4414, and 4-4415. 


 
 VIII. EXPIRATION DATE:    March 1, 2023. 
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CR-3329 (Rev. 4-00) Page 1 of 2 RDA 1100
White – Inmate’s Health Record Canary – Treatment Team Coordinator Pink – Inmate Rights Advocate


TENNESSEE DEPARTMENT OF CORRECTION
MENTAL HEALTH TREATMENT REVIEW COMMITTEE


DEBERRY SPECIAL NEEDS FACILITY


INMATE NAME:           NUMBER:           DATE OF BIRTH:           SEX:           


 I. REPORT OF INITIAL PSYCHIATRIST’S MEETING WITH INMATE’S:


Initial Psychiatrist’s Recommendation(s):
          
          
          
          
          


Inmate’s Signature Date


Psychiatrist Signature Date


 II. REPORT OF SECOND PSYCHIATRIST’S MEETING WITH INMATE:


Second Psychiatrist’s Recommendation(s):
          
          
          
          
          


Inmate’s Signature Date


Psychiatrist Signature Date


 III. REPORT OF TREATMENT TEAM MEETING:


Treatment Team Recommendations(s):
          
          
          
          
          


Signature(s) of Treatment Team Member(s): Date Comments:


          
Title


          
Title


          
Title


Title
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White – Inmate’s Health Record Canary – Treatment Team Coordinator Pink – Inmate Rights Advocate


MENTAL HEALTH TREATMENT REVIEW COMMITTEE
DEBERRY SPECIAL NEEDS FACILITY


 IV. REPORT OF TREATMENT REVIEW COMMITTEE:


          
          
          
          
          


Signature of Treatment Review Committee: Date Comments:


          
Title


          
Title


          
Title


INMATE RIGHTS ADVOCATE COMMENT(S):


          
          
          
          
          


Inmate Rights Advocate Signature Date







 
TENNESSEE DEPARTMENT OF CORRECTION 


   


INMATE/EMPLOYEE TUBERCULOSIS SCREENING TOOL 
 


CR-3628 (Rev. 04-16)    Duplicate as Needed     RDA 1458 


      
INSTITUTION 


 


 Employee   Inmate 
 


             
Inmate Name (Printed)  Inmate Number 


 


             
Employee Name (Printed)  Last four (4) digits of Employee SS# 


 


Tennessee Department of Correction (TDOC) Policy requires annual screening for tuberculosis.  This tool is to be used annually 
and whenever tuberculosis is suspected. 
 


Have you experienced any of the following symptoms within the last year? 
 


  YES NO 
 


1. Prolonged cough (lasting 3 weeks or longer)   
 


2. Productive cough (if yes, state color)   
 


3. Coughing up blood   
 


4. Chest pain    
 


5. Get tired easily   
 


6. Weight loss (if yes, how many lbs.     , time period      )   
 


7. Loss of appetite   
 


8. Night sweats   
 


9. Fever or chills   
 


Are you immunocompromised? (Diabetes, End stage renal disease, cancer, HIV, 
prolonged corticosteroid therapy, gastric bypass or immunosuppressive arthritic 
therapy) 


  


Were you given BCG at any time?   
Have you traveled to Asia, the Caribbean, South America, or Africa within the last 
year? (employee only) 


  


Have you ever had a positive TB skin test or positive TB blood test?   
Have you ever been told that you had tuberculosis?   
Do you Volunteer to a homeless shelter on a regular basis? (employee only)   
Have you ever taken medication for TB?   


List medications:       Treatment date(s):       


Most recent TST/IGRA Date:       Result:       mm:       


Most recent Chest-X-ray Date:       Result:         


 


Current Test PPD (Brand):       Lot#:       Exp Date:       


Date placed:       Site:       Nurse:       


Date read:       Result:        mm Nurse:       


Date of IGRA       Result:       Nurse:       


      
 


Exposure Control Methods Implemented
 No action required   Physician/Mid-Level Referral; 
 Segregated from population   Immediate physician referral 
 Surgical mask on patient   Prepare for transfer to All facility 
 Placed in All   Recommend Quanti-FERON Blood Test 


 


Physician review required for all positive findings: 
 


             
Employee/Inmate Signature  Date 


 


             
Reviewing Physician/Mid-Level Referral Signature  Date 


 


             
Health Care Provider Signature  Date 


 







 
 


PHYSICIAN'S ORDERS 
 


                
NAME 


 
       TDOC ID 
        
       ROOM No. 
 


 Drug Allergies      PHYSICIAN 
 
   Date       DO NOT USE THIS SHEET   1 Nurse's 
 & Time       UNLESS A RED NUMBER SHOWS    Initials 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 CR-1892 Rev 10-19   PLEASE! USE BALL POINT  PHYSICIAN'S ORDERS 
       PEN ONLY                RDA-1100 
   
 







TENNESSEE DEPARTMENT OF CORRECTION 
HEALTH SERVICES 


 


MAJOR PROBLEM LIST 
 


CR‐1894 (Rev. 11‐19)  Duplicate as Needed  RDA 1458 


 


      
INSTITUTION 


 
Name:       TDOC ID:       
      Last                                 First                                       Middle   
 
Date of Birth:       Gender: M F Race:       
 
Allergies:       
 


PROBLEM 
NUMBER* 


DATE IDENTIFIED/ 
RECORDED 


MAJOR CLINICAL CONDITIONS/PROBLEMS 
RESOLVED 
(Please check 


“” if resolved) 
RESOLVE DATE 


     


     


     


     


     


     


     


     


     


     


     


     


     


     


     


 
 


Conservator Name:  
 


Primary Phone:   Secondary Phone:  


 


* Major medical problems considered medical or surgical in nature are identified by Roman numerals, 
i.e., I – Diabetes, II – Laminectomy. 


* Psychiatric, or serious psychological problems, are identified by capital letters, i.e., A – Schizophrenia, 
B – Self-Mutilative Behavior. 







CR3624 (Rev. 12-19)    Duplicate as Needed     RDA  1100 


TENNESSEE DEPARTMENT OF CORRECTION 
CHRONIC DISEASE CLINIC 


TREATMENT PLAN 


      


Inmate Name 


              
 TDOC ID  Institution 


LIST CHRONIC DISEASES 
1)       3)       5)       


2)       4)       6)       
 


Either list or refer to pharmacy profile for current medications: 
      


SUBJECTIVE: 


Asthma: # attacks in last month?       


# short acting beta agonist canisters in last month?       


# times awakening with asthma symptoms per week?       


Seizure disorder: # seizures since last visit?       


Diabetes mellitus: # hypoglycemic reactions since last visit?        


Weight loss/gain          lbs. 
CV/hypertension (Y/N):     Chest pain?           SOB?          Palpitations?          Ankle edema?       


HIV/HCV (Y/N):   Nausea/vomiting?        Abdominal pain/swelling?         Diarrhea?         Rashes/lesions?        
 


For all diseases, since last visit, describe new symptoms:   


      


OBJECTIVE: 


Patient adherence (Y/N):    with medications?            with diet?            with exercise?        


Vital signs:  Temp          BP          Pulse          Resp          Wt          PEFR          INR       


Labs:   Hgb A1C          HIV VL          CD4          Total Chol          LDL          HDL          Trig       


Range of fingerstick glucose/BP monitoring:       


Physical Evaluation (PE):       
 


HEENT/neck:        Extremities:        


Heart:        Neurological:        


Lungs:        GU/rectal:        


Abdomen:        Other:        


Additional Comments:       
 


 Degree of Control* Clinical Status* 
ASSESSMENT: G F P NA I S W NA


1                


2                


3                


4                
 


*Degree of Control:     G-Good F-Fair      P-Poor NA-Not Applicable  


*Clinical Status:      I-Improved S-Same      W-Worse NA-Not Applicable  
PLAN: 
Medication changes:  


Diagnostics:       


Labs:       


Monitoring: BP       x day/week/month Glucose       x day/week/month Peak flow       Other:       


Education provided:  Nutrition  Exercise  Smoking  Test results  Medication management  Other:       
 


Referral (list type):         Specialist:       


# days to next visit?   90    60    30    Other:        Discharged from Chronic Clinic (specify clinic):       
 


Additional Comments:       
 


   
Mid-Level / Physician Signature  Date 


 







CR-2742 (Rev. 11-19)   RDA 1458 


TENNESSEE DEPARTMENT OF CORRECTION 
 


TEACHING/COUNSELING PLAN 
 
 
 
 


             
Patient’s Name/TDOC ID  Subject 


 
 


ELEMENT DATES TAUGHT 


Element:                         


          


Provider Signature:                         


Patient Signature:                         


    


Element:                         


          


Provider Signature:                         


Patient Signature:                         


    


Element:                         


          


Provider Signature:                         


Patient Signature:                         


    


Element:                         


          


Provider Signature:                         


Patient Signature:                         


    


Element:                         


          


Provider Signature:                         


Patient Signature:                         


    


Element:                         


          


Provider Signature:                         


Patient Signature:                         


    
 


Note:  Each entry must be signed. 







 
TENNESSEE DEPARTMENT OF CORRECTION 


 


IMMUNIZATION / TB CONTROL RECORD - INMATE 
 


CR-2217 (Rev. 11-19) Duplicate as Needed RDA 1458 


 


Enter Institution. 
INSTITUTION 


 


NAME Enter Name.  TDOC ID: Enter TDOC ID. 


IMMUNIZATIONS 
 


DATE VACCINE DOSE SIGNATURE 
Enter Date. Enter Vaccine. Dose.  


Enter Date. Enter Vaccine. Dose.  


Enter Date. Enter Vaccine. Dose.  


Enter Date. Enter Vaccine. Dose.  


Enter Date. Enter Vaccine. Dose.  
    


TUBERCULOSIS SCREENING AND SURVEILLANCE 
INITIAL SCREENING:  


Date IGRA Drawn  Date of Results 
Reaction 


(Neg/Pos)  
Chest X-Ray Date / Results 


Preventive Treatment 
Started / Completed 


Enter IGRA Drawn Date. Enter IGRA Drawn Date. 
Enter 


Reaction. 
Enter X-Ray 


Date. Enter Results. 
Enter Started 


Date. 
Enter Completed 


Date. 


PERIODIC SCREENING:  READ AFTER 48 – 72 HOURS IN MM 


Tuberculin Test 
Date 


Antigen/Method/Initials 
Date Read / Initials 


Reaction in 
MM 


Chest X-Ray Date / Results 
Preventive Treatment 
Started / Completed 


Enter Test 


Date. 


Enter 
Antigen/Meth


od/Initials. 


Enter Read 


Date. 
Enter 


Initials. Enter Reaction. Enter X-Ray 
Date. 


Enter 
Results. 


Enter Started 
Date. 


Enter Completed 
Date. 


Enter Test 


Date. 


Enter 
Antigen/Meth


od/Initials. 
Enter Read 
Date. 


Enter 
Initials. 


Enter Reaction. Enter X-Ray 
Date. 


Enter 
Results. 


Enter Started 
Date. 


Enter Completed 
Date. 


Enter Test 


Date. 


Enter 
Antigen/Meth


od/Initials. 


Enter Read 


Date. 
Enter 


Initials. Enter Reaction. 
Enter X-Ray 
Date. 


Enter 
Results. 


Enter Started 
Date. 


Enter Completed 
Date. 


Enter Test 


Date. 


Enter 
Antigen/Meth


od/Initials. 
Enter Read 
Date. 


Enter 
Initials. 


Enter Reaction. 
Enter X-Ray 
Date. 


Enter 
Results. 


Enter Started 
Date. 


Enter Completed 
Date. 


Enter Test 


Date. 


Enter 
Antigen/Meth


od/Initials. 
Enter Read 
Date. 


Enter 
Initials. 


Enter Reaction. 
Enter X-Ray 
Date. 


Enter 
Results. 


Enter Started 
Date. 


Enter Completed 
Date. 


Enter Test 


Date. 


Enter 
Antigen/Meth


od/Initials. 
Enter Read 
Date. 


Enter 
Initials. 


Enter Reaction. 
Enter X-Ray 
Date. 


Enter 
Results. 


Enter Started 
Date. 


Enter Completed 
Date. 


Enter Test 


Date. 


Enter 
Antigen/Meth


od/Initials. 
Enter Read 
Date. 


Enter 
Initials. 


Enter Reaction. 
Enter X-Ray 
Date. 


Enter 
Results. 


Enter Started 
Date. 


Enter Completed 
Date. 


 


TUBERCULOSIS SURVEILLANCE: FILL IN IF POSITIVE PPD OR IF DISEASE OCCURS 
Bacteriologic Examination  


Date / Results 
Diagnosis 


Date / Diagnosis 
Treatment 


Started / Completed 


Enter Date. Enter Results. Enter Date. Enter Diagnosis. Enter Started Date. Enter Completed Date. 


Enter Date. Enter Results. Enter Date. Enter Results. Enter Started Date. Enter Completed Date. 


Enter Date. Enter Results. Enter Date. Enter Diagnosis. Enter Started Date. Enter Completed Date. 


Enter Date. Enter Results. Enter Date. Enter Diagnosis. Enter Started Date. Enter Completed Date. 


 


Report Complete
 







TENNESSEE DEPARTMENT OF CORRECTION 
 


HEALTH CLASSIFICATION SUMMARY 
 


 


CR-1886 (Rev. 01-19) Page 1 of 2  RDA 1458 
Original: Inmate’s Health Record 


Name:        TDOC ID#:        Date of Birth:       
 


Physical Exam Date:        Dental Exam Date:       
 
Allergies:       
 


 Code Description 


Health Classification (Code):       A Class A – No Restrictions 


 B Class B – Moderate Restrictions 


 C Class C – Severe Restrictions 


   


Level of Care (LOC):   LOC 1 No Mental Health Services 


Based on health record information provided by Mental 
Health Treatment Team 


LOC 2 Outpatient 


 
LOC 3 


Supportive Living Services (SLU) Moderate 
Impairment 


 
LOC 4 


Supportive Living Services (SLU) Severe 
Impairment 


 LOC 5 None 


    


Clinical Alert:       Date:       Note:        
    
   
Health Related Conditions (Codes):          
(Circle all applicable codes)    


 
 
 


 Code  Health Conditions   Code  Health Conditions  
 


A 
 


Visual Impairment 
 


P 
 


Neurological Disease/Disorder   Dementia 
 B  Hearing Impairment  Q  Arthritis 
 C  Speech Impairment  R  Obesity (BMI >40) 
 D  Orthopedic Disease/Disorder 


       Documented Hx of Back Problems  
 S  Aging (>60) 


T  Dermatological Disease/Disorder 
 E  Amputation/Missing Extremity  U  Prosthetic Device Associated with Disability 
 F  Pregnancy  1st  2nd  3rd


(Trimester)  V  (Specify)           
 G  Cancer     
 H  Asthma/Hay Fever  W  Permanently confined to a Wheelchair/Mobility 
 I  Allergies  X  Sleep Apnea 
    a)Drug:       b)Other:        Y  G. U. Disease 
 J  Diabetes        BS >300  Z  Surgery within last 6 months (abdominal, 
 K  Seizure Disorder    chest, back, or upper extremity)  
 L  Cardiovascular Disease/Disorder  AA  Other:       
 M  Hypertension     
 N  Pulmonary Disease/Disorder  BB  Acute Injury/Serious Medical Condition: Specify 
                  
        







TENNESSEE DEPARTMENT OF CORRECTION 
 


HEALTH CLASSIFICATION SUMMARY 
 


 


CR-1886 (Rev. 01-19) Page 2 of 2  RDA 1458 
Original: Inmate’s Health Record 


Name:        TDOC ID#:        Date of Birth:       
 
 


Specific Restrictions (Codes):         Specific Accommodations (Codes):       


(Circle all applicable codes)   (Circle all applicable codes)  
 


 
 
 
 


Medical Practitioner Signature  Date 
 


REVIEWED 
 
 


Medical Practitioner Signature  Date 
 


 Code  Restrictions 
 


  Code  Accommodations  
      


 A  Complete bed rest or limited activity(C)   A  Prosthetic Limbs 


 B  Sedentary work only-lifting 10 lbs.  B  Altered Accommodation (furniture, cell, etc.) 


   maximum, occasional walking or standing (C)  C  Air way assists (Oxygen, CPAP, BiPAP, etc.) 


 C  No heavy lifting-20lbs. maximum, able to  D  Sleeping Accommodation (pillow, blanket, 


   frequently lift or carry objects up to 10 lbs. (B)    mattress, etc.) 


 D  Light work only-lifting 50 lbs. maximum, able to  E  Ostomy Supplies 


   frequently lift or carry objects weighing up to 20 lbs.(B)  F  Catheter Supplies 


 E  Medium work only-lifting 100 lbs. maximum, able  G  Assist Devices (cane, crutches, walker, braces, 


   to frequently lift or carry objects weighing up to 50 lbs.(B)    wheel chair) 


 F  Limited strenuous activity for extended  H  Inmate helper 


   periods of time:>1hr (B); 1hr (C); <1hr (C)  I  Minimal Assistance for transporting in a van 


   Note:     or bus 


 G  Continuous standing or walking for extended  J  Wheel chair, bus or van required for transport 


   periods of time:>1hr (B); 1hr (C); <1hr (C)  K  Non-emergency ambulance required for 


   Note:     transport 


 H  Repetitive stooping or bending (B)  L  Housed on first floor 


 I  Acute need to be housed on first floor/bottom bunk(B)  M  Bottom bunk in housing assignment 


 J  Climbing and balancing (uneven ground) (B)  N  Special footwear required 


 K  Exposure to loud noises or work detail with prolonged 
exposure (B) 


 
 


  


 L  Avoid areas or work details with exposure to skin  Notes:       
   irritants (B)        
 M  Participation in weight lifting or strenuous athletics(B)        
 N  Activity involving potentially dangerous machinery          
   or equipment         
 O  Operation of motor vehicles (B)         
 P  Activity involving food preparation/handling (B)         
 Q  Prolonged exposure to sun or high temperatures (B)         


 R  Outside work detail during Spring or Summer (B)  
 S  Exposure to chemicals producing fumes or  
   equipment producing dust (B)  


     







TENNESSEE DEPARTMENT OF CORRECTION 


REPORT OF PHYSICAL EXAMINATION 
 


Duplicate as Needed 
 


CR3885  (Rev. 07-18) Page 1 of 2 RDA 1458 


 
 


 
 


 


 


 


Blood Pressure (sitting):       Height:       Weight:       Temp:       Pulse:       Resp:       
 


 


Summary of Defects/Conditions and Diagnosis continued on back.  
Advanced Directives 


Inmate has been counseled and informed regarding Advance Directives   (PH-4194 completed and placed in inmate health record) 


An existing PH-4194, Advanced Care Plan, is on file and has been reviewed for updates   


 


 


   


PRINTED NAME OF MEDICAL PROVIDER  SIGNATURE OF MEDICAL PROVIDER  


INSTITUTION: 
           


NAME       TDOC ID#:       DATE OF EXAM       


CLINICAL EVALUATION 


NORMAL 
(Check each item in appropriate column; enter 


“NE” if not evaluated.) 
ABNORMAL 


NOTES: Describe every abnormality in detail.  Enter 
pertinent item number before each 
comment.  Use progress notes for additional 
information. 


      
1. GENERAL: Appearance, Nails, Skin, and 


Identifying Marks, Tattoos, etc. 
            


      
2. EYES: General, Ophthalmoscopic; 


Pupils, and Ocular Motility 
            


      3. HEAD AND NECK             


      4. EARS: External and Otoscopic             


      5. MOUTH AND THROAT             


      6. NOSE AND SINUSES             


      7. LUNG AND CHEST             


      
8. CARDIOVASCULAR: Heart and Vascular 


System 
            


      
9. ABDOMEN: Inspection, Auscultation and 


Palpation 
            


      
10. RECTUM AND ANUS: Hemorrhoids, 


Fistulae and Prostate, if indicated. 
            


      
11. G.U. SYSTEM a.  Genitalia 
  b.  Hernia 


            


      12. PELVIC             


      13. ENDOCRINE             


      
14. MUSCULOSKELETAL SYSTEM:  Spine, 


Upper Extremities and Lower Extremities 
            


      
15. NEUROLOGICAL: Cranial Nerves, 


Motor Functions, Cerebella and DTR’s 
            


      16. PSYCHIATRIC             


HEALTH CLASSIFICATION BASED ON PHYSICAL EXAMINATION:       







TENNESSEE DEPARTMENT OF CORRECTION 


REPORT OF PHYSICAL EXAMINATION 
 


Duplicate as Needed 
 


CR3885  (Rev. 07-18) Page 2 of 2 RDA 1458 


 


Summary of Defects/Conditions and Diagnosis 
 


      


      


      


      


      


      


      


      


      


      


      


      


      


      


      


      


      


 







TENNESSEE DEPARTMENT OF CORRECTION 
HEALTH QUESTIONNAIRE 


Page 1 of 2 
CR-2178 (Rev. 01-20)                                                       Duplicate as Needed   RDA 1100 


 


INMATE NAME:       TDOC ID       DOB       


RECEIVING INSTITUTION:       DATE:      /    /       TIME:       a.m./p.m. 


INITIAL INTAKE:       TEMPORARY TRANSFER:       PERMANENT TRANSFER:       


I N Q U I R E :  


1. Do you have any barriers to learning?  Vision  Hearing  Reading  Writing  None 


2. Do you speak/read English? Speak:  Yes  No Read:  Yes  No 


3.. Have you ever had a positive TB test?  Yes  No If yes, describe       


  


4. Are you being treated for any illness or health problem (including dental, venereal disease, or other infectious diseases)? 


  Yes  No If yes, describe:       


       


5. Do you have any physical, mental or dental complaints at this time?  Yes  No  


 If yes, describe:       


6. Are you currently taking any medication(s)?   Yes  No 


 If yes, was the medication transferred with the inmate?  Yes  No  


 If yes, describe (what used, how much, how often, date of last use, and any problems)       


       


7. Have you recently or in the past, abused alcohol or other drugs, including prescription drugs?  Yes  No 


  If yes, What?  How much?   


8. Have you ever been hospitalized for using alcohol or other drugs, including prescription drugs?   Yes  No 


 If yes, when?       


9. Do you have any allergies?  Yes  No If yes, describe:       


       


10. 


(For women)  


a) LMP        b) Are you pregnant?   Yes  No Number of months  __     __ 


 c) Have you recently delivered?    Yes  No Date:  ____     _______________________ 


 d) Are you on birth control pills?    Yes  No  


 e) Any gynecological problems?                   Yes       No 


11. Screening for MRSA Infections: 


 a) Do you have any lesions, sores or insect bites?   Yes  No 


 If so, do you have any open/draining lesions, sores, or insect bites?   Yes  No 


 If yes, where are these lesions?       


O B S E R V E :  


1. Behavior (including state of awareness, mental status, appearance, conduct, tremor and sweating): 


  Normal   Abnormal  If abnormal, describe:       


       


2. Skin Assessment (including needle marks, trauma markings, bruises, lesions, jaundice, rashes, tattoos, and infestation(s) 


Yes   No 


 If yes, describe:       


       


3. Is there evidence of Abuse or Trauma?   Yes  No If yes, describe:  







TENNESSEE DEPARTMENT OF CORRECTION 
HEALTH QUESTIONNAIRE 


Page 2 of 2 
CR-2178 (Rev. 01-20)                                                  Duplicate as Needed                                                            RDA 1100 


 
M E N T A L  H E A L T H :  


1. Is the inmate presenting behavior(s) that are considered:    Anxious      Antagonistic/Hostile     Hallucinations 


                                                                                               Withdrawn/Avoidant      Depressed/Hopeless     No 


2. Is the inmate presenting disorganized thought?  (Unable to track questions and/or present responses in logical or connected 
manner)   Yes   No 


3. Have you ever been in a mental hospital?     Yes   No 


 If yes, when?       How often?       


4. Have you ever been treated for mental health?  Yes  No  


 Have you ever been treated for substance use?   Yes  No 


5. Have you ever attempted to kill yourself?    Yes  No If yes, when?       


 How?       How many times?         


6. Are you thinking about suicide now?   Yes    No 


 If yes, do you have a plan?  Yes   No 


7. Has a parent, other family member, or close friend committed suicide?   Yes  No  If yes, who?       


8.. Do you have a history of past or current head trauma?   Yes    No If yes, explain type of injury:       


       


9.. As an adult or child, have you personally experienced being:  Sexually abused   Physically abused  Emotionally abused 


         Yes    No Yes    No Yes    No 


  When? (year) and by whom?  


D I S P O S I T I O N : 


       Intake housing       Intake housing with prompt referral appointment (health, mental health, substance use treatment) 


       General housing       General housing with prompt/referral appointment 


       Referred to appropriate health, mental health or substance use provider   Yes   No 


       Contacted appropriate health, mental health, or substance use provider  due to emergency    Yes  No 


Additional comments on Progress Notes (CR-1884):  Yes  No 
 
I have received information regarding the procedure for obtaining routine and emergency health care (medical, dental, 
substance use, and/or mental health, and co-pay requirements).  These have been explained to me and I understand how 
to access healthcare services in the form of: 
 


 Orientation Handbook (i.e. Inmate Handbook)
 Transient inmate information-describing how to access healthcare 


 


 
Inmate Signature 


 
Employee Name Printed 


 
Employee Signature and Title 







CR-1897  (Rev. 9-19) Duplicate as Needed  RDA 1100 
Original:  Health Record 


 
      


INSTITUTION 
 
 
Name:       TDOC ID:       Date of Birth:       
 Last  First  Middle     
 
I hereby authorize ______     __________________ and assistants to perform the following operation, procedure, 


treatment, or psychiatric intervention. 


      
Use Laymans Terms 


 


The nature and extent of the intended operation, procedure, treatment, or psychiatric intervention has been explained to 


me in detail.  I have been advised by _____________________     _______________________ of the following 


alternatives, if any, probable consequences if I remain untreated, risks and possible complications of proposed treatment 


as indicated: 


 


      
      
      
 


      
 


 


I acknowledge that no guarantee or assurance has been made as to the result that may be obtained. 


If any unforeseen condition arises in the course of the operation calling for the judgment of the practitioner for procedures 
in addition to or different from those now contemplated, I further request and authorize the practitioner to do whatever is 
deemed necessary. 
 
I consent to the administration of anesthesia to be applied under the direction and supervision of _____     ______. 
 
I have read and fully understand the terms of this consent and acknowledge that the explanations referred to were made 
and that all blanks have been filled. 
 
Date:  Time:    


     (Signature of Patient) 
 
Witness:      


   (Signature of Practitioner and Professional Title)  Date 
 
If the patient is a minor or incompetent to consent: 
 
 Date:  Time:  a.m 


p.m. (Signature of parent or person authorized to consent for patient)     
 
Witness:  Witness:  


 


TENNESSEE DEPARTMENT OF CORRECTION 


HEALTH SERVICES 


CONSENT FOR TREATMENT


(Practitioner)


(Practitioner)


(Use Layman’s Terms)


(Practitioner)







CR-3326 (Rev. 10-19)    Duplicate as Needed    RDA1100 


TENNESSEE DEPARTMENT OF CORRECTION 
MENTAL HEALTH TREATMENT PLAN 


      
INSTITUTION 


 


INMATE:           


TDOC ID:        TREATMENT PLAN REVIEW DUE ON:        


DATE OF BIRTH:         VOLUNTARY  INVOLUNTARY  LEVEL OF CARE 


 INPATIENT  OUTPATIENT 


 


GENDER:          


    SPECIAL UNIT: SPECIFY:        
       
 


LEVEL OF CARE:  II  III  IV  V 
 


 DSM-5 DIAGNOSIS:     


       


       


       


       


       


       


TARGET SYMPTOMS/PROBLEMS: 


1)       


2)       


3)       


4)       


5)       


GOALS ACCORDING TO PROBLEM # ABOVE/INMATE RESPONSIBILITIES: 


1)       


2)       


3)       


4)       


5)       


TREATMENT MODALITY AND FREQUENCY TO ACHIEVE GOALS: 


       


       


       


       


       
 


   
INMATE SIGNATURE / CONSERVATOR SIGNATURE  DATE 


 


   
STAFF SIGNATURE   TITLE  DATE 


 


   
STAFF SIGNATURE   TITLE  DATE 


 


   
RECEIVING PROVIDER  DATE 


 







CR-1884 (Rev. 08-2019)    Printed or Duplicate as Needed    RDA 1100 


TENNESSEE DEPARTMENT OF CORRECTION 
 


PROBLEM ORIENTED – PROGRESS RECORD 


      
INSTITUTION 


 
INMATE NAME:        TDOC ID:        


 
 


 


DATE TIME  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


 
Do Not Write on Back 







NAME:   NUMBER:  
 


NO. 
        


 
DATE 
OUT NAME & PHONE # OF PERSON WITH RECORD DATE IN DATE 


OUT NAME & PHONE # OF PERSON WITH RECORD DATE IN   


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


        


S I G N  I N / S I G N  O U T  F O R  R E C O R D S  
 
CR-1006 (Rev. 11/04) 







 


  TENNESSEE DEPARTMENT OF CORRECTION 


  HEALTH HISTORY 
 
 


 
CR-2007 (Rev. 12-19)  Page 1 of 6 RDA 1458  


 


Inmate Name: 


TDOC ID 


 
 


INSTITUTION 
 
 


SS#  Gender  Age D.O.B.  
 


Next of Kin: Name:  Relation:  


 Address:    


 City:  State:  Zip:  


 Phone: Area Code  Number   
 
 


Date Completed:      
  Month  Day  Year 


 


Height:  Weight:  Hair Color:  Color of Eyes:   
 


Blood Pressure (Sitting):  Temp:  Pulse  Resp.  
 


DATE, if done on Admission  ALLERGIES:  


Serology  EKG    


Urinalysis  Chest X-Ray    


CBC  Hemoccult    


Chem. Scan    


Td Booster    


Other   Date or TB Skin Test  


   Date Read  Results  
   (Record in MM.) 


 


Visual Acuity (Snellen) R.  L.  
 
 
 
CURRENT MEDICATIONS: (Specify drug, strength, dosage form and frequency) 


 


 


 


 


 


 


 
 
 







 


  TENNESSEE DEPARTMENT OF CORRECTION 


  HEALTH HISTORY 
 
 


 
CR-2007 (Rev. 12-19)  Page 2 of 6 RDA 1458  


 


Inmate Name: 


TDOC ID 


1. Family History:  Have any of your family or relatives had any of the following?  If so, specify who: 
 


Heart Disease  Tuberculosis  Cancer  


Sickle Cell  Diabetes  Seizures  


Hypertension  Mental Illness  Other  


Substance Use  Are your parents still alive?   
 


2. Social History: 
 


Highest Grade Completed  Usual Occupation  Marital Status  


Previous Incarcerations  Old Number (TN, Other State, Federal)  
 


Prior to Incarceration:  


Used alcohol: Yes  No  If yes,  Daily  Weekly  Rarely  


Other habit forming drug(s) Yes  No   Daily  Social   


Name(s) of Drug(s)  


Ever injected drugs (even once)? Yes  No   
 


3. When did you last see a doctor?  


 For What Reason:  
 


4. Have you ever been told by a doctor that you now have or have had any of the following:  
Answer questions by checking yes or no  


 


YES  NO COMMENT(S) 


 a. Rheumatic Fever   


 b. Heart trouble   


 c. High Blood Pressure   


 d. Thyroid trouble or Goiter   


 e. Diabetes   


 f. Kidney infections or Stones   


 g. Jaundice, hepatitis or liver disease   


 h. Ulcer   


 i. Pneumonia   


 j. Tuberculosis   


 k. Gallbladder Disease   


 l. Sexually Transmitted Infection/Disease   


 (Venereal Disease)   


 m. Asthma   


 n. Emphysema   


 o. Anemia   


 p. Hemophilia   


 q. Cancer   


 r. Epilepsy or Seizure disorder   


  Last seizure  Medication  


 s. Allergies, (if yes, what? ______________)   


 t. 
Any other serious illness, or injuries, 
operations or hospitalizations?  


 


 u. 
Any history of treatment in a Mental 
Health Clinic or Psychiatric Hospital?   







 


  TENNESSEE DEPARTMENT OF CORRECTION 


  HEALTH HISTORY 
 
 


 
CR-2007 (Rev. 12-19)  Page 3 of 6 RDA 1458  


 


Inmate Name: 


TDOC ID 


 v. 
Any history of Substance Use Treatment 
either in or out patient?   


 


Hospitalizations 
 


DATE  NAME OF HOSPITAL  LOCATION  REASON 
       


       


       


       


       


 
Surgical History 
 


DATE  TYPE OF SURGERY  HOSPITAL/SURGICAL CTR  SURGEON 
       


       


       


       


       


 
 


NO  YES COMMENT(S) 


5.    


 a. 
Has there been any change in your weight 
in the past year?   


 
1. Lost    How much?       
2. Gain   How much?         


 b. 
Have you ever had excessive 
anxiety/nervousness, depression or 
worrying? 


 
 


 c. 
Have you noticed a change in size or 
color of any wart or mole, or the 
appearance of a new one? 


 
 


 d. Any itching, skin rash or boils?   


 e. Do you use tobacco?   
  1. Chew   


  2. Pipe   
  3. Cigars   


  4. Cigarettes   


 
5. How many cigars, cigarettes, or 
    pipes do you smoke in 24 hours?    


6. HEAD AND NECK   


 a. Do you have dizzy spells?   


 b. Do you have frequent headaches?   


 How often?    


 
What medicine helps 
your headaches?    


 c. 
Do you have any lumps or swelling  
in your neck, armpits, groin or other 
areas? 
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Inmate Name: 


TDOC ID 


    


NO  YES COMMENT(S) 


7. EYES   


 a. Do you wear glasses or contact lens?   


. For how long?   


 b. Do you see double?   


 c. 
Do you ever see colored halos 
around lights?   


 d. When your eyes were last examined?   


    


 e. 
Do you have trouble seeing objects at a 
distance or near objects such as a 
newspaper? 


 
 


 f. Do you have vision in both eyes?   


8. EARS   


 a. Do you have difficulty hearing?   


 b. Have you had any earaches lately?   


 c. 
Do you have repeated buzzing or ringing 
in your ears?   


 d Do you have a hearing aid(s)?   


9. MOUTH, NOSE AND THROAT   


 a. 
Do you have any trouble with your 
teeth or gums?   


 b. When did you last see a dentist?   


    


 c. Have you ever had sinus problems?   


 d. 
Does your nose ever bleed for no reason 
at all?   


 e. 
Is your voice more hoarse now than in the 
past?   


10. RESPIRATORY   


 a. Do you have a chronic cough?   
 b. Do you cough up any material?   


 c. 
Ever have trouble getting your breath after 
climbing one flight of stairs or walking one 
city block? 


 
 


 d. 
Do you have frequent colds or influenza 
attacks?   


 e  Do you have sleep apnea?   


 f. Do you use a CPAP/BiPAP Machine?   


11. CARDIOVASCULAR   


 a. Ever get pains or tightness in your chest?   


 b. Ever been bothered by a racing heart?   


 c. 
Do you have shortness of breath while 
doing your usual work?   


 d. Need more pillows at night to breathe?   
 e. Do you have swollen feet and ankles?   


 f. Do you use a lot of salt on your food?   
 g. Do you have a pacemaker?   


 h. Do you have a defibrillator?   
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Inmate Name: 


TDOC ID 


 
NO  YES COMMENT(S) 


12. DIGESTIVE   


 a. 
Do you suffer discomfort in the pit of your 
stomach?   


  1. Nausea   
  2. Vomiting   


  3. Indigestion   
  4. Heartburn   


 b. 
Is it painful or difficult for you to swallow 
liquids or solid foods?   


 c. 
Do you have trouble with bowel 
movements?   


 1. Hemorrhoids   


 2. Bleeding   


 3. Constipation   


 4. Diarrhea   


 5. Bloody or Black Stools   


 6. Rectal Pain   


13. URINARY   


 a. Frequently get up at night to urinate?   


 b. Ever had burning or pains when urinating?   


14. MUSCULOSKELETAL   


 a. Have stiff or painful muscles or joints?   


 b. Are your joints ever swollen?   


 c. Have you ever had any broken bones?   


 d. Have difficulty bending or moving?   


15. SKIN    


 
Tattoos, piercings, lesions, ulcers, tags, 
moles, insect bites, rashes, or infections?  


16. FOR MALES ONLY   


 a. Is your urine stream very weak and slow?   


 b. 
Has a doctor ever told you that you have 
prostate trouble?   


 c. Ever had discharge from your penis?   


 d. 
Do you have any pain, swelling, sores or 
lumps on your testicles or penis?   


17. FOR FEMALES ONLY   


 a. Have you had a hysterectomy?   


 b. Are your menstrual periods regular? 
Date of last menstrual period:   


    


 c. Ever have pain with your periods?   


 d. 
Do you have excessive bleeding during 
your period?   


  1. Between periods?   
  2. After sexual relations?   


  3. After going through the “change of life”?   
 e. What type of birth control method are you 


using?  (Check appropriate)   


  1. None   
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Inmate Name: 


TDOC ID 


  2. Birth control pills   


  3. IUD (Loop)   
  4. Foam   


    
NO  YES COMMENT(S) 


  5. Diaphragm   


  6. Condoms   
  7. Tubes Tied   


  8. Other:  ______________________   


 f. Do you have a discharge now?   


 g. When was your last Pap Smear?   
    


 h. Ever had an abnormal Pap smear?   


 i. 
How many times have you been 
pregnant?   _________   


  1. Full term  _____   
  2. Premature  _____   


  3. Miscarriages _____   
  4. Abortions _____   


  5. Are you pregnant now?   


 j. Do you examine you breasts regularly?   


 k. Ever found any lumps in your breasts?   
 l. Ever had discharge from your nipples?   


 m. 
Have you had the Measles, Mumps, and 
Rubella Vaccine (MMR) as an adult?   


 
 
 
 
 
 
I certify that the foregoing information supplied by me is true and complete to the best of my knowledge. 


     


Date  Signature of Patient  Signature of Person Reviewing History 
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Approved by:  Tony Parker 


Subject:  RELEASE OF  PROTECTED HEALTH INFORMATION  


 
 
 I. AUTHORITY:  TCA 4-3-603, TCA 4-3-606, TCA 10-7-504, TCA 63-11-213, TCA 68-11-304, 


TCA 68-10-113, 42 USC 290dd-3, 42 USC CFR Chapter 2, TCA 33-3-103, TCA 39-13-521, and 
TCA 41-24-117. 


 
 II. PURPOSE:  To ensure the confidentiality of inmates’ protected health information either created 


or received by the Tennessee Department of Correction (TDOC). 
 
 III. APPLICATION:  TDOC institutions, Central Office staff, contracted staff, vendors, volunteers, 


inmates, and privately managed institutions. 
 


IV. DEFINITIONS:   
 


A. Health: For the purposes of this policy, “health” encompasses physical health and mental 
health. 


 
B. Minimum Necessary: Limiting the provided information to the least amount required to 


accomplish the intended purpose of the use or disclosure.  
 
C. Need to Know: A condition or situation in which the sharing of an inmate’s protected 


health information is necessary or desirable for a specified workforce member to render 
services to that inmate. Such services may include, but are not limited to, provision of 
health care, transportation, continuity of care, program assignment, etc. 


 
D. Protected Health Information: Any oral or recorded clinical data relating to the past, 


present, or future health or provision of health care to inmates.  
 
E. Unauthorized Third Party: Any individual other than the inmate or his/her health care 


provider who has neither a legitimate "need to know" nor the inmate’s written authorization 
to receive protected health information. 


 
F. Workforce Member: Any person, whether paid or unpaid, authorized to work for or on 


behalf of the TDOC, including TDOC employees, contracted employees, temporary and 
part-time employees, vendors, and volunteers.  


 
 V. POLICY:  The protected health information of any inmate is confidential and shall only be used, 


shared, or disclosed in accordance with this policy. 
 
 VI. PROCEDURES: 
 


A. General: 


           ADMINISTRATIVE POLICIES 
                    AND PROCEDURES 
                      State of Tennessee 
                Department of Correction 
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 1. The inmate’s active health record is to be maintained separately from other 


volumes of the Inmate Institutional Record (IIR).  The health record is Volume 3 of 
the IIR. 


 
2. No workforce member shall discuss protected health information heard, viewed, or 


otherwise obtained during their duties with other staff, inmates, or any other 
individuals who have no need to know.  Employees who misuse or make 
unauthorized disclosures of protected health information shall be subject to 
disciplinary action in accordance with Policy #305.01.   


 
3. No information derived solely from the health record, offender management 


system (OMS) health services conversations, or from the provision of care shall be 
used to initiate or support disciplinary action against an inmate.   


 
B. Access to Protected Health Information: 


1. The health administrator or designee is the custodian of the health record 
(including substance use treatment and mental health records) and shall control 
access in order to protect the confidentiality of the information contained therein.  
The health administrator or designee shall also respond to inquiries regarding the 
disclosure or protection of inmate protected health information.   


2. Access to an inmate’s health records shall be limited to qualified health personnel 
involved in delivery or continuity of health services to or for the inmate.  A list of 
position titles authorized to have access to the health record shall be included in 
each facility’s Health Services Unit Manual. 


 
 3. Inmate Access to Health Records:  


 
 a. Inmates have a limited right of access to their own health records.  Inmates 


desiring to review their own health records shall make a written request to 
the health administrator, which shall include the purpose of the review and 
the specific information requested.  Arrangements shall be made by the 
health administrator for the specific information to be reviewed in the 
presence of a physician, mid-level provider, licensed nurse, or medical 
records clerk.  Reviews shall be allowed no more frequently than once 
every 12 months, in accordance with Policy #512.01.  A copy of the 
written request shall be placed in the health record. 


 
 b. If an inmate desires to have another individual present (including another 


inmate) during his/her review of their own health record, a completed 
Authorization for Release of Health Services Information, CR-1885, shall 
be obtained prior to the review.  


  
 c. Prior to reviewing the health record with the inmate, the record shall be 


purged of all psychiatric/psychological materials, any materials received 
from outside sources, and any information that may jeopardize the safety 
of the inmate or the institution. 
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 d. Psychiatric/psychological records shall not be reviewed with an inmate 


without consultation with the treating (or a knowledgeable) 
psychiatric/psychological professional.  If the psychiatric/psychological 
professional believes that the content of the psychological records should 
not be released to the inmate (or that they should be released only in part 
or under special conditions due to the anticipated impact upon the inmate), 
the records (or any part thereof) may be withheld pending a court order to 
release them. 


 
 e. Paper copies of the health record shall not be released directly to the 


inmate, except by court order.  Exception to this release shall be made only 
when an inmate is personally involved in a lawsuit directly involving 
medical issues that would require the use of his/her medical records, as 
verified by the TDOC General Counsel or Office of the Attorney General. 


 
f. Upon submission of a completed and signed authorization form (CR-1885 


or similar form) addressed to the TDOC, former inmates may receive or 
designate the release of their own health information to specific 
physicians, attorneys, or organizations or departments providing health 
services to the inmate. 


 
   4. Securing Protected Health Information:  Any employee who possesses confidential 


information in his/her office shall lock office doors and/or filing cabinets that 
contain protected health information.  No information of this nature shall be stored 
in general view in any location within the facility.  An employee shall report any 
suspected tampering of files to his/her immediate supervisor.   


    
C. Release of Protected Health Information: 


 
1. Any protected health information used or disclosed shall be the minimum 


necessary to accomplish the intended purpose of the disclosure. 
 
2. Disclosure of protected health information by any means (including face-to-face 


meeting, letter, telephone, or facsimile transmission (fax) pursuant to written 
authorization) shall be accomplished only after reasonable care has been exercised 
to ensure the identity of the recipient. 


 
3. Protected health information shall not be disclosed, verbally or in writing, to an 


unauthorized third party.  This includes disclosure to non-medical staff; an 
inmate’s family, friends, relatives, and associates; members of the media; elected 
officials; and private citizens.  
 
a. No protected health information shall be publicly released other than as 


stated in Policies #103.04 and #512.01. 
 


b. Emergency notification, as authorized by Policy #103.05, shall be made 
when an inmate has designated such individual(s) and provided current 
contact information to the TDOC. 
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Subject: RELEASE OF  PROTECTED HEALTH INFORMATION 


 
4. An inmate may disclose protected health information about himself/herself as 


he/she chooses.  When a request is received for an inmate’s protected health 
information by an unauthorized third party, workforce members shall advise the 
third party to contact the inmate directly.  The inmate’s disclosure, even with 
written authorization, does not require the Department to release protected health 
information to an unauthorized third party.   


 
 5. Reasonable safeguards shall be in place to protect against the unintentional use and 


disclosure of protected health information.  Safeguards may include the following: 
speaking quietly when discussing an inmate’s condition when other inmates and 
non-medical personnel are nearby and avoiding the use of inmates’ names in 
hallways, elevators, break rooms, etc. 


 
 6. Release of Protected Health Information with Written Authorization:  
   


                            a. Inmate Request: 
  
  (1) If an inmate requests to release his/her protected health 


information, the inmate shall complete Authorization to Release 
Health Information, CR-1885, and a copy shall be placed in the 
health record. 


 
  (2) Upon receipt of the inmate’s written authorization, information 


contained in his/her current or former TDOC health record may be 
released to an individual or agency that indicates a reasonable 
business need for the requested information.  Such individuals or 
agencies may include but are not limited to: attorneys, qualified 
health professionals, and organizations or departments providing 
health services to inmates (e.g., health departments, veteran affairs, 
human services, or community programs, etc.).  


 
  (3) If the inmate is a minor, written authorization must be obtained 


from the next of kin or legal guardian.  If the inmate has a 
conservator, the written authorization must be obtained from the 
conservator.  Authorization for deceased inmates shall be obtained 
from the deceased’s legal representative.   


 
b. Release of HIV/AIDS Information:  Information regarding the inmate’s 


HIV/AIDS status shall not be released unless specifically requested on 
CR-1885 and signed by the inmate.   


 
c. Psychiatric/Psychological Information: 
 
  (1) An authorization to release psychotherapy notes must be specific 


and executed separately from any other authorization for 
disclosure.  An authorization for the release of psychotherapy notes 
cannot be made in conjunction with an authorization for release of 
any other protected health information. 
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  (2) Psychiatric/psychological information may be released only to a 


physician, other mental health professionals, another health care or 
state/federal agency (including vocational rehabilitation and social 
security),or an attorney representing the inmate.  


 
               d. Substance Use:  Confidentiality and/or release of substance use 


programming records shall be handled in accordance with Policy 
#513.07.1.  


     
    e. Research:  The use of inmate health records for research purposes may be 


granted only under the provisions of Policy #114.02.  Privately managed 
facilities shall submit research proposals to the Decision Support: Director 
of Research and Planning in the Central Office.  Precautions shall be taken 
to disguise the identities of the subjects and/or the researcher must agree 
not to disclose the identity of inmate subjects and not to release any 
material that would have an intentional, direct, adverse effect on any 
inmate involved in the research project.   


 
f.  When forwarding any protected health information (including 


psychiatric/psychological information), a cover letter shall be attached 
indicating that the information being provided should not be directly 
provided to any other individual, including the inmate.  


 
 7. Release of Protected Health Information without Written Authorization: Protected 


health information may be released without a written authorization in the following 
circumstances: 


 
a. Executive Staff:  Information shall be released to the Commissioner, 


Deputy/Assistant Commissioners, Wardens/Superintendents, Chief 
Medical Officer, Behavioral Health Services, Substance Use Programs, or 
their designees for the purpose of monitoring and evaluating the delivery 
of health services.  


 
b. Investigations Unit:  Information shall be released to the Investigations 


unit of the Office of Investigations and Compliance/investigators 
conducting an authorized investigation as established in Policy #107.02.  


 
c. Health or Security Risk: Confidential information may be disclosed to the 


Warden/Superintendent/designee if the clinician determines that such 
disclosure is necessary to protect against a substantial risk of death, 
disease, or injury to self or others; or the inmate is a threat to the security 
of the institution and/or the community.  


 
d. Workforce members and law enforcement:  Correctional personnel who 


require access to protected health information for the purposes of 
transportation or transfer, discharge planning, probation and parole, 
classification, housing, job/class assignment, security of the institution, or 
to facilitate continuity of treatment, shall be provided a health summary 
report listing the inmate’s major health problems and/or a copy of the 
inmate’s Health Status Transfer Summary, CR-1895.   


 
 







Effective Date:   March 1, 2020 Index # 113.52  Page     6      of     9    


Subject: RELEASE OF  PROTECTED HEALTH INFORMATION 


 
e. Tennessee Board of Parole:  Protected health Information shall be made 


available upon request of the Board of Parole as follows:  
 


(1) The institutional parole specialist shall contact the institutional 
health administrator for necessary health care summary 
information as needed for a parole hearing. The health services 
staff shall provide the Transfer/Discharge Health Summary, 
CR-1895, including any physical or mental health issues that are 
relevant to the supervision of the inmate while the inmate is on 
parole (e.g., medication regimens, behavioral problems, physical 
impairments, and infirmities).  Emphasis should be placed on a 
"need to know" basis.   


 
(2) Release of any protected health information shall require the 


inmate's written consent.  (See Section VI.(C)(6) of this policy)  
 
f. Peer Review/Quality Assurance/Accreditation:  Information shall be 


released to accrediting agencies such as ACA auditors, TDOC inspectors, 
and contract monitors as required by law.  If there is uncertainty as to 
whether an individual or entity is authorized to review confidential 
information, the TDOC Legal Division shall be contacted.  


 
g. Outside Medical Providers/Hospitals/Ambulatory Providers: 
 
 (1) Protected health information may be released to an outside medical 


provider or facility requiring exchange of information for treatment 
purposes.  Such individuals may include doctors, nurses, hospitals, 
laboratory technicians, etc. 


 
 (2) Protected health information may be released to treating physicians 


via telephone or e-mail during an emergency, but only after 
reasonable care has been exercised to ensure the identity of the 
recipient and the legitimacy of the request has been verified.  Any 
release of health information shall be noted in the health record.  


 
 (3) When requesting medical information from outside medical 


providers/hospitals/ambulatory providers or other correctional 
agencies, the CR-1885 shall be completed and sent to the 
agency/provider from which the protected health information is 
being requested.  


 
h. Public Health Entities and Community Service Organizations:   
 


(1) The minimum necessary protected health information may be 
released to public health entities (i.e., Tennessee Department of 
Health, Centers for Disease Control, etc.) that are legally 
authorized to receive such information for the purpose of 
preventing or controlling disease, injury, or disability, or for the 
purpose public health surveillance.   
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     (2) Information may be released to a community hospital or treatment 


facility when the inmate is transferred to that facility for care.  (See 
Policy #113.04)         
      


    i. Coroners/Medical Examiners/Funeral Directors: Protected health
 information may be disclosed to coroners, medical examiners, and funeral 
directors for the purpose of identifying a deceased person, determining the 
cause of death, or other duties as required by law. 


 
j.  Legal Requests: Protected health information may be disclosed upon 


receipt of a court order, subpoena, or a litigation discovery request; or 
upon request of an Attorney ad Litem appointed to represent an inmate in 
judicial commitment proceeding. Advisory:  Any doubts of validity or 
scope of a court order, or the role of the Attorney ad Litem for the inmate, 
should be addressed by contacting the TDOC Legal Division.  


 
k. Office of the Attorney General:  Information shall be released to the Office 


of the Attorney General or to attorneys (through the Defense Counsel 
Commission) who represent TDOC employees being sued by an inmate. 


 
l. Conservator or Legal Guardian:  Information may be released to an 


inmate's conservator, or to a minor inmate’s legal guardian, upon written 
request by the conservator or guardian, or court-appointed guardian ad 
litem, or attorney.  


 
D. Facsimile Transmission of Health Records   


 
1. Institutions may transmit health record information via fax.  All the preceding 


items in this policy apply regarding confidentiality, release, and access to health 
record information.   


 
2. A fax transmission cover letter shall be used when transmitting health record 


information and shall include a confidentiality statement such as the following: 
“This facsimile contains protected health information and is intended only for the 
recipient(s) to whom it is addressed. This information is disclosed from 
confidential records protected by state and federal law. The recipient(s) are 
prohibited from making further disclosure of this information without the specific 
written consent of the subject individual.”   


 
3. Institutional health care staff shall ensure that the confidentiality of faxed material 


is protected so that only intended recipients have access to such protected health 
information.     


 
4. CR-1885s transmitted by fax are acceptable if completed, signed, and witnessed.   
 
5. Fax transmissions should only be used when the need for information is so 


immediate that the mail cannot be used.   
 


 
 
 
 







 
 
E. Reproduction of Documents:  When information from the health record is reproduced for 


release as described in Sections VI.(C)(5) and VI.(C)(6) above, the receiving party may be 
charged as described in Policy #216.01.  Privately managed facilities may charge for the 
reproduction of health records according to TDOC approved corporate policies.  


 
 VII. ACA STANDARDS:  4-4098, 4-4099, 4-4396, 4-4413, 4-4414, and 4-4415. 


 
VIII. EXPIRATION DATE: March 1, 2023. 
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TENNESSEE DEPARTMENT OF CORRECTION 
 


TRANSFER/DISCHARGE HEALTH SUMMARY 
 


CR-1895 (Rev. 12-19) Duplicate as Needed   RDA 1458 


 


Name of Inmate:       TDOC ID:       


 


Gender:  Male  Female 
 


Current Institution/County/Facility:       Receiving Institution/County/Facility: 


Reason for Transfer/Discharge:       
 


Requires Chronic Illness Monitoring:   Yes  No Requires Mental Health/Psychiatric Monitoring?  Yes  No 
 


HEALTH HISTORY Check (√) all conditions present 
 


 HIV/AIDS  Depression  Hernia  Prosthesis (specify)       


 Alcoholism  Diabetes  High Cholesterol  Rheumatoid Arthritis 
 Anemia  Emphysema  Hypertension  Stroke 
 Asthma  Epilepsy  Kidney Disease  Suicide Attempt/Gesture/Ideation 
 Cancer (specify)        Heart Disease  Liver Disease  Tuberculosis 


 Chemical Dependency  Hepatitis C  Multiple Sclerosis  Venereal Disease 


 COPD  Other (specify):      


MH Diagnosis(s):       
 


MEDICATION ORDERS 
 


NAME OF DRUG STRENGTH/ROUTE FREQUENCY 
LAST DOSE 
DATE/TIME


MEDICATION 
SENT(Circle Y/N) 


AMOUNTS 
SENT 


KOP 
(Circle Y/N)


                        Yes No       Yes No 


                        Yes No       Yes No 


                        Yes No       Yes No 


                        Yes No       Yes No 


                        Yes No       Yes No 


                        Yes No       Yes No 


                        Yes No       Yes No 


                        Yes No       Yes No 
 


Brief Summary of Current Problems/Diagnosis(s):       
 


Special Instructions (e.g. Allergies, Diet, Impairments, Medical Appointments, etc.):       
 


Referred to Community Resources:  Yes  No Specify:       
 


TB INFORMATION
 


TB Clearance  Y  N; BCG  Y  No; PPD Completed:      /     /      Results:       CXR Completed      /     /      
 


Health Authority Clearance:      /     /      
 


                    
Name  Title  Date 


 


SPECIAL INSTRUCTIONS/PRECAUTIONS
 


Inmate is on Suicide Monitoring or Special Mental Health Observation: Yes No Dates:       
 


Is Inmate medically able to travel by BUS, CAR, or VAN?  Yes  No 
Does the inmate require medication during transport?  Yes  No 
Does the inmate require medical equipment during transport?  Yes  No 
Does the inmate have communicable disease clearance to travel?  Yes  No 
Is the Transport Officer required to use universal precautions and the use of masks or gloves?  Yes  No 
 


Conservator:  Yes (list information below)  No ( If no, list Emergency Contact) 


Name:       Address:       Phone:       
 


Report prepared by:              
Health Signature/Professional Title  Date 


 


Report prepared by:              
 Mental Health Signature/Professional Title (if applicable)  Date 


 


Receiving Institution:              
Signature/Professional Title  Date 


 







 


CR‐1885 (Rev. 09‐19)                         Duplicate As Needed                 Original‐Recipient    Copy‐Inmate    Copy‐Health Record                               RDA 1458 


 


TENNESSEE DEPARTMENT OF CORRECTION 


AUTHORIZATION FOR RELEASE OF HEALTH SERVICES INFORMATION 


                                              ______________________________________________    
INSTITUTION 


 
INMATE NAME (PRINTED) _____________________________________      TDOC ID______________   
 
SOCIAL SECURITY NUMBER ________________      DATE OF BIRTH _____________    GENDER _________ 
 
 


 
 


 I hereby authorize ______________________________________________________________to release the 
(NAME OF PROVIDER/FACILITY) 


information indicated below to the Tennessee Department of Correction (TDOC) regarding my medical    treatment.         


TDOC Facility Name/Community Supervision Office: ______________________________________________________ 
 
Facility Address: ____________________________________________________________________________ 
 
Phone Number: ___________________     Fax Number: ____________________ 
 
 


 
 


 I hereby authorize the Tennessee Department of Correction to release the information indicated below to the following: 


Name: _________________________________________     Relationship to Inmate: _______________________ 


Address: ___________________________________________________________________________________ 


Address 2: _________________________________________________________________________________ 


Phone Number:  ____________________     Fax Number: ___________________ 


 


 


 


 
 


 This authorization expires six (6) months from the date of the signature below and covers only information created prior to that date.  I understand that I may retract this 
authorization at any time, in writing, to the attention of: TDOC Division of Operational Support Services.  Rachel Jackson Building, 320 Sixth Avenue North, Nashville, TN  37243-
0465. 


 I understand that any release, which was made prior to a retraction hereof, and based on this signed authorization, will not constitute a breach of my privacy rights. 
 I understand that this authorization is necessary to release information that is deemed private and confidential by law (health records, TCA 10-7-504, mental health records, TCA 


33-3-103). 
 I understand that a provider may not condition treatment on whether or not I sign this authorization. 
 Although the recipient should obtain my authorization before releasing my private information, I understand that if the recipient chooses to re-disclose this information, TDOC 


cannot ensure its protection by privacy laws. 


The subject of the information must sign this authorization.  If the subject is under 18 years of age, it must be signed by a parent or legally 
appointed guardian.  If the subject is not legally competent to sign, or is unable to sign, Authorized Representative (a legally appointed 
conservator, guardian, or attorney-in-fact appointed pursuant to a durable power of attorney for healthcare)  must sign this authorization. 
 
 
 
Inmate Signature  Date  Signature of Parent (if minor)  


or Authorized Representative 
 Date  


     


Witness Signature  Date      
 


Please release the following information (Check “” all that apply):


□ Health Record  □ Infectious Disease Record  □ Dental Record  □ Mental Health Record  □ Psychotherapy Notes 
□ Substance Use Diagnosis/Treatment        □  Other __________________________     dates ___/___/_____ through _____/____/______ 
 
Note:  An authorization for the release of psychotherapy notes cannot be made in conjunction with an authorization for the release of any other  
confidential health information.  An authorization to release psychotherapy notes must be executed separately from any other authorization for disclosure. 
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Distribution:  A  


Supersedes:  113.53  (12/1/15) 


Approved by:   Tony Parker 


Subject:   ACCIDENT/INJURY REPORTING  


 
 
 I. AUTHORITY:  TCA 4-3-603 and TCA 4-3-606. 
 
 II. PURPOSE:  To facilitate the monitoring of accidents and traumatic injuries occurring within 


Tennessee Department of Correction (TDOC) facilities and privately managed facilities housing 
TDOC inmates for the purpose of quality improvement and risk management. 


 
 III. APPLICATION:  Wardens/Superintendents, Associate Wardens of Treatment/Deputy 


Superintendents, Superintendent of the Tennessee Correction Academy (TCA), staff, inmates, 
privately managed facilities, health administrators, medical contractors, and Tennessee 
Rehabilitative Initiative in Correction (TRICOR). 


 
IV. DEFINITIONS:   
 


A. Injuries of Greater Degree or Severity:  For purposes of this policy, a wound or other 
damage to the body that requires intervention beyond first aid (e.g., deep laceration, 
fracture, or concussion), especially if the inmate or staff must be taken to an off site health 
services provider. 


 
B. Minor Self-limiting Injuries:  For purposes of this policy, a wound or other damage to the 


body that will heal on its own or can be treated with first aid (e.g., bruise, abrasion, bump, 
or laceration that does not require suturing). 


 
 V. POLICY:  Each facility shall maintain a system for monitoring and reporting injuries to inmates, 


staff, volunteers, and/or visitors resulting from accidents, occupational incidents, or violence 
occurring within the facility or at other authorized sites outside the facility perimeter. 


 
 VI. PROCEDURES: 
 


A. Anyone who sustains a personal injury at the facility shall be seen by a physician, mid 
level provider, or a licensed nurse and be examined, treated, and/or referred as indicated.  
(See Policies #113.04, #113.13, #113.30, and # 113.31) 


 
  B The staff providing inmate or staff orientation shall instruct inmates and staff to 


immediately report any injuries to their supervising staff.  These instructions shall also be 
included in any written health care orientation materials provided to inmates. 


 
                       C. The examining health professional shall document occurrences using the following criteria: 


 
1. All suspected and/or confirmed occupational exposures to bloodborne pathogens 


shall be documented on Occupational Exposure to Bloodborne Pathogens 
Follow-up, CR-3508. 


 
2. Inmates 
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a. Minor, self-limiting injuries shall be assessed, treated, and documented in 


accordance with TDOC Clinical Nursing Protocols and recorded in the 
clinic encounter log. (See Policy #113.31) 


 
  b. Injuries of greater degree or severity any injury associated with an 


occupational incident or violence shall be assessed, treated, and 
documented on the Accident/Incident/Traumatic Injury Report, CR-2592,  
in accordance with TDOC Clinical Nursing Protocols, the offender 
management system (OMS) Health Services Screen "Accident" and 
recorded in the clinic encounter log. 


 
c. Inmate work supervisors shall direct the inmate to the institutional health 


services staff as soon as possible after the incident occurs. 
 
d. All inmate work related injuries shall be verified by the inmate’s work 


supervisor and entered on OMS Incidents in accordance with Policy 
#103.02. The inmate name, number, date, location and time of occurrence, 
witness version and witness section of Accident/Incident/ Traumatic Injury 
Report, CR-2592, shall be completed by the inmate’s work supervisor. The 
health services staff shall complete the remainder of the CR-2592.  


 
D Employees, Volunteers, and Visitors:  Only first aid and/or lifesaving/stabilizing 


emergency care shall be provided to employees, volunteers, and visitors experiencing 
accident/injury on the facility property/grounds.  
 
1. When care is rendered to volunteers and visitors, it is essential that the individual 


be referred to his/her personal physician or an emergency room for follow-up care.  
 


 2. Employees should report the accident/injury and seek medical care in accordance 
with Policy #303.04 and immediately notify their supervisor by the end of the shift 
on which the injury occurred but no later than within 24 hours of the accident.  The 
accident may also be reported by calling the call center. 


 
3. The health care provider shall document, within 12 hours, the accident or incident 


on the Accident/Incident/Traumatic Injury Report, CR-2592, in the clinic encounter 
log, and on OMS conversation Accident, in accordance with Policy #103.02.    


 
4. All employees and volunteers shall receive instruction in the preparation of the 


Accident/Incident/Traumatic Injury Report, CR-2592, during new employee or 
volunteer orientation. 


 
E.  Health services staff shall ensure that entries onto OMS conversation do not contain 


confidential health information (e.g., SOAP documentation, vital signs, diseases, illnesses, 
or health intervention). 
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F. At locations without 24-hour on-site health care staff coverage, the officer in charge or 


other personnel designated by the Warden/Superintendent/TCA Superintendent shall be 
responsible for completing the Accident/Incident/Traumatic Injury Report, CR-2592, and 
forwarding it to the health administrator or designee at the beginning of the next business 
day.  A description of the injury shall be substituted for the subjective information and a 
description of what was done shall be substituted for the plan.  This person shall also sign 
on the line labeled signature of health services provider with a full signature and job title.   


   
G. Distribution 


 
1. After review by the Health Administrator, Director of Nursing, or the institutional 


quality improvement coordinator, the Health Administrator shall distribute signed 
and completed copies of the Accident/Incident/Traumatic Injury Report, CR-2592.  
 


2. A copy of each Accident/Incident/Traumatic Injury Report, CR-2592, and report 
for blood exposure and needle stick injuries shall be forwarded by the health 
administrator to the Chief Medical Officer/designee immediately following each 
incident. 


 
3. The original copy of the Accident/Incident/Traumatic Injury Report, CR-2592, for 


any inmate shall be filed in the inmate's health record.  CR-2592 shall be 
maintained for employees, visitors, and volunteers by the institutional personnel 
office.  A copy shall be maintained of all reports in the health administration office 
for legal reference. 


 
VII. ACA STANDARDS:    4-4203 and 4-4420. 
 


 VIII. EXPIRATION DATE:   July 1, 2022. 
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CR-2592 (Rev. 05-19)            Duplicate As Needed              RDA 1167 


TENNESSEE DEPARTMENT OF CORRECTION 


ACCIDENT / INCIDENT / TRAUMATIC INJURY REPORT 
 


 
INSTITUTION/DISTRICT/LOCATION 


 
TDOC/EMPLOYEE NUMBER:  


 


Name:  Number:  Date of Birth:  
 Last  First              Middle     


 
 Employee  Inmate Visitor Other  


 
Location (of 
occurrence)  


Date (of 
occurrence)  


Time (of 
occurrence)  


 


Type of Injury / Incident:  Work-related Sports Violence   


  Use of Force Other:  
 


Weapon, Property, Equipment, Machinery Involvement (Specify):  


Subject’s Version (how situation occurred):  


 


   
  Signature of Subject 


Witness’ Version:  


 


   
Printed Name of Witness  Signature of Witness 


   


Health Service Provider’s Report 


Subjective:  


 


Objective:  


 


Assessment:  


 


Plan:  


 
 


     
Date of Treatment  Time  Signature of of Health Service Provider 


 


Disposition:  Treated by Institutional Health 
Service Staff 


 


  Transported to Community 
Facility for Outpatient Care: 


 


   Facility 


  Transported to Community 
Hospital for Inpatient Care: 


 


   Hospital 


  Other, explain:  


 


Did death result?   Yes   No  Relatives notified:   Yes   No 
 


Workers Compensation Claim #:  
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TENNESSEE DEPARTMENT OF CORRECTION 
 


EXPOSURE CONTROL 
 


OCCUPATIONAL EXPOSURE TO BLOODBORNE PATHOGEN FOLLOW-UP 


      
INSTITUTION/DISTRICT/DIVISION 


 


C O N F I D E N T I A L  
 
NAME:       DATE OF OCCURRENCE:       
 


POSITION:       TIME OF OCCURRENCE:       
 


REPORTED DESCRIPTION OF THE EXPOSURE (INCLUDE CIRCUMSTANCES AND ROUTE OF EXPOSURE): 


      


      


      


      


CONTACT SOURCE INFORMATION 


Contact Source:   Known   Unknown   


Contact source laboratory test results: 


HBV   HCV   HIV   Other:       


STAFF INFORMATION 


Hepatitis B Vaccine status: 


 Has not been vaccinated 


 Has been vaccinated Date Series Completed:         


Serum Antibody Titer: Date:       Results:       


      
 
 
PEPline Guidance Obtained:    1-888-448-4911      Hours: 8:00 AM – 1:00 AMCST (9:00 AM – 2:00 AM EST) 


  Yes Date:       Time:       


  No 


PEPline Determined Bloodborne Pathogen Exposure:   Referred to ER/Urgent Care 


  Yes           Yes 


  No           No 


  Staff Refused Treatment  Refusal Signed:   Yes    No 
 
 


   


Signature of Reporting Official  Date 


 
 


1.  Complete form  
2.  Send copy with staff for off-site evaluation for Bloodborne Pathogen Exposure 
3.  Original form to Human Resources Confidential Medical File 
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Subject:    DENTAL SERVICES ADMINISTRATION 


 
 


 I. AUTHORITY:  TCA 4-3-603 and TCA 4-3-606.  
 
 II. PURPOSE:  To specify the responsibilities of the dental authority, to outline the range of dental 


services available to inmates (including intake dental screenings/examinations), to set guidelines 
in order to determine the dental classification system, and to identify treatment priorities. 


 
 III. APPLICATION:  Wardens, Associate Wardens/Superintendents, Associate Wardens of 


Treatment/Deputy Superintendents, Health Administrators, Dentists, dental care staff, medical 
contractors, and privately managed institutions. 


 
 IV. DEFINITIONS:   
   
  A. Adequate Mastication:  The ability to chew food, as evidenced by an occlusion score 


 of 16 points or more. 
 
  B. Dental Authority:  The licensed dentist responsible for dental care to inmates and the 


 supervision of dental staff within the institution. 
   
  C. Occlusion Score:  The meeting of two opposing tooth surfaces with the total of occlusion 


 points scored as follows: 
    


1. Wisdom teeth = 0 points; 
2. Occluding incisors or cuspids = 1 point, (i.e. #7 with #26 = 1 point); 
3. Functioning Premolars = 2 points 


   4. Functional 1st or 2nd molars = 3 points, (i.e., #3 with #30 = 3 points). 
   
 V. POLICY:  An initial dental examination shall be completed within 14 days of receipt into 


physical custody of the Tennessee Department of Correction (TDOC).  Inmates shall be provided 
routine and emergency dental care as part of the institutional health care program according to 
priority of need.   


 
 VI. PROCEDURES: 
 


A. Dental Staff: 
 


1. The responsibilities of the dental authority shall include, but not be limited to: 
 


a. Providing dental services in accordance with the Department’s policies, 
OSHA standards, the American Dental Association’s infection control 
guidelines, and regulations of the Tennessee Board of Dentistry.   
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b. Requesting dental specialty consultations for the appropriate care of the 


inmate, as needed. 
 
c.  Coordinating clinical schedules with the health administrator and 


institutional staff to ensure the delivery of dental care within the security 
constraints of the institution. 


 
d. Ensuring continuity of care to all inmates permanently transferred to the 


facility according to priority of need. 
 


2. The duties of dental assistants and dental hygienists shall be in accordance with 
the rules and regulations of the Tennessee Board of Dentistry.  The dental 
authority shall supervise the assignment, duties, and clinical training (if 
necessary) of all dental staff. 


 
B. Intake Dental Services:  Dental services available through intake shall include the 


following: 
 


1. Intake Dental Examination:  Each inmate shall receive an examination by a 
dentist during the period of intake classification. The examination shall consist of 
a pan-oral x-ray to aid in the detection of abnormalities, and as needed, an intra-
oral x-ray to aid in the detection of dental caries and other dental problems which 
will assist in the development of the treatment plan established by the dentist.  
The treatment plan is established to inform the inmate of his/her oral condition at 
the time of intake.   


 
2. Dental treatment during the period of intake classification shall be limited to 


dental care requiring immediate attention, including instructions on basic oral 
hygiene and how to access dental services.  Dental hygiene education shall 
initially be provided at intake and then subsequently by the dentist or designee as 
deemed necessary. 


 
   3. In accordance with Policy #113.62, reception centers shall provide dental 


prosthetics for inmates who require them and are permanently assigned to their 
institution. 


 
  C. General Dental Services: 


 
1. Inmates shall access dental services by signing up for sick call.  All dental staff 


shall provide dental services in accordance with the priorities outlined in Section 
(D) of this policy. 


 
2. Scheduled Dental Treatment:  Treatment shall be based on inmate needs as 


determined in the dental examination and according to the treatment priorities 
outlined in Section VI. (D) of this policy.  Dental treatment shall include x-rays, 
restorative procedures, extractions, and dental specialties as defined in Policy 
#113.62. 
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3. Dental Sick Call:  Dental complaints shall be presented during the regularly 
scheduled sick call visit and will be conducted by a nurse. After the inmate is 
examined, the nurse shall document the complaint and objective assessment on 
the TDOC Nursing Protocols Nursing Protocol Progress Note (NPPR), Problem 
Oriented-Progress Record, CR-1884, in the health record, and refer such 
complaints to the institutional dentist on the Institutional Health Services 
Referral, CR-3431, as appropriate. (See Policy #113.11) The dentist will triage 
the complaints and provide treatment following recognized clinical priorities, 
making special effort to care for dental emergencies (Category I) during the 
established dental sick call period. Initial dental sick call visits are generally 
chargeable co-payment visits.  (See Policy #113.15) 


 
4. Follow-up Treatment:   When follow-up treatment is necessary, either by request 


or as a result of the intake examination, the medical contractor or privately 
managed facility shall provide non-urgent care within six weeks of the sick call 
visit. 


 
5. Emergency:  Evaluative treatment of dental emergencies shall be available to 


inmates on a 24-hour basis.  Such treatment may include: 
 


a. Relief of pain 
 


b. Emergency extractions 
 


c. Assessment of a fractured mandible with referral to an oral surgeon 
within 24 hours 


 
d. Control of bleeding and acute infection 


 
    e. Emergency care patients with conditions such as bleeding or infection 


shall be seen by a dentist within 48 hours of the inmate's request.  
 
    f. The Contractor shall provide on-call coverage for dental emergencies 


twenty-four hours per day, seven days per week. 
 


6. Preventive:  Oral hygiene supplies (e.g., toothbrush, toothpaste and dental floss- 
aids) shall be available to the inmates through the commissary unless prohibited 
for security and/or safety reasons.   


 
D. Dental Classification System:  After an examination by the dentist, each inmate’s case 


shall be placed in a treatment category based on the results of the examination.  The 
treatment category shall be recorded in the "Remarks" section of the Dental Record, 
CR-1889.  Structuring priorities for dental care is not a replacement for professional 
dental judgment; rather, it is a guide for providing dental care to a specific population 
whose incarceration may place a time limitation upon available dental services.  Every 
effort should be made to prioritize Category I inmates.   


 
 
 
 
 







 
 


1. Category I.  Very Urgent; Requiring Immediate Attention: 
 


a. Pain or acute infection 
b. Teeth obviously requiring extraction 
c. Suspected neoplasm 
d. Trauma, fractures 
e. Acute periodontal conditions 
f. Uncontrolled bleeding 


 
2. Category II.  Moderately Urgent; Requiring Early Treatment: 
 


a. Dental caries into or near pulp 
b. Extensive penetration of dental caries into dentin 
c. Insufficient teeth to provide adequate mastication 
d. Edentulous oral cavity 
e. Replacement of ill-fitting removable appliances 
f. Heavy calculus causing pathology 
g. Chronic infections 
h. The presence of temporary restorations 


 
3. Category III.  Routine Dental Treatment: 
 


a. Incipient dental caries 
b. Periodontal treatment 


 
4. Category IV.  Maintenance care:  No pressing requirement except for routine 


care and prophylaxis treatment.  Category IV services shall only be provided 
after completion of services for Category I - III patients. 


 
5. Category V.  (Exempt conditions): These dental procedures shall not be provided 


to TDOC patients. 
 


a. Third molars without pathology 
b. Fixed prosthodontics (bridges/crowns) 
c. Root canals  
d. Implants 
e. Bone grafts 


 
E. Restorative Materials: 


 
1. The permanent restorative materials of choice shall be silver amalgam and 


composites. 
 


2. Temporary fillings shall be used for emergency fillings or where advisable due to 
the condition of the tooth. 


 
3. Precious metals shall not be used. 
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F. Dental Records:  Dental records are considered confidential and shall be maintained for 
each inmate as follows: 


 
1. Dental staff shall record information gathered during the examination and 


document the dental treatment plan on the Dental Record, CR-1889.  All dental 
treatment and orders shall be legible. 


 
2. In accordance with Policy #113.04, when an inmate is transferred to another 


TDOC facility, the dental record shall be forwarded as part of the health record. 
 
G. Dental Reports: 


 
1. A daily work/encounter log shall be maintained for the dental clinic showing all 


dental work accomplished.  The inmate's name, number, type of procedure, 
appointment time, and name of dental staff member(s) providing the service shall 
be recorded.  All dental instruments utilized, including sharps, shall be 
documented on the encounter log.  A separate log shall be maintained for the 
inventory, accountability and control of all sharps used in the dental clinic. 


 
2. A report of dental activities shall be completed each month, using the Monthly 


Statistical Report, CR-2124.  (See Policy #113.54 for form sample)  The dental 
authority or designee shall provide the institutional health administrator all data 
required for institutional or departmental reports. 


 
H. Consent/Refusal of Dental Treatment: 


 
1. Written consent is not required for routine procedures where consent is implied 


by the inmate presenting himself/herself for treatment. 
 


2. The dentist shall have a Consent for Treatment, CR-1897, signed by the inmate 
prior to performing extractions or other oral surgical procedures. The consent 
shall be specific to the procedure to be performed and list alternatives and 
possible complications to surgery.  (See Policy #113.51 for form sample) 


 
3. If an inmate refuses the treatment recommended by the dentist, he/she may be 


removed from the dental waiting list and be required to sign up for dental sick 
call to express his/her desire for dental treatment before being rescheduled.  After 
being advised of the consequences of refusing services, the inmate shall sign a 
Refusal of Medical Services, CR-1984, which will then be filed with the dental 
records.  (See Policy #113.51 for form sample)  These events shall be 
documented in the dental record as well as on the daily clinic log. 


 
 VII. ACA STANDARDS:   4-4381, 4-4365, and 4-4360. 
 
 VIII. EXPIRATION DATE:   July 1, 2022. 
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TENNESSEE DEPARTMENT OF CORRECTION 
 


PROBLEM ORIENTED – PROGRESS RECORD 


      
INSTITUTION 


 
INMATE NAME:        TDOC NUMBER:        


 
 


 


DATE TIME  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


                  


 
Do Not Write on Back 
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INSTITUTION 
 


 
 MEDICAL 


 


 BEHAVIORAL HEALTH 
 


INMATE:       NUMBER:       
 Last    First  Middle   


 
PRESENTING PROBLEMS:       


      


      


      


      


      


      
 
 


REFERRED BY:                     
 Signature/Title  Date  Time 


 
 


SEND REFERRAL FORM TO INSTITUTIONAL HEALTH COORDINATOR
 Behavioral Health 


 
  Medical 


 


RECEIVED BY:                     
 Signature/Professional Title  Date  Time 


 


REFERRAL DISPOSITION (Course of Action):       


      


      


      


      


      


      


      DATE:       TIME:       
 
 


       
 Signature/Professional Title 


 


TENNESSEE DEPARTMENT OF CORRECTION 


INSTITUTIONAL HEALTH SERVICES REFERRAL 





