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MEDICAL MENTAL HEALTH
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Medical RN  Clinical Staff SA
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Medical Clerk e Licensed MH

Regional Nursing Consultant e Licensed SA/Certified Prof.
 Licensed MH/SA

e Treatment Team Member




NOTES

All fields with Red “*” are mandatory

Text boxes have a minimum of 15 characters, maximum
varies.

Even if answer is NO, a narrative Is required, even If it’s
“Not Applicable”

Most text boxes have spell check

To enter an Electronic Signature, confirm name,
username and enter JJIS password




Department of Juvenile Justice | From JJIS System

System Login Login, enter User Name
and password, select
OHS EMR Module and
click “Login”

JJIS information is confidential. Users are required by law to maintain this confidentiality
and use the information only for Department of Juvenile Justice approved purposes.
Failure to follow these restrictions may result in civil or criminal penalties.
Additional information is available on the DJJ website at:
hitpzwww. dfi. state. fl. us/partners/data-integrity-jjis/access-agreements-policies

User Name: * | |

Password: * |

System: * |
[ Change Password?
| Login | ‘ Close |

Alerts
cCcC
Elactronic Educational Exit Plan
IS

OHS EME. hModule

Prevention Web

BSMS

SVE




DEPARTMENT OF JUVENILE JUSTICE
Electronic Medical Records

Logout
Protection of Confidentiality and Security of Healthcare Information.
Access to the Electronic Medical Record and healthcare information is limited to authorized persons with a need to know, to the extent necessary, to perform their job duties. The individual authorized to access a
vouth’s Electronic Medical Record and healthcare information must utilize the User ID, password and electronic signature assigned to him/her by the Department of Juvenile Justice (DJT). The individual
understands that when an authorized individual’s User ID and password are used to gain access to the Electronic Medical Record, the User, time of access and healthcare record accessed will be recorded and
tracked in the JTIS System, and is subject to audit by the Department.

The confidentiality of healthcare information in the Electronic Medical Record must be maintained as set forth in Federal and State laws, DJJ rules and policies concerning the confidentiality, privacy, security, use
and disclosure of healthcare information. Specific State and Federal requirements regarding the protection of healthcare records, particularly substance abuse records, mental health records and HIV-related
nformation which prohibits release or further disclosure of said information without written consent must be followed. The individual understands that anvy violation of State and Federal law, DIT rules and policies
regarding confidentiality of healthcare information may result in disciplinary action. termination of emplovment and/or legal action.

@0 the DIT Office of Health Services Terms @

i N Read the confidentiality
Frozan e v statement and check the
box to agree to the terms
and conditions.

Click here if vou experience problems with W DIT securiglf certificate.

Select program/facility
name from the drop
down. Click on GO.
Options are limited based
on your permission
profile

OUR VISION

The children and families of Florida will live jn safe. nurturing communities that provide for their needs, recognize their strengths and support their success.

OUR MISSION

To increase public safety by reducing juvenile delinquency through effective prevention, intervention and treatment services that strengthen families and turn around the lives of troubled vouth.



?%17 Click for

DEPARTMENT OF JUVENILE JUSTICE

Active Youth

'_\*YA Electronic Medical Records :
Youth Search and Links
Home Active Youth: Youth’s name/DI/ ID (Facesheef) (PACT) (PACT MHSA Referral} (Alerts Module) Logout
Youth Search
T : All youth with a current location of program
Active > will appear on tool bar located on left side
Program - ¢\ORID4 Select youth or complete a youth search
Facility Youth Listing: ( 76 tofal) Once youth desired is selected they will
X appear as “Active Youth”
IMPORTANT — Check your “Active Youth”
Youth listed to ensure correct (the youth you want
L|St|ng to work Wlth)

Facility Youth listed
here

OHS Management Reports

MH Referral / Siclk Call / MH Review
Mental Health Forms

Medical Forms

Upload Library

Youth History

Pending Actions - 113

— Varies with
Permissions

Menu Options

OUR VISION

OUR MISSION

To hide youth listing tool bar click on “<<*
button

To bring back youth listing tool bar click on
“>>” putton

Click Medical Forms to access Core Profile
forms

Nprida will live in safe, nurturing communities that provide for their needs, recognize their strengths and support their success.

fiquency through effective prevention, intervention and treatment services that strengthen families and turn around the lives of troubled vouth.




Mandatory/Required Forms

DEPARTMENT OF JUVENILE JUSTICE

Electronic Medical Records
MEDICAL FORMS

Active Youth:SGeITid oW \El g =V ADIIN DI Facesheet) (PACT) (PACT MHSA Referral)

User Role: Medical RN
Logout

Youth Search

Active Program:

Alachua Regional Juvenile Detention Cen| /|

Facility Youth Listing: ( 39 total )

Facility Youth
listed here

OHS Management Reports

MH Referral / Sick Call / MH Review
Mental Health Forms

Medical Forms

Upload Library

Youth History

Pending Actions - 5

<

[C] Core Profile
= Mandatory/Required Forms
[} Acknowledgment of Receipt of CPFN or Practitioner Form (FDF)
[ Affidavit of Diligent Effort (PDF)
[} Authority For Evaluation and Treatment
[ Body Chart
[ Clinical Psychotropic Progress Note (PDF)
[} Clinical Psychotropic Progress Note Part B (PDF)
[ Comprehensive Physical Assessment
[ Controlled Medication Inventory Record (FDE)
Custody of Individual Health Care Record (PDF)

ical Health Screening
1 ummary — Transfer Note (PDF)
ucation Fecord
[y Health Related History
[} Immunization Tracking Record
[ Individual Health Care Record Checklist and Internal Quality Control
[ Infectious and Communicable Disease Form
[} Limited Consent for Evaluation and Treatment (FDF)
[ Medication And Treatment Record
[ Medications
[} Oral Health Assessment

[y Parental Notification of Health Related Care: Vaccinations,/ Immunizations
ion of Health-Related Care: General
ion of Health-Felated Care: Medications

[} Personal and Health Related Information

[} Problem List
[} Semally Transmitted Infections Screening Form
[ Sick Call Index (PDF)
[ Sick Call Initiation
[ Sick Call Review
[ Summary of Off-Site Care (PDF)
] Recommended Forms

The Mandatory/Required
Forms menu lists forms in
alphabetical order.

For each form to be completed:
1. Select Youth from Facility
Youth Listing or by Youth
Search

Select Medical Forms
Select Mandatory/Required
Forms

4. Select form to be completed

W N




Uploading Sighed Forms

Eecord Count: 0

View Beport Upload...

Add the Medical Documents for youth.

Document Type:* @ Medical Forms © Mental Health Forms
I.—'.:lmo‘=‘1e-:1§|nem of pt of
Document Name:* I.—'.:lmo‘=‘1e-:1g|nem of pt of
ument Date:* I— :ﬁ
Document Upload:* I Browse...

You must view the document before you can save.

View Save Cancel

Add the Medical Documents for youth

Document Type:* @® Medical Forms © Mental Health Forms
I.-'.:Imo'='le-ig111em of Receipt of CPPIN or Practitioner Form
Document Name:* I.ﬂ'.c1ma'='1e-:1gmem of Receipt of CFPN or Practitioner Form
Document Date:* [lo1sm01s |
Document Upload:* IC:"\USers"hutchhsrr"Desktop\CP‘PN Form Oct 2015.doc

You must view the document befors you can save.

View Save Cancel

Browse...

PDF forms should be printed, completed and signed
as appropriate. Click View Report Link to print form.

Scan the signed document and save to PC.
Click Upload, enter the date of the document.
Click Browse to locate document on PC.

You must click View to confirm correct document is
being uploaded.

Click open on the message bar. After viewing
document, close and click Save.

Do you want to open or save Q0028654176.doc from jjiswebqt164?

Open | Save |'|

Cancel |

File Uploaded Successfully

A message is displayed indicating successful
upload.




Uploading Sighed Forms

File Uploaded Successfully

Name of Youth: Youth Name
Date of Birth: DOB

Add New...

DIIID#: BIID

<< Back

N Document Cates 1 Modified Modified
Document Name Date ategory Document Type By DateTime

Edit Acknowledzment of Receipt of CPPN or 10/15/2015 Mledical Acknowledgment of Receipt of CPPN or 10/13/2015 0423
Practitioner Forms Practitioner Form ‘vie dical [PM

Edit |Inmunization Tracking Becord 10/03/2015 g:if:al Immunization Tracking Record ﬁ dical :;: H2013 0117

Edit F_SE%}—M  Transmitted Infections Screening |15 4y 5 ;’iﬁ:ﬂ Sexually Transmitted Infections Screening Form %;i dical ;[;12015 10:39

Edit |Inmunization Tracking Record 10/12/2015 g:if:al Immunization Tracking Record ﬁ dical 11;]1_.:[1.*21]15 0831

When upload is complete,
a message is displayed
indicating successful
upload.

File is listed in the table of
uploaded documents.

A message is displayed
indicating successful
upload.




Acknowledgment of Receipt of CPPN or Practitioner Form (PDF)

I;E";-‘l\_& FLORIDA DEPARTMENT OF JUVENILE JUSTICE
R et T S Complete form, mail to

(PARENTAL CONSENT FOR PSYCHOTROPIC MEDICATION)

e R oo: B oui parent/guardian.

Date Mailed to Parent: Facility Name:

Parent or Guardian Name

Ciny. S, Zi Code Returned form with signature should
Dese M e : be uploaded to the EMR.

Tour chald saw the practitioner on

As part of yvour chald’s treatment, the practitioner has recommended that youwr child be prescribed the medication(z)
listed on the attached form entifled Clinical Psychotropic Progress MNote (CPPN) or the attached practifioner form that
was completed on the day your child was seen.

Thas letter has been sent to vou to:

[ Confirm vour aral consent to initiate this treatment, which you gave on

[ Obtain vour written consent to begin this treatment, as we were unable to contact you by other means. Ttis
important for you to contact us and return this form as soon as possible for treatment to begm. We cannot
begin the recommended treatment without your consent.

If wou have questions or wish to speak to staff about these medications, please call the following number and ask to
speak to the contact person listed below:

Phone Number{ } Contact Person

PLEASE S5IGN YOUR NAME AND DATE THE SIGNATURE ON THE LINES AT THE END OF THIS FORM TO
ACENOWLEDGE YOUR RECEIPT OF THE ATTACHED INFORMATION AND TO PROVIDE US WITH YOUR
CONSENT FOR THE PSYCHOTROPIC MEDICATION LISTED ON THE ATTACHED CPPN OR PRACTITIONER
FORM. AFTER SIGNING, PLEASE MAIL THIS LETTER BACE TO US AT:

Parent'Guardian Signature Drate Signed

{The attached Clinical Psychotropic Progress Note (CPPN) form or practitioner form
that explains the medication 15 for you te keep. You do not need to send it back to us.)

Y

ES 081
DIVOESFRM 001 073014 €3N-1 Papelefl [Revised August 1007
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Affidavit of Diligent Effort (PDF)

[
AN
}f@.l\ FLORIDA DEPARTMENT OF JUVENILE JUSTICE
B AFFIDAVIT OF DILIGENT EFFORT

VOUTH NAME: Y Name
S0 —

AN AUTHORIZED REFRESENTATIVE OF THE FLORIDA DEPARTMENT COF
JUWENILE JUSTICE, certifies that the following imformation 15 true: That I have made a diigent search and mnquiry for the

parent(s)/guardian(s) of

Affiznt further states that the wherezbouts” of the parent{s)/ guardian(s) of said youth are unknown a5 a result of this search
Refer to the checklist below and identify all actions: taken to locate parent(z)/ guardian(z):

Telephone listings in the last known lecations of youth's residence
__ Telephone listings in the last known lecations of parent(s)’ guardian(s) place of employment
__ Persomal wisit to youth's and families last known place of residence
__ Persomal visit to locations of parent(s)' gusrdian(s) place of employment
__ Telephone listings and' or personal visit to place of residence of known relatives
_ Telephone listings and' or personsl visit to place of residence of known family friends
— Law enforcement arrest and’ or criminal records check in the last known residential area of the youth's parent(z)’ guardian(s)
—— Utility companies, which inclnde water, sewer, cable TV, and eleciric, in the last known area of the youth's parent(s)’ guardian(s)
— Public assistance, which inchides Medicaid, food stamps and temporary cash assistance, in the last known area of youth's
parent(s)/ guardian(s)

L understand that I am swearing or affirminz under oath to the truthfulness of the
claim: made in thiz affidavit and are filed in good faith and iz true and correct to the best of my knowledge.

Complete form,

Form with signature should be
uploaded to the EMR.

Dated:
Siznature of Affiant
Printed Name:
Swomn to and subscribed before me
Ths day of ,20
Signature Motary Public, State of Florida
HE A58
DJFOHESFRM 056 0372004 8302 Papelafl L2
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Authority for Evaluation and Treatment

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment

[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)

L3 Comprehensive Fhysical Assessment This form included in Core Profile.

[} Controlled Medication Inventory Record (FDF)

[) Custody of Individual Health Care Record (PDF) See the OHS — EMR — Medical Staff — Core Profile

[} Facility Entry Physical Health Screening

[ Health Discharge Summary — Transfer Note (PDF) power point for instructions.

[} Health Education Record
[} Health Related History
[ Immunization Tracking Record
[ Individual Health Care Record Chechlist and Intemal Quality Control
[ Infectious and Communicable Disease Form
[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record
[ Medications
[} Oral Health Assessment
[} Parental Notification of Health Related Care: Vaccinations/Immunizations
[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms
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Body Chart

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment

[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)
[} Comprehensive Physical Assessment

[} Controlled Medication Inventory Record (FDF)
[ Custody of Individual Health Care Record (PDF)
[} Facility Entry Physical Health Screening

[ Health Discharge Summary — Transfer Note (FDF)
[} Health Education Record

[} Health Related History

[ Immunization Tracking Record

[ Individual Health Care Record Chechlist and Intemal Quality Control

[ Infectious and Communicable Disease Form

[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record

[ Medications

[} Oral Health Assessment

D Parental Notification of Health Felated Care: Vaccinations/ Tmmunizations

[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms

This form included in Core Profile.
See the OHS — EMR — Medical Staff — Core Profile
power point for instructions.

13




Clinical Psychotropic Progress Note (PDF)

[l FLORIDA DEPARTMENT OF JUVENILE JUSTICE
~fe. NALE OF YOUTH: Youth Name/DJJ ID
N CLINICAL PSYCHOTROPIC PROGRESS NOTE - |
NAME OF YOUTH: Youth Name/DOB/DJJ ID
Prescribing Practitionar Allurgins:
DJ Facility (imcl. phons nembar)
Past Manta] Health Diagmoses
(Chiaf Complaint/Climical Symptoms
Past Medications & Responses
Adantal Statns Exan
Past Tharapy
Past Family Paychiatric History
Diagmosis
AxisI: Madical Problems Surgeries
Axin I Orther Parsonal Histery
Axiz IT: Dirug'Aloohol Teage
Axin TV Tmztment Planzing Recommendations:
GAF:
Sigmanure of Practitioner Sigmatare of Practitiomer
Trinted Name Printed Name
HE b§ HE b
DTN EFRA 08 073004 6280 Pagel of 7 Rrvizad Ootobar 2056 DITOHEFRM 08 673004 83N0 FageIaf? Rrvirad Ootobar 1056

Complete form,

Form with signature
should be uploaded to
the EMR.
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Clinical Psychotropic Progress Note Part B (PDF)

FLORIDA DEPARTMENT OF JUVENILE JUSTICE
CLINICAL PSYCHOTROPIC PROGRESS NOTE (Part B)

NAME OF YOUTH: Youth Name/DJJ ID DJJ Facility:

*Prychotropic Medication Ordered

=*iDhosage & Diagnosis Target
Frequency Symptoms

**Dizagnosis Clinical
Tustification

Commeon Side Effects

## 4+ sual Diosage
Fange

e | a | oba | e

Complete form,

Form with signature should be
uploaded to the EMR.

* Practitioner: Please write explicidy the medication regimen, even if it is unchanged from prior appointment

+» Practitioner: Pleass provide brief ratiomale for each medication. If you are prescribmg more than one psychotropic medication. pleass inchnde a justificadon as to why more than one is required
vov Practidioner: If you wish to have medication increased on a specific date prior to youth's next appoinmment, please write a3 a separate order and mclude date of change

eave PrActidioner: Only list nsual dosage range if prescribed dosage encesds the dosage typically prescribed for children.

Special Instuctions to Facility Swaff:

Frequency of 5ide Effects Monitoring:
Weekdy or Times per wesk

Tardive Dryskinesia Screening:
Monthly [] Yes [ Mo

Schedule laboratory or other testing:

Laboratory Testing Feviewed:
] ¥e= [ Ko [ na
If Abnommal, actions taken:

Treamment Plan/MedicationsFisk & Benefits' Alternatives Explamed to:

Yomth: Oves e
Parent/Guardian: []Yes [ Mo
Time: per month

_ Parent/Guardian Agrees to Treamment Plan:

Drate you wish to see the youth again:

DIVOESFRA 0¢ 973014 €3N

[0 ¥es [Mo
Signanure and printed name of wimess to parental verbal consent Diate
Siznanure and printed name of prescribing Practitioner Drate

Y

ES 006
Papelaf]

Revised Ociober 1006
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Comprehensive Physical Assessment

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment

[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)

L3 Comprehensive Fhysical Assessment This form included in Core Profile.

[} Controlled Medication Inventory Record (FDF)

[) Custody of Individual Health Care Record (PDF) See the OHS — EMR — Medical Staff — Core Profile

[} Facility Entry Physical Health Screening

[ Health Discharge Summary — Transfer Note (PDF) power point for instructions.

[} Health Education Record
[} Health Related History
[ Immunization Tracking Record
[ Individual Health Care Record Chechlist and Intemal Quality Control
[ Infectious and Communicable Disease Form
[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record
[ Medications
[} Oral Health Assessment
[} Parental Notification of Health Related Care: Vaccinations/Immunizations
[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms

16




Controlled Medication Inventory Record (PDF)

_\% i FLORIDA DEPARTMENT OF JUVENILE JUSTICE
8!
v CONTROLLED MEDICATION INVENTORY RECORD
Mame of Touth: Youth Name DIID=: DJJ
Facility Mame: DOB: ID/DOB
Phyysician Mame: Pharmacy:
Prescribed Medication: Prescription =
Drate Beceived: Beginning Count #.
Date Time Perpetual Amount of Perpetual End Staff End of Time Ird/1st 1st2nd 2nd3rd
Medication Beginnmg Medication Medication Member Shaft of Shuft Shuft Shaft
Given Meadication Given Count Providing Medication Count Initials* Inihals* Inatials*
Couxt Medication Sigmature
Signature
Sitart Diate: Stop Date:
= Nursing Staff Only
Y
FORM HS 008
DIFOESFRM Q08 067014 63042 Pgpelafl Kevised February 210
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Custody of Individual Health Care Record (PDF)

% FLORIDA DEPARTMENT OF JUVENILE JUSTICE
) W 2 CUSTODY OF INDIVIDUAL HEALTH CARE RECORD

o dviwed  Youth Name ey DOB Rt DJJID

# Any movement of the Individual Health Care Record should be noted and dated here,
# Itis advized that each facility maintain a copy of this form whenever custody changes.
# If relevant information arrives late, note here as well,

Date Originating Facility Receiving Individual or Facility
(Spell Qut: Give Contact Name and Full Phone Number) | (Spell Out: Give Contact Name and Full Phone Number)

HY M5
DIFOESFRM 995 067014 202 Pagelafl Revised Ociober 2006
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Facility Entry Physical Health Screening

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment
[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)

L3 Comprehensive Fhysical Assessment This form included in Core Profile.

[} Controlled Medication Inventory Record (FDF)

[) Custody of Individual Health Care Record (PDF) See the OHS — EMR — Medical Staff — Core Profile

[} Facility Entry Physical Health Screening

[ Health Discharge Summary — Transfer Note (PDF) power point for instructions.

[} Health Education Record
[} Health Related History
[ Immunization Tracking Record
[ Individual Health Care Record Chechlist and Intemal Quality Control
[ Infectious and Communicable Disease Form
[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record
[ Medications
[} Oral Health Assessment
[} Parental Notification of Health Related Care: Vaccinations/Immunizations
[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms
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Health Discharge Summary - Transfer Note (PDF)

% . FLORIDA DEPARTMENT OF JUVENILE JUSTICE
} - HEALTH DISCHARGE SUMMARY TRANSFER NOTE

NAME OF YOUTH: Youth Name

DATE:

Imsrnedons:  This form iz to be used fo provide health related informarion fo pavents/ guardians providing qfter care for their
children; to an qfter-care faciliny're-enoy program, and to Juvenile Probation Officers who reguire this information to supervise
youth whe are on commumity comirel. It can aiso be used for yourh rangforred berween facilities. It iz completed upon discharge
from Residonrial Commitment Programs and Secure Devention Centers. A copy is to be fflod in the Individual Health Care
Record in the progres: noie seciion.

Facility/Program from which vouth 15 discharged/transferred:

Contact Person:

Telephone Number:

E-mail Address:

Allergies: (List all Food, Medication, Animals, Plants, Insects, Other Allergens)

Medications youth is receiving at time of discharge. Include PRN & Emergency Rezene medicatons. Copy
exactly as the Medication Order is written:

{Include # of pills/inhalers_ ete.)

Special Health Related Need: or Instructions {a.z. Diabetes, Asthma, Heaning or Vision deficit, Assistive
device, Assistance with ADL):

Current Medical or Mental Health Alerts:

Pending Appointments: Inclnde address & telephone number

Date Provider (Mame and Phone Number) Purpose

?

5012
DIOESFRM 017 082014 6302 Page 1 afi Reviced October 1006
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Health Education Record

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment

[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)

L3 Comprehensive Fhysical Assessment This form included in Core Profile.

[} Controlled Medication Inventory Record (FDF)

[) Custody of Individual Health Care Record (PDF) See the OHS — EMR — Medical Staff — Core Profile

[} Facility Entry Physical Health Screening

[ Health Discharge Summary — Transfer Note (PDF) power point for instructions.

[} Health Education Record
[} Health Related History
[ Immunization Tracking Record
[ Individual Health Care Record Chechlist and Intemal Quality Control
[ Infectious and Communicable Disease Form
[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record
[ Medications
[} Oral Health Assessment
[} Parental Notification of Health Related Care: Vaccinations/Immunizations
[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms



Health Related History

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment

[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)
[} Comprehensive Physical Assessment

[} Controlled Medication Inventory Record (FDF)
[ Custody of Individual Health Care Record (PDF)
[} Facility Entry Physical Health Screening

[ Health Discharge Summary — Transfer Note (FDF)
[} Health Education Record

[} Health Related History

[ Immunization Tracking Record

This form included in Core Profile.
See the OHS — EMR — Medical Staff — Core Profile
power point for instructions.

[ Individual Health Care Record Chechlist and Intemal Quality Control

[ Infectious and Communicable Disease Form

[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record

[ Medications

[} Oral Health Assessment

D Parental Notification of Health Felated Care: Vaccinations/ Tmmunizations

[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms
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Immunization Tracking Record

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment
[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)

L3 Comprehensive Fhysical Assessment This form included in Core Profile.

[} Controlled Medication Inventory Record (FDF)

[) Custody of Individual Health Care Record (PDF) See the OHS — EMR — Medical Staff — Core Profile

[} Facility Entry Physical Health Screening

[ Health Discharge Summary — Transfer Note (PDF) power point for instructions.

[} Health Education Record
[} Health Related History
[ Immunization Tracking Record
[ Individual Health Care Record Chechlist and Intemal Quality Control
[ Infectious and Communicable Disease Form
[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record
[ Medications
[} Oral Health Assessment
[} Parental Notification of Health Related Care: Vaccinations/Immunizations
[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms
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Individual Health Care Record Checklist and Internal Quality Control

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment

[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)

L3 Comprehensive Fhysical Assessment This form included in Core Profile.

[} Controlled Medication Inventory Record (FDF)

[) Custody of Individual Health Care Record (PDF) See the OHS — EMR — Medical Staff — Core Profile

[} Facility Entry Physical Health Screening . . .
[ Health Discharge Summary — Transfer Note (FDF) power pO | nt for [ nStrU Ctl O nS .
[} Health Education Record
[} Health Related History
[ Immunization Tracking Record
[ Individual Health Care Record Chechlist and Intemal Quality Control
[ Infectious and Communicable Disease Form
[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record
[ Medications
[} Oral Health Assessment
[} Parental Notification of Health Related Care: Vaccinations/Immunizations
[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms
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Infectious and Communicable Disease Form

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment

[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)

L3 Comprehensive Fhysical Assessment This form included in Core Profile.

[} Controlled Medication Inventory Record (FDF)

[) Custody of Individual Health Care Record (PDF) See the OHS — EMR — Medical Staff — Core Profile

[} Facility Entry Physical Health Screening

[ Health Discharge Summary — Transfer Note (PDF) power point for instructions.

[} Health Education Record
[} Health Related History
[ Immunization Tracking Record
[ Individual Health Care Record Chechlist and Intemal Quality Control
[ Infectious and Communicable Disease Form
[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record
[ Medications
[} Oral Health Assessment
[} Parental Notification of Health Related Care: Vaccinations/Immunizations
[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms

25




Limited Consent for Evaluation and Treatment (PDF)

\,@ FLORIDA DEPARTMENT OF JUVENILE JUSTICE
v LIMITED CONSENT FOR EVALUATION AND TREATMENT
NAMF OF YO

vie. [JEVIEM  sccorcam+

THIS AUTHORITY IS LIMITED AS FOLLOWS:
JALITY OF TREATMENT

A) mmurﬂlhcnmdmimdanuymmmhypwmmwhumpﬂmqnﬂﬁ»dmpmﬁm:uﬂ.nmmﬂm nd
provide sach trearment with exception to defined circamstances as stated harein

B) Any teetment sathorired by the Departoweat mnhmmm.&dhyapwmhmnmdmﬂnuﬂamdpmmmdmﬂmﬂcndalm
‘o make wach 2 ecommendation.

[k AFFLICABLE

©) Amny texment axthorized by the Departesent prast be recommanded in accordance with the medical or pxexta] health standards inthe
comezmity whens the: meatment will ks place.

WWHAT THIS CONSENT COVERS

1. Phyzical examizations condnoted in accordince with the uszal accepted medical standards of the copxmmuedty. Thess examdinations
may inchada:

2) Determzining whether the child is cummeatly suferizg from amy Hloess or diseass or hes aay problems tat reqein medical
treatzent while the Department bas the youth = its plyysical custody.

b) Chbtaining a complete moedical and reental hoalth history frops the child, inclading information abont paat Tinosses,
hospitalizations, etc.

t} Testizmg for drag and'er alcohel sbmsa.

d) Blood, unizne, mbarcelosis and other laboratory tests that payy be dome an past of a complets phyuical examization.

©) Examiwing tha child for any dental problops, and providing emergoncy duntal cars and reatment.

f) Testing the childs vision and hearing.

g GCynecclogcal exxmination.

Give parmindcas to 2 Hoensd bealth care provider o give the child additiczal tests that he or she thinks ame necewary asa meultofa

physical sxamsination.

3. Obtzin secessary medical and chinical treatment for any illness or divsass that the child he now or develops while he'she & in the
Despartment’s fcility.

4. FBaegarding mantal bealth or ssootional Hlnsssses that the child new bas or develops wiils m the castedy of a Departousat Scility, the

oy arrangs for, make available and facilitate mental health assessments and treatment with Scensed mentl bealth cars
providers or cxemia] hoalth facilities, mclndizg dagneostic assssanent, peychological testing, and mdividual, grosp, and family therapy
and/or counseling, sxcept as otheswive provided in this section. This secticn shall not be read as authorizing oy consent to the
comesitegat of my clnhi.lu 2 mesidential facility Hosnsed ender Chapter 393, Florida Statutes (Developmsatal Disabdlities) or Chapier
384, Flosida Staates {mental beald), but is acknowledging consmitment endsr Chapter 983, Florids Stammus. I hospitabization = 2
menal beald facility is recommendad, I will be notified in advance, and will have the oppostumity to object if T wish to.

5. Obtzin prescription medications that are cumrsatly prewcribed, sxchading prychotopic medications, for the child,

. Bagarding vaccinytonsimenmizations, the Department may provide the standand vaccinations, if the chdld kas ot had them andior if
they are 2ot up to date and o 3 they are required to 2ftend scheol in Flenide, such as for tetaous, messles, polic. and Hepaotis B and
aftsr review of the necswsary ind son about tha i ization(s).

7. Tauthorizs licensod health care and son-health care staff members to provids axtipymetics, non-stercidal axti-inflammatory
modications (exchding Aspirin), avti-indigustion medications, antacids, Triple Antibiotic Cintrant and antibistaings for tha
purposa of allargic ruactions caly. All of thews medications shall be administared in acconfance with the manmfacturer's
mecomnended dosags, to the child for mimer phoysical complaits. T undemtend that the cidld wnll moeivs a medical svaluation for
mizmer complaints Siat are uzmmelieved by thess ever-the-cowter medications. [ noderstand that all other over-the-couzter medications
will be provided parvuzst to & Phrsician’s approwal.

[F]

DITFORSFRMW 857 837034 &3040 Pvqua‘ 1323

h Name/DJJ ID

B, ACCESS T RECORDSE The Departmers shell have acoess o afl records of whatewer nesre concernmy the menta)l and pérysioed
heaith af the ofsld. [ direct tazt any and afl health care providers, whether mvolved o mennal or pivacal health care. shall provide
alf reoordy comoernirg the child 1o the Deparment ar the request of the Departmers and'or its authorized apenes. Thewe reconds also
imciide gy evalwanons. ssessments, andor reamenss of the child provided in ohe fsure, while she chaid 15 1m

the custody of the Deparoment. It 5 mey fiemd thar dhis documend acts as the consent and reloase of these recerds io ke
Depariment and'or ifs authorized agents.

WHAT THIS CONSENT DOES NOT COVER

1. Ienderstand this Consent apolics onby whan the chdld is staying 24 hours a day at a Duparment detention faciliny.

Tha Department has e right to chooss the bealth cam provider as long as the parson is proparty qualified in Florida. Hewewer, in

cartain instances, the Departmant may be abls to ntilize the child's nsual provider, particularty if dhis is corveniant for the facility,

axnd the provider agress to do so.

3. This signed consveat does not provide authorzation for substance sbnse treatment. The cidld zomst provide bis or ber consent fo this
‘reatment.

4. This signed conwent does not authorizs the provision of psychotropic medications.

&

ACKNOWILEDGEMENTS

I:l I am conzenting to necessary vaccinations. I kv recaived the following Vaccing Informuation Sheot
(=)
{tis2 hars)

DATED THIS DAY OF .

FOR YOUTH NOT IN THE DEPENDENCY SYSTEM:

THE PARENT OR GUARDIAN COULD NOT BE CONTACTED AFTER A DILIGENT SEABCH. THE JPO SHALL ATTACH
AN AFFIDAVIT OF DILIGENT EFFORT (HS 056), AND THE FACILITY SUFPERINTENDENT OR ASSISTANT MAY SIGN.
A FULL AUTHORITY FORE EVALTATION AND TEEATMENT (HS &I SHALL BE OBTAINED AS 500N AS POSSIBLE,
WHICH SHALL STPERSEDE THIS LIMITED CONSENT.

DETENTION FACILITY SUPERINTENDENT (SIGNATURE] TWITNESSED BY: IJJEEPRESENTATIVE (SIGNATUEE)

DETENTION FACILITY SUPERINTENDENT (PEINTED) DT REFRESENTATIVE (PRINTED)

DIFORSFRMW 857 830004 &30 P'-Jqfa‘ 1223
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Limited Consent for Evaluation and Treatment (PDF)

FOR YOUTH IN THE DEFPENDENCY SYSTEM WHO REMATN IN THE HOME OF FARENT OR GUARDIAN:

WHERE THE PARENT OR GUARDIAN COULD NOT BE CONTACTED AFTER A DILIGENT SEARCH, THE JPO SHALL
ATTACH AN AFFIDAVIT OF DILIGENT EFFORT (HS 056), AND THE FACILITY SUPERINTENDENT OR ASSISTANT
MAY SIGN.

This form should be uploaded after completion.

FARENT OR GUARDIAN (SIGNATURE) WITNESSED BY: DJJ REPRESENTATIVE (SIGNATURE)
FARENT OR GUARDIAN (PRINTED) DJIJ REFRESENTATIVE (FRINTED)
OR

DETENTION FACILITY SUPERINTENDENT (SIGNATURE)

DETENTION FACILITY SUPERINTENDENT (FRINTED)

FOR YOUTH IN THE DEPENDENCY S¥YS5TEM WHO ARE IN OUT-OF-HOME CARE:

THE JPO SHALL CONTACT THE DEPARTMENT OF CHILDREN AND FAMILIES OR IT5 CONTRACTED SERVICE
FROVIDER TO OBTAIN LIMITED CONSENT FROM THE FPARENT, THE DEFARTMENT OF CHILDEEN AND FAMILIES,
OR THE OUT-OF-HOME CAREGIVER, AS REQUIRED BY THE COURT'S ORDER OF PLACEMENT.

PARENT OR GUARDIAN (SIGNATURE) WITNESSED BY: DCF REPRESENTATIVE (SIGNATURE)
FARENT OE GUARDIAN (PRINTED) DCF REFRESENTATIVE (PRINTED)
OR

DCF CASE MGR_/ CONTRACTED FROVIDER (SIGNATURE)

DCF CASE MGR./ CONTRACTED PROVIDER (FRINTED)
OR

OUT-0OF-HOME CAREGIVER (SIGNATURE)

OUT-0F-HOME CAREGIVER (FRINTED)

FOR YOUTH IN THE DEPENDENCY SYSTEM WITH A TERMINATION OF PARENTAL RIGHTS:

DCF CASE MGE. / CONTRACTED PROVIDER (SIGNATURE) WITNESSED BY: DJJ REPRESENTATIVE (SIGNATURE)

DCF CASE MGER_ / CONTRACTED FROVIDER (FRINTED) DJJ REFRESENTATIVE (FRINTED)

T

HS 057
DJFOHSFREM 057 032014 63M-7 Pagedaf 3 1213
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Medication And Treatment Record

Youth's Name Youth Name

Youth Medication And Treatment Record.

DOE: DOB Sex: Male

Month / Year |October | V| /[2015¥ mnqml PRNMeIiﬂﬁnnsRepnrtl {{Buckl

Allergies, Medical and Other Info. | Youth Medications | MAR Filter |

Race: Black

D.JIID: DJJID

*** Ensure the youth you
want is the active youth !

Facility Name: *
Physician:

Medical Grade:*

Diagnosis :*

Med / MH Alerts:*

I.—'Llaclma Regional Juvenile Detention Center Select Facility

|Bata Krishnan MD (Max:25 characters)

1

R/O TB 22
04 characters remaining.... Check Spelling |

0 [+
99 characters remaining... Check Spelling |

List Allergies / Common Side Effects / Precautions (please enter maximum 4 lines of data)

nkda / nka [+

240 characters remairning... Check Spelling
Update Cancel |

There are 3 Tabs for a MAR:

» Allergies, Medical and Other
Info [must be completed first]

* Youth Medications

 MAR Filter - allows to filter
what medications appear on
report

Start at top and complete all fields
and then select “Update”
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Medication And Treatment Record

Youth Medication And Treatment Record. Month / Year |September | /(2014 v| MAR Report | PRN Medications Report | << Back

Allergies, Medical and Other Info. | Youth Medications | MAR Filter | Select Add Youth

Medication > N
Youth Medication List: Add You cation
[ | Medication Name Method of Delivery Modified By | Modified Date

Mo records found.

Youth Medication And Treatment Record. Month / Year | September V| ! | 2014 V| MAR Report | PRN Medications Report | << Back

Allergies, Medical and Ofher Info. | Youth Medications | MAR Fiter |

Add Youth Medication Information.

Medication Name: * |Am0xicj]]jn (Amoxil) V| Usage: * (O Psychotropic O Other
Dosage: * |2£] MG | (Max: 20 characters)
Frequency: * |1X a day in evening | (Max: 50 characters)
Method of Delivery: * [Oral (by mouth) v|

[IPRN  (OR) Timel{ | Time2{ | Time3{ | Time#{0630PM |

Select Medication from _
Side Effects
drop down. Monitoring

Note: Only medications
y Start Date: * i

entered in Medication
module will appear in

drop down

Save Cancel

Youth Medication List: Add Youth Medication
[ | Medication Name Method of Delivery Modified By | Modified Date

No records found.

All listed medication for youth
will be displayed if entered.

There is also a sort field drop
down box to display
open/closed medications

Start at top and select
Medication from drop down.
Select Usage, Input Dosage,
Frequency, and Method of
Delivery and then select PRN or
input times.

Side effects entered under the
medication tab will automatically
populate in the Side Effects
Monitoring box.

Enter Start and End Dates
Then “Save”




Medication And Treatment Record

Please minimize number of upper case letters to retain report layout.

Youth medication information saved successfully. (

Youth's Name: Youth Name DOB: Sex: Male Race: Black  DJJID: DJJ ID

Youth Medication And Treatment Record. Month / Year | September V| ! | 2014 V| MAR Report | PRN Medications Report | =< Back

Allergies, Medical and Other Info. ‘ Youth Medications ‘ MAR Filter ‘

Add Youth Medication

Medication Name Dosage Frequency MHI.md of Start Date| End Date Created By Created Date Modified | Modified
: Delivery : By Date
. as needed to fy . . . e Rosellyn 09/28/2014 11:30
A 'J . I.'J I.'J F | I.'J F, '
Edit Benadryl cream cover 2X Doaily Topical (to skin) [09/29/2014{10/06/2014 Hutchins AM
: Amaoxicillin 1X a dayin f Rosellyn 09/29/2014 1127
Edit Agoxl) ‘ 20 MG ‘ e Oral (by mouth) ‘09!‘29!‘2014 lﬂ.ﬂﬁ.&ﬂu‘ Hutchins M ‘ ‘

Once saved the user will see message.:
Youth medication information saved successfully.

The medication will appear in table and can be edited




Medication And Treatment Record

Youth Medication And Treatment Record. Month / Year |

September V| /|2014 v| MAR Report | PRN Medications Report | << Back

Alletiries, Medical and Other Info. Youth Medications MAR Filter

Select medicines you want to print on MAR

Medication Name |Dosage Fregquency Method of Delivery
Amoxcillin (Amoml) | 20 MG | 1X a day mn evenung |  Oral (by mouth)

Add Youth Medication

Start Date | End Date Created By Created Date Modified By | Modified Date

09/22/2014 | 10/06/2014 | Rosellyn Hutchins | 09292014 11:27 AM

Using the filter tab will allow you to only print selected medicines to a MAR. Medicines not selected will not print to the MAR.
You must assure that the records for the youth allow the youth to get all ordered medications.

Print MAR with selected medicines

Cancel

Select continue to print and cancel to refurn to the MAR filter tab.

Print Confirmation

You have selected a filtered MAR_ Below are the medicines that will and will not print on the filtered MAR_

Will Print ‘Will not print

IAmozxicillin (Amoxil)

Continue to Print <

Cancel

MAR Filter — The MAR filter tab
allows a user to select medications
to print to the MAR report.

Select the medications for the report
by using the check box.

Select “Print MAR with selected
medications”

A confirmation will appear with
medications selected and any not
selected to print to MAR.

“Will not print” box shows any other
medications not included in MAR
report.

Continue to print will populate the
MAR with ONLY the medications
selected.
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Medication And Treatment Record

Youth Medication And Treatment Record. Mnntthurchtober . 1 ]2015 3 PRN Medications Report << Back
Select month and year to be
| printed.
[ FLORIDA DEPARTMENT OF JUVENILE JUSTICE Cofe: 0 = MNotAdmmimred
(A MEDICATION ADMINISTRATION RECORD/ %= Nettobs G
Youth \‘q,@), : e ' R o= Fefmal
Photo A 2 MEDICATION AND TREATMENT RECORD (MAR) B = Msficasion Holidsy
List Allerzies/Common Side Effects Precautions: ;"= im;’;m Select MAR Report. Open
= Ho Sida E
Mom Vear: October / 2015 e eka SE=  Side Effacts (See Murses Notw) PDF
Physician:  Bala Erisheon MD MLYT W‘;’:&BLJ:_JTIL .
Medication TX Time |1 [ 2|3 [a[s]a[7[s[o|w|ulu|e|us|w|ir|s|w|n|n{ala]ulsle]r]n]elala
This form should be
uploaded after completion.
Start Stop
[Transcriber Init
Side Effects Monitoring
Medication/ TX Time | 1| 2] 3|4 5] 6|78 |9 |10]11|12]13][14[15]16]17 18] 10| 2021|2223 24|25 26]27|28] 2% 3031
Stast Step
[Transcriber Init
Side Effects Monitoring
e e Youth Name Signature Narse/Staff Initial: | Print Name Sigmature Nurse/Staff Tnifials Frint Name
wunks DJJID DOE DOB
[Facility  Alachoa Fepional Iovenile Detention Center
Medical Grade 1
[Diagnesis F0TE
Youth Signature and Initials
Med MH
.uzm ¢ ?
5 oIe
DIOESFRM G1% 082004 £330 Page 151 Revised Ociober 2008
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Medication And Treatment Record

Youth Medication And Treatment Record. Month / Year | October /12015 MAR Report (  PRN Medications Report | ) << Back

Medical Alerts: @

\f@‘: FLORIDA DEPARTMENT OF JUVENILE JUSTICE
N~ PRN Medications

. Youth Name MEENEZZZ D)0 I DOB

DATE | TIME | MEDICATION & DOSAGE

INJ. 5ITE

REASON

EESULTS CR RESPONSE | TIME NURSES

WEEELY MAR REVIEW

DATE SIGNATURE

PRINT NAME

DITOESFRA 019 082014 £2M-2

HS 019
Page 1af1

Revised Ociober J008

Select month and year to be
printed.

Select PRN Medications
Report. Open PDF.

This form should be
uploaded after completion.
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Medications

To be used when adding any medications that
may not already be entered in database.

When you complete the MARSs, the medications
and side effects will appear.

Conduct a comprehensive search for the
medication before selecting “New” to add it to the
list.

Note: Medications are not youth specific




Medications

>> |Please minimize number of upper case letters to retain report layout.

To conduct a
comprehensive search
for the medication,
enter a minimum of two
characters, and click
“Find” for results

If no results are
returned, click “New” to
add the medication to
the list.

U
Medication Name: * |
&
Medication Usage: *
3]
Medication Side Effects: *
= g
Rax List PDR Health
New
Medication Search (minimum 2 charcaters): | k\
_ Medication Name Last Updated By Last Updated On
A&D Ointment Pati Messick 08/01/2014 07:09 PM \.es
Select Abacavir Sulfate (Ziagen) MedicalRN OHS 07/12/2013 08:31 PM Yes
Select Abacavir Sulfate/ Lamivudine (Epzicom) OHSFacSup OHS 07/12/2013 0922 PM Ves
Select Abilify Lindsay Peabody 08/02/2014 04:02 PM Yes
Select Abreva Nicholene Onfroy 02/23/2014 0329 PM Ves
Select Ace Wrap Susan Chenowith 06:/27/2014 07:33 PM Yes




Medications

Complete all fields

- - starting at top
Medication Name: * | Select Medication as
E “Active” for use in OHS.
“Inactive” removes
— medication from use in
OHS.

Medication Usage: *

Medication Side Effects: *

* e
Rax List PDR Health —
New
———
Select Save to

Medication Search (minimum 2 charcatars):| ‘ Add Medlcatlon
- Medication Name Last Updated By Last Updated On

Select A&D OCintment Pati Messick 08/01/2014 0709 PM Yes

Select Abacavir Sulfate (Ziagen) MedicalRN OHS 07/12/2013 08:31 PM Yes

Select Abacavir Sulfate Lamivudine (Epzicom) OHS8FacSup OHS 071272013 0922 PM Yes

Select Abilify Lindsay Peabody 08/02/2014 04:02 PM Yes

Select Abreva Nicholene Onfroy 02/23/2014 0529 PM Yes

Select Ace Wrap Susan Chenowith 06/27/2014 07:33 PM Yes




Medications

>> | Please minimize number of upper case letters to retain report layout.

DPS}'chmop‘.c Medication
Necaon o These links should be

used confirm
medication name and
side effects

Medication Usage: *
7500 characters remaining...

Medication Side Effects: *

7500 characters remaining...

Check Spelling

* ® Active O Inactive

Rx List PDR Health
New | Save | Cancel | —
[ )/ PDR h e a I t h Visit PDR Professional Network »
] ’
RXLl St o s f Likeus '3 FollowUs “ Buy the Book »
The Internet Drug Index o H ! L]
- Physicians’ Desk Reference E
HOME DRUGS A-Z | PILL IDENTIFIER | SUPPLEMENTS | SLIDESHOWS | IMAGES | SYMPTOM CHECKER | DISEASES | DICTIONARY | QUIZZES
home Home Drugs A-Z Diseases & tions Clinical Trials Surgery Blog
: No Exact Match Found Psoriasis
Featured Topics Symptoms, Causes and Treatment
Ulcerative Colitis Your search request did not match any articles on RxLlchur_n, We may still have = Home » Drugs A -Z
- - what you are searching for. We suggest you search again using different keywords or | Most Popular on PDRhealth
Multiple Sclerosis if you're not sure of the spelling, type the first few letters, followed by an asterisk(®).
Teeth Wrecking Habits . .
To help you find what you are looking for, please also review these sections on ’ Drug Health
Controlling Psoriasis RxList com. Search by drug name, health condition or disease Searches:  Conditions:
Atrial Fibrillati :
Shdeshaw + Drugs A-Z List - by drug brand and generic name. - Ambien ADHD
N N « Pill ldentifier Tool - identify drugs and medications by imprint, color, or shape. VIEW SLIDESHOW }) Lipitor Bipolar
Treating Depression Includes drug pictures. Browse DTUQS: to P. § D\spc‘)rder
Managing OA Pain » Picture Slideshows - interactive medical slideshow on important medical topics. Ability
-~ Image Gallery - leamn about skin disorder, medical anatomy. tumors and more HIV AIDS Singulair Chalesterol
New & Updated through images and illustrations . Myths and Facts E-G H-L M-Q R-V W-2 Zoloft Diabetes -
ACetadote » Latest Drug News - WebMD & FDA Updates and news releases on prescription
medications and drug manufacturing/distribution. - See all Type 2
Istalol + Diseases, Condition and Tests - The RxList disease and condition listing contains VIEW SLIDESHOW . Displaying: 1 -0 070 el drugs » HIV
Methylin explanations of many diseases, conditions, medical procedures and tests. piaymng: 5 I
Sorycel + Drug Medical Dictionary - definitions and explanations of many medical terms Next == e? .a
pry including prescription medication abbreviations. from WebMD. conditions
Zoladex 3.6 Top 10 Most Popular Drugs on RxList OIMILIG ECINT] __Displaying:1-00f 0 Previous | »
Resdthe LuestOUONeWS] . et Featured Genters Next =-Popular Articles
2. Celexa (citalopram hydrobromide) + Lagging Libido: Could It Be Low T? RDVERTISEMENT
- symptomi _.~H 3. Xanax (CIV alprazolam) « Are Table Scraps OK for Dogs?
q 4. Klonopin (clonazepam) « Ear Infections: Get the Facts Alcohol and Common Side Effects
5. Cipro (ciprofioxacin hydrochloride) . Antidepressants of Cholesterol Drugs
6. Percocet (oxycodone and acetaminophen) Health Solutions From Our Sponsors
Rxlist 7. Vicodin ((hydrocodone bitartrate and acetaminophen) » Hearing Aid Alternative The dos and don's of Host side sffects of Follow PDRHealth.com
& Utram ftramadnl hvdrachloride) Mamme iAo Dinbetnn =l Arinkinn when unitaka  rhnlsetarnl madicings s




Oral Health Assessment

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment

[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)

L3 Comprehensive Fhysical Assessment This form included in Core Profile.

[} Controlled Medication Inventory Record (FDF)

[) Custody of Individual Health Care Record (PDF) See the OHS — EMR — Medical Staff — Core Profile

[} Facility Entry Physical Health Screening

[ Health Discharge Summary — Transfer Note (PDF) power point for instructions.

[} Health Education Record
[} Health Related History
[ Immunization Tracking Record
[ Individual Health Care Record Chechlist and Intemal Quality Control
[ Infectious and Communicable Disease Form
[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record
[ Medications
[} Oral Health Assessment
[} Parental Notification of Health Related Care: Vaccinations/Immunizations
[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms



Parental Notification of Health Related Care:
Vaccinations/Immunizations

VETTERENTE  Youth Name 1e3:3° DOB Sex: Male  Race: Black DJJID DJJ ID

DATE:

PARENT/GUARDIAN:* I - .

PARENT/GUARDIAN |
ADDRESS:

DJJ FACILITY:* [

DJTFACILITY ADDRESS:

Dear

Our records indicate that vou are the parent or guardian who has authonty over health care for the above named youth. The purpose of this form 1s to notify
vou that the following vaccination(s) has/have been ordered for vour child. We have included a Vaccine Information Sheet known as a “VIS™ that explains the

vaccination(s).

Name of Vaccination/VIS:* I .
Publication Date of VIS:* G|

If vou have any further questions about this vaccination, please notify the DIT facility at the phone number indicated.

[ Have attached VIS form

Phone Number: [I }I —I Extl

Person to Contact: I

Name of person at facility who completed this form
Staff: Prior to mailing, list the name of the VIS included with this netification, and
the date of the publication of the VIS (lecated in the lower right hand corner of the VIS).
#% Copy of Notification to be filed in Individual Health Care Record.

Elec.Sign Save ==

Upload Document |

No File Uploads for the Current Youth

Select form from mandatory forms listing.
Complete information from the top down.
Click Elec. Sign Save>>.

This document must be mailed to
Parent/Guardian for signature.
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Parental Notification of Health Related Care:

Vaccinations/Immunizations

Form: Parental Notification of Health Related Care: Vaccinations/ Tmmunizations fod Youth Name/DJJ ID Eecord Count: 2

New Upload...
Program Name Modified Date Time Modified By
Select = EME Form Alachua Regional Juvenile Detention Center 1071620150230 PM (Medical BN Completed

| EMR Form Alachua Regional Tuvenile Detention Center 10/16/20150228PM  [Medical RN |Completed

Click the PDF icon for the
Vaccinations/Immunizations
form to be mailed for
parent/guardian signature.

Open and print form.

40




Parental Notification of Health Related Care:
Vaccinations/Immunizations

) _ FLORIDA DEPARTMENT OF JUVENILE JUSTICE
7@_\‘ PARENTAL NOTIFICATION OF HEALTH-RELATED CARE:

N VACCINATION/IMMUNIZATION
sz orvours: [T e or e
FACILITY NAME: Alachuz Fegional Juvemle Detention DJJID= D_” |D [Date: 101672015
Centar

PARENT/GUARDIAN NAME AND ADDRESS: Parent / Guardian

DJJ FACILITY NAME AND ADDEESS: Alachua Fegional Tuvenile Dietention Center
3440 Northeast 3%th Avenne Gainesville, FL 326089

S Parent/Guardian

Chur records indicate that you are the parent or guardian whe has authority over health care for the above named youth
The pmpeose of this form 15 to notfy you that the followng vaccimation(s) has'have been ordered for vour chald. We
have inclided a Vaccine Information Sheet known as a “WIS™ that explams the vaccination(s).

MName of VaccinationVIS:  Varcillea

Publication Date of VIS: 097292015

If you have any further questions about thas vaccination, please notify the DIT facility at the phone number indicated

Phone Mumber: (850) 555-1212

Person to Contact: Smith

In arder for us to provide this vaccination, we need your written permission Please sign your name and date your
signature in the space provided and send thiz form back to us at the address listed above.

O 1consent
[0 Ido notconsent

E5 022
DIFOESFRM 023 863814 £204.3 Page Iaf2 Revised Febemary 2018

Parent'Guardian Signature Date Signed

Mame of person at facility who completed this form Medical RN, BRI

Sigfs Prior fo mailing, lisi the name af the VIS included with this notjficaiion, and
the date of the publicarion of the VIS {locared in the lower right hand corner af the FIS).
** Copy af Nedficarion fo be ffled in Individnal Health Care Record

E5 037
DIDOESFRA 023 06614 62143 Page 2af3 Revised Febenary 2018

41




Parental Notification of Health Related Care:
Vaccinations/Immunizations

Form: Parental Notification of Health Related Care: Vaccinations/ Immunizations for Youth Name/DJJ ID

Modified Date Time

Modified By

Program Name

Record Count: 2

Upload...

Select = EME. Form Alachua Regional Juvenile Detention Center 10/16:2015 02:30 PM [Medical RN Completed
Select | = || EMR Form Alachua Regional Juvenile Detention Center 10/16/2015 0228 PM  [Medical RN |Completed
DJJ FACILITY:* I.—‘.la: hua Regional Juvenile Detention Center

DJJ FACILITY ADDRESS: 3440 Northeast 39th Avenue Gainesville, FL 32609

Dear Parent/Guardian

Our records indicate that vou are the parent or guardian who has authonty over health care for the above named youth. The purpose of this form is to notify
vou that the following vaccination(s) has/have been ordered for vour child. We have included a Vaccine Information Sheet known as a “VIS™ that explains the
vaccination(s).

Name of Vaccination/VIS:*® I Varcillea .

Publication Date of VIS:* |po,20,2015 E M Have attached VIS form

If you have any further questions about this vaccination, please notify the DJT facility at the phone number indicated.

Phone Number: ([850 ) [555  -[i212  Ext

Person to Contact: I.‘:'mith

Name of person at facility who completed this form Medical BN, KN
Staff: Prior to mailing, list the name af the VIS included with this notification, and
the date of the publication of the VIS (located in the lower right hand corner of the VIS).
=% Copy of Netification to be filed in Individual Health Care Record.

Elec.Sign Save ==

Upload Document |

No File Uploads for the Current Youth

When signed form is
received from the
Parent/Guardian, it must be
uploaded to the EMR.

Click select for the
Vaccinations/Immunizations
form to be uploaded with
parent/guardian signature.

Click Upload Document to
upload signed document.

42




Parental Notification of Health Related Care:

Vaccinations/Immunizations

File Uploaded Successfully

Name of Youth: Youth Name

Date of Birth: D]0]:]

DITDx

Add New...

D (N Document Cates T Modified Modified
ocument Name Date ategory Document Type B\ DateTime

<< Back

Follow document upload
steps.

A message will be displayed
indicating successful upload
of the file.

The document will be listed
in the table.

> Parental Motification of Health Eelated Medical Parental MNotification of Health Eelated Care: 10/16/2015 03:11
Edit Care: Vacc 10/16/2013 Forms Vaccinations Tmmunizations ‘-.ried.tn:al PM
Edit Acknowledsment of Receipt of CPPN 10/15/2015 Medical Acknowledgment of Receipt of CPPIN or Practitioner  |EIY 10/13/2015 04223
=  |orPractitioner e Forms Form Medical |PM
. . . e mnae  |vledical — . EIN 10/14/2015 01:17
Edit |Immunization Tracking Record 10/05/2015 Forms Immunization Tracking Record Nedical  [PM
Sexually Transmitted Infections , Medical ; . ; B 10/12/2015 10:39
Edit Screenine Form 10/12/2015 Forms Sexually Transmitted Infections Screening Form Medical  |AM
. . i i mnge | wledical o . BN 10/12/2015 08:31
Edit |Immuniration Trackinz Becord 10/12/2015 Foms Immunization Tracking Record Medical  |AM
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Parental Notification of Health-Related Care: General

Youth's Name: Youth Name DOB: D]0]3) Sex: Male Race: Elack DJJID: DJJ ID

Select form from mandatory

AEE | forms listing.

PARENT/GUARDIAN: * L . .

BRI /CUARDLA Complete information from
ADDRESS: I the top down.

DJJ FACILITY:* [ Click Elec. Sign Save>>.

DJJFACILITY ADDRESS:

Dear ThIS document mUSt be

Our records indicate that vou are the parent or guardian who has authonty over health care for the above named youth. The purpose of this form is to notify malled to Pare nt/G uardlan
vou of changes in the health status of this youth. for Slg natu re

The following health care treatment has been ordered or begun or the following health care event has oceurred:

1000 characters remairing... Check Spelling

Signature of Health Care Provider Pnnted Name of Person Completing Form
Phone Number: (I }I —I Extl

Person to Contact: I
] ** Copy of Notification to be filed in Individual Health Care Record.

TO THE PARENT/GUARDIAN: IF THIS BOX IS CHECEED, THIS MEANS THAT YOU HAVE BEEN NOTIFIED BY PHONE OF THE HEALTH CARE
TEREATMENT ABOVE. WE NEED YOU TO GIVE YOUR. CONSENT IN WERITING AND SEND THIS FORM BACK TO US AT THE FACILITY ADDRESS
LISTED ABOVE. YOUR SIGNATURE INDICATES THAT YOU GIVE YOUR PEEMISSION FOR US TO ADMINISTER THIS HEALTH CARE

TREATMENT. m
Elec.Sign Save ==



Parental Notification of Health-Related Care: General

Form: Parental Notification of Health-Related Care: General fn Fecord Count: 2 Click the PDF icon for the
New Dplead General health care form to
Program Name Modified Date Time Modified By be m al Ied for
Select | EME Form Alachua Regional Juvenile Detention Center 10/16/2013 0322 P |Medical BV Completed . .
Select | T || EMR Form Alachua Regional Juvenile Detention Center 08/03/20150927 AM  |Amold, SharonB  |Completed parent/guardian signature.

Open and print form.
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Parental Notification of Health-Related Care: General

PARENTAL NOTIFICATION OF

e FLORIDA DEPARTMENT OF JUVENILE JUSTICE
71@3\
N HEALTH-RELATED CARE: GENERAL

DATE OF EIRTH:

NAME OF YOUTH: .

FACILITY NAME: Alachus Ragionsl fuvenile Detention Cemtar DITIDE:

Date: 107162015
PARENT/GUARDIAN NAME AND ADDRESS:

Parent/Guardian
Address

DJJT FACILITY NAME AND ADDRESS: Alachnz Fegional Tvenile Detention Center
3440 Mortheast 3%th Avenne Ganesville, FL 32609

W8 Parent/Guardian B

Omur records indicate that you are the parent or guardian who has authority over health care for the above named youth. The
purpose of this form is to notify you of changes in the health status of this youth.

The following health cars reatment has been ordered or begun or the following health care event has occumad:
Enter description of treatment or health care event.

Medical, RN Medical BN
Signamre of Health Care Provider Printed Mame of Person Completing Form

Ifvou have any concerns about the above mformarion or do not want your child o recen thiz
medication/mearment; notfy the DT facility at the phone number indicartod.

Phone Number: (850) 555-1212

Person to Contact: Medical BN

TO THE PARENT/GUARDIAN: IF THIS BOX IS CHECKED, THIS MEANS THAT YOU HAVE BEEN

I:‘ NOTIFIED BY PHONE OF THE HEALTH CARE TREATMENT ABOVE. WE NEED YOU TO GIVE
YOUR CONSENT IN WEITING AND SEND THIS FORM BACK TO US AT THE FACILITY ADDEESS
LISTED ABOVE. YOUR SIGNATURE INDICATES THAT YOU GIVE YOUR PEEMISSION FOR US TO
ADMINISTER THIS HEALTH CARE TREATMENT.

Parent'Guardian Siznature Date
** Copy af Notficarion ro be filed in Individnal Health Care Record

?

HE 018
DITOFSFEM 020 083015 63042 Page I gf 1 Revired 12004

Click the PDF icon for the
General health care form to
be mailed for
parent/guardian signature.

Open and print form.
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Parental Notification of Health-Related Care: General

Form: Parental Notification of Health-Felated Care: General for Youth Name/DJJ ID

Fecord Count: 2

New Upload...

Program Name Date Time Modified By

Select = ENE. Form Alachua Eegional Juvenile Detention Center 10/16/2015 0322 PM Miedical BEIN Completed
Select | = || EMR Form | Alachua Regional Juvenile Detention Center 08/03/2015 0927 AM  |Amold SharonB  |Completed
DATE: 10/16/2015 03:21 PM

PARENT/GUARDIAN: *

PARENT/GUARDIAN
ADDRESS:

Parent/Guardian

Address

DJJ FACILITY:*
DJJ FACILITY ADDRESS:

Dl  Parent/Guardian

Onr records indicate that you are the parent or guardian who has authonty over health care for the above named vouth. The purpose of this form 1s to notify
vou of changes in the health status of this yvouth.

I.—\la:hua Eegional Juvemle Detention Center
3440 Northeast 3%h Avenue Gainesville, FL 32609

The following health care treatment has been ordered or begun or the following health care event has occurred:

Enter description of treatment or health care event.

948 characters remaining... Check Spelling

Medical RN Medical RN, BN
Signature of Health Care Provider Pnnted Name of Person Completing Form
Phone Number: (850 | )[555  -[1212  Ext|

Person to Contact: I?\ ledical BN

[] ** Copy of Notification to be filed in Individual Health Care Record.
TO THE PARENT/GUARDIAN: IF THIS BOX IS CHECKED, THIS MEANS THAT YOU HAVE BFEN NOTIFIED BY PHONE OF THE HEALTH CARFE
TREATMENT ABOVE. WE NEED YOU TO GIVE YOUR CONSENT IN WRITING AND SEND THIS FORM BACK TO US AT THE FACILITY ADDRESS
LISTED ABOVE. YOUR SIGNATURE INDICATES THAT YOU GIVE YOUR. PERMISSION FOR US TO ADMINISTER THIS HEALTH CARFE
TREATMENT.

Upload Document
Mo File Uploads for the Current Youth

When signed form is
received from the
Parent/Guardian, it must be
uploaded to the EMR.

Click select for the general
health care form to be
uploaded with
parent/guardian signature.

Click Upload Document to
upload signed document.
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Parental Notification of Health-Related Care: General

Follow document upload
File Uploaded Successfully
P steps.
<= Back
P\t Name A message will be displayed
Date of Birth DIND#: DJJ ID indicating successful upload
of the file.
Add New...
"Dt Pe DatcTime The document will be listed
Parental MNotification of Health-Felated Mledical 10/22/2015 04:34 .

Edit Care- Gene 10/13/2013 Forms Parental Notification of Health-Related Care: General "-.IE dical [PM IN the table .
Edit Parental Notification of Health Eelated 10/16/2015 Miedical Parental Motification of Health Related Care: BN 10/16/2015 03:11
== |Care: Vacc o Forms Vaccinations Immunizations Medical [PM
Edi Acknowledzment of Receipt of CPEN 10/15/2015 Medical Acknowledgment of Receipt of CPPN or Practiioner BN 10/15/2015 0423
T ot Practitioner R Eams Form Medical |PM

: - : . Mledical o . RN 10/14/2015 01:17
Edit |Immunization Tracking Record 10/03/2013 Foms Immunization Tracking Record Medical [PM

. Sexually Transmitted Infections vam g e |wledical . . . . BIV 10/12:2015 10:59
Edit Screemne Form 1071272015 Foms Semally Transmitted Infections Screening Form Medical  |AM

. o . . Miedical o . RN 10/12,/2015 08:51
Edit |Immunization Tracking Record 1071272015 Foms Immunization Tracking Record Medical  |AM
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Parental Notification of Health-Related Care: Medications

Youth's Name: Youth Name DOB: Sex: Male Race: Black DJJID: DJJID

DATE:

PARENT/GUARDIAN:* I .

PARENT/GUARDIAN I
ADDRESS:

DJJ FACILITY:* |-
DJJ FACILITY ADDRESS:

Dear

Onur records indicate that yvou are the parent(s) or guardian who has authority over health care for the above named yvouth. The purpose of this form is to notify
vou that a licensed health care practitioner has recommended the following medication or medication changes.

MMedication Change: * I . Medication: * I
Frequency: * I . Other Frequency: I
Route: * I Duration: * I .

1+
Purpose: *
250 characters remaining. .. Check Spelling
I+
Possible Side Effects:
125 characters remaining. .. Check Spelling
- Ext
Phone Number- (I }I I Person to
Contact:
Signature of Health Care Provider Pnnted Name of Person Completing Form

o TO THE PARENT/GUARDIAN: IF THIS BOX IS CHECEED, THIS MEANS THAT YOU HAVE BEEN NOTIFIED EY PHONE OF THE HEALTH CARE
TREATMENT ABOVE. WE NEED YOU TO GIVE YOUR CONSENT IN WRITING AND SEND THIS FORM BACK TO US AT THE FACILITY
ADDRESS LISTED ABOVE. YOUR SIGNATURE INDICATES THAT YOU GIVE YOUR PERMISSION FOR US TO ADMINISTER THIS HEALTH
CARE TREATMENT.

** Copy of Notification to be filed in Individual Health Care Record.

Elec.Sign Save >> | Upload Document |

No File Uploads for the Current Youth

Select form from mandatory
forms listing.

Complete information from
the top down.

Click Elec. Sign Save>>.

This document must be
mailed to Parent/Guardian
for signature.
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Parental Notification of Health-Related Care:

Medications

Form: Parental Notification of Health-Related Care: Medications for Youth Name/DJJ ID Fecord Count: 2

New Upload...
Program Name Moudified Date Time Modified By
Select -E EME. Form Alachua Fegional Juvenile Detention Center 107232005 01:26 PM |Medical, BN Completed

= ] EMR. Form Alachua Regional Juvenile Detention Center 08/03/20150924 AM  [Amold, SharonB  |Completed

Click the PDF icon for the
Parental Notification of
Health-Related Care:
Medications form to be
mailed for parent/guardian
signature.

Open and print form.
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Parental Notification of Health-Related Care: Medications

J‘?E’LH FLORIDA DEPARTMENT OF JUVENILE JUSTICE : _ :
?{@3 PARENTAL NOTIFICATION OF Parent'Guardian Signature Drate
_—\.‘?

HEALTH-RELATED CARE: MEDICATION MANAGEMENT
(Mot for Psychotropic Medications)

FACTLITY NAME: Alschua Begionsl Javenils Detention D IID: DJJ |D Date: 10V23/2015
Centar

** Copy af Nodjficarion to be filed in Individnal Health Care Record

PARENT/GUARDIAN NAME AND ADDEESS: Pa rent/G ua rdia n
Address

DJJ FACTLITY NAME AND ADDRESS:  Alachua Pegional Fuvenile Desention Center
3440 Northeast 39th Avemue Gainesville, FL 32609

Wl Parent/Guardian

O records indicate that you are the parent(s) or guardian who has authonty over health care for the above named
youth. The puipose of this form 15 to notify you that a licensed kealth care practiioner has recommended the following
medication or medication changes.

The followmg medication has been ordered, started or changed:
Medication: Penicillin (Pen-VE) Daily | Oral (by mouth) for 14 days
by

(routz)
Purpose: Enter purpose here.

Possible Side Effects: Listany possible side effects.

Medical BN Medical RN
Signature of Health Care Provider Printed Mame of Person Completing Form

Ifyou have any concerns about the above information or do not want your child to
receive this medication/reamment; neiifi the DI facilin: at the phone number indicared.

Phone Mumber: (850} 555-1212
Person to Contact: Smith

TO THE PARENT/GUARDIAN: IF THIS BOX IS CHECEED, THIS MEANS THAT YOU HAVE
BEEN NOTIFIED BY PHONE OF THE HEALTH CARE TREATMENT ABOVE. WE NEED
YOU TO GIVE YOUR CONSENT IN WEITING AND SEND THIS FORM BACK TO US AT THE
FACILITY ADDEESS LISTED ABOVE. YOUR SIGNATURE INDICATES THAT YOU GIVE
YOUR PERMISSION FOR US TO ADMINISTER THIS MEDICATION.

Y Y

5 011

HS 60X
DIFOFESFREM 921 163015 6304-2 Pape I af2 Revised I- 2004 DITORSFRA 920 107015 630-2 Pape 2 af 2 Revized I- 2014

51




Parental Notification of Health-Related Care: Medications

Form: Parental Notification of Health-Related Care: Medications for Youth Name/DJJ ID

New

Record Count: 2

Upload...

Type Program Name Modified Date Time Modified By Status
Select ",E EME. Form Alachua Regional Juvenile Detention Center 10232005 0126 PM |Medical, RN Completed
Select | L || EMRFom |  AlachuaRegional Juvenile Detention Center 08/03/2015 0924 AM  [Amold, Sharon B |Completed

™ Parent/Guardian

COur records indicate that you are the parent(s) or guardian who has authority over health care for the above named youth. The purpose of this form is to notify
vou that a icensed health care practitioner has recommended the following medication or medication changes.

Medication Change: * Medication: * I?eni:ﬂlin (Pen-VK)
Frequency: * Daily Other Frequency: I
Route: * I Oral (by mouth) Duration: *
Medication Period: * I-—
Enter purpose here 3]

Purpose: *
Check Spelling

ist any possible side effects &

Possible Side Effects:

94 characters remaiming,...

Check Spelling

(|B300 | y|5550 | - |[I212°  Ext
Phone Number: r I - I I ST ISmi[h
Contact:
Medical, RN Medical, RN, RN
Signature of Health Care Provider Printed Name of Person Completing Form

TO THE PARENT/GUARDIAN: IF THIS BOX IS CHECKED, THIS MEANS THAT YOU HAVE BEEN NOTIFIED BY PHONE OF THE HEALTH CARE
TREATMENT ABOVE. WE NEED YOU TO GIVE YOUR CONSENT IN WRITING AND SEND THIS FORM BACK TO US AT THE FACILITY
ADDRESS LISTED ABOVE. YOUR SIGNATURE INDICATES THAT YOU GIVE YOUR PERMISSION FOR US TO ADMINISTER THIS HEALTH
CARE TREATMENT.

** Copy af Netification te be filed in Individual Health Care Record.
Upload Document
No File Uploads for the Current Youth

When signed form is
received from the
Parent/Guardian, it must be
uploaded to the EMR.

Click select for the Parental
Notification of Health-
Related Care: Medications
form to be uploaded with
parent/guardian signature.

Click Upload Document to
upload signed document.
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Parental Notification of Health-Related Care: Medications

Follow ment upl
File Uploaded Successfully ollo dOCU ent up Oad
steps.
<< Back
Name of Youth: [JRRC L A message will be displayed
Date of Birth: DOB DI DJJID . . .
(e ] Indicating successful upload
Add New... of the file.
Document \In:-dlﬁed Modified
Document Name Date Category Document Type DateTime . .

Edit Parental Motification of Health-Eelated 10132015 Medical Parental MNotification of Health-Felated Care: 10/23/2013 01:43 The docu me nt Wi ” be IIStEd
B care: Medi Forms Mhedications "-.ried.mal PM |n the table

. Parental Notification of Health-Related |, Medical . . ) EN 10/22,/2015 04:34 )
Edii Care: Gene 10/13/2013 Foms Parental Notification of Health-Felated Care: General Medical [PM
Edi Parental Notification of Health Eelated 10162015 Medical Parental Notification of Health Related Care: BN 10/16/2015 03:11
O Care: Vace AR e s Vaccinations Tmmunizations MMedical |[PM
Edit Acknowledzment of Receipt of CPEN 107152015 Mledical Acknowledgment of Receipt of CPPN or Practitioner BN 10/15/2015 04223
= |orPractitioner e Forms Form MMedical |PM

. o . e mnge | wledical o . BN 10/14/2015 01:17
Edit |Inmunization Tracking Becord 10/05/2015 Foms Immunization Tracking Record Medical  [PM

. Sexually Transmitted Infections . Medical . . ; EIV 104122015 10:59
Edit Screenine Form 107122015 Foms Sexually Transmitted Infections Screening Form Medical |AM

. o . vymmng e | wIedical o . EIV 10/12/2015 08:51
Edit |Inmunization Tracking Record 10/12/°2015 Foms Immunization Tracking Record Medical  |AM
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Personal and Health Related Information

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment

[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)

L3 Comprehensive Fhysical Assessment This form included in Core Profile.

[} Controlled Medication Inventory Record (FDF)

[) Custody of Individual Health Care Record (PDF) See the OHS — EMR — Medical Staff — Core Profile

[} Facility Entry Physical Health Screening

[ Health Discharge Summary — Transfer Note (PDF) power point for instructions.

[} Health Education Record
[} Health Related History
[ Immunization Tracking Record
[ Individual Health Care Record Chechlist and Intemal Quality Control
[ Infectious and Communicable Disease Form
[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record
[ Medications
[} Oral Health Assessment
[} Parental Notification of Health Related Care: Vaccinations/Immunizations
[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms
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Problem List

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment

[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)
[} Comprehensive Physical Assessment

[} Controlled Medication Inventory Record (FDF)
[ Custody of Individual Health Care Record (PDF)
[} Facility Entry Physical Health Screening

[ Health Discharge Summary — Transfer Note (FDF)
[} Health Education Record

[} Health Related History

[ Immunization Tracking Record

[ Individual Health Care Record Chechlist and Intemal Quality Control

[ Infectious and Communicable Disease Form

[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record

[ Medications

[} Oral Health Assessment

D Parental Notification of Health Felated Care: Vaccinations/ Tmmunizations

[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms

This form included in Core Profile.
See the OHS — EMR — Medical Staff — Core Profile
power point for instructions.
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Sexually Transmitted Infections Screening Form

[ Core Profile
5 Mandatory/Required Forms
[ Acknowledgment of Receipt of CFFIN or Practitioner Form (FDF)

[ Affidavit of Diligent Effort (FDF)

[ Authority For Evaluation and Treatment

[} Body Chart

[ Clinical Psychotropic Progress Note (PDE)

[ Clinical Psychotropic Progress Note Part B (PDF)

[} Comprehensive Physical Assessment

) Controlled Medication Inventory Record (PDE) This form included in Core Profile.
) Custady ofinfhvidus) Beslh Care Record (25) See the OHS — EMR — Medical Staff — Core Profile

[} Facility Entry Physical Health Screening

[ Health Discharge Sunmary - Transfer Note (PDF) power point for instructions.

D Health Education Record

[} Health Related History
[ Immunization Tracking Record
[ Individual Health Care Record Chechlist and Intemal Quality Control
[ Infectious and Communicable Disease Form
[ Limited Consent for Evaluation and Treatment (PDF)
[ Medication And Ireatment Record
[ Medications
[} Oral Health Assessment
[} Parental Notification of Health Related Care: Vaccinations/Immunizations
[ Parental Notification of Health-Related Care: General
[ Parental Notification of Health-Related Care: Medications
[} Personal and Health Related Information
[ Problem List
[ Semally Transmitted Infections Screening Form
[ Sick Call Index (FDF)
[ Sick Call Initiation
[ Sick Call Review
[} Summary of Off-Site Care (FDF)
] Recommended Forms
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Sic

K Call Index (PDF)

f
A

L FLORIDA DEPARTMENT OF JUVENILE JUSTICE
v SICK CALL INDEX

Please complete one form per youth

WISVl - Vouth Name
oo DJJID DATE OF BIRTH: [D]0]:3)

PURPOSE
The purpose of this form is the chronological listing of a youth’s sick call complaints so that health care
providers may have a concise record of recent or recurring complaints. This record does not take the place of
the detailed entry of sick call care, which is included in the chronological progress notes of the Individual
Health Care Record. This is an index only to the sick call complaints.

INSTRUCTIONS
A sick call complamnt 15 listed as it ocours. The date of the occurrence and the facility are both entered.
Complamts, which occur more than once, are not listed again, but the subsequent dates of occwrrence and the
facilities are filled in. Amy sick call complaint for which the youth seeks care on three or more occasions
during a two-week period MUST result in an assessment by a licensed healthcare professional (MD,
PA, or ARNP). This includes physical health complamts, mental health complaints, and dental health

complaints. Refemals for assessment by a licensed health care professional (MD, PA. or ARNF) MUST be
made AT ANY TIME that the seriousness of the youth's sick call complaint cannot be determined, or if the
youth has a chronic condition (for example, seizure disorder, asthma, diabetes, possible side effects of
prescribed medication) and the sick call complaint is related to that chronic condition.

OCCURRENCES AND FACILITY

SICK CALL COMPLAINT DATE FACILITY

per officer, rafised sick call 04/06/2014  [Alachua Fegionsl fovenils Detention Centar
Headache resolved 04/08/2014  [Alachua Regional favenils Detenfion Centar
Duplicate 04002014 |Alachua Regional Juvenile Detention Centar

HE 39
DIFOESERY 030 062014 £2M-] Page 1 of1 Revised Ociober 2006

Sick call requests automatically
populate on the index.

The Sick Call Index should be printed
and added to the IHCR.
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Sick Call Initiation

\%‘%17 DEPARTMENT OF JUVENILE JUSTICE
'{__VA Electronic Medical Records

User Role: Medical RN
Home Active Youth: Please select the Youth. Logout

Youth Search =

Sick Call Initiation can be accessed two ways:

— « From the Mandatory/Required Forms list under
Medical Forms

 From the MH Referral / Sick Call / MH Review
Link

Youth Names/ DJJ IDs

OHS Management Reports

OUR VISION

MH Referral / Sick Call / MH Review

The children and families of Florida will live in safe, nurturing communities that provide for their needs, recognize their strengths and support their success.
Mental Health Forms

OUR MISSION

Medical Forms

To increase public safety by reducing juvenile delinquency through effective prevention, intervention and treatment services that strengthen families and tum around the
Upload Library lives of troubled youth.

Youth History

Pending Actions - 0
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Sick Call Initiation

Youth Search is available for use if
the youth is not listed.
(Always check Detention youth
listing prior to search)

User Role: Medical B

listed here

Home Active Youth: Please select the Youth. Logout
Youth Search == |Please munber of upper case letters to retain report layout.
Beardl Type r A r ; £ r #e r ; A ; rs
Active Program: ® Approximate Match O Exact Match
Collier Regional Juvenile Detention Cente| ™ | Searchi By - : _ x ; : - - : -
Facility Youth Listing: ( 25 total) (®) Last Name, First Name (O Last Name, First Name, Race O Alizs Name ) Date of Birth
() Last Name, First Name, DOB (O Lest Name, First Name, Sex O Social Security # ODIID
Last Name | Alias SSN DII D
First Name | Sex [¥] DoB i Race =
Facility Youth Find
#e [ #y [ #y r # r p [
‘ : i - Record Count:

Youth llsﬁnnd =




Sick Call Initiation

== |Please minmize munber of upper case letters to retam report layout.

Youth Name

Youth's Name: Sex: Male

Race: White imnt . DD

Facility Name: * |Cnllier Regional Juvenile Detention Center

Date of Request: * 3292014 L Requested Time: *  [10:30 AM

Request for: * Medical Care [ JDental Care  []Mental Health Care

Please describe your problem: *

Select Facility

Youth has a backache

280 characters remaming .

Detention Staff observations:

&

Check Spelling

Staff observed youth holding back in pain

2459 characters remaming .

Submit Sick Call Request

=2

Check Spelling

Cancel

Date and time of Reguest - This is the date
and time youth made the request, not the time
request is being entered in JJIS. This field
defaults to current date

Select Request type: Medical OR Dental
(Can submit both requests on 1 form)

If Mental Health Care is selected a mental
health referral must also be completed

Describe Problem This is based from youth’s
sick form (or verbal request) and description of
problem. 300 characters)

Detention staff observations - Based on
what staff has observed as it relates to request
2500 characters. WILL NOT SHOW ON
PRINTED FORM .




Sick Call Initiation

Facility Name: * |f_'-:-]]i-.=r Regional Juvenile Detention Center Select Facility
Date of Request: * [3292014 fem Bequested Tome: *  |10:30 AM

Request for: ¥ [ Medical Care [ |Dental Care Mental Health Care

Selecting Mental Health Care

e e T T | presents an alert notifying staff
Do vou want to complete a Mental Health Beferral Smmmary form? If to Complete d Mental Health
z0, go to M ental Health Practice mems. Referral Summary

OK

Click OK to dismiss alert and
return to the Sick Call Request

2459 characters remaining . Check Spelling

Submit Sick Call Request Caneel




Sick Call Initiation

Facility Name: * |Cullier Regional Juvenile Detention Center Select Facility
Date of Request: * |3252014 i Fequested Time: *  |10:30 AM

Request for: * Medical Care [ |Dental Care [ Mental Health Care

Please describe your problem: *

Youth has a backache Message from webpage | &

280 characters remaming

l l Are wou sure wou wank to Submit "Sick Call Request"? Lestplie
Detention 5 taff observations: -
Staff obzerved vouth holding back in pain +
(04 Cancel
N

2459 characters remaining .. Check Spelling

Submit Sick Call Request Cancel |

Click “OK” to submit
“Cancel” returns user to
sick call page with no

save/submission

Click “Submit Sick Cal
Request” to submit
“Cancel” clears entries
from the form




Sick Call Initiation

Message from webpage Ed |
! i equest Submitted Sucessfully For Youth SRS NEERS
1 )

Ik

When you submit, you should get a
message box indicating the submission
was successful.

As long as this message appears, Staff will not get any other feedback from JJIS about the sick call.

* Once the sick call is initiated, it will generate an email to nurse, and / or JDOS, Superintendent/
Designee. If no nurse, the JDOS will follow up to triage youth.

 If you need to enter a second sick call request, find youth and repeat the process to complete
another form.




Sick Call Review

\%‘7 DEPARTMENT OF JUVENILE JUSTICE
'{__VA Electronic Medical Records

User Role: Medical RN
Home Active Youth: Please select the Youth. Logout

Youth Search =

Active Program:

Escambia Regional Juvenile Detention Cet

tention Center Sick Call Review can be accessed two ways:

« From the Mandatory/Required Forms list under
Medical Forms

 From the MH Referral / Sick Call / MH Review
Link

Youth Names/ DJJ IDs

OHS Management Reports

OUR VISION

MH Referral / Sick Call / MH Review

The children and families of Florida will live in safe, nurturing communities that provide for their needs, recognize their strengths and support their success.
Mental Health Forms

OUR MISSION

Medical Forms

To increase public safety by reducing juvenile delinquency through effective prevention, intervention and treatment services that strengthen families and tum around the
Upload Library lives of troubled youth.

Youth History

Pending Actions - 0

64



Sick Call Review

DEPARTMENT OF JUVENILE JUSTICE
Electronic Medical Records

MH REFERRAL / SICK CALL

Active Youth: Please select the Youth. Logout

To view sick calls (Open, pending, or

User Role: Medical ARNP Closed):

Youth Search

Active Program:

Collier Regional Juvenile Detention Center

Youth Names/ DJJ
IDs

Stfort, Willair (1310106) v

OHS Management Reports
MH Referral / Sick Call
I

Mental Health Forms

Medical Forms

Upload Library

Youth History

Pending Actions - 0

MH Referral:

* MH/SA Referral Summary

* MH/SA Referral Review

Sick Call:

+ Sick Call Initiation
+ Sick Call Review < 2

Please minimize number of upper case letters to retain report layout.

1.
2.
3.

4.

Select MH Referral / Sick Call
select “Sick Call Review”

select Open, Pending Review, or
Closed from Drop down box.
Select Current Facility List or All
Facility List

This will populate a list for the entire
Detention Center selected.

DEPARTMENT OF JUVENILE JUSTICE

No records found.

Electronic Medical Records
SICK CALL REVIEW
User Role: Medical ARNP

Home 07 Active Youth: Please select the Y} v Logout
L < \ <

Status: [0 Sick Call List For (®) Current Facility List () All Facility List << Back Add New Sick Call

Pending Review
Sick Call ¢]psed
| | Youth Name | DIND Created By | Created Date & Time Elec.Sig By Medical Staff Flec.Sig Date Medical Staff




Sick Call Review

DEPARTMENT OF JUVENILE JUSTICE
Electronic Medical Records

MH REFERRAL / SICK CALL

Active Youth: Please select the Youth. Logout

User Role: Medical ARNP

Youth Search

Active Program:

Collier Regional Juvenile Detention Center W

Facility Youth Listing: ( 12 total )

Facility Youth
listed here

OHS Management Reports
MH Referral / Sick Call
Mental Health Forms
Medical Forms

Upload Library

Youth History

Pending Actions - 0

MH Referral:

* MH/SA Referral Summary

Please minimize number of upper case letters to retain report layout.

* MH/SA Referral Review

Sick Call:

+ Sick Call Initiation

+ Sick Call Review < 2

Select MH Referral / Sick Call

Select Sick Call Review, as default lists all
“open” sick calls

There is a drop down box for options to
see open, pending, and closed calls
Select from Current Facility List or All
Facility List

Add New Sick Call

DEPARTMENT OF JUVENILE JUSTICE
Electronic Medical Records

Pending Review
Sick Ca Closed

Youth Name
No records found.

SICK CALL REVIEW
User Rol ARNP
f)) Active Youth: Please select the Yo b( Logout
Sick Call List For ® Current Facility List () All Facility List <<Back | Add New Sick Call |

Created Date & Time Elec.Sig By Medical Staff Elec.Sig Date Medical Staff




Sick Call Review

DEPARTMENT OF JUVENILE JUSTICE
Electronic Medical Records

SICK CALL REVIEW

User Role: Medical ARNP

Home Active Youth: Please select the Youth. Logout
==
Status: Sick Call List For| All Youths v ® Current Facility List _ All Facility List == Back Add New Sick Call

Sick Call Review List

Youth Name Program Name Problem Description

Elec.Sig By Medical | Elec.Sig Date Medical

Created By| Created Date

Volusia Regional Juvenile vouth stated that she was Christina | 09/03/2014 0300
S Sl Youth Names/ Yy not .. Miles PM
CHs 1. You can select the sick call to complete or you can view

the report [click on PDF in report column]
4 2. To see all pending review sick calls select pending in
drop down and then click select next to youth’s name to

complete review.

Status: | Pending Revier w Sick Call List For| All Youths w () Current Facility List @

Sick Call Review List

Elec.Sig By
Medical Staff

Elec.Sig Date
Medical Staff

Youth Name Program Name Problem Description Status Created By Created Date

- Duval Regional Juvenile - Pending| . . 09/10/2014 . . 09/10/2014 09:38
Select : / Detention Center This 1= a test. Review Tiffany Greene 0031 AM Tiffanv Greene AM
Youth Names St Lucie Rem: . ; 03/ 03/ 5
- . Lucie Regional Juvenile Youth stubbed right great | Pending 09/03/2014 09/03/2014 05:02
EEb Al DJJ IDs Detention Center toe .. Rovigw | Do Caldwell | o 52 py BT T PM
Miami - Dade Regional - Pending 09/03/2014 09/03/2014 0124
= / y .
Select| 75 Tuvenile Detention Center Youth has c/o a headache. Review Thomas Adams 0122 PM Thomas Adams PM




Sick Call Review

=

Youth's Name:

Sick Call Initiation ‘ Interventions

allows medical staff to

DOB: DOB Sex: Male  Race: Black DIJID: | DIANID) . T
r — — 1. Sick Call Initiation —
Medical / Clinical Staff | 3 == Back == Sick Call List Report
N

review problems &

Facility Name: |
Date of Request: * 3 Requested Time: * ObservathnS
Request for: * Ol Ol SU bmltted [Can be
edited]
Please describe your problem: * .
& 2. Intervention — show

any interventions

completed by

Detention Staff observations: Su peri ntendent or
Designee [view only
for Medical]

3. Medical/Clinical Staff
— this is where
medical staff
document what was
done for this specific
sick call




Sick Call Review

Please minimize number of upper case letters to retain report layout.

Youth's Name: Youth Name DOB: DOB Sex: Male Race: Black DJIID: DJJ ID

Sick Call Intttation

Interventions Medical / Clinical Staff | == Back == Sick Call List Report

Intervention List:

No records found.

Interventions - will show any interventions completed by Superintendent or
Designee for this youth. For Medical this tab is “view only”.

Report — Generates PDF report on progression of sick call status.

<< Sick Call List will return the user back to the pending sick call list




Sick Call Review

Please minimize number of upper case letters to retain report layout.

Youth's Name: Youth Name h:d DOB Sex: Male  Race: Black DJIIID: DJJ ID

Sick Call Initiation | Interventions | Medical / Clinical Staff | << Back | << Sick Call List Report
sl
File Edit view Window Help x
B0 o= BolezlE -
i)\ FLORIDA DEPARTMENT OF JUVENILE JUSTICE
7’\:-‘“\' SICK CALL REQUEST

YOUTH: Please fill in the following information as clearly as possible.

NAME OF YOUTH: Youth test DJJID# DJJ ID DOB:

Facility Name: Collier Regional Juvenile Detention Center

Male Female [_| Date of Request: 07/03/2013 08:00 AM

Request for: MEDICAL CARE |:| DENTAL CARE |:| MENTAL HEALTH CARE Re po rt

Please describe your problem:

L Generates PDF
Youth has backache e

YOUTH: Please do not write below this line. re po rt O n
TRIAGE: RN [ |ARNPPA [ | Dental Hygienist || Mental Health Staif progression of

[] tex [ |enysiian [ | Dentist || Other  Date Received  07/03/2013 sick call status.

DISPOSITION:
Subjective:

Youth is holding his back and complaining of a dull ache - What the youth is actually saving or
complaining about

Objective: BP: 110/60 Pulse: 82 Temp: 98.6  Respirations: 20 Weight: 166

nurses observations and assessment results should be inputted here k4|



Sick Call Interventions

Yout's ame: vos: [IEEE

Sex: Male Race: Black DJJID: DJJ ID
Sick Call Initiation Interventions << Back <= Sick Call List Report
$ Add Intervention

Intervention List:

Created Date
09/26/2014 03:05 PM

Intervention Comments
Select Youth given 400mg acetaminophen OTC. 9/18/14. 10:00pm

Created By
Roseltyn Hutchins

Supervisor Intervention
Is Nurse on site: * ()

*  (® Determined youth safe - continue for nurse to see youth O Youth sent off-site for emergency care () DHA notified

Intervention applied: * (Please include event Date & Time)

Youth status reviewed. States he is feeling better. 9/19/14, 06:00am r*

1930 characters remaining. .. Check Spelling

Save Intervention Cancel

Please minimize number of upper case letters to retain report layout.

Supervisor Intervensions saved successfully.

Sick Call Initiation

Sex: Male Race: Black DJIJID DJJ ID

Interventions << Back <= Sick Call List Report

Add Intervention

Intervention List:

Intervention Comments Created By Created Date
Select Youth given 400mg acetaminophen OTC. 9/18/14, 10:00pm R.osellyn Hutchins 09/26/2014 03:05 PM
Select Youth status reviewed. States he is feeling better. 9/19/14, 06:00am Rosellyn Hutchins 09/29/2014 0838 AM

Superintendent or Designee Staff will review all sick
calls within 4 hours and complete an Intervention(s).
This is documented in the OHS Web Forms module
in JJIS.

Select “Add Intervention” and then complete required
fields. Any action taken should be documented in the
intervention applied text box.

Once completed, the Superintendent or Designee will
select save and a green save message shows.

If there are additional interventions they complete the
process again.

If an intervention was completed (such as medication
given, ice, etc.) make sure to go back and document if
the intervention was effective.




Sick Call Interventions

. . .
Sick Call Initiation Interventions Medical / Clinical Staff =< Back <= &jck Call List Report M e d I C aI/C I I n I C aI E ;taﬁ

Medical Section

TRIAGE:* W an [ ARNPPA I™ Dental Hygienist ™ Mental Health Staff

e Do e Medical Staff will complete
Subjective:® . . .
zz:i;:aiiizgl:bizgthis back and complaining of a dull ache - What the youth is actually saying or ;’ﬂ all erIdS ||Sted Startlng
e = from top to bottom.
acters remamng Check Spelling
1 : ({3 1]
Objective: = BP: [110/60 * Pulse: [82 “Temp: [086 | *Respimtions: 20| *weiht [166 - A” flelds Wlth Red * are
nurses observations and assessment results should be inputted here ;'ﬂ mandato ry.
S — i Once completed medical
acters remaining... Check Spelting

st staff will select “ Elec. Sign
and Save”

Related To:* Ihackache{

Assessment:®

Findings should be inputted related to sick call/problem

944 characters remaining.

Plan (Indicate if per protocol):™

211 steps medical would take to treat youth

Confirm your name

1. urinalysis dipstick

2. notify Dr. ....

3. medical bed rest until seen by MD Electronic Signature

4. increase fluids and enter JJIS
5. gave two Adwvil according to backache protocol

By clicking Elec.Sign and Save, I agres that the signature will be the slectronic representation of my signature.

Confirm your name and signature.
Tour Name: [Lee Medical
Lee Medical

Enter your JJIS password for Confirmation.

password to confirm
Electronic Signature
and Save.

806 characters remaining. ..

Detaines instructed to return to medical if symptoms continus or worsen? = %

Education provided on treatment plan / prescribed protocol and medicatiogg

Date Seen: * [7/3/2013 H Time = 10308
/ Elec.Sign and Save |
Elec.Sign & Save == |

password: I

Person Completing form (Licensed Staff) Signature/Date Cancel

Save Cancel | ‘ |




Sick Call Interventions

Please minimize number of upper case letters to retain report layout.

Medical section information updated successfully.

Youth's Name: Youth Name DOE:

Sick Call Initiation ‘ Interventions ‘ Medical / Clinical Staff ‘

Sex: Male

T p—s v G

<< Back << Sick Call List

Report

Medical Section

TRIAGE:* O ] OJ
] OJ OJ OJ

Subjective:*

Date Received:* j Time:

*BP: [110/60

Objective:

e

Detainee instructed to return to medical if symptoms continue or worsen? * @

Education provided on treatment plan / prescribed protocol and medication? * (@

Date Seen: * j Time: *

Rosellyn Hutchins 09/29/2014
Person Completing form (Licensed Staff) Signature/Date

<< Electronic Signature
Appears

Once
saved/signed
the user should
see this message
in green. If there
are errors or
missing data, red
error messages
will appear
directing the
user to correct
the issue.




Sick Call Interventions - LPN

ices Web Forms - Microsoft Internet Explorer provided by Department of Juvenile Justice =&l =l
=l
Objective: = BP: Il 10/80 * Pulze: |80 * Temp: 101 * Respirations: |20 * Weight: I345
“|Face swollen on right side, nose bent upwards E Rerien Process
| ; © Have you had Telephonic or Elsctronic Review? * 0 Yes O No
955 characters remaining .. Check Spelling
i Contact Type® E|
Nursing Diagnosis
Alteration In:* Im air exchange Contact Person Nams *
Related To:*  [bent noss Contzet Date: * B Tt
Assessment:” .
Possible fractured nose and right orbit =F
Reviewer Comments:*
B
[/
961 characters remaining.. Check Spelling |
Plan (Indicate if per protocol):* -
Hotify MD, =chedule X-ray, =zoft food diet, ice for face and nose, medical bed rest, no back flips :I— 3500 characters rmatning... Check Spellmgl
=l * I Referred © Resolved

903 characters remaining.. Check Spelling | Refetred (OR) Resotved Comments:*

Detainee instructed to retum to if symptoms continue or worsen? * % yes O Ng

B
[/
1000 characters remaining... Check Spelling

Comments History (Hide History Data...) %]
Referred (OR) Resolved Comments History

Education provided on treatment plan /

Date Seen: * [7/312013 |

escribed protocol and medication? * " Ves ' No

e ® |1100|AM

No records found.

Elec.Sign & Save == |

Elec.Sign & Save >=

Reviewer Signature/Date

NOTE
Under Plan section, the LPN should document contact with RN or
higher. LPN will also have to document the review process if an RN
or higher will not be documenting their review in JJIS. LPN’s have a
different screen to complete.

Save Cancel




SICK CALL INTERVENTIONS

Sick Call Initiation | Interventions | Medical / Clinical Staff |

== Back Add New Sick Call

Sick Call List For AT Yours

) Current Facility List ® All Facility List

Status: | Pending Revier v

Sick Call Review List

Elec.Sig By
Medical Staff

Elec.Sig Date
Medical Staff

Created Date

DJIID ‘ Program Neme, Problem Description Status Created By

Youth Duval Regional Tuvenile Pending| ... 09/10/2014 . 09/10/2014 0938
Select bl Detention Center . iew Tiffany Greens 0031 AM Tiffany Greene AM
Select pe n d N g {|St. Lucie Regional Juvenile | Youth stubbed right great l‘end.mg D 09/(13;2014 D Caldwen | 09/03/2014 05:02
) Detention Center foe ... Review PM
- review Miami - Dade Regional . § Pending 09/03/201 09/03/2014 0124
Select s 1 Tuvenile Detention Center Youth has c/o a headache. Review Thomas Adams 0122 PM

will be
listed
here

<< Rack << Kick Call List

Date of Request: © |7/9/2013 iz | Requested Time: *  [08:00 AM
Requestfor:*  F# Medical Care I Dental Care I Mental Health Care
Please describe your problem: *
Resh around the face and nexk that is itchey =

256 characters remaining Check Spelling
Detention Staff observations:
See rash around neck and face with red marks ;’ﬂ

2456 characters remaining Check Spelling

Reviewer Comments:*
2500 characters remaining Check Speliing

* € Referred " Resolved
Referred (OR) Resolved Comments.™

EFE

1000 characters remaining..

Pending Review
To find sick calls needing review
Select drop down box “pending
review”

This will list all calls pending
review status

Click on adobe icon to see report
Click on “Select” to start review
process

Select Medical Tab to input
reviewer comments and Referred
or Resolved comments.

Then complete with Electronic
Sign and Save.

Check Spelling

Comments History (Hide History Data...) %]

Referred (OR) Resolved Comments History

Elec.Sign & Save >>

Reviewer SignatureDate

Save Cancel




SICK CALL INTERVENTIONS

Lee Medicat (7032013

Person Completing form (Licensed Staff) SignatureDate RN or Hi q her Review Process

—— Enter Comments

Review Process
Then select Referred or

Resolved and input comments
/

Reviewer Comments:*

Then Electronic Sign & Save

* " Referred  Resolved

Refered (OR) Resolved Comments:®

1000 characters remaining.. Check Spelling

Comments History (Hide History Data... !Lrﬁ]
Referred (OR) Resolved Comments History

Norzcords found.
&

Elec.Sign & Save ==

Reviewer SignatureDate

Save Cancel




SICK CALL INTERVENTIONS

=]
Leo Medicat (7 [(3[2073

Person Completing form (Licensed Staff) Signature/Date

Review Process

Reviewer Comments:™

Example:

RN or Higher can update and complete review
B process and then electronically approve/sign the
Youth was treated appropriately according to protocol Work Completed by themselves or an LPN

EN/higher will input comments and update this section.

El
2380 characters remaining...
* @ Referred " Resolved

Check Spelling
Referred (OR) Resolved Comments:*

¥Youth referred to Emergency Room for X-rays and possible broken nose

932 characters remaining...

S
=

Comments History

Check Spelling
ide History Data...A]

Referred (OR) Resolved Comments History
No records found.

Elec.Sign & Save ==

Reviewer Signature/Date

Electronic Signature

By clicking Flec.Sign and Save, I agree that the signature will be the electronic representation of my signatur

Confirm your name and signature.

Your Name: ILee Medical
Lee Medical
Enter your JJIS password for Confirmation.

password:

Elec.Sign and Save |

Cancel




SICK CALL INTERVENTIONS - LPN

Review Process

Have you bad Telephoric or Elecvoric Resden? * () vs O g e
Contact Typs* B

Coniact Person Nams * e

Contaet Dafe * ﬁ Time:*

Reviewer Comments:*

e A E
2300 characters remaining .. Check Spelling
* (" Referred " Resalved G
Referred (OR) Resolved Comments:*
¢
H

1000 characters remaining...

Comments History (Hide History Data..)!

Referred (OR) Resolved Comments History Created By;

Created Date

Check Spelling

LPN Review
LPNs will document contact type (electronic, telephonic, face
to face)
Document the Contact person and enter date & time
LPN will document reviewer comments

LPN will select Referred or Resolved adding comments

LPN will electronically approve/sign the work completed.

Electronic Signature

By clicking Elec.Sign and Save, I agree that the signature will be the electronic representation of my signature.

ElecSign & Save > > _
= = Confirm your name and signature.
Reviewer Signature/Date
i Your Name: ILee Medical
Lo Medicat

Save Cancel

Enter your JJIS password for Confirmation.

password: I

:
Elec.Sign and Save |

Cancel




Summary of Off-Site Care (PDF)

~ [e= .'___‘ FLORIDA DEPARTMENT OF JUVENILE JUSTICE
}{ﬁ\ SUMMARY OF OFF-SITE CARE
v CONSULTATION REPORT

NAME OF YOUTH: DJJID= .:!!II:.

Facility Name: Diate of Service:
Allergies: DOB=:
Insurance:
Company Mame Conmact # Group ID #

Youth Medicaid #: (if applicable)
Off-5ite Health Care Facility Name:
Address of Health Care Facility:
Telephone Number:

Specialty Service bemg Provided:

| REASON FOR REFEERAL
SUMMARY OF YOUTH'S MEDICAL CONDITION OR COMPLATNT.
(THIS SECTION TOBE COMPLETED BY FACILITY STAFF).

MEDICAL ASSESSMENT AND DIAGNOSIS

NOTE TO PROVIDER:

Please complete this summary of care and retwon the form with youth to facility. Please state any
addifional mstructions for facility staff Be aware that youth may reside at a facility, which does
not have licensed health care staff on duty. This form is an official document of the youth’s health
care record. A copy of this document may be retained for your records.

B5833
DIFOESFEA 923 061004 63047 Page I gf 2 Revised Ocsober 2006

MEDICAL CARE AND TREATMENT
SUMMARY OF MEDICATIONS AND TREEATMENTS ADMINISTERED

ORDERS

PLEASE ATTACH PRESCRIPTIONS TO FORM
NOTE TO PROVIDER:
This section is for orders such as prescriptions, meatments, activiry resoictions, and special observation precsutions.

bl

VWere any diagnostic testing (lab, x-rays) done or ordered dunng thas visit? O ¥es O No

(Mote: Iflab values or x-ray results obtained pleasze attach wmitten reports with this swmmary).
Please list any pending laboratory testing or x-ray results below:

Laboratory Results:

Laboratory Name Telephone Mumber
Radiology reports: Dhagnostc Center NHame Telephone Number
Did vouth receive any Immunizations during thiz visit? O Wes O HNo

{If ves please hst and if applicable provide a date for next scheduled immunization):

Is a follow-up visit required: O ¥es O HNo
If yas:
Health Provider Mame:
Location:
Diate: Tmme:

Physician'Health Care Prowvider Signature Diate

H5 023

DIOESFEAN 933 067014 63142 Page 2 gf 2 Revimed Ocsobes 2006

79




If you have any questions or problems
using the OHS Electronic Medical
Records, please contact your local
Data Integrity Officer (DIO)
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