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Medical ARNP e Clinical Staff MH
Medical RN  Clinical Staff SA
Medical LPN e Clinical Staff MH/SA
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.



el Click for
Youth Search

DEPARTMENT OF JUVENILE JUSTICE
Electronic Medical Records

User Role: Medical BN

Home Active Youth: Youth’s name/DJJ ID (Facesheet) (PACT) (PACT MHSA Referral) Logout
= Active .
Al;chua illegi't:nal Tuvenile Detention Tert P ro g ram ACtlve
Youth and
Links
N
Youth
Listing

OHS Management Reports
OUR VISION
MH Referral / Sick Call / MH Review

Menu Options
— Varies with
Permissions

ommunities that provide for their needs, recognize their strengths and support their success.

Mental Health Forms
OUR MISSION
Medical Forms

rough effective prevention, intervention and treatment services that strengthen families and turn

Upload Library around the lives of troubled yvouth.

Youth History

Pending Actions - 4

All youth with a current location of
program will appear on tool bar
located on left side

Select youth or complete a youth
search

Once youth desired is selected
they will appear as “Active Youth”
IMPORTANT — Check your
“Active Youth” listed to ensure
correct (the youth you want to
work with)

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

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

Click Medical Forms to access
Core Profile forms




Mandatory/Required Forms

DEPARTMENT OF JUVENILE JUSTICE

Electronic Medical Records
MEDICAL FORMS
User Role: Medical RN
Active Youth: Youth Name/DJJ ID (Facesheet) (PACT) (PACT MHSA Referyal) Logout

Youth Search

e — The Recommended Forms

£ Core Profile : :
) Mandators Required Forms — menu lists forms in

3 Recommended Forms

Facility Youth Listing: ( 39 total ) [ Chronic Physical Health Conditions Roster (PDF) al p habetical order.

[} Episodic Care (First Aid'Emergency) Care Log (PDF)

[} Guidelines for Obtaining Parental Signature on the AET (PDF)
[y HIV Youth Consent (FDF)

[} Practitioner’s Orders (PDF)

O sciiption Medication Venfication Checklist (PDF)

om (PDF)
Care by Non-Health CareLicensed Staff?DF For each form to be completed:

uest for Parent/Guardian Signature Authority for Evaluation and Tefatment (PDF)

Facility Youth
listed here [ Treatment Fow Shest Asthm (°DF) <: 1. Select Youth from Facility Youth
4

[ Treatment Flow Sheet: Diabetes (PDF)

[ Treatment Flow Sheet: General (PDF}

[} Treatment Flow Sheet: Hypertension (PDF)
[} Treatment Flow Sheet: Seizure Disorder (PDF)

2. Select Medical Forms
Treatment Flow Sheet: Tuberculosis / INH Therapy (FDF)
T T P st At on 3. Select Recommended Forms
- Diabetes
- 4. Select form to be completed

Listing or by Youth Search

OHS Management Reports
: General (PDF)
MH Referral / Sick Call / MH Review - Hypertension (PDF)

Mental Health Forms [ Treatment Plan Sheet: Seizure Disorder (PDE)
[} Treatment Plan Sheet: Tuberculosis / INH Therapy (FDF)

Medical Forms [ Tuberculosis Testing Log (PDF)

Upload Library

Youth History

Pending Actions - 5




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.




Chronic Physical Health Conditions Roster (PDF)

\,@‘ FLORIDA DEPARTMENT OF JUVENILE JUSTICE
J -, - .
y CHRONIC PHYSICAL HEALTH CONDITIONS ROSTER
Month Year: Facility Name:
CARDIOVASCTULAR CGASTROINTESTINAL INFECTION FULMONARY ENDOCEINE
1 Amfrythmia 1 Inflammatory Bowel Dissaze 1 Tubsroulesis&INEL 1 Asthma 1 Diabates
2 Cardiomyyopatiy 1 Peptic Ulcer Diiseaze 1 Hepatitis 2 Cystic Fibrosis 2 Thyroid
3 3 Orher 3 Staph Aureus 3 Orther Disordar 3 Shart
Hyperension 45TD Statura
3 Othar
HEMATOLOGIC MUSCULOSEELETAL NEUROLOGICAL EENAL FHYSICAL
1 Tron Deficiency 1 Sceliosis 1 Saizare Disorder 1 Kidney Dizsaze 1 Blind
Amemiaz 2 Chronic back pain 2 Migraina 2 Hemodialysis 1 Extramely Poor vizion
2 Sickle 3 Arthnifis 3 Chromic Headache 3 Peritonzal dialysis 3 Developmentally Delayed
Cell Ansmia 4 Osgood- 4 Other 4 Hearmg Impairad
3 Cancer Schlacter’s 5 4 UTL 5 Speech Impaired
Orther 5 Other §
Other

PLACE CHEONIC CONDITION NUMEER, IN THE APPROPRIATE COLULN THAT MATCHES THE YOUTH'S ACTIVE CHRONIC
CONDITION.

DJIJID # Name Date | Cardiac CI  |Infection| Pulm End Hem Muzc Neor | Remal |Physical

This is not currently a fillable form and will need
to be printed and handwritten.

Youth DJJ ID# and name should be completed.
The box below the applicable medical condition

should include the date the youth is seen and
the number associated with the condition.

HE 004
DJIOBESFRM 004 9772007 Pagelgf1 ERevised October 2096
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Episodic Care (First Aid/Emergency) Care Log (PDF)

\(@ FLORIDA DEPARTMENT OF JUVENILE JUSTICE
v EPISODIC (FIRST AID/EMERGENCY) CARE LOG
Facilitv Name:
Month/Year:
REFERRED TO:
Date Name of Youth DJD | Injurv/Emergency/ | Treatment Rendered Staff | EN/LPN |MD/ARNP/PA Off-site
Mness Initials MD/Hospital

This is not currently a fillable form
and will need to be printed and
handwritten.

Reminder that all Episodic Care,
both on-site and off-site care must
be documented.

-+

g

DIOESFRAM 000 042814 6304.2

iy
g

Revised Ociober 1008
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Guidelines for Obtaining Parental Signature on the AET (PDF)

5

IE& FLORIDA DEPARTMENT OF JUVENILE JUSTICE
v GUIDELINES FOR OBTAINING PARENTAL SIGNATURE ON THE AET

The Department of Tuvenile Justice representative who obtams the signature on the Authority for Evaluation and
Treatment should have the parent’snardian rezd the document, and should then be prepared to answer questions, and
zenerally explain its purpose to the signing parent’guardian. The following is an outline of the types of information that
may require clanfication:

This document gives the Department general authonty to assume responsibility for the provision of phy=izal and mental
health care to a youth in the phy=ical custody of the Department, in most circumstances. Thes authority then mecludes
necessary exammations and tests.

The signing parent or gnardian may list those treatments or medications, which he or she prohibits, even though they
may fall wathin the scope of the document. The signing parent should follow-up with 2 wintten letter to the Department
regarding these treatments or medications.

The parent may revoke the Authonty for Evaluation and Treatment at any time. Revocation can be for all treatments,
or for specific procedures or services to which the parent previeusly o d. If the parent kes the entire
Aunthonty for Evaluation and Treatment, the Department may apply for a cowrt order authonzng the Department to
provide for the youth's mental and phy=zical health needs. If a specific treatment or procedure is prolubited by the
parent’zuardian, the Department may seek a cowrt order authonzing that treatment, if it 15 deemed necessary for the
youth’s well being by a licensed practiioner.

There may be instances in which the parent will be notified of certain changes in a youth's healtheare status. These
instances generally include:

¥ A prescrption medication (which the youth was not cwrently prescnbed at the time of admission) or other
treatment 15 prescribed by a physician (MD), osteopathic physician (DQ), dentist, physician assistant (PA)
or advanced registered murse practitionsr (ARNE);

7 The vouth reports repeatedly with the same complaint within certain timeframes;

¥ The youth 15 taken off-ste for healthcare (unless for health care that by Flonda law the youth may consent
to without the parent’s consent or knowledge, such as for the evaluation and/or treatment of sexmally
transmurfted diseases or pregnancy care);

» The youth has a chronie mental or physical condition and a licensed healtheare practitioner determanes that
a sigmficant change has ocowrred m the health status of that youth;

» Depending on the natwe of the treatment, notification may be verbal (via telsphone or in person) and will
be followed by written notification. When required, written notification shall be mailed to the sigming
parent as soon as feasible after the mving of or mtiation of the procedure or treatment.  All reasonable
attemnpts will be made to notify the parent/snardian when there is 2 change in the health stats of the youth.
It 15 very mportant that the parent/puardian notify the Department whenever hiz'her address or phone
rmumber changes, in order that this netification can be accomplished.

?

B 61l
DIVOESFRM OIT 083087 Page I of 2 Revised Ociober 2008

# Regarding prescription medications for mental or emotionzl problems that may be ordered or changed,
rezsonable attempts will be made to contact the parent/guardian verbally/by telephone prior to making the
changes in order to explam the medications and that a detailed notice about these medications will also be
sent to the parent/zuardian. The parent'zuardian will be asked to sign a permussien form for these
medications and send it back to the facihity.

¥ The Department 1z not required to notfy or contact the parents for the fypes of services or treatment which
by statute, a vouth may consent to without parentz] knowledze or consent (assessment and treatment for
Ity transomtted diseases, as t'treatment for HIV/AIDs, pregnancy and‘or famaly planning
services, and substance abuse treatment).

# The Deparmment 1= not required to contact the parents for reatment or services that are court-orderad.

For certain procedures and treatments, a separate parental consent form will have to be signed by the parent/zuardian.
Thas zpplies to the followme types of healthcare: admission to 2 hospital for overmght or longer; any surgical
procedure; and any procedure or service which is specifically identified m the Authority for Evaluation and Treatment
by the parent/zuardian as prohibited. For hospital admissions or surgery, the consent form will be that used by the
health care provider who 15 performing the procedurs.

The Authority for Evaluation and Treatment also authonizes the facihity or program to provide a lnmited mumber of over
the counter medications, as the youth may request for minor complaints.

In terms of vaccmations, if the person providing the Authority for Evaluation and Treatment to the parent/zuardian for
signature 1z aware that a youth 15 missing certain vaccinations (usually Hepatitis B, tetanus, measles or polio), they can

ask the parent to consent to the necessary vacoinations by mmtialing on the form  as long as  the parent/suardian 15
provided the applicable Vaccine Information Statement(s) at the ime of s1zming. The Vaccine Information Statements
can be accessed from the Florida Department of Health website (wwrw dob state flus) or the DIT website

{www diy.state flus), Health Services section. Ifthese are not provided, then the parent’guardian should not be azked

to provide their consent.

If a parent'guardian refuses vaceinations for their vouth, then they mmst esther provide a “Religious Exemption from
Immumzation”™ form or a medical exclusion signed by a Physician, Physician Assistant or Advanced Remstered Nurse
Practitioner. The Religious Exemption must be obtained from and authorized by the Adoumistrator at the County
Health Department. This signed document must then be presented to the Department.

HS o1l
DINOESFRM 01 683007 Pagrlgfl Revized Ociobers 1008

Use these guidelines
for obtaining parent
or guardian signature
on the AET.
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HIV Youth Consent (PDF)

g N FLORIDA DEPARTMENT OF JUVENILE JUSTICE
} OJ\ HUMAN IMMUNODEFICIENCY VIRUS ANTIBODY TEST
N YOUTH CONSENT FORM

NAME OF YOUTH: D JIID:
FACILITY NAME: DATE OF BIETH: DOB
This consent form will permit o tast your blood for antbodies.

Facility Mame
Testing may be performed by varions methods depending on the counry or lecation where you get the test done. By sigming the
consent you are anthorizing testing by one of the approved methods.
Oral (mouth). You put a pad between your cheak and gum for two to five minwtes. It finds the antibodies in the blood vessels in
your chesk and gum Tt is sent to a lab for results and you'll receive the results in 5 to 7 days. Rapid test. These are tests that give
you results quickly. There are 2 types: blood tests and oral (mouth) tests. For the blood test, blood is taken from your finger, and
you can get your results in 20 to 60 minutes. For the oral test, a pad is used to swab your gums. Results are ready in 20 minutes.
The antibody test is done by drawing, approcimately Scc’s (1 tesspoon), bleod from a vein in your arm. When the blood sample is
drawn, you may have some discomfort at the site of the needle-stick and a small bruise may develop. Otherwise, there is no risk of
physical harm
This test iz taken volmtarily. If you choose not to take the test, you will not lose any services or privileges to which you wounld
otherwise be entitled Test results will be confidential and Wi I i
I hawe been informed about the HIV Antibody Test. I have had a chance to ask guestons which were answered to my satisfaction. I
understand the benefits and risks associzted with this test procedure. T understand that if T have a positive result, the Deparonent of
Heath mmst be notified I hereby give my informed consent to the HIWV Antibody Test.

D I comsent I:l I do not consent

Signamre of Youth

Date Printed Mame of Youth

Wimsss Signature

Date Witness Printed Name

HS8l5
DIVORSFREA 015 103015 £304-2 Page I gff 1 Revised February 2000

This form should be completed at
admission and maintained in the hard
copy of the IHCR.

This is not a fillable form.
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Practitioner’s Orders (PDF)

[

= FLORIDA DEPARTMENT OF JUVENILE JUSTICE . .

\'f?"' PRACTITIONER’S ORDERS The is not a fillable form and must be

\Mmf’;ij‘_“’“”="“i‘j§j_““_‘*“”‘”‘“"g““ maintained in the hard copy of the IHCR.

FACILITY NAME: DATE OF BIRTH: DOB

S — —— S This should also be uploaded into the
upload documents when the written order is
complete.

ALL ENTRIES MUST BE SICNED AND DATED,

Y

HE 024

DIFOHESERY 024 872007 Page lafl Revised October 1006

14




Prescription Medication Verification Checklist (PDF)

PRESCRIPTION MEDICATION VERIFICATION CHECELIST

-
*This form is to be used only when a youth or parent/guardian brings medication to a facility*
SRR Vouth Name  MESERESY o)) 0 NN

FACILITY NAME: DATE:

\I{é' . FLORIDA DEPARTMENT OF JUVENILE JUSTICE
o

The Medication Venfication Process was completed a5 follows:

1. All contents in the original container were connted with the youth pressnt
Number of total medications:
Mame and Instructions for each prescribed medication:

Medication: Foute Frequency Amount received
a
b.
c
d
e
Precautions Provided: O Ye: O No Ifyes, describe:
Youth is oa Controlled Medications: O Yes O Fo

=

. Parent'Guardizn present to confinn contents of medication containers: O Yes 0O Neo
If yes, Parent/Guardian Name:
3. Verfication of prescription(s) by Pharmacist or Ordering Physician: Provide medication name and description,
prascription number, number of pills ordared and mamber of pills remaining
4. Phamacist Name: Date:
OR

Physician Mame: Date:

5. Presiption and contents verbally verified by the PharmacistPhysician: TesMo

6. Fefer to Designated Health Authoriry for immediste review: O Ye: ONo
7. Youth placed oo Medical Alert: O YVes ONeo

2. Boutete: 0O Master Control O Medical Clinic O MOD O Dietary O Admin O Other
Note: Youth andior Parental signatore is verification that the youth has provided prescribed medication and
sigmifies the receipt of confinned medications.

1 affirm that I have provided the mest current and correct medication s ordered by the physician.

Youths Siznatre: Parent'Guardian Signamre:

This is not a required form, but is recommended
to document verification of all outside medications
received.

This should be uploaded into the document library
when completed.

Date: Time:

Signatare and Printed Name of Person Verifying Medications:

Date: Time:

Y

HE 025
DiFOESFRM 015 082007 FPage 1af1 Revised Ociaber 1008
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Refusal of Treatment Form (PDF)

\'{ﬁ} FLORIDA DEPARTMENT OF JUVENILE JUSTICE
a REFUSAL OF TREATMENT FORM

NAME OF YOUTH: Youth Name DATE:
DATE OF BIRTH: D]0]:] DIIID#: .J!ll’

L knowing that I have a condition requiring

Name gf Fouth
medical reatment and care, and having been informed of the benefits of the prescribed care, I willingly have decided for myself
koS

PLEASE CHECK ALL APPLICABLE BOXES:

|:| PRefuze Medication |:| Refuse X-Ray Servics

|:| Refuse Dantzl Care |:| Refise Other Diagnostic Tast

|:| PRefuse Off-Site Appoinment |:| Fefuse Physicel Exsminaton

|:| Refuse Laboratory Services |:| Fefuse Tuberculosis Skin Tast

|:| Fefuse Inmumization |:| Other (Please Spacify)
Feaszon for Refusal:

Benefits and potentizl consequences of refusal (ie worsening of medical conditdon, eic.) explained 1o the youth:

NOTIFY SUPERINTENDENT OR FROGEAM DIRECTOR, DESIGNATED HEALTH AUTHORITY OR
DESIGNATED MENTAL HEALTH AUTHORITY OF ALL MEDICALAMENTAL HEALTH TREATMENT REFUSALS.

Designated Health Authority or Desiznee Notified: Oves 0O Mo

DHA Fesponse:

Youth Signatre Date
Murse Signamres Date
Witess Siznature Date

H5 027
DIFQESFREM 017 072007 FPagelaf] Revised October 2006

This is not a fillable form. It should be printed and
maintained as a hard copy in the IHCR and
uploaded into the document library.

Document the exact time that medications or other
medical treatments are refused.

16




Report of On-Site Health Care by Non-Health Care Licensed Staff (PDF)

N FLORIDA DEPARTAIENT OF JUVENILE JUSTICE This is not a fillable form and should be printed and
“ vy REPORT OF ON-SITE HEALTH CARE BY NON-HEALTH CARE STAFF

M \outh Name [ made available for non-licensed staff to document

DITID#: DJJ I D Frinted Name of Staff Member:

St of St Member or report the use of JIDO/YCW protocols when
Dt cos s s S T ey i B o e T T o nursing staff are not on site.

not to be used to dorument rouwfine administration of engeing prescription medications or over-the-counter medication
administration for miner complaints. This form must be filed in the chromological progress notes of the youth™s Individual
Health Care Record. If health care staff are available on-site part-fime, these forms may be collected and =iven fo health
care staff at regularly scheduled hours for their review.

S — This should be followed by a nursing evaluation
Gt ey, 31 32 35 24 A documented by the first available on site nursing
[ Noerof Vo Complmt_rey ) | staff and uploaded into the document library.

|w_ Over-the-Counter Medication Given (if any, please list medication and dosage): |

[v. Other Care Given (if any): |

[VL Other Action (May check more than one box): |

O Placed on Medical Alert O Taken to ER by Staff
Q Placed on Call-out to see Murse O Taken to ER by ambulance (EMS)
O After-Hours Murse Consulted by Phone O Mo further Action Required

Q After-Hours MD, PA, or ARNP Consulted by Phons

[VIL Parental Notification
QO Parent’Guardian contacted by phone and informed of youth’s complaint snd weatment received.
Mame of Parent'Guardisn: Data/Time Informed:
QO Parental Motification not required.
O Parent’Guardian called Unable to contact.
O Parental MNotification of Health Relsted Care mailed  (Copy placed in record )

Signamre of Staff Member Providing Care Printed Mame Diare/ Time of Care

Y

HYS 649
DITORSFEL 049 07004 62042 Page Iafl1 Revized December 2006
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Request for Parent/Guardian Signature Authority for Evaluation and Treatment (PDF)

) g'f.'.‘:t' _ FLORIDA DEPARTMENT OF JUVENILE JUSTICE
}l@h REQUEST FOR PARENT/GUARDIAN SIGNATURE ON

'~ THE AUTHORITY FOR EVALUATION AND TREATMENT This form is not a fillable form and should be
DATEOF TOTCE printed and mailed to the parent/legal guardian

DATE OF 2ND NOTICE:

NAME OF YOUTH; with the AET when a current AET is needed.
DIJID: DATE OF BIRTH: DOB

Diear Parent or Lagal Guardian,

Aecording to our records, you are the parent or legal guardian responsible for the health and welfare of the above-
referenced youth.

The Department of Tuvenile Justice 1s required to obtain your siznature of authorization on the enclosed Authonty for
Evaluation and Treatment Form (AET) in crder to provide your child with the medical treatment he/she may need while
in owr custody. We will inform you if your son'danghter is placed on amy new prescription medications, if medications
are changed or 1f he/zhe needs more than the nsual pediatric/adolescent primary care.

Please read the Authonty for Evaluation and Treatment Form and complete the consent porfion at the bottom of page 3.
Be sure to include your signature, address and phone mumbers. Retwn the completed AET form, via retwrn mail to:

As applicable, Vaceine Information Statement(s) will be included for your review, 1f according to owr records thus youth
15 not up to date 1n ns/her Immumizations.

If you have any queshons, please contact the Medical Department, or Murse, by calling telephone number:

mimber: | ]
Thank you,
. RN, ARNP, LFN, MRC
of
Medical Department Facility
CC: Juvenile Probation Officer
Medical Record File
Other
Enclosure: Authonty for Evaluation and Treatment
Vaceine Information Statements (if applicable)
HE 028
DITOFSFEAL 028 682014 Pagel afl Revised October 006

18




Treatment Flow Sheet: Asthma (PDF)

[

\\h\* FLORIDA DEPARTMENT OF JUVENILE JUSTICE
= T TREATMENT FLOW SHEET: ASTHMA

FACILITY NAME: ALLERCGIE S:

~ .
suzorvoum. QEETTIIVITIN  ovo- [OUDEN

Who made the disgnosis?

When and where was it disgnosed?

If diagmosed prior to comumdtment, who most recently treated the condition?

When? Where?

What reatment was ordered?

When was treatment last received?

When were sympioms last expenienced?

Prior meamrent confimmed by: O O0d records in chart Q Repormt from facility or MDs office

2 Parent’zmardisn Q Youth’s acco Lt

Age of onset: Type: O Inminsic Q Eximinsic Q Infectious Q@ Other

HE 034
DITOESFEAM 934 077097 Pape I af I

Revized Ociober 1008

This is a flow sheet only for summary of
chronic care and can not substitute for a
Chronological progress note when youth are
seen for periodic evaluations.

It is not a fillable form and if used, should be
maintained in the IHCR and uploaded into the
upload documents.
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Treatment Flow Sheet: Diabetes (PDF)

[
L

™ Ve
. A TREATMENT FLOW SHEET: DIABETES

FLORIDA DEPARTMENT OF JUVENILE JUSTICE

NAME OF YOUTH: DJIJID#: m_

FACTLITY NAME: ALTERGIES:

Who made the dizgnosis?

When snd where was it disgnosed?

If diagnosed prior to commitment, who most recently tweated the condition?

Whan? Where?

What reatment was arderad?

When was reatment last received?

When were symptoms last experienced?

Prior treamment confirmed by: @ Old records in chart Q@ Eeport from facility or MD’s office
O Parent'zmardisn O Youth’s acco unt

Type: Contribating factors: Complications:

This is a flow sheet only for summary of
chronic care and can not substitute for a
Chronological progress note when youth are
seen for periodic evaluations.

It is not a fillable form and if used, should be
maintained in the IHCR and uploaded into the
upload documents.

Orral anti-diabetic medication™

Ciompliant w =7

B35
DITOESFEM 035 072087 Pagelafl

Eevised Qotober 2006
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Treatment Flow Sheet: General (PDF)

s

\\'- o FLORIDA DEPARTMENT OF JUVENILE JUSTICE
Sy TREATMENT FLOW SHEET: GENERAL MEDICAL

NAME OF YOUTH: Youth Name e - DJJID

FACILITY NAME: ALLERGIES:

Who made the diagnosis?

When and where was it disgnosed?

If diagnosed prior to commitment, who most recently treated the condition”

When? Where?

What treatment was ordered?

When was weatment last received?

When were symproms last experienced?

Prior treatment confirmed by: & 0ld records in chart QO Report from facility or MDs office
O Parent'smardisn Q Youth's acco unt

Apge of onset:
Type: Physical 1 factors: Poychologicsl factors:

Visit date

Wext appoinmant

Patient teaching documented?
Diet restrictions”

Other restrictions?

Special needs?
Alert log listing?

Chart cover, H&P, and
Problem List show condition
Height

Weight

Blood Pressure

Heart Bate

T & B wml?

Diate of anmial physical
Diagmostic test (Specidy)

Diagnostic test (Specify)
Diagmostic test (Specify)

Lab test -

Lah test -

Lab test -

EF. or hospital since last visit?
Medication”
Compliant w/ tx7

HY 62§
DITOESFEM 036 671007 Pagelgfl Revised October 1008

This is a flow sheet only for summary of chronic
care and can not substitute for a Chronological

progress note when youth are seen for periodic
evaluations.

It is not a fillable form and if used, should be
maintained in the IHCR and uploaded into the
upload documents.
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Treatment Flow Sheet: Hypertension (PDF)

\k" . FLORIDA DEPARTMENT OF JUVENILE JUSTICE
- TREATMENT FLOW SHEET: HYPERTENSION

FACILITY NAME: ALLERGIES:

Who made the dizgnosis?
When and where was it disgnosed?

If diagnosed prior to commitment, who most recently weated the condidon?
When? Where?
What weatmen: was orderad?
When was weatment last receired?
When were symptoms last experienced?

Prior treatment confirmed by: @ Old records in chart Q Report from facility or MD’s affice
O Parent/'=mardisn Q Youth’s acco umt
Age of onset:
Type: Phrysical factors: Paychological factors:

Visit date

et appointmeant

Patient teaching documented?
Diet resmictions?

Other resmictions?
Special neads?
Alent log listng?

Chart cover. H&P, and
Problem List show condition
Height

Welght

Bleod Pressure

Diastolic <83 consistently
Heart Rate
Abnormal heart sounds?
T & BEwnl?

Dtz of anmal work-up
EEG result

BMP result
Serum Cr result

Dtz of anmial fandoscopic
exam?

Fundescops resulis
ER. or hospital since last visit?
Compliant w/ tx?

HS 037
DIOHESFEM 037 077087 Pagelafl Revised Qciober 006

This is a flow sheet only for summary of chronic
care and can not substitute for a Chronological

progress note when youth are seen for periodic
evaluations.

It is not a fillable form and if used, should be
maintained in the IHCR and uploaded into the
upload documents.
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Treatment Flow S

neet: Seizure Disorder (PDF)

\L'-“j FLORIDA DEPARTMENT OF JUVENILE JUSTICE

v TREATMENT FLOW SHEET: SEIZURE DISORDER

NAME OF YOUTH: DJIID=:
FACILITY NAME: ALLERCGIES:

Who made the disgnosis?
When snd where was it disgnosed?

If diagnosed prior to commitment, whoe most recently weated the condidon?
When? Whera?
What treatment was ordered?

‘When was treatment last received?
When were symptoms last experienced?

Prior treatment confinmed by: @ O1d records in chart O Report from facility or MDs office
0 Parent'znardizn O Youth's account

Camse: O Idiepathic [ Trauma O Dmersn/0D O Febrile O Hypexia O Hypoghycemia
3 Heoplasm 2 Fluid & electrolyte imbalance Q Other;
Type O Simplepartial O Complexpartal O Secondary zeneralized partial
2 Grand mal @ Tonic 2 Absence O Myoclomic O Atomic 2 Other
Pattem- O Sparadic [ Cyclic O Reflex - ripgers: O Aum:

EF. or hospital since last visit?
Anticommulsant drug
Anticomvulsant drug level
Level th ic?
Compliant w/ ts?

HY 838
DINGESFREM 038 073087 Page 1 af'1 Revised October 006

This is a flow sheet only for summary of chronic care
and can not substitute for a Chronological progress
note when youth are seen for periodic evaluations.

It is not a fillable form and if used, should be
maintained in the IHCR and uploaded into the upload
documents.
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Treatment Flow Sheet: Tuberculosis / INH Therapy (PDF)

\k"“ ) FLORIDA DEPARTMENT OF JUVENILE JUSTICE
= TREATMENT FLOW SHEET: TUBERCULOSIS / INH THERAPY

m DIIIDE: m_ o1
NAME OF YOUTE e This is a flow sheet only for summary of
o e e sz chronic care and can not substitute for a

When and where was it diagnosed?

e i i Chronological progress note when youth are

What trestment was orderad?

e seen for periodic evaluations.

When were symptoms last experienced?

Prior treafment confirmed by: O Old records i chart QO Feport from facility or MD's office
QO Parent/znardizn QO Youth’s acco unt

et T e G It is not a fillable form and if used, should be
Spuhmm culture dates (if any) O Negative O Positive

S T — maintained in the IHCR and uploaded into the

Date of parental notification: Date weament begun: Diare reatment is to end:

Date repeat PPD du (six months after completion of INH) Bepeat PED Measurement: upload documentS.

Dtz of visit

Wisit for clinic or monthiy
tool?

(Newt clinic appt

Manthly tool dus

Patient teaching document=d?
Dliet restrictions?

Other resmictions?

Special needs?
Alent log listng?

Chart cover. H&P, and
Problem List shew condition
Height

Weight

T.B, B. BP wml?

Mine monthly teols scheduled
Clinic scheduled for 1.4, 6 &

9 months after start of INH and
a5 ordered

Date of next LFT
LFT wnl?
Compliant with o?

HE 629
DIOESERA 028 673007 Papelafl Revized October 1006




Treatment Plan Sheet: Asthma (PDF)

\I:a\’ . FLORIDA DEPARTMENT OF JUVENILE JUSTICE
= TEEATMENT PLAN SHEET: ASTHMA
NAME OF ¥YOUTH: Youth Name DATE:

e - DI ID ALLERGIES:

INITIAL VISIT INFORMATION:
Wha mads the diagnosis?
Whaex and whars was it diagnosed?
% diapnosed prior 1 commsmment, who most recently Teand fie conditen’
Whaa? TWhers?
What treatment was ondered?
Whea was treatment Last recaived?
Whaa wers symptozs Lt exparisaced?

Prior teatmant confirmed by O Oldrecordsinchart O Repes: from facility or MIV s office O Pamnt/guardian 08 Yemth's acoomnt
Agn of cnset: Type: O Inmimic [0 Exmingic O Infctions T)  Cvher
Triggurs:
5:
0: EHt Wt T. Palse Rasp. BP
Paak fow Pulsa aximeter 02 sarafion
Hraarh sounds: O Ralwe? O Whoaze? O Dyspmea O Othar:
Cuurrent modication-
Labu:  Theophyllina lavel Orthar laba
Fraquancy of prn inkalor nse: O =liday O =ltwk O =lime O =lime O noms

O Exacorbation visit simco laat clinie visit? O Oksarvation sexy for exacarbation winss kst climic visi?
O Hospinlization for sxacarbation since last clinic visit?
O Other findings:

This is an easy to use treatment plan for

periodic evaluations (Chronic Care) and may

substitute as a chronological progress note

when all areas are completed by the practitioner.

This is not a fillable form and should be
uploaded into the upload library.

A Asthea contrel s 0O Goed O Far O Poor O RBssched without treatment
Medication compliance is: 0O Goed O Far O Poor
Prwvicus short term goal: . O Mot Mst
Prenious long term geal: O Mat O Mot Mot
Otthar:
F: et visit: O Thres mwonths (msax ) O Scener:
O Asthma resobved - no follow-up indicated — retum to clinic if new coset cocurs
Diag. Testing O Pulse oximety g 3 mos & pra O Pazk flow g 3 mos & pra O Other
Lake: O Theophylline O Boutme O Wit neort visit O Cn
O Otkar: O Foutme O Witk neart visit O Cn
Madication: O Contims current medication:
O Changs medication: O S
O Sup:
Diiss: 0O Fagular 0O Cthar:
Exsrcise: O Mo msictons O Criber:
Adapration to 2 : {special neads): O Moo O Othe
Education: O Madication O Inhaleruse O Dizease process, Diet, Exorciwe & Adsptation
Care & supsrvisien imstructions o medical st
Cars amd supsrisicn msmuctions to youd workars: 3 Fepert bmeething problems T
Coals: Shert tarm- O Comphes with teatment O Ohee
Lomg toxm: O No visits for exacarbation. O Participates in all activitie
O O
Youth Siznarurs Physician Signamrs
EHE a8
DIFOESFEM 049 072007 Pape I af I Revised Ociober J006
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Treatment Plan S

neet.

Diabetes (PDF)

[

\@ y FLORIDA DEPARTMENT OF JUVENILE JUSTICE
- TREATMENT PLAN SHEET: DIABETES

NAME OF YOUTH: Youth Name DATE:
DIIIDE- DJJID ATIFRGIES:
INITIAL VISIT INFORMATION:
Aga of cnset: Tape:
Contriburing facters- Complicarions:
5 Hr Wt T. Pulse Rasp BF

O: O Hypseiycemic spisedes (=) since kst clinic wisi?
O Hypoglyosamic spisodes (<60} since last clixic visit?

O ERwisit or hespital stay for diabeses complicesions since last clizic visit?

Date of amzual b werlep: Rvalts:
Date of axzual fndoscopic sxam: Findings:

Date of biannual ghyccsylied hame globin: Rewalt{gnal < 7)

Fasting blood sagar: A ] M HS Othar labs:

Neurclogical statas:
Cardiovascalar starss:
Exam of fost:

Currsat medication:
Curment insulin orders:

Other findings:
4.  Blosd ghicose commmal is: O Good O Fair O Peer
Dist compliance is: O Good O Fair O Poor
Modicasion complizncs i O Good O Fair O Poor
Pranvicus dhort tarm goal: O M O NotMat
Proncicus Jong tarm goal: O M O NotMat
Othar:
Mt visit: O Thees momths {max) 30 Sooms:
Diag. Testing: O Asml findoscepic sxam by cptomeerist or ophthabmolegist
O O
Labs: O Asml basic metabolic peofils, serum creatining, and urinakysis
O O O Rostine O Bafore newt visit a o

Fasting bleod ghicows testing: O pra O gAM

Imsulm:

O qNN O gPM O qHS O Oer

O Continus cersat medication: O Changs curmenat eulm:

Othor Medication: O Costimae:
O St
O Stop:
Diiat: O Unmeas=ed ADA O Oter
‘Execrise: O Nomswictions O Other
Adapation to comsctions smrEozmant (spedial nesd): O Nezs O Oar:

= O Medicasion & il s
Cams & supeevision instractions to modical staff
Cars and supenisios inssucticns to yousk waskers:

O Divsase presess, dist, sxarciee, adapiticn, shin care

O Fepor brsathing problezs q Othar

Coals: Shaort tarm- O Complie: with treatment 0O Other
Lomg teqes: O Glycosylated bamoglobia <7 O Participates in all activitios
O O
Youth Siznature Physician Signature

T
HE

DIVOFSFEAM 041 073087 Page I af I Bevised October 2006

This is an easy to use treatment plan for
periodic evaluations (Chronic Care) and may
substitute as a chronological progress note

when all areas are completed by the practitioner.

This is not a fillable form and should be
uploaded into the upload library.
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Treatment Plan Sheet: General (PDF)

.\{&! . FLORIDA DEPARTMENT OF JUVENILE JUSTICE
N TREATMENT PLAN SHEET: GENERAL MEDICAT

NAME OF YOUTH: [ AOIIaBNEIS0L: DATE:

bl D, 1D | B

INITIAL VISIT INFOEMATION:

Type of Medical Condition: Apge of onset:
Conmibuting factors: Complications:
5:
o Ht W, T. Pulse Flesp. BP
Cumrent medications(s):
Labs:

O E=zacerbation episede visit since last clinic visit?
O ER visit or hospitalization since Last clinic visit™
O Physical findings:

This is an easy to use treatment plan for

periodic evaluations (Chronic Care) and may

substitute as a chronological progress note

when all areas are completed by the practitioner.

This is not a fillable form and should be
uploaded into the upload library.

A- Condition control is: O Good '3 Fair = Poar '3 Resolved without treatment
Medication compliance is: O Good 3 Fair 3O Poar
Previous shart term goal: 2 Meat 3 ot et
Previous long term goal: 2 Meat 3 ot et
Ortbear:
P: Mot visit O Thres months (max.) 2 Sooner

O Coadition resolved - no follow-up indicated — return to clinic if new onsst ocoms
Didagnostic Testdns: &

Lahbs:
O Eoutne [ Before next visit Q Om

Madication: 0O Conotinue oarrent medication:

O Change medicatian: 0O Stare:

Qo Swoc

Driet: O Repular O Orther:
Exercise O Noresmictions Q3 Other:
Adaptation to comecdons environment (special needs): 2 HNone o Other:
Education: O Medicaton O Dis=ase process, Diet, Exercizse & Adaptation

Care and supervizion insmuctions to medical s@ff:

Care and supervision instructions to direct care staff:

Coals: Short term: 3@ Complies with treatment 3 Crher:
Long term: [w ] 2 Participates in all activites
@ Other:
Yourth Siznamure Physician Sipmature
5 042
DITOESFREM M2 071087 Pape I gffd Revised Ocleber 1008
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Treatment Plan Sheet: Hypertension (PDF)

NAME OF YOUTH:
DJTID:

FLORIDA DEPARTMENT OF JUVENILE JUSTICE
TREATMENT PLAN SHEET: HYPERTENSION

Youth Name

DATE:
ALLERGIES:

INITIAL VISIT INFORMATION:

This is an easy to use treatment plan for

periodic evaluations (Chronic Care) and may

substitute as a chronological progress note

when all areas are completed by the practitioner.

This is not a fillable form and should be
uploaded into the upload library.

Apges of Onset Type:
Phrysical Factars: Psychological Factors:
a:
o Hto Wt T. Pulse Resp. EP
Heoart sound: Galloge O Absea O Present
Moo O Absea O Present
Othars:
Dias of ammal Samdoscopic sxans: Fimdmzr
Diase of ammal wark-sp- EEE masle
Crurrezt medicasions(s):
Laba:
T Hypersmsive spisodes tincs la clinic wisit?
T Hyporsosive spisodss sincs last clinic visit?
O ER visitor bospital stays for blood pressrs simce list clinic visit?
QO Other Sndings:
A:  Hypestansion comed in: O Good O Fair O Poer O Basschved without trextmant
Modication compliancs is: O Good O Fair O PFoor
Provicus short torm goal: O Mot O Not Meat
Provicus long term geal: O Mat O Mot M
Crthar:
P- e vzt O Teses months (max ) O Soomec
O Hypertensica mesclved - 2o Sollow-up indicated: rehum to clizic if sew cosst oooar
Diag. Testing: O Aszsual findorcopic ssam by cptometrist or cpbihalmologist
O Aznemal FEG O Ciber:
Labn: 0O Azmmal basic metabelic profile, smm creatizing, and urimalbyss
O Other- O Eowting O Bafoow neoct widt O On
Mledication: O Contime current medication:
O Changs medication: O Sour
O Seogp:
Diee: O Eegular O Other
Exeaciza: O Xo mestrictions O Ortisar:
Adagtation t= {special naeds): O Moms O Other:
Education: O Medication O Dissae process, Diet, Exarcise & Adapation
Care & mpsrviicn Entmctions o medical st
Care and supsrvision mstuctions to direct care st
Groals: Sheoat teem: O Cozmgpliss with treatmant Q Othar:
Leng tamm: o BP = & = O Participates i all activites
O Orthar:
Youth Siznature Physician Signature

DIVORSFRM M3 672087

HS M3
Page Iaf1 Revised October 1006
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Treatment Plan Sheet: Seizure Disorder (PDF)

\'{&, . FLORIDA DEPARTMENT OF JUVENILE JUSTICE
\

TREATMENT PLAN SHEET: SEIZURE DISORDER

NAME OF ¥YOUTH: Yout I DATE:
DJIJID#: DJJID ALTFRGIES:

INITIAL VISIT INFOEMATION:

Apges of Onzat- O Aum:
Type: O Simple Partial O Ceomplex Parmial O Secondary Generalized Partial A Crther
O Grand Mal O Temic O Absence O Myeclonic O Atomic
S5z
0: H:t wt. T. Pulse Resp. BP
Eaflexss & Moter Fenction- O Inact O Defcit:
Curment medication:
Laba: Anticonvalsant lensel: Criar

O Ssizurss wince Last visa? O How p=any? Typsc O Dumton?

O ER wizit or hospdtalization for sedrares simce bt clinic wizit?

O Crhes Endings:

This is an easy to use treatment plan for
periodic evaluations (Chronic Care) and may
substitute as a chronological progress note
when all areas are completed by the practitioner.

This is not a fillable form and should be
uploaded into the upload library.

Seirure contrel is: O Good 00 Fair O Poor O Eesobred without reatmest
Modication compliamce isc Q Good 0O Fax Q Poar
Pronvicms thort tarm goal: O Mot O MotMst
Bronion: long term geal- O Moe O NotMat
Crthar:
Memt wisit: 3 Three months (max.} O Soomer-
Q@ Seizures resolved - no follow-op indicated — retarn to clinic if new onset ecours
Ddag. Testing: O Reflex assessment q 3 mos & pm O Motar fonction q 3 mos & pm
Labs: O Anticomnalsant level {motify physician & scheduls rearaluation at next visit if lovel not In tharapostic rangs)
O FRoutine O Before pext visit o On
Q Cther O ERoutine O Before next visit o oo
Madication: O Contimee corment medication:
O Change medication: O Stam:
O Stop:

O If youth rufirses anticcenulsant medication, medical approval for genoral popalation i sspendsd wmntil
mmmmpsion of therapy or reevaluation by physician; segrogane yourh in safs lecation for obsarvation, nodfy phyrician and
schedule resnalusticn at neort wisit.

Dtist: O Esgalar 0O Other

Exsacise: O Ne mstricticns O Ohee:

Adsparion to comections emvirezmees {pecial nesds): O Nems O Other:
Education: O Medicatiom O Diseass process, Dist. Exarcise & Adaptation

Cars & superrision instractions to medical waff
Cars and supervisics instructions to direct care staff:

Coals: Shert tarm- O Compliss with coatmont O Other
Lomg soome: O Exparances no weimure: O Participates in all activiies
o e T =
Yeath Signature Physician Signanrs

5 a4y

DITOESFRAL 044 073087 Page 1 a7 Reviced Ocroder J00E
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Treatment Plan Sheet: Tuberculosis / INH Therapy (PDF)

This is an easy to use treatment plan for

periodic evaluations (Chronic Care) and may

substitute as a chronological progress note

when all areas are completed by the practitioner.

This is not a fillable form and should be
uploaded into the upload library.

[ = - - .
N FLORIDA DEPARTMENT OF JUVENILE JUSTICE
e TREATMENT PLAN SHEET: TUBERCULOSIS/INH THERAPY
NAME OF YOUTH: Youth Name DATE:
DITID#: DJJID ALLERGIES:
INITIAL VISIT INFORMATION:
Dt of Positive PPLD: Maawmre of PPD: nmms
Clhigst X-may Dase: Clst X-Ray Bssuls:
Spumz Cultars Dasee (2 any): T o O Negative:
5:
o B Wt T. Palis Rasp BP
Cough- 3 Hone O Hon-productive '3 Productve:
Breath scunds: 0 Mormal O Other:
Orther:
Curmant medication: INH Diate stamed:
Vitanin BE Crthar:
Laba: LFT Crthar
Monthly TNH Teols: O WHL O Abnermal-
Créhes Sndings-
A-  Signs and sympions of acive tberculosis ars: O Abwan: I Pressns
Modicaticn compliance is: O Good O Fadr O Peor
Provicws short term goal: O M O ot Mat
Provicw: long tamm geoal: O M O ot Mat
Orthar:
F: Isolaticn: O Megative prussurs housng wesl sputues cultome(s) Degathve x
Moot visit: O Coe month aftor stast of ant-tobarcalar medication
O Thres memths (max)
O At complstion of treatoeat
O Sooner:
O Trsatmant completed — repsat PPD in six manths
Diiag. Testing O Clhast Kmy O Spumm culturs
O Othar:
Labs: O LFT O Romting O Before naxt visit O On
O Othar: O Eouting 0O Before Dext visit O Cm
Msdication: 0O Contems curreat medicaton:
O Champe medication: O Sert
O Seop:
Dhet: O FRagale O Crher:
Exmaxcise: O No mstrictoms O Crher:
Adspaion to comection: smricament (special nesds): O Moo O Othar
Eduzation: O Medication O Drseas procsss, Diet, Exsecise & Adaptation
Care and supervision nstuctions to medical staff
Cars and supsriisics instructions fo direct cars staif O Bsport breathing probleens O Other
Goals: Shert Srm- O Compliss with treatmeent O Crhee
Leng termm: O Fros of sigms & symptoms of active mberculesi T Parsicipases in all acoivities
O Othar:
Youth Signature Physician Signature

HE MF
DIFOESFEM M35 077007 Page 1 afl Eevived Octobar 2006
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Tuberculosis Testing Log (PDF)

\I‘{“%&I ) TLORIDA DEPARTMENT OF JUVENILE JUSTICE
]
. . TUBERCULOSIS TESTING LOG

FACILITY NAME:
MONTHYEAR:

The porpose of this log is to maintain a record of all tuberculosis (TE) skin tests TSTPPD administered at a facility,
or that are provided by a facility. This log does not take the place of documentation in the Individual Health Care Record.

INSTRUCTIONS
When a youth receives a Tuberculosis skin test at a DT facility {or at an off-site health care facility), enter the youth"s name, DINDE, date of administration of test, date test was interpreted, the tes

result (in millimeters), and whether or not a referral to 2 physician was made.  ALL POSITIVE TB RESULTS (RESULTS WHICH INDICATE POSSIELE EXPOSURE AND/OE ACTIVE
DISEASE) MUST BE REVIEWED BY THE DESIGNATED HEALTH AUTHORITY OF. DESIGNEE

Name of Youth DJIJID= Date TST/PPD Placed Date Bead Eesult: (in mm) Follow-Tp

This is not a fillable form.

It is an aggregate log that is
not uploaded but rather
maintained in the medical
clinic and documented
monthly.

HY e
DINOESFEM ME 072087 Pape 1 af 1 Revined Ociober 1008
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If you have any questions or problems using the
OHS Electronic Medical Records, please contact
your local Data Integrity Officer (DIO)

http://www.djj.state.fl.us/partners/data-integrity-jjis



http://www.djj.state.fl.us/partners/data-integrity-jjis
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