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Efficiencies = Cost savings
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Recent Labs: Findings:__________________________________________________________

Documents 

Attached

Y N

Current Medication

Administration

Record (MAR)

MAR 

Attached Y N 3 Day  (or more)Supply of Medications 

Provided in original container Y N

Inmate

Functionality 

And Special

Needs:

1) Does inmate need assistance to walk at least 100 yards ? 

None

Suicidal or 

Dangerous?

If yes; 

1) Explain:_______________________________________________

2) Date of inquiry of acceptance to CCI __/__/____ 

Y N

- +

2) Does the inmate have troubling behavioral issues? 

3) Does he require assistance with his Activities of Daily Living (ADLs)? 

4) Does inmate have a CPAP w/ out O2, colostomy, tube feeding, defibrillator or 

nerve/ bone stimulator needs? 

… if so, are supplies being sent with the inmate in working order?

Please explain any ‘Yes’ answers to the above questions:_____________________________

____________________________________________________________________________

Y N

Y

Y

Y

Y

N

N

N

N

Last PPD Reading : Date ______/____ MM reading

If diabetic: Urine dip results______________________Ketones Y N

Last PPD Reading :                           Date __/__/____ MM reading_____NEG POS Y
Y

N
N

None Comment



Date of Exam:__/__/___

Vital Signs BP___/___ 
0

Temp._____Pulse____/min. Resp.___/min.Ht.___in. Wt.___lbs. BMI___

First Name Middle Name Last Name

GT#Health  Examination Findings

Review of Systems Physical Findings
General: 

HEENT:__________
Cardiovascular:

Pulmonary:

Genital/Urinary:

Musculoskelatal:

Dermatologic:

Neurologic:

Endocrine:

Hematopoietic:

Infectious:

Venereal:

OB/Gyn:

Other:

Negative

Findings

Negative

Findings

Summary:_________________________________________________________________

_________________________________________________________________________

Examiner:__________________________________






