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PROGRAM NAME

     
NAME AND CREDENTIALS OF PERSON COMPLETING FORM

     
DATE COMPLETED/UPDATED

1. Healthcare staffing matrix:

	Private provider name (if applicable)
	Position
	Number of full-time staff
	Number of part-time staff
	Total hours onsite Monday-Friday


	Total hours onsite Saturday & Sunday


	Schedule for each position

	     
	RN
	     
	     
	     
	     
	     

	     
	LPN
	     
	     
	     
	     
	     

	     
	MD
	     
	     
	     
	     
	     

	     
	ARNP
	     
	     
	     
	     
	     

	     
	PA
	     
	     
	     
	     
	     

	     
	Psychiatrist
	     
	     
	     
	     
	     

	     
	Dentist
	     
	     
	     
	     
	     

	     
	DO
	     
	     
	     
	     
	     

	     
	Medical Records
	     
	     
	     
	     
	     

	     
	Optometrist
	     
	     
	     
	     
	     

	     
	Other:      
	     
	     
	     
	     
	     

	     
	Other:      
	     
	     
	     
	     
	     


Please ensure copies of all service agreements, contracts, and licenses are available during the review (i.e. DHA, Dentist, ARNP, PA, Optometrist, Hospital, Pharmacy, etc.).

2. Name and credentials of Designated Health Authority:

     
3. If the ARNP or PA Is the designee of the Designated Health Authority, please provide the name and credentials of that person:

     
4. If the ARNP OR PA is the designee of the Designated Health Authority, please ensure a copy of the Collaborative Practice Protocol is available during the review.

5. Pharmaceutical Procurement:

a. Does this facility have any type of institutional pharmacy permit?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

b. Does this facility have a modified Class II permit?

(If yes, please provide a copy.)

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

c. Please provide the name and phone number of the consultant pharmacist, and name, address, and phone number of the pharmacy vendor:

Consultant pharmacist:
     
Pharmacy vendor:
     
d. Please provide the name, address, and phone number of the community pharmacy:

     
e. Describe how medications/prescriptions are procured:

     
f. Please state what percentage are procured through a vendor versus a community pharmacy:

     
6. Does this program utilize a psychiatrist?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

(If yes, is the psychiatrist  FORMCHECKBOX 
 onsite or  FORMCHECKBOX 
 offsite?)

a. If yes, please describe services (for example, medication management, cognitive individual therapy, group therapy, etc.):

     
b. Is there a separate fee generated for each youth?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

7. Specific medical services:

a. Does this program provide vaccinations onsite?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

b. Does this program give intradermal tuberculosis skin tests (TST) (formerly referred to as PPD) to every youth when admitted?

 FORMCHECKBOX 
 Yes
 FORMCHECKBOX 
 No

c. Who transcribes orders for medications on the youth’s medication administration record?  Provide name(s) and title(s):

     
8. When is sick call scheduled?  List days and times:

     
a. Approximately how many youth are seen at the clinic during each scheduled sick call?

     
b. What is the average length of time before a youth is seen once he/she makes a sick call request?

     
9. Please indicate which county health department services are routinely used:

 FORMCHECKBOX 
 TB skin testing

 FORMCHECKBOX 
 TB chest x-ray

 FORMCHECKBOX 
 TB medication follow-up

 FORMCHECKBOX 
 Immunizations

 FORMCHECKBOX 
 HIV testing

 FORMCHECKBOX 
 HIV treatment

 FORMCHECKBOX 
 STD testing/treatment (non-HIV)

 FORMCHECKBOX 
 Dental care

 FORMCHECKBOX 
 Prenatal care

 FORMCHECKBOX 
 Routing gynecological care

 FORMCHECKBOX 
 Other:      
 FORMCHECKBOX 
 Other:      
10. If outside agencies are used to provide healthcare education services, please PROVIDE name, address, and phone number, type of education, and how frequently each agency is at the program:

     
11. Please state what health related logs are maintained at this program:

     
12. Where are the “knife-for-life” and wire cutters stored?

     
13. Please attach the following information (check if not applicable):

a. List of all youth with a chronic condition ( FORMCHECKBOX 
 N/A)

b. List of all instances of offsite medical transfers ( FORMCHECKBOX 
 N/A)

c. List of all pregnant youth ( FORMCHECKBOX 
 N/A)

d. List of all youth requiring periodic evaluations ( FORMCHECKBOX 
 N/A)

e. List of all youth with food allergies ( FORMCHECKBOX 
 N/A)

f. List of all youth in the program 30 days or more needing vaccinations ( FORMCHECKBOX 
 N/A)

14. Please ensure the following documents are available during the review:

a. Copy of health education curricula

b. Copy of treatment protocols approved by the Designated Health Authority

c. List of staff authorized to assist in the delivery of medications
d. List of staff authorized to assist in the delivery of controlled substances
Instructions: This form provides a description of medical services provided by the program.  A healthcare professional (preferably an MD or lead RN) should complete the form, however, in the absence of a healthcare professional, the program director/superintendent may designate a staff person knowledgeable of these services to complete the form.  Do not answer any of these questions by stating, “see policy,” or otherwise referring to a policy or FOP.  Ensure that all attachments are legible, clean copies.
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