












STATE OF HAWAII                    DEPARTMENT OF PUBLIC SAFETY 

PSD  0497  (06/23)         CONFIDENTIAL 
 

 
 

HEALTH STATUS CLASSIFICATION REPORT 
 
NAME: ____________________________     SID: ____________      DOB: ________      FACILITY: ______ 
 
PURPOSE:  Initial Health Assessment  Change in Health Status 
  Initial Mental Health Screen  Scheduled Follow-Up 
 

Check all that apply 
 
 No Special Health Care Needs identified at this time. 
 
 Special Health Care Needs: 

 
 A.  Housing 

 Single Cell 
 Bottom Bunk 
 Bottom Tier  
 ADA Accessible Housing  
 Wheelchair Room  
 Other   

 
 B.  Limitations/Restrictions in Activity Level: 

 No Prolonged Sun Exposure greater than _______ minutes/hours 
 Indoor Work/Recreation Only 
 Lifting (max weight) ______ lbs  Sitting   hours per day 
 Carrying (max weight) ______ lbs  Standing   hours per day 
 No Pushing/Pulling   Walking   hours per day 
 No Reaching Over Head  Running   hours per day 
 No Reaching Away From Body  Climbing   hours per day 
 No Operating Heavy Equipment  Jumping   hours per day 

 Repetitive Motion Restrictions: 
 No Push Ups/Dips/Planks 
 No Squats/Burpees/Lunges/Bending 
 Other   

 
 C.  Special Needs 

 Blind/Low Vision  Chronic Health Condition 
 Deaf/Hard of Hearing  Oxygen 
 Mobility  Medical Aid 
 Crutches  Cognitive and/or Mental Health Condition 
 Cane  Mental Health Aid 
 Walker  Other   
 Wheelchair  Other   
 Shower Chair 
 Grab Bars 
 Shoes 
 Mobility Medical Aid 

 
 



STATE OF HAWAII                    DEPARTMENT OF PUBLIC SAFETY 

PSD  0497  (06/23)         CONFIDENTIAL 
 

 
 

HEALTH STATUS CLASSIFICATION REPORT 
 
 
  D.  Facility 

 Elevation less than 4,000 feet above mean sea level 
 24-hour On-Site Nursing 
 Ambulance Response within 30 minutes 
 Availability of On-Site Infirmary-Level Care 
 Availability of On-Site Sheltered Housing 
 Availability of On-Site Mental Health Residential Unit 
 Availability of Community Specilty Provider (specify type of specialty): ________________ 
 Level or Paved Terrain 
 Other   

          
  E.  Program Assignments and Seclection 

 Assistance with Reading/Writing 
 Language Interpreter  
 Closed Captioning on Television 
 Other   

          
  F.  Disciplinary Measures 

 No Waist Restraints 
 Other   

          
  G.  Transport to/from Outside Appointments 

 Accessible Van 
 Other   

          
  H.  Clothing or Appearance 

 Long Sleeve 
 Prescription Sunglasses 
 Other   

          
 
 
 
Comments:____________________________________________________________________________________ 
 
 
 
 
 
 
 
 
                                           
     Signature Health Care Staff /Title             Date             
 
 
 
Original:   Medical Record    Copy:  Inmate Classification Office   Copy:  Facility Classification Officer    Copy:  Facility ADA Coordinator    
 
 





    MEDICAL NEEDS MEMO 
Facility: ___________       Date: ____________ 
 
TO:  ___________________________________ FROM:  ____________________________ 
          (Signature/Title of Provider) 
Inmate _______________________________________ Housed in _______________________ 
 (Print Inmate’s Name) 
_____________________________________________________________________________ 
 
_____________________________________________________________________________ 
 
DURATION:    _____Days;    ______ Weeks;     _______ Months;    _______ Indefinitely 
 
*Health Status Classification Report required if there is a significant change in health status. 
 
Original: UTM/ACO/Work Supervisor 
Canary: Medical Record 
Pink:  Inmate 
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