








STATE OF HAWAII       DEPARTMENT OF PUBLIC SAFETY 
 

Facility __________     CONSULTATION RECORD 
 
                

Last      First           DOB             SID 
                
Request To:         Appt.  Date          Time 
 
Reason for Consultation*:              
 
___________________________________________________________________________________________________________ 
 
___________________________________________________________________________________________________________ 
 
           
Requesting Provider             Date 
CONSULTANT'S REPORT (HISTORY, FINDINGS, DIAGNOSIS, RECOMMENDATIONS) 

__________________________________________________________________________________________________________ 

__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
__________________________________________________________________________________________________
_____________________________________________________________________________________ 
 

__________________________________            

Consultant’s Signature   Title/Specialty     Date 
 
45 Code of Federal Regulations 164.512 (k)(5):  A covered entity may disclose to a correctional institution or a law enforcement official having lawful custody of an 
inmate or individual protected health information about such inmate or individual, if the correctional institution or such law enforcement official represents that such 
protected health information is necessary for: a) the provision of health care to such individuals; b) the health and safety of such individual or other inmates; c) the 
health and safety of the officers or employees of or others at the correctional institution; d) the health and safety of such individuals and officers or other persons 
responsible for the transportation of inmates or their transfer from one institution, facility, or setting to another ; e) law enforcement on the premises of the correctional 
institution; and f) the administration and maintenance of the safety, security, and good order of the correctional institution.  For the purposes of this provision, and 
individual is no longer an inmate when released on parole, probation, supervised release, or otherwise is no longer in lawful custody. 
 
*PSD Staff:  Complete Form Doc 0497 if a significant change in health status has occurred. 
 
Original:     Medical Record 
Yellow:       Consultant's Copy 
 
PSD 0406 (04/06)          CONFIDENTIAL 



STATE OF HAWAII 
DEPARTMENT OF PUBLIC SAFETY 

HEALTH CARE DIVISION 
 

AUTHORIZATION REVIEW 
 
Facility: _______________                                                 Requesting Provider: _________________ 
 

PATIENT INFORMATION URGENCY  Check  
NAME:    NOW         
SID:   Urgent (1-14 days)    
DOB:   Routine (2-12 wks)  
ANTICIPATED RELEASE DATE:   Standard (3-6 months)  
SERVICE/ TEST REQUESTED:    

 
History Related to Request: _________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
Pertinent Physical Findings, Lab, Diagnostic Radiology: __________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
Medical Necessity (could potential diagnosis compromise longevity)? __________________________________ 
_______________________________________________________________________________ 
 
____________________________________________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
Does Patient have pain and/or functional disability?  _____________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
When Relevant (other diagnoses or medications): _______________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 

Reviewing Provider: _______________ Date: ______  �  APPROVED  �  DENIED  
                                 (Requires recommendation)  

Comments: _____________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
_______________________________________________________________________________ 
 
Panel Signatures: ______________   ________________   _______________   _______________ 
 
PSD 0447 (7/13)                                                                                                                  CONFIDENTIAL 
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