














STATE OF HAWAII 
DEPARTMENT OF PUBLIC SAFETY  

HEALTH CARE DIVISION 
 

INTERFACILITY TRANSFER / DISCHARGE SUMMARY 
 

NAME       DISCHARGED TO      
 

SID        DOB   DISCHARGED FROM     
       
ALLERGIES/PRECAUTIONS/ALERTS   TRANSFER DATE      
 
      
ACUTE ILLNESS     PPD Planted_____READ ON____MM Results_____ 
       CXR DATE     RESULTS   
 
       IMMUNIZATIONS    Received   Pending 
       Hepatitis    1           
               2       
CHRONIC CARE                                3       
(Including date of last visit(s) and mental health dx) Influenza           
       Pneumovax       
       Other        
        

DATE LAST PAP, CHLAMYDIA / GC 
CURRENT MEDICATIONS    DATE LAST MAMMOGRAM 
(Include date/time of last dose if pertinent) 

DATE OF LAST PE _______  DUE ON   
     
       SPECIAL DIET       
          
 
       CURRENT TREATMENTS 
 
 
 
 
SPECIAL NEEDS:  Diabetes, Current Hep. C or TB treatment, mental health concerns, Labs, requirements during 
transportation, needs required after release, etc:   
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
 
________________________________________________________ _________________________ 
SIGNATURE AND TITLE OF PERSON PREPARING THIS FORM   DATE 
 
_______________________________________________________ _________________________ 
I ACKNOWLEDGE RECEIPT OF THIS DISCHARGE SUMMARY   DATE 
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    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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THE TRANSFER OF MEDICAL/DENTAL RECORDS 
 

TRANSFERRED TO: ________      FROM  ________         MEDICATION INCLUDED:    YES      NO 
NUMBER OF MEDICAL RECORDS_________ NUMBER OF DENTAL RECORDS:_________ 
ENCLOSED ARE THE MEDICAL/DENTAL RECORDS FOR THE FOLLOWING INMATES:     
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
PREPARED BY:________________________________________DATE:_________SEALED:   YES   NO 
   Sending Facility Health Care Staff 
 
RECEIVED BY:_________________________________________DATE:________SEALED:    YES   NO 
                Sending Facility Intake/Release  
 
RECEIVED BY:_________________________________________DATE:________SEALED:    YES   NO 
                 Transport  
 
RECEIVED BY:_________________________________________DATE:________SEALED:    YES   NO 
          Receiving Facility Intake 
 
RECEIVED BY:_________________________________________DATE:________SEALED:    YES   NO 
                  Receiving Facility Health Care Staff  
 
All parties retain copy for thirty (30) days.  Receiving party to initiate incident report if seal is broken. 
 
Original: Retained by sending facility's Custodian of Medical Records. 
Green:  Retained by  sending facility's Intake. 
Yellow: Retained by transporting ACO. 
Pink:  Retained by receiving facility's Intake. 
Gold Rod: Retained by receiving facility's Custodian of Medical Records. 
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STATE OF HAWAII 

DEPARTMENT OF PUBLIC SAFETY 

HEALTH CARE DIVISION 
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POST-ADMISSION MENTAL HEALTH SCREEN 

NAME:  SID:   DOB:___/___/______ FACILITY:  

How are you feeling today? 

YES NO Have you ever had an Emotional, Mental or Psychological problem? 

YES NO Did you receive any counseling, therapy or Treatment for your problem(s)? 

What was it for? 

When? Where?      From Whom? 

YES NO Have you ever taken Psychotropic Medication for the above condition? 

Prescribed by (MD or Psychiatrist): 

Name of Current Psychotropic Medications: 

YES NO Have you ever been in a Psychiatric Hospital? 

Where? When? 

Why? 

YES NO Have you ever tried to hurt yourself or Attempt to Commit Suicide? 

How many times?                  When? 

How did you attempt suicide? 

What medical and mental health treatment did you receive? 

YES NO Have you ever Hurt Yourself on Purpose when not trying to attempt suicide? 

When?                  What did you do? 

YES NO Are you now thinking of Killing Yourself? 

YES NO Do you See Things or Hear Things other people do not see or hear?  

Describe: 

YES NO Do you believe you have Special Powers that others do not have? 

Describe: 

YES NO Have you ever used Drugs, Including Alcohol?

[*Drug of Choice] Route Frequency Amount Last Use 

 Alcohol 

 Crack/Cocaine 

 Ice/Methamphetamine 

 Marijuana 

 Opioid 
Spice 

How many times have you been in Detox?                         Last time (date)? 

How many times have you been in Outpatient Treatment for Alcohol and/or Drug Abuse? 

Name of Program(s): 

YES NO Do you have any Illnesses/Health Problems related to substance abuse? 

 Hepatitis   Withdrawal Seizure   Traumatic Injury   Infection  Other: 
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Page 2 of 2      CONFIDENTIAL 

YES NO Have you ever had a severe Head Injury requiring treatment? When? 

What happened? 

Highest Grade Completed in School:   Year of Graduation/GED: 

YES NO While in school, were you ever in Special Education (SPED) Classes? 

Why did you receive SPED services? 

What grade level(s)? 

What is your Current Offense/Charges? 

YES NO Have you ever been Convicted of a Sexual Offense? 

YES NO Have you ever experienced a Loss of Control that resulted in serious Harm to Someone? 

When? 

What did you do? 

Goal:     Injure the other person        Get something from the other person 

YES NO Have you ever been a Victim of Criminal Violence?  

Describe:

YES NO Have you ever been Sexually Abused or Sexually Assaulted?  

Describe:

Oriented to:    Person Place Time 

Emotional Response to Incarceration:       Adaptive     Dysfunctional 

Describe: 

YES NO Is a Referral for Further Evaluation recommended?  

Referred to:  Psychiatrist Clinical Psychologist  Psychiatric Social Worker  APRN 

Psychiatric Nurse  Medical Doctor  Registered Nurse  Other:  

Reason For Referral  (Details Documented in Comments Section Below): 

  Suicide Risk Evaluation 

  Psychiatric/Medication Evaluation 

  Psychological Evaluation 

  Nursing/Medical Evaluation 

  Mental Health/Psychiatric Treatment 

  Standardized Psychological Intelligence Testing 

  PREA Evaluation/Treatment  

  Other: 

Comments: 

     Print Name of Mental Health Staff Signature/Title of Mental Health Staff Date 
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