A"IN 5. GLENN DETENTION CENI— %ofﬁ

RICHLAND COUNTY
INCIDENT REPORT
Incidemt Category:
Incident Time: V1o Incident Date: Mﬂ*i 24 Incident Location:  _ALOHA
Staff Member Reporting Incident: ___ S&T \imaeie Spunc
.‘ Reporting Staff Membe s Narratjve

1* Inmate hvmd:?geg, bﬂ[g Inmate#: _ Y2723  Charge:

2™ Inmate Involved: Inmate #: Charge:
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Reporting Staff Member’s Simhm%?ﬂk Report Completion Date: 1 Méy 24
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. edical a f N;
Assessed by Medical Personnel; Yes No Use of Force Necessary: Yes No \/
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mate ement 4 3 Ini‘o ation
1" Inmate: . Inmate Number: Moved to Unit:

Pre-Hearing: Cool Down: Suicide Watch: Medical Watch: Protective Custody:
Administrative: Classification: Other Movement Reason;

Property Inventoried By: Inmate Moved By:

2" Inmate: Inmate Number: Moved to Unit:
Pre-Hearing: Cool Down: Suicide Watch: . Medical Watch: Protective Custody:
Administrative: Classification: Other Movement Reason:

Property Inventoried By: Inmate Moved By:

Waich Commander’s Review and Narrstive

F —

Watch Commander’s Signature: \ 2 Ne Date: _llp Y24
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a {
DIVI—N OF INSPECTIONS AND OPERATIOL REVIEW
SOUTH CAROLINA DEPARTMENT OF CORRECTIONS

REPORT -- DEATH OF ANY INMATE IN JAIL OR PRISON
(Sections 24-9-35 and 17-7-10, South Carolina Code of Laws)
(Standards 1047 and 1049, Minimum Standards for Local Detention
Facilities in South Carolina)
(SCDC Policies HS-18.04 and PS-10.05)

1. FacIiLITY: AWM S. guan Derenmonl Coavtee
ADDRESS: 201 DM mAZK DiaL Denve

2. NAME OF DECEASED: ?DP& "meg_ scoc #: (MP223
3. HOME ADDRESS: Lexinarons, C
4. DESCRIPTION: poB4-20-86 wurrgur WEIGHT HAIR

EYES sex MME  race Wmte  soc sec GG

5.. ARRESTING OFFENSE(S) :
6. DATE AND TIME OF COMMITMENT: \B-20- 202p TRIED UNTRIED N/

7. NAME AND ADDRESS OF RELATIVE(S) OF THE DECEASED CONTACTED:

8. RECORD OF DECEASED INMATE'S PHYSICAL CONDITION UPON ADMISSION:

9. CAUSE OF DEATH:

10. TIME AND DATE OF DEATH: a.m |58 p.m.!!l._ﬂ\:{ Up 20 21

11. NAME OF DOCTOR WHO PRONOUNCED DEATH: GEURGE. FouLsl- 'De\'-’dn1 Coeoer, Botunto
CovnN

12. NAME OF CORONER WHO ORDERED AUTOPSY: ™

13. AUTOPSY PERFORMED BY:

14. NAME OF PERSON DISCOVERING DECEASED, TIME DISCOVERED, AND LOCATION WITHIN

FACILITY: CFC \yzRvepidn Simpon — 1393 res — DN pod
Bonk ¥49
15. AT THE TIME OF pEaTH:  lo®@D A2
(Actual Count) (# of Officers on Duty)
16. WHEN INMATE WAS LAST SEEN ALIVE: 1622 s

NOTIFY BY TELEPHONE: (803) 896-8506
MAIL OR DELIVER REPORT TO:

SOUTH CAROLINA DEPARTMENT OF CORRECTIONS
DIVISION OF INSPECTIONS AND OPERATIONAL

SIGNATURE OF OFFICIAL

REVIEW MAKING REPORT
Post Office Box 21787 ‘/\Ea;b‘,n S
Columbia, South Carolina 29221 ABisrenlT CDMIYW\SDGQ-
TYPED OR PRINTED TITLE OF
OFFICIAL
le MAy 222

DATE OF REPORT
SCDC 8-2 (Revised January 4, 2000)
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aergency ILESPUIISE YYUrKsnieet
Alvin 8. Glenn Detention Center, SC

Page 1 of 2 C C S
Alvin S, Glenn Detention Ctr
201 John Mark Dial Drive

(H4) RB T CARE
Columbia, SC 29209 SOt

Patient Name Patient Number Date of Birth Today’s Date
1 POPE, DANIEL S 1 640223 4/20/1986 ‘ 5/16/2021

Chi i f SR " ¢ Medlcal i ) "Trauma o 3 El Mental Health ]

Ccn‘é« bl Cl e CL;)}{( Phbi . ne ¢ b3 i

5 : : A i i P T Time I:|ealth Care Arnveq_ 17i8:
;H.story/s-gns/svmptomss ot T y § P | Time Code Called ;/' ! '

' f"DH b Di .I’ (G )) Jﬁa,ﬁ'vlf&i’ Hl\li fZ+\)’ r*p-mé-‘r o ¢-$y§5cs;n ns:C\ b |

?L{ql ’/_;_Fn dory J 24 : ! 0 [ 7 i 5

F i ! i R 'O Pt. to Clinic
EAIIergies I\,\ i 3'{’"{1 rel N | m”Ambulance
fMedlcatlons De ha Ko f-i_ '?‘f,‘ Ty braiva 200, /?u r)én €41 3c-°mc; ’
'Past Medical H.stor{, 7 . T A

AD H ‘> ! '“'vi l’t!z.r’ Drﬁ b»’ﬂ’ 4ﬂ¥v¢_f‘w 4"501"#””4 S"J"H Zo

fﬁfxr-.u 1j4

5 5 ¥ § E I 7

ASSESSMENT
Neurolo ical:

‘ Blood Glucose‘;”_% 24‘7‘2

1
amEaz or muny

otObtainable .

L T

© 2008 Correct Care Solutions, LLC
Revised 09.24.2013
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nmergency ILESPONISE YYUIKSIeceL

Alvin S. Glenn Detention Center, SC Page 2 of 2 C CS
Alvin 8. Glenn Detention Ctr :
201 John Mark Dial Drive CORRECT CARE
Columbia, SC 29209 sotuTions
Patient Name Patient Number Date of Birth Today's Date
POPE, DANIEL S 640223 4/20/1986 5/16/2021 ‘J
Treatment
ONone provided
002 @ L/min via CINasal Cannula CINRB OOral Airway ONasal Airway
CPR: IB?(ED used Eéhest Compressions  CIBVM
OBandaging Applied Specify:
Medications Administered: § Mg Nairean { nasally) N
Other Treatments applied: = g
Narrative Of Code Event
Time Comments:
i71é Cede Blue v was calle A e dhe .f-”,;]v Dairim
! 7i% Mecdical feam crei u'z//-m A me/ pat-temt Lufag on bis Bunk * D¢ 4;’,;,%
B C}N)«C/iaf/ for respe 11%] VEH@ss c.m,l lcs ‘}L.I lse BLFIHL. qu,r waq/.c{/afzm: i
CPR wias then s 7"47“'/“&:{! while —H:g /9!_15 Do cls wieva ;‘>)z.L2¢( en f'lr}ﬂ.n i
Chest cnmz’féﬁﬁmnj were continued while .:://nu’r/?é] AED comunirile |
vzﬂ-’j EM§ Wliis o //e:/ -
/1727 ENS A :ui‘fJ cmed ﬁﬁjblmul CPR edfer !f/’}.aﬂ“r" w4 e 55@?3&&( l{;l”'c
j)u lso o mf,! re»sro{“ns: veness whicl wel Hnﬂv‘ wea s phitene / EmlS then
l.’)r*c,/loi.f NC.2z] i*m-rl“.' ent d ea_:hLoh sy l
1815 | EMS (oLt
Time | ambulance called ambulance arrived /72 7 ambulance left unit / g /45"
{ Phone Number from which the 911 call was placed
'Responders = ] Signature .
Medical Security i )
Bi"f-“f‘j’;s Ofc Dohnses | :
Washache, ¢ LT Purnett 3 /a/f 221 /")@’0/4'//
Vash ot Suttle | Slgnatu § -
St Frondutt | / 5/ / 2!
g ? _Date ¢

© 2008 Gorrect Care Solutions, LLC
Revised 09.24,2013
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3= wellpath

’ ’ To hope and healing.
Health Services Request : Status: 0 Adilt - O Juvenile
Patient Name Patient Number Booking Number Date of Birth Today's Dgte:
Name (Nombre): ,!')e:m:(J !ﬂoi ' Patient ID¥ (Numero de ID): t/ O Jm}: L2
DoB (Fecha de nacimiento): _ #¢/ '//36 Housing.Location (Localldad): /5 QY
Type of Request: - Mlledvcal/Medsco OMental HealthiSalud Mental . CODental
OMedication Assisted Treatment (Detox)/Programa de desintoxicaclon
OOther/Otro:

Please describe problem: (Describe las problemas)

Could I @’ué? Soame _Tims o f’!’é@ﬂ%z’;(/fw

| understand a copay may be required for serﬁbgs and may be coliected if applicable.

Patient Signature: - Date/Time:

To be completed by healthcare staff:

Recelved: :
Date;@ﬁm Time: 3% . Signature; 2 -
Triage: OEmergent OUrgent _ \*Routme DatefTime: q.&'}}\ ._ Initials: &

Face to Face Interaction? IYes ElNo Copay Charged? UY(_-:"s ONe ON/A

Findings:

immediate Intervention needed? OYes Yo If yes, explain:

Scheduled with{ Nurse| Provider Mental Héélth Dental ‘Eye Dr. OQOther

Response to PatlenComments:

2 s Skl e et /J”gg Eoes) Time 523’}::4 fabyers
2 bblete TH) 4 ﬂa”ww

Treatment plan should not be noted above but dacumented on appropriate treatment forms.

QHP Signature: /,_/W M/V \ " DatefTime: _ 4/ ~F-222¢

QHP Printed Name/Title:

Form Folder and Number: Form Ownen: " | Accreditation: Active / Last Revision Date;
Health Request Forms HF01.0 Mary Ann Wollet - A September 15, 2026




= wellpath

’ To hope and healing.
Health Services Request Status: 0 Adult D Juvenile
Patient Name Patient Number Booking Number Date of Birth Today’s Date:
4 ( =
Name (Nombre): L LA ( /%ﬂ‘fi Patient ID# (Numero de |D): 640 ﬂu\xf_
sy vay -4

DOB (Fecha de nacimiento): r’ A ¢ Housing Location {Localidad): 71" o (
Type of Request: DMedlcallMedico CMental Health/Salud Mental ODental

OMedication Assisted Treatment {Detox)/Programa de desintoxicacion

D Qther/Otro:
Please describe problem: (Describe las problemas): /,\ p

; ™~ -~ asl P
/:‘(: Vl”( o f ] /LC? o el l:‘ ‘7}‘[/% Rz nfeff ]Léf(/m
) J

l understand a copay may be required for services and may be collected if applicable,

Patient Signature: Date/Time:

To be completed by healthcare staff:

Received: | 9 ﬁ - @wt
Date: ?D I ; ’Z ‘ Time: ﬂ I OQ Signatura;, ¥

Triage: [IEmergent CUrgent (RGutne DatefTime: _4~/D-2.(80{20 Initials: %
Face to Face Interaction? U‘Ve/s ONo Copay Charged? OYes (ONo CN/A
Findings: '

Immediate Intervention needed? (JYes (No If yes, explain:

Scheduled with¢ Nzse’ Provider Mental Health Dental Eye Dr.  Other

Response to Patient/Comments:

«geca@){)ct’\-\auvou—&
\’Y\@o\)lwi oo 0 B (@~
lV“r\L/\c’if’S“T‘LQQ

Treatment pian shauld not be noted above but documented on appropriate trea ﬂ‘zt forms,
ate/Time: .5261,)2} @Z, 00

QHP Signature:y__$Z Y@ AL A
QHF Printed Name/fTitle:

Form Foldar and Number, Farm Qwner Accreditation: Agctive / Lagi Revigion Date:
Haalih Request Faims HFGL.0 Mary Ann Wolled

(R

7 19DbP &% AH504PNXN

All Saptember 16, 2820
(liiy)
* O 1



2 wellpath

’ To hiope and healing.
Health Services Request Status; 0 Adult O Juvenile
f’D Patient Rame Paggnt Number Booking Number Date of Birth Today's Date:
Aafe pe ,
Name (Nombre): (\CJ’MF ﬁD OZD - Patient ID# (Numero de ID): é—L/O"z‘z_g
DOB (Fecha de nacimliento): Li/ M/ % Housing Location (Localidad): /4‘#3
Type of Request; M/ledxcaUMedlco FMantal Health/Salud Mental CDental
OMedication Assisted Treatment (Detox)/Programa de desintoxicacion
UOther/Otro:

Please describe problem: (Describe las problemas):

Co T h/fcwﬁ et HQNHZ}&A cined ?’l//é’rwf
“2"'1-!\ Cowv{ /\r)/oz?(ec/ &GW/{/ ¢ehes ot/ ﬁm, /q’ct/f

-

[ understand a capay fiay be requirﬁ for services and may be collected if applicable.
Patlent Signaturs: A
L

. ?;/Lf‘— Date/Time:

<

To be completed by healthcare staff:

Received:
Date: AX%{\ Tlma::)m ii l Signature: \f\—/

Trlage: SEmergent UUrgent Nioutine DatelTima:?-l “\21 - Imtlals SS
Face to Face Interaction? c Wes ONo Copay Charged? DYes [ONo CON/A
Findings:

Immediate Intervention needed? GYes [No If yes, axplain:

Scheduled with: Nurse Provider Mental Health Dental Eye Dr. Other

Response to Patient/Comments:

A A Yveodcd  Pea Pod i vwoci, .

Treatment plan should not be noted above but documented on appropriate treatment forms.

QHP Signature: — —— &_P gaatemme 21y ;'Ll /MO\'{

QHP Printed Name/Title:

Form Folder and Number; | Form Owner: Accraditation: Active / Last Revision Data;
Health Recuest Forms HE01.0 Mary Ann Wollet Al September 15, 2020
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RECEIVED

/‘h [cc S HEALTHCARE REQUEST Date:
- SOLICITUD DE SERVICIO DE SALUD Initials:
§0LUTIONGE Time:

Name (Nombre): Dafl { E‘{ j) UP < DOB (Fecha de nacimiento): __-@ C/!/Z d/ %3
1D # (N° de identificaciany; (é {/0 ;U_—% Living Unit (Unidad): =+ S

E/Medical (Medico) O Behavioral Health (Salud Mental) O Dental {Dental) O Other

Nature of problem or Request (be specific) Naturaleza del problema o splicitud (sea especifico)

QQ. A 35— 6 &}/ S 14;/ A"A_n-/ ?L‘"/L /? C’Q‘ﬂé‘cﬁ am

| consent to be treated by Health Care Staff for the condition described. | understand that the facility may charge me for some of these
services and may deduct It from my account during this current ar future stays in the facility. 1 understand that | will receive health care
regardless of my ability to pay.

Doy mi consentimiento para ser tratado por el parsonal de atencion de salud para las condiclones descritas. Entiendo que la
Instalacién me puede cobrar por alguncs de estos servicios y pueden descontarlo de mi cuenta durante esta o futuras estancias.
Entiendo que voy a recibir atencién médica, independientemente de mi capacidad de pago.

Patient Sighature (Firma del Paciente): i Date (Fecha):
This Is a confidential document and should only be pilaced In a designated erea, medical box or given direclly to medics! staff.
Este es un documento canfidencial y sélo debe ser colocado en un drea designada, cafa médica a entregada diractamente al personal médico,

DO NOT WRITE BELOW THIS LINE

D CER BN M SN G o Snl SRS G fma WD Rm N Rey SNY SND SO N PED UUN RN SN e O bl SH0 Gmy GED SR RN SN SN mm gum BN S mmr SN Gmm S e GEn UEE SO Gmm el DA EED DEY FEN B mhd GMS e Em e sl

(TO BE COMPLETED BY TRIAGING STAFF)

- TRIAGE: G Emergent: . I Urgent /Zﬁltiné; Triage Date:. A oats < Time; 92 49

INITIAL:/B@k Cal ONuse OHCP ClDentist [ Behavioral Health O Eye Doctor [ Other

(TO BE COMPLETED BY HEALTHCARE STAFF)

3 Patient seen (if applicable) O Patient outside of facility {(hospital, court, etc.), reschedule upan return
[J Response sent to patient (if applicabile) O Patient refused, Refusal Form complete
O Patient released from custody Fee Charge CINo [ Yes, Amount $

RESPONSE TO PATIENT / COMWMENTS PQ.A&'\UJO&L}{ .

NOTE: Traatment information should not be noled above but should be documented on the appropriate treatment form(s)

et [nS 7~
Staff Signature / Date

SCO01UNOQOACCBI102413 2-Part Form



' RECEIVED
N ’C HEALTHCARE REQUEST Date: Q9
mo ARECT of SOLICITUD DE SERVICIO DE SALUD Initials: T ——

tur S

o tons Time:

N

=€

Name (Nombre): \DOUL f@(, yl{ﬂ e, DOB (Fecha de nacimienta): ¢ éﬁ z/ ez

ID # (N° de identificaciony. (21042 Living Unit (Unidad): /T~ S

JMedical {Medico) 0 Behavioral Health {Salud Mental) (O Dental (Dental) O Other

Nature of problem or Request (be specific) Naturaleza del problema o solicitud (sea especifico)
= /‘ | ; g/ 7 /
ak | — p lcagp i-jL/“% Ay —/-U/brs“ & /\ﬂ/Z@,«/&' “ Tnomf;f?,ou

I consent to be treated by Health Care Staff for the condition described. | understand that the facility may charge me for some of these
services and may deduct it from my account during this current or future stays in the facility. | understend that | will receive health care
regardless of my ability to pay.

Doy mi consentimiento para ser tratado por el personal de atencién de salud para las condiciones descritas. Entisndo que la
instalacién me puede cobrar por algunos deo estos servicios y pueden descontario de mi cuenta durante esta o futuras estancias.
Entlendo que voy a recibir atenclén médica, independientemente de mi capacidad de pago.

Patient Signature (Firma del Paclente): Date (Fecha):

This Is a confidential document snd should only be placed in a designated area, medical box or glven directiy to medical staif
Esle es un documento confidencial ¥ stlo debe ser colocado en un drea designada, caja médica o entregada directamente al personal médico.

DO NOT WRITE BELOW THIS LINE

——--——-—n--—-'-————-—-—-—————-—--—-—m——u—-—--—--————--——--———l

(TO BE COMPLETED BY TRIAGING STAFF)

)

' TRIAGE: @ Eme.rgent,A ] Urg'ént." ,E’ﬁautme Triage Date':]llzg\l’?/l Inftials; S Time:m

INITIAL: .z{Sick Call ONurse JHCP [ODentist O Behavioral Health [ Eye Doctor 1 Other

(TO BE COMPLETED BY HEALTHCARE STAFF)

% Patient seen (if applicabla) O Patient outside of facility {haspital, court, etc.), reschedule Upon return
O Response sent to patient (i applicable) O Patient refused, Refusal Form complete
O Patient released from custody Fee Charge o [ Yes, Amount §
— e

RESPONSE TO PATIENT / COMMENTS | Unvm o 0. ol . 2

Sy pall gl facensA
NOTE: Treatment information should not be noted above but 5}10{ Id he documented an the appropriate treatment formys)

Staff ngﬁature Date

SCO01UNOQOACCBI102413 : 2-Part Form



X

FTrF
! RECEIVED
jﬁarcc S HEALTHCARE REQUEST ater_ A9/
GORAEST GARE SOLICITUD DE SERVICIO DE SALUD iitalss ! (A

Time: fzﬁ

Narrie (Nombre): \hﬁ_d |'G[ pdpi DOB (Fecha de nacimiento); G &0_9{

D #||(N° de identificacion): é‘ A/ O O(ngx% Living Unit (Unidad): rAr 1{‘20{ —E

&} M{edical (Medico) I Behavioral Health (Salud Mental) O Dental {Dental} 0O Other

|
Nature of problem or Request {be specific) Naturaleza del problema o solicitud (sea especifico)

‘;_ Iou(d L P?ecrﬁ“& ﬂc+ sade fvus s ﬁeaﬂié)ww_.
| Fhank }301/

| conl,sent to be treated by Health Care Staff for the condition described. | understand that the facility may charge me for some of these
services and may deduct it from my account during this current or future stays in the facility. | understand that | wil recgive health care
regardless of my ability to pay.

Doy mi consentimiento para ser tratado por el personal de atencion de salud para ias condiciones descritas. Entiendo que la
instalacién me puede cobrar por algunos de estos servicios ¥ pueden descontarlo de mi cuenta durante ests o futuras astancias.
Entiendo que voy a recibir atencion médica, independientemante de mi capacidad de paga,

Patii:nt Signature (Firma del Paciente): Date (Fecha):

This is a confidentis! document and should only be placed in a designaled area, medicaf box or given directly to medizaf staff
qs!e 65 un decumento confidencia/ v sdlo debe ser cojocado en un drea designada, cafa médice o entregada directarnente af personal médico.

DO NOT WRITE BELOW THIS LINE

--.--—-—---------_---—-—--—-—--—-—-------—-—~~“_---------—--l

{TO BE COMPLETED BY TRIAGING STAFF)
|

Triage Date: lqza__ nitiats: (S Time: %_!

| )
INITL‘hL: Ckfick Call \é_Nurse O HCP ODentist [1Behavioral Health K Eye Doctor O Other

AGE: O Emergent L] Urgent -.&“Routiue;.

e

(TO BE COMPLETED BY HEALTHCARE STAFF)

|
%ﬂatient seen (if applicable) U Patient outside of facility (hospital, court, etc.), reschedule upon return
Response sent to patient (if applicable) O Patient refused, Refusal Form complete
Patient released from custody Fee Charge O No >@es. amounts___ (0.9 O

RESPONSE TO PATIENT / COMMENTS

| b Tl z ot,[.o\ Cg,gﬁ ( J\ﬁ/-)f’?«—‘”-’-d-‘}(

| NOTE: Treatment information should not be hoted above buf shoyjd be documented on the abprapn'ate treatment form(s)
| J : = |
Lo N0 Ry M&Lz@

| Staff Sibﬁatu‘re' - Date
|

SCOq1UN000ACCB|102413 2-Part Form




Alvin 8, Glenn Detentlon Center, SC

| "
Alvin 8, Glenn Detention Ctr =i, ll ; Eﬁﬁ
201 John Mark Dial Drive “ﬂ%?' W@ : p@%
1

Columhia, SC 29209

COVID-19 Isolation Patient Instruction Status: 0 Adult 0 Juvenile
Patient Name Patient Number l Booking Number Dats of Birth Taday's Date;
POPE, DANIEL S 640223 1700558 4/20/1986 21612021

You are being placed in medical isolation.
You may have COVID-19, a virus that causes a severe flu.

Some high-risk patients are being hospitalized with severe shortness of breath that doesn’t imprové with
oxygen like we use in our facilities. '

We will manitor you closely and will continue to care for you. If medically needed, you will be transferred to a
hospital for additiona] treatments.

You can make a difference.
Practice social distancing and hand hygiene. Please wear your mask any time someone is at or in your cell.

See something. Say something. We encourage you to remind the officers and health care staff about their
use of masks, hand hygiene and social distancing

Please be palite with reminders, -as all staff are working hard for your safety and care,

We will provide the following essential services:
*  We will observe you for breathing difficulty and hydration :
Fever medications !
Cough medications
Nausea medications p
Medication for aches and pain associated with flu symptoms i
Oxygen - if medically necessary ‘
We will check your heart rate, oxygen level and temperature

We will be caring for you and provide you with accurate information. ;
Testing will be done on a case-by-case basis. If you test positive, we will continue to monitor you cf:losely.

I
We are following CDC Guidelines and will be expanding medical services to include more servicesjover the
computer (Telemedicine).

j
To decrease the chance of staff becoming ill, and so that they can continue to care for you, we may need to
limit some close contacts such as listening to your lungs or heart or looking into your throat.

i
|
i
1
i

|
We are herellto help.

ARLEA Gy

20CF37251FNXN

i
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I

I



Alvin 8, L’a‘lenn Detention Center, 5C
Alvin 8, flenn Detention Ctr
201 John Mark Dial Drive
Columbia, SC 25209
|

wellpathi |

| Identification of Special Neods

Status: O Adult O Juvenile

Patient Number
OPE, DANIEL S. 640223

Date of Birth
4/20/1986

Booking Number
J 1700558

10/20/2020

Today's Date:

IL Patient Name
|

ConditiqmlDisability:
! Vision Impaired
UHearing Impaired
L1 Speech Impaired
Slearning Disability
fMobility Impaired
[iSeizure Condition

Treatm ﬂntIAccommodatioanous[ng Order:

7 Lower Tier
#ilower Bunk
i18ingle Celi
L‘JEixtra Mattress
U] &xtra Blanket
LiGPAP Device

*This form is used fo notify custody of patient’s special needs and accommodations.

OPregnancy -
(ODrug/Alcohal Withd rawal
UPhysical Limitation: {describe limits)

/I“ o Qey\ @.rmo (P(J@ da ﬁl

OWheelchair Part Time/Out of Unit
OOrthotic or Personal Shoes
[1Prosthesis

OHouse is ADA Cell

(1Shower Chait/ADA Shower
OGrab Bars

L1 Gane Olnfirmary/OPHU Level Care Housing
0 Crutches OBaily Changes of Clothing/Linens
TWalker ONegative Pressure Room
OWheelchair Full Time

[10ther:

Alert:

DPatient identified has exhibited chara

cteristics of being a potential target for victimization

'|; Patient identified has exhibited characteristics of predatory behavior

Reason for above:

Name of |Medical Provider:

Name of |

g

Who was notified on the Correctional Staff?

|I\lurse: %~ {[’2% ¢ /Q/k)

|
How werT: they notified?

|
Form E oi-:Tﬂ.r and Mumbaer: Formy Qwmer:
Chnic Forth CF11.0 ating Purgell

T

1l

PI 35 g 4

il

Acoraditation: Active / Last Revision Data
ALA . February 4, 2020
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