
Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336.917-7676 
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HILL, BRIAN D 
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Forsytll County Detention Cente•· , I Physician's Order 
~Forsyth Co 
201 North Church Street 
WillsiOtl..Salem, NC 27101 
336-917-7676 

PariemName 
HILL, BRIAN D 

ALLERGIES: 

Physician: ~()~ 

Inmate Number 
1908253 

tut..OA 

n~rz~;me: .· I DAnother brand of drug identical in content 
(1. z ['!:. ?J}O may be dispensed unless checked. 

(i) Ru__;UJ x5 S .J- _/U.tn.J-
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Forsyth County Detention Center 
Forsyth Co ·Physician's Order 
201 North Cllurc/1 Street 
Winston-Salem, NC 27101 
336-917-7676 

Patient Nome 
HILL, BRL-\N D 

ALLERGIES: 

lnmote Number 
1908253 

DAnother brand of dntg identical in content 
may be dispensed unless checked. 

Booking Number 
121428 
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• D 1 4 6 4 D I 1 4 0 1 0 1 2 1 C 2 6 

... l_ ccs •· .. CORRECT CARE 
SOLUTIONS 

Dote of Binh TodDy's Dote 
5126/1990 12.'2112013 

~11~1~1111111 ~II 
CP8576P* 



Forsyth County Detention Cenfe•· 
For.fJ!th Co Physician's Order 
201 Nordz Chtlrch Street 
W'mston-Salem, NC 27101 
336-917-7676 

Patient Name 
HILL, BRIAND 

ALLERGIES: 

Physician: 

Inmate Nmnbl!l' 
1908253 

DAnother brand of drug identical in content 
may be dispensed unless checked. 

tl2007 Conetl Care Stlutiono, lLC 
CCS.TX01rev. 08.31.2011 

Booking Number 
121428 

Date of BJnh 
5126/1!190 

!Y1 y {p 

.&CCS 
CORRECT CARE 
SOlUTIONS 

Todn.v:S Date 
1212011013 

Pm e aooo, 



Admission Orders for IDDM · 

Middle Initial DOB: 

~ame D 
' I~ Alief ies 

1). Admission Orders for INSULIN DEPENDENT DIABETICS 

! . 2500 Cal ADA Diet WITH a SNACK BAG until released. ~ .(:' 

~ .Place on Diabetic Chronic Care List. K .(:' 

. . 
) . Make referral for NP to see next da . Call for orders 

_ .......... 

https:/lwww.ccsmgr.com/teams/forsythmedicai/Shared Documents/Forms - Medicai/PROTOCOL-IDDM admission 
orders 



User: FORDKN FORSYTH COUNTY SHERIFF'S OFFICE 12120/2013 18:12:52 

Nurses Observations 

Inmate: Brian David Hill Booking#: 121428 

Datetrime 
12/20/2013 00:01 

;medlog 

Comments 
Please give 2500 cal ADA diet WITH a snack bag until released 
[12/20/2013 18:12, FORDKN, FCSO] 

'.'·· 

Nurse 
Ford, Kimberly 

Page I 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC27101 

Patient ~lame 
BRIAN DHILL 

Patient Problems: 

Patient Number 
1908253 

Progress Notes 

Booking Number 
138125 

Birth Date 
5/26/1990 

ccs 
CORRECT CARE 
SOLUTIONS 

Date Of Service 
12/22/2013 

Observed 
Date Category Type Problem Confirmed By 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute 

Patient Allergies: 

Observed T; 

Date · .ype 

EXT CAUSES: 
Suicide 
META:DM 
PSYCH: 
Psychiatric NOS 

Suicide and Self-Inflicted Injury by 
Other and Unspecified Means 
Diabetes Mellitus 
Personal History of Mental Disorder 
Not Otherwise Soecified 

Allergy 

12-20-2013 Allergy Items No Known Allergies 

C Vital Signs Taken 

Patient Vitals: 

Observed Blood 
Date Pressure 

Notes I History: 

Pulse Resp. Rate Temp Pulse Ox Weight BMI 

Added 1212212013 07:56PM CST bykco/es RN 1------------------------, 

Wilks NP contacted for FS 424. Recheck of blood sugar 2 hours after supper results 356 reported. No new 
orders at this time. Inmate to recieve scheduled PM levemir. 

E-Signed by Kathryn Coles on I2/22/2013 08:56PM EST Page I of I 



forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC27101 

Patient Name 
BRIAN DHill 

Patient Problems: 

Patient Number 
1908253 

Progress Notes 

Booking Number 
133125 

BirthDete 
5126/1990 

~ccs 
CORRECT CARE 
SOLUTIONS 

Dele Of Service 
12/21/2013 

Obsetved 
Date Category Type Problem Confirmed By 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute 

Patient Allergies: 

Obsetved -r; 

Date ,ype 

EXT CAUSES: 
Suicide 
META:DM 
PSYCH: 
Psychiatric NOS 

Suicide and Self-Inflicted Injury by 
Other and Unspecified Means 
Diabetes Mellitus 
Personal History of Mental Disorder 
Not Otherwise Specified 

Allergy 

12-20-2013 Allerav Items No Known A/ler_aies 

k Vital Signs Taken 

Patient Vitals: 

Observed Blood 
Date Pressure 
12-21-
2013 
01:41PM 
CST 

Notes I History: 

Pulse Resp. Rate Temp Pulse Ox Weight BMI 

Added 1212112013 01:45PM CST bymcornatzerRN ~----------------------. 

Charge Call for high blood sugar 
S- States •My muscle ache and that's how I know my sugar is high" 
0- A+Ox3,slighily s/ow(PMH~:Autisin). FSBS-445 
AlP- Instructed to continue to start drink water which he complied and the oRCa I/ provider was called for orders. 
OTO Insulin given as ordered 
Will recheck in 1 hour as ordered 

E-Signed by Miriam Cornatzer on 12/21/2013 02:45PM EST Page 1 of 1 



Forsyth County Detention Center 
Forsyth Co 
201 North Church street 
Winston-Sa/em, NC27101 

Patient Name 
BRIAND HILL 

Patient Problems: 

Patient Number 
1908253 

Progress Notes 

Booking Number 
138125 

Birth Date 
512611990 

~ccs 
CORRECT CARE 
SOLUTIONS 

Date Of Service 
12120/2013 

Observed 
Date Category Type Problem Confirmed By 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute 

Patient Allergies: 

Observed Ti 
Date ype 

EXT CAUSES: 
Suicide 
META: OM 
PSYCH: 
Psychiatric NOS 

Suicide and Self-InDicted Injury by 
Other and UnspecifJed Means 
Diabetes Mellitus 
Personal History of Mental Disorder 
Not Otherwise Specified 

Allergy 

12-20-2013 Allergy Items No Kno1vn Allergies 

C Vital Signs Taken 

Patient Vitals: 

Observed Blood 
Date Pressure 

Notes I History: 

Pulse Resp. Rate Temp Pulse Ox Weight BMI 

Added 121201201310:06PMCSTbyjdouthitRN 1-------------------------, 

S: 'charge Nurse called to 8 South at 1812 to check inmate being housed into the Special Housing Unit. Inmate 
states he wants to kill himself. 

0: Inmate has no visible injuries. He was fully processed in intake and placed on Active Suicide Watch by the 
intake screening nurse. 

A: Ineffective coping skill and potential for self harm 

P: Watch will continue until Mental Health evaluation. 

E-Signed by Josie Douthit on I2/20/2013 II :06 PM EST Page I of I 



Forsytlt County Detention Center 
ForS.J'Ih Co 
201 Nort/1 Churcfl Street 
Winston-Salem, NC 27101 
336-917-7676 
Patient Name 
HILL, BRIAND 

AsvJ 
Progress Note 

B()(J/cing Number 
121428 
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Forsyth County Detention Center 
Forsyth Co 

Segregation Rounds Log 

201 Nortll Cllurch Street 
Winston-Salem, NC 27101 
336-917-7676 

Ptrlientlv"ame. 

HILL, BRIAN 0 

Date Placed in Scl!: r 2. /)/)/! j 
Existing m~l conditions precluding housing in segregation: 
o Yes .erNo 1 

Currendy re~g mental health services: 
0 Yes i::rf:io 

Date Time 

llal IM 0 sleeping 
0~ 

t !/lJ... l'h:V [~g ake 

'2 t8 ~0 

~ 2009 Correct Carl! Solutions, LLC 
CCS·TX09 600 RH"i:$ec1 T/1/0~ 

0 sleeping 
B..il».:ske 
0 sleeping 
Oawake 
0 sleeping 
0 awake 
0 sleeping 
0 awake 
0 sleeping 
0 awake 
0 sleeping 
Oawake 
0 sleeping 
0 awake 
0 sleeping 
0 awake 
0 sleeping 
0 awake 
0 sleeping 
Oawake 
0 sleeping 
Oawake 
0 sleeping 
0 awake 
0 sleeping 
0 awake 
0 sleeping 
0 awake 
o sleeping 
0 awake 
0 sleeping 
0 awake 
0 sleeping 
0 awake 

Observation 

~ acute distress 
IJAnfiTiedical reguests 
~)Cute distress 

Q.;l<( medical requests 
LJ ~ute distress 
0 edical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical re_guests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requesls 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 

Dm~of8inh 

S/26/1990 

Housing Unit "?0 6 ~ 

ccs 
CORRECT CARE 
SOLUTIONS 

Tod(JJI'JDare 
l2till2013 

Securily notified: ~ Indicated 0 Yes Date: ____ Time: __ 

Mental health notified of 

Admission to segregationrndicated o Yes Date: ____ Time: __ 

Significant Health Findings I Referred 
Health Care Staff 

Comments to: 
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Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 

Brief Jail Mental Health Screen ccs 
CORRECT CARE 
SOLUTIONS 

Patient Number 
1908253 

Booking Number 
138125 

Birth Date 
512611990 

Date Of Service 
12/20/2013 

jouestions 

1. Do you CURRENTLY believe that someone can control your mind by putting thoughts into 
your head or taking thoughts out of your head? C Yes I! No 

General Comments: 

2. Do you CURRENTLY feel that other people know your thoughts and can read your mind? r: Yes I! No 

General Comments: 

3. Have you CURRENTLY lost or gained as much as two pounds a week for several weeks C Yes I! No 
without even trying? 

General Comments: 

4. Have you or your family or friends noticed that you are CURRENTLY much more active 
than you usually are? 

General Comments: 

C Yes I! No 

5. Do you CURRENTLY feel like you have to talk or move more slowly than you usually do? C Yes I!• No 

General Comments: 

6. Have there CURRENTLY been a few weeks when you felt like you were useless or sinful? € Yes C No 

General Comments: 

7. Are you CURRENTLY taking any medication prescribed for you by a physician for any 
emotional or mental health problems? 

General Comments: cogentin, prozac and risperdal 

8. Have you EVER been in a hospital for emotional or mental health problems? 

General Comments: recentlypicked up from Martinsville hospital prior to incarceration. 

I! Yes C No 

I! Yes C No 

Section 3 {Optional)!-----------------------------.:...__-~ 

Officers CommentsRmpressions (check all that apply}: 

C Language barrier [J Under the influence of drugs/alcohol [J Non-cooperative 

C Difficulty understanding questions R1 Other 

Specify: Autistic 

Referral Instructions: This detainee should be referred for further mental health evaluation if he/she 
answered: 

,. YES to item 7; OR 

,. YES to item 8; OR 
* ''~~ .L- _l. 1-- -J.. 1"\ -.C ;.J,._ ·--- ..# .LL -~- •. -·'- r>. 1""'\r"l 

Page I of2 



Forsyth County Detention Center 
Forsyth Co Brief Jail Mental Health Screen 
201 North Church Street 
Winston-Salem, NC 27101 

Patient Name 
BRIAND HILL 

Patient Number 
1908253 

* YES to item 8; OR 

"' YES to at least 2 of items 1 through 6; OR 

Birth Date 
512611990 

*If you feel it is necessary for any other reason 

t!· Referred C Not Referred for futther mental health evaluation. 

On: 1212012013 To: MH Professional 

E-Signed by Almaz Clarke on 12/20/2013 05:57PM EST 

~ccs 
CORRECT CARE 
SOLUTIONS 

Date Of Service 
1212012013 

Page 2 of2 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7676 
Patient Name 
HILL, BRIAN D 

Federal Prisoner Health Care 
Co-Payment Act of 2000 

Inmate Number 
1908253 

Booking Number 
121428 

Date of Bitth 
5/26/1990 

ccs 
CORRECT CARE 
SOLUTIONS 

Today's Date 
12/20/2013 

Public law 106-2:4, The Federal Prisoner Healthcare Co-payment act of 2000 allows state and 
local government to assess and collect a reasonable fee from the trust fund (or institutional 
equivalent) of a federal prisoner for health care services. 

Each person who is or becomes a federal prisoner shall be provided with written and oral 
notices of the provisions of the Federal prisoner Healthcare Co-payment Act of 2000. A fee 
may not be assessed against or collected from a federal prisoner until 30 days after he I she 
was provided such notice. This notice will be given to all Federal Inmates at time of booking 
into the Forsyth County Detention Center. 

Exemptions: 

Staff referrals 
Chronic Care follow-up 
Preventative health care 
Prenatal care 
Emergency services 
Chronic infectious disease treatment 
Mental health care 
Substance abuse treatment 

1 have been provided with written and oral information on the Federal Prisoner Healthcare Co
payment Act of 2000. 

Jid ~ /) 
~thmate's Name /iD# Date 

Sh (ffl D. H; [ I 
Inmate's Name 

:~;~~~~;~;are Solut~s. LLC 1111~11111 ~~~~lilt IIIIIIIIIIJil~, ~~~~~~ ~~~ ~~~~~~ ~1111~11 ~lllll~l~~~~~~ ~~~~~~~~ ~IIIII II~~~~~~~~~~~~~~~ ill! II~~~~~ IIIII 
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Forsyth County Detention Center Receiving Signature 
Forsyt/1 Co 
201 North Clturch Street 
Wbtston-Salem, NC 27101 
336-917-7676 

Patient Name 
HILL, BRIAN D 

Inmate Number Date of Bitth 
1908253 5/26/1990 

.. ;o; •• CCS • ..:ii!t!ti:!l-"h. 

CORRECT CARE 
SOLliTJOtiS 

Today'$ Date 

12/20/2013 

I have answered all questions fully. I have been instructed on and received information on how to obtain/access 
medical services. I have been instructed and have received information on sexual assault awareness. I hereby 
give my consent for Correct Care Solutions to provide heahh care services. 

; I Date: _12/20/2013_ 

Date: _12/20/2013_ 

Rev. 03/1012011 IIIII III~ 
1'1 D 4 1 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Sa/em, NC27101 

Patient Name Patient Number 
BRIAN D HILL 1903153 

Receiving Screening 

Booking Number 
133115 

C Refusal of admission until medically cleared 

Patient Questionnaire (explain all yes answers) 

Birth Date 
5/26/1990 

1. Have you ever or are you currently being treated for: asthma, diabetes, seizure 
disorder, thyroid disorder, heart condition, high blood pressure, bleeding disorder or 
kidney disease? 

2. Have you or are you currently being treated for any other illness or health problem not 
listed above? 

Patient Problems: 

~ccs 
CORRECT CARE 
SOLUTIONS 

Dete Of Service 
1211011013 

€ Yes C No 

C Yes € No 

Observed 
Date Category Type Problem Confirmed By 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute 

EXT CAUSES: 
Suicide 
META:DM 
PSYCH: 
Psychiatric NOS 

Suicide and Self-Inflicted Injury by 
Other and Unspecified Means 
Diabetes Mellitus 
Personal History of Mental Disorder 
Not Otherwise Specified 

~- ~ ~- ~-~~~~-~~~ -~ ~~-~~ -~ ~~---- ---~ ~ ~ ~~ ~~ -~--

3. Are you currently taking any medication prescribed to you by a physician? 

Medications 

. -

c; Yes C No 

P: 1 P: 2 P: 3 P: 4 ~ 5 r 6 r 7 c 8 c 9 c 10 r 11 r 12 c 13 c 14 r 15 r 16 r 17 r 18 

1. Name and dose: Novolog Pen 

Last Date Filled: 1211212013 

Date Last Taken: 1212012013 

Check only if appl\cable: R: Verified C Not Verified C HCP Notified 

2. Name and dose: Levemir Pen 

Last Date Filled: 1211212013 

Date Last Taken: 1212012013 

Check only if applicable: ~ Verified C Not Verified C HCP Notified 

3. Name and dose: Cogentin 1mg po QHS 

Last Date Filled: unsure 

Date Last Taken: 1211912013 

Check only if applicable: R' Verified C Not Verified C HCP Notified 

4. Name and dose: Prozac 20mg po QD 

Last Date Filled: unsure 

Date Last Taken: 1212012013 

Page 1 of6 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Sa/em, NC27101 

Patient Name Patient Number 
BRIAN D HILL 1908263 

L-U~L LI'U.L"' I 111'-'U• U11'-'U1 ..... 

Receiving Screening 

Booking Number 
138125 

Date Last Taken: 1212012013 

Birth Date 
512611990 

Check only if applicable: ~ Verified D Not Verified D HCP Notified 

5. Name and dose: Risperdone 3mg po QHS 

last Date Filled: unsure 

Date Last Taken: 1211912013 

Check only if applicable: ~ Verified [J Not Verified D HCP Notified 

----·-----------·-------·----
4. Are you allergic to any medications or do you have any other allergies? 

Patient Allergies: 

Observed 7i 
Date ype Allergy 

12-20-2013 Aller_av Items No Known Aller_aies 

5. Have you been hospitalized by a physician or psychiatrist? 

Describe: Martinsville Hospital 

~ccs 
CORRECT CARE 
SOLUTIONS 

Date Of SelVice 
1212012013 

Ci Yes@ No 

@ Yes C No 

6. Do you have current painful dental condition or dental complaint? C Yes I! No 

Describe: 
---~----·--~~----·-··--··---·--·-------~--~-----~----·--·- ··~- -~~----·-------------------~--~-·-----·-------· ---~--~---

7. Have you been exposed to or been diagnosed with Hepatitis, venereal or sexually 
transmitted disease, HIVIAIDS or any other serious disease? C Yes@ No 
------~---------------------------------------------------····-·-···~---~-------------·--··· .. ·····--- ----------------·------~+-~-----·-· 

B. Have you ever had a positive TB skin test, been exposed to TB or been diagnosed 
withTB? 

9. Have you ever received treatment for exposure to or diagnosis of TB? 
--·· ·---····--··-·-- -··-······· ·······~---·······-······-·· - -· ---· ---···· . ···---··--·---···--····- -- , ..... -- .. - .. -·.- ·- ···-·--·--·--·-····---··-----··0·---··-·- ·-·-· -

1 0. Do you currently have any of these symptoms: persistent cough, shortness of 
breath, loss of appetitie, fatigue, coughing up blood, night sweats or unexplained weight 
loss? 

Explain: 

11. Are you on a specific diet prescribed by a physician? 

C ""'No Items Selected ** 

Explain: 

12. Do you use drugs not prescribed by a physician? 

13. Do you use alcohol? 

14. Do you have a history of withdrawal after you stopped using alcohol or drugs? 
Describe: 

15. Have you ever smoked cigarettes or used tobacco products? 

16. Have you ever received treatment for substance or alcohol abuse? 

17. Female? 

C Yes € No 

C Yes I! No 

C Yes@ No 

C Yes I! No 

r Yes & No 
--·---·--·-------- ------·---·· --

c Yes~ No 

C Yes I! No 

r Yes I! No 

I' Yes I! No 

r Yes I! No 

Page2 of6 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC27101 

Patient Warne 
BRIAN DHILL 

17. Female? 

Patient Number 
1908253 

Visual Observation 

Receiving Screening 

Booking Number 
138125 

Birth Date 
5/26/199() 

18. Is Patient appearance abnormal in any way? (e.g., sweating, tremors, anxious, 
disheveled, evidence suggestive of trauma or abuse) 

Describe: 

19. Is Patient movement restricted or compromised in any way? (e.g., body deformities, 
physical abnormality, unsteady gait, cast or splint intake, etc.) 

C **No Items Selected ** 

Describe: 
~--"--~--·--·-·o•' 

20. Is breathing abnormal? (e.g., persistent cough, hyperventilation, shortness of 
breath, dyspnea, etc.) 

Explain: 

21. Does Patient's skin or scalp have obvious lesions or draining wounds, lice or 
scabies, jaundice, rashes, bruises, edema, scars, tattoos, needle marks or other 
indications of drug abuse? 

Explain: 
- '""'. -~--------------~ 

22. Does Patient exhibit characteristics of potentially being at risk for victimization (e.g., 
age, small build, femininity, 1st time offender, passive or timid appearance) 

Explain: Pi is autistic 

Remarks: 

~ccs 
CORRECT CARE 
SOLUTIONS 

Date Of Service 
12/20/2013 

C Yes!! No 

C Yes!! No 

C Yes!! No 

C Yes!! No 

C Yes !! No 

!! Yes C No 

Med and MH referrals written ROl signed, Pi is an ASW due to verbalizing on multiple ocassion the need to end 
his life 

RPR-HIV 

Explain: 

Education provided orally and in writing on Access to Healthcare 

Education provided orally and in writing on Sexual Assault Awareness 

Patient Vitals: 

Observed Blood 
Pulse Resp. Rate Temp Pulse Ox Date Pressure 

12-20-
2013 

142188 112 20 97.90 98 05:12PM 
CST 

C Patient Refuses Vital Signs Check 

Weight 

180 

Appropriate "Refusal of Treatment" paperwork completed C Yes C No 

<!. Done C Not done 

(!.. Yes C No 
. ···································-· ..... 

€ Yes C No 

BM/ 

25.8 

Page 3 of6 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC27101 

Patient Name 
BRIAND HILL 

Patient Number 
1908253 

Receiving Screening 

Booking ~lumber 
133125 

AfJfJIUf.JIIi:llt! t'l:t!IU:Si:ll Ul llt!i:IUTit!lll f.Ji:lf.Jt!IWUIK CUIIIf.Jit!lt!U 

Do you currently have Health Insurance? 

Suicide Potential Screening 

Birth Date 
5/26/1990 

•, re::s • · IVU 

1. Arresting or transporting officer believes subject may be a suicide risk. 

2. Lacks close family/friends in community. 

3. Worried about major problems other than legal situation (terminal illness). 

4. Family member or significant other has attemped or committed suicide 
(spouse/parent/sibling/close friend/lover). 

5. Has psychiatric history(psychotropic medication or treatment). 

6. Holds position of respect in community (professional/Public Official) and/or alleged 
crime is shocking in nature. Expresses feelings of embarrassment /shame. 

7. Expresses thoughts about killing self. 

8. Has a suicide plan and/or suicide instrument in possession. 

9. Has previous suicide attempt. 

10. Expresses feelings there is nothing to look forvvard to in the future (feelings of 
helplessness and hopelessness). 

11. Shows signs of depression (crying or emotional flatness). 

12. Appears overly anxious, afraid or angry. 

13. Appears to feel unusually embarrassed or ashamed. 

14. Is acting and/or talking in a strange manner. (Cannot focus attention/hearing or 
seeing things not there). 

15. Is apparently under the influence of alcohol or drugs. 

16. If Yes to #15, is individual incoherent or showing signs of withdrawal or mental 
illness? 

17. Is this individual's first arrest? 

18. Detainee's charges include: Murder, Kidnapping and/or Sexual Offense. c 

~ccs 
CORRECT CARE 
SOLUTIONS 

Date Of Sewice 
12/20/2013 

C Yes € No 

(! Yes C No 
c Yes t<i' No 
c Yes € No 

c Yes r. No 

(! Yes C No 

c Yes C! No 

r. Yes C No 
c Yes I! No 
(! Yes C No 

(<: Yes C No 

(! Yes c No 
(<: Yes C No 
c Yes € No 

r. Yes C No 

c Yes € No 

c Yes r. No 

(! Yes C No 

Unknown I! Yes c No 

Immediate Action: 

A "YES" from a Red question (1, 6, 7, 8, 10 or 16) ora total of 8 or more "Yes" 
responses shall result in notification of Shift Commander and immediate 
referral to MH evaluation. If after hours, initiate suicide watch 1M MEDIATELY 
until MH can evaluate. 

Routine Referral: Notify MH of any positive response to suicide screen that did not meet above 
criteria for immediate referral. 

Psychiatric Screening 
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Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
WinBton-Salem, NC27101 

Receiving Screening ~ccs 
CORRECT CARE 
SOLUTIONS 

Patient Name 
BRIAN DHlLL 

Patient Number 
1908253 

Psychiatric Screening 

Booking Number 
138125 

BlrlhDate 
512611990 

Date Of Service 
12/2012013 

1. History of or current psychotropic meds? ~Yes C No 

List: prozac, risperdal, cogentin 

2. History of psychiatric hospitalization? c; Yes C No 

When? prior to incarceration 

Where? Martinsville Hospital 

3. History of outpatient mental health treatment? C Yes t; No 

Current Mental· Status {Check all that apply} 

ORIENTATION 

AFFECT 

THOUGHT PROCESS 

SPEECH 

R1 Alert, Oriented C Disoriented 

D Appropriate R1 Flat D Inappropriate 

C Logical ~ Paranoid C Does not make sense 

R: Appropriate 0 Slurred C Pressured C Slowed D Loud 

C Appropriate R: Depressed C Elated D Terrified/crying C Angry MOOD 

ACTIVITY/BEHAVIOR 

HALLUCINATIONS 

D Appropriate 0 Unable to sit still C Slow/Lethargic Rl No eye contact 

D Visual D Auditory 0 Tactile C Olfactory 

Patient Signature 

I have answered all questions fully. I have been instructed on and received information on hmv to obtain/access 
medical services. I have been instructed and have received information on sexual assault awareness. I hereby 
give my consent for Correct Care Solutions to provide health care services. 

~ Sign Form BRIAND HILL Date 1212012013 6:17:22 PM 

Referrals (Check appropriate box) 

~ Medical Provider 

R:: Chronic Care 

C SickCall 

C CIWA/W"tthdrawal Protocol 

~ Mental Health 

~ Acute Problems - 1M MEDIATE Referral (Psychosis, SuicidaD 

Page 5 of6 
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Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC27101 

Patient ~lame Patient Number 
BRIAN 0 HILL 1908253 

Receiving Screening 

Booking Number 
138125 

~ Acute Problems - 1M MEDIATE Referral (Psychosis, Suicidal) 

Birth Date 
5/26/1990 

~ccs 
CORRECT CARE 
SOLUTIONS 

Date Of Service 
12120/2013 

C Routine Problems - (Current treatment non-emergent. chronic, developmental disability) 

C Infection Control Nurse 

C Dental 

Placement/Housing (Check appropriate box) 

Special Needs 

C **No Items Selected '"'" 

R: General Population(GP) 

C Medical Observational Housing 

C Medical Isolation 

C Mental Health Lockdown (if Mental Health not on-site) 

C Emergency Room for Evaluation/Treatment 

C 1M MEDIATE placement on Suicide Precautions (if Mental Health not on-site) 

E-Signed by Almaz Clarke on 12/20/2013 06:17PM EST 

E-Signed by Janet Grande on 12/23/2013 06:48AM EST 
Page 6 of6 



Forsyth County Detention Center 
Forsyth Co 
101 Nortlz Church Street 
Winston-Salem, NC 17101 
336-917-7676 

Staff Referral Form 
Medical 

fnf11Q/e Nttmber Bookmg Number 

1908253 121428 

Type: 0 Urgent ~outine 
Medical 

0 Physician 

\ii)Mid-level Provider 

fo Nurse 

Dental 

0 Dentist 

CORRECT CARE 
SOLJTIONS 

/Jate of Birth Today '·• /JaJD 

5/26/1990 12/20/2013 

Other 

0 Noted below 

0 Chronic Care 
Asthma 
Hypertension 

_ COPD/Pulmonary 
HIV/AIDS 

Cardiac 
_Pregnancy 

\L:biabetic 
/=Seizures P-ID Diabetic 

ther (noted 
w) 

;e Other n1J ~V 
v-r {l AL~?iA 

Reason for Referral:-'{:....__..; ~;;..;;...------------------~:.......:.~~~:.....:..:Jt:::=--

.! -s-.. :1(:}::;. 

Appointment Date: ______ 1 . ,;; DECr?a~~~n: 
Seen By: 

I I 
Printed Name Signature Date 

llllllllllllllll~l~lllll~l 
• D S 4 8 7 0 I 1 4 



Forsyth County Detention Center 
Fors_vth Co 
201 Nortlz ChurciJ Street 
Winston..Sa/em, NC 27101 
336-917-7676 

Staff Referral Form 
Mental Health tlt.ifi;.,.CCS 

Type: '¢)urgent 

~edical 
D Physician 

D Mid-level Provider 

0 Nurse 

D Routine 

Dental 

0 Dentist 

0 Chronic Care 
Asthma _ COPDIPulmonary _Cardiac 

_ Hypertension HIV I AIDS _Pregnancy 

CORRECT CARE 
SO~UTICtiS 

Dal~ ofBirtll Toda.~'s Date 

5126/1990 12/20/2013 

Mental Health 

D Psychiatric Provider 

\jtJ)MH Professional 

fo MH Nurse 

Diabetic 
Seizures 

NID Diabetic 
~ther (noted 
rerow) 

Qeleaud prior to evaluation , 

Appointment Date: -------- Date Seen: 

Seen By: 

Sheila W. Greer 
Printed Name 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC27101 

Patient Name Patient Number 
BRIAN D Hill 1908253 

PPD TEST 

Previous Positive 

PPD Skin Test Refused 

C Test Planted 

TB Record 

Booking Number 
138125 

C! Initial C Annual 

C Yes € No 

C Yes € No 

Birth Date 
5/2611990 

C Refusal Form Signed (perform action in accordance with your facility policy) 

C PPD Testing Pamphlet given 

R: PPD Skin Test NOT APPLIED due to 

TB solution not available 

C TestRead 

CCXR 

PREVIOUS POSITIVE {Complete for Patients Past Positive Only) 

Notes 

E-Signed by Almaz Clarke on 12/20/2013 06:18PM EST 

ccs 
CORRECT CARE 
SOLUTIONS 

Date Of Service 
1212012013 

Page 1 of 1 



( 
~ ~~~EK~Ii~·m~-~~----~~~~m 
'aO }r3 2500 Calorie ADA Diet r-- 1 ---- -- ::? 1 

~ YES GIVE SNACK BAG r--· ~ 
1tl I , - f:.- I " 

Nurse lmtlals: ~ _ 
(C\Y<---- Provider name. . N f W i M) -
............... 

~-
' 

I 

'EJJ,/G ! ~ ~ ~ I I - I 

FSEIS BID until released I -'- ! I 
~ Nurse lnltials:K9 r-------- ····-

/'r" w •'\-(:,~\ Provider name:~ 11-00 ~ 
N YJi)Y'IS 

f--'--'-----· .. 
€6~ 

I 

~OAOEI'l 

~lh I ~ I 

a~A3 ~---··· ...... 
I ·--·· I 

Segin Sliding Scale Protocol -""-~ Nurse Initials: K 8- ---------

rbl Provider name:~ ""...L. -- - / 
k.a~ -.-nro'f:>w-Ms I ! 
<NALORDER ' I 

~~,13 -· -··· 
I 

~ I 

~ 
-. v 'lh I FSBS <200: Give No Insulin !--

/ 
llct~ 

' 
INALOf«.lt:lR 

v-(2. If) 
b\113 . - I 

FSBS 201-250: Give 2 Units c;:;: 
~ 

I 
...... 

~ Regular Insulin 
... y 

'lb\ 
.... 

~I{[_'.:§(.. 
-

I 
INALORDeR ! .. I 

--l-l . FSBS 251- 300: Give 4 Units . I ·w.-
~;13 Regular Insulin 

... ~--·-· .. .. ···--·· 1--· .... __ 

~ I j 

~ ···- - - -
/ 

- -·+-·- -··- --! 
rltJ.\ I ~ I 
~lee~~ ............. ~-- , I 

u. ~L. ;,_//;J __________ " -i<.-~niLPN ·-·· 
t 

i ....... ----····-··- ····--------
..... .. 

ATION€ D-6\o I DA:EOFBIRTIIOR~r-SEC.IIO. 'AllERGIES N ~ Oti- OIAGUOSIS 

t::)) G. to I t(Cj b ·:room .... 
IEIJT llAME AND tlUMOER 

'~ \1--I.:J.R 
I FACILilY 

~co:.-
I CHARTING FOR I THROUGH . 

-\-\\\\. ~/J~(\ ld-ac, 13 ~~-31-13 



Instructions: 

INITIA~ APPROPRIATE BOX WHEN MEDICATION OR TREATMENT IS GIVEN. 
~IRCLE INITIALS WHEN MEDICATION OR TREATMENT IS REFUSED. 
STATE REASON FOR REFUSAL UNDER MEDICATION NOTES. 
STATE REASON AND RESULT FOR PAN MEDICATION OR TREATMENT. 
NDICATE INJECTION SITE WITH APPROPRIATE CODE. 

I Medication • Dose 

MEDICATION NOTES 

1 . ABDOMEN ~EFT 
2 . ABDOMEN RIGHT 
3 . ARM (DE~ TOlD) LEFT 
4 . ARM (DE~TOID) RIGHT 

Injection Site Codes: : Result Codes: 

5.BUTTOCKS(GLUTEUS)~EFT 
6 • BUTTOCKS (G~UTEUS) RIGHT 
7 . THIGH (QUADR1CEPS) LEFT 
8 . THIGH (QUADRICEPS) RIGHT 

9 . UPPER BACK ~EFT 
10 . UPPER BACK RIGHT 
11 . UPPER CHEST LEFT 
12 . UPPER CHEST RIGHT 

I A. EFFECTIVE 
B. SLIGHTLY EFFECTIVE 
C. INEFFECTIVE I 0. NO EFFECT OBSERVED 

Medication- Dose 

t REFUSED BY PATIENT 
2. PATIENT DID NOT SHOW 
S. PATIENT NOT IN CELL 
4. SECURITY LOCKDOWN 
5. MEDICATION HELD {STATE REASON) 
6. MEDICATION OUT OF STOCK 

( 
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Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 

Intake Mental Health Assessment ccs 
CORRECT CARE 
SOLUTIONS 

Patient Name 
BRIAN DHILL 

Patient Number 
1908253 

Booking ~lumber 
138125 

Birth Date 
51261199() 

Date Of Service 
1212012013 

Suicide Potential Screening 

1. Arresting or transporting officer believes subject may be a suicide risk. c 
2. lacks close family/friends in community c 
3. Worried about major problems other than legal situation (terminal Illness) r 
4. Family member or significant other has attemped or committed suicide (spouse I parent /sibling I close c friend /lover) 

5. Has psychiatric history(psychotropic medication or treatment). (! 

6. Holds position of respect in community (professional/ Public Official) and I or alleged crime is shocking in c nature. Expresses feelings of embarrassment /shame. 

7. Expresses thoughts about killing self. (! 

8. Has a suicide plan and /or suicide instrument in possession. c 
9. Has previous suicide attempt. (! 

10. Expresses fellings there is nothing to look forward to in the future (feelings of helplessness and c;: 
hopelessness) 

11. Shows signs of depression (crying or emotional flatness). (! 

12 •. Appears overly anxious, afraid or angry. c;: 

13. Appears to feel unusually embarrassed or ashamed c 
14.1s acting and I or talking in a strange manner. (Cannot focus attention I hearing or seeing things not there) (' 

15.1s apparently under the influence of alcohol or drugs. c 
16. If Yes to #15, is individual incoherent or showing signs of withdrawal or mental illness? c 

Yes (! 

Yes (! 

Yes (! 

Yes (! 

Yes c 

Yes (! 

Yes c 
Yes (! 

Yes c 
Yes c 
Yes c 
Yes c 
Yes (! 

Yes c;: 

Yes (! 

Yes c 
17. Is this individual's first arrest? (! Yes C 

18. Detainee's charges include: Murder, Kidnapping and I or SeJCual Offence c Unknown~. ·Vti c 

Immediate Action :A ''YES" from a Red question, or a total of 8 or more ''Yes" responses shall result in notification of Shift 
Commander and referral for MH evaluation. If after hours, initiate suicide watch until MH can evaluate. 

Routine Referral: Notify MH of any positive response to suicide screen that did not meet above criteria for immediate referral. 

Summary 

C No mental health problems 

C Mental health problems requiring routine follo1!1-up 

C Chronic mental health problem 

C: M<mtal/1/ness C: Developmental disability C Other 

R: Acute mental health problem 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 

No 
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Forsyth County Detention Center 
Forsyth Co Intake Mental Health Assessment 
201 North Church Street 
Winston-Salem, NC 27101 

Patient Name Patient Number 
BRIAN D HILL 1908253 

-~ ".Ac;de -m~iai health problem 

~ Psychosis M Suicidal D Other 

C Potential withdrawal from substance abuse 

Psychiatric Screening 

1. History of or current psychotropic medications 

2. History of psychiatric hospitafization? 

When? recently released 

Where? Martinsville hospital 

3. History of outpatient mental heaHh treatment? 

Booking Number 
133125 

. 4. History of substance abuse/treatment? (Include therapy and/or medications) 

Current Mental Status (Check aU that apply) 

Orientation ~ Alert, Oriented D Disoriented 

Affect ~ Appropriate C Flat C Inappropriate 

Birth Date 
512611990 

Mood 

Speech 

~ Appropriate C Depressed C Elated C Terrified/crying C Angry 

IZ Appropriate C Slurred C Pressured C Slowed C Loud 

Hallucinations 

Activity/Behavior 

Thought Process 

C Visual D Auditory D Tactile C Olfactory g Nune 

~ Appropriate C Unable to sit still D Slow C No eye contact 

~ Logical C Paranoid C Does not mala! sense 

Comments: (comment on aii''Yes" responses) 

Disposition 

C No mental health referral ·Approved for General Population 

C Routine mental health referral· Approved for General Population 

C Mental Health Referral· ASAP Special Housing 

~ Mental Health Referral· ASAP Suicide Precaution Procedure 

L Medical Monitoring for Potential Withdrawal 

E-Signed by Almaz Clarke on 12/20/2013 05:55PM EST 

~ccs 
CORRECT CARE 
SOLUTIONS 

Date Of Service 
12120/2013 

€vesCNo 

Prozac, risperdal, cogentin 

€vesCNo 

€vesCNo 

unsure of where 

Cves€No 

Page 2 of2 



Forsyth County Detention Center 
.....,r" Forsyth Co 

201 North Church Street. 
WiJJsltm-Salem, NC 27101 
336-917-7676 

Patient Name 

HILL, BRIAND 

FS& Insulin 
Ordered: 
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Diabetic Flow Sheet 

Inmate Number 
1908253 

MEDICATION 
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Forsyth County Detention Center 
Forsyth Co 
101 Nort/1 Church Street 
Winston-Sakm, NC 27101 
336-917-7676 

HILL, BRIAN D 

FS & Insulin 
Ordered: 

DATE TIME 
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Fors}1h County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 1710/ 
336-917-7676 

PatienJ Name 

HILL, BRIAN D 

FS & Insulin 
Ordered: 

DATE TIME RESULT 

i~ Jl( OSCD 8 !.p 

Diabetic Flow Sheet 

lnmatt Numher 

1908253 

MEDICATION 
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·jo I ?o 
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.~CCS 
CORRECT CARE 
SOLUTIONS 

Boaking N11mber 
121715 

DateofBirrh Todoy's/)ate 
5/26/1990 1/ll/2014 

PROV. 
NOTI-

DOSE !NIT. FlED 
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Forsyth County Detention Center 
Forgyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7676 
Patient Name 
HILL, BRIAND 
FS & Insulin 
Ordered: 

DATE TIME 
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Diabetic Flow Sheet 
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.Forsyth County Detention Center 
Fonyth Co 
201 North Church Street 
Winston.Salem,NC 27101 
3.'16-917-7676 
Patii!nt~.Vame 

HILL, BRIAN D 

FS'& Insulin 
Ordered: 

Diabetic Flow Sheet 

lnm1:1te Numher 

1908253 
Booking ."lumber 
121715 

DATE TIME RESULT MEDICATION DOSE INIT. 

_'] 1'1 11 i ~ ;15~ NPH ZO ~ -lr~ 

®2007CorroctC.re Solu~ons, LL·~~~~~w 
CCS..TXD5rav.OB.31.2011 4 111111 

""' D 1 4 6 

..•.. ,J!ib. ccs 
CORRECT CARE 
S 0 L U T I 0 N S 

Hale of Birth l'oday 's Date 

5/26/1990 1/2/2014 

PROV. 
NOTI· 
FlED COMMENTS 
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Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Sa/em, NC 27101 
336-917-7676 
Palien1 Name 
HILL, BRIAN D 
FS & Insulin 
Ordered: 

Diabetic Flow Sheet 

lnmat• Nllmber 

1908253 
B!Joking Number 
121715 

DATE TIME RESULT MEDICATION DOSE INIT. 

1-:!-IL/ I QJ4D I fT1-(o .. 

1-S"-14 O'it-\31{('01} - l2f2-

~ .. CCS 
CORRECT CARE 
SOLUTIONS 

Dale of Birth l'oday'• Dme 
5/26/1990 1/2/2014 

PROV. 
NOTI-
FIED COMMENTS 

a 

I 

@ 2007 Corr~cl Care Solutions, 
CCS.. TXOS reli. 08.31.2011 !UIIIIIIIII! 1111 
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Admission Orders for IDDM <t;FD! 

Middle Initial 

~a me 

late Aller ies 

I . Admission Orders for INSULIN DEPENDENT DIABETICS 

l . 2500 Cal ADA Diet WITH a SNACK BAG until released. 

~ .Place on Diabetic Chronic Care List 

3 . Make referral for NP to see next day. Call for orders 

\110/NP Signature 

JAN 10 2014 

https:/lwww.ccsmgr.com/teams/forsythmedicai/Shared Documents/Forms - Medicai/PROTOCOL-IDDM admission 
orders 



ALLERGIES: 

Physician: 

C 2007 Correct C.,.. Solutions, LLC 
CC5-TX01 rev. 08.31.2011 

Physician's Order 

llll~llllllll~l~~~lllllll~l 
* D 1 4 6 4 D P 5 0 7 1 8 P * 

~ccs 
CORRECT CARE 
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Forsyth County Detention Center ·1 Physician's Order 
Forsyth Co 
101 North Church Street . 
Winston-Salem. NC 17101 
336-917-7676 

Patittnl NOme 
HILL, BRIAN D 

!nmare Number 

1908253 

OAnother brand of drug identical in content 
may be dispensed unless checked. 

TD.R A. 

Booking tVumht!r Dale of Birlh 

5126/1990 121715 

I~ 1111111111~ Ill~ II~~~ il 
4 0 3 c p , 6 4 1 p ~ 

CORRECT CARE
soLuTIONS 

T()da.> ·_, Date 
112/2014 



Forsyth County Detention Center 
FonyiiiCo 
2m Nodll Chrm:ll Sln!l!t 
~.NC271fn 

IP'alient Name IP'alient Number 
B111A11 D lll.L 191182!il 

Patient Problems: 

~ Category Type 

01--02-2014 Acute PSYCH: OCD 

01--02-2014 Acute OTHER 

Problem 

Obsessive-Compu Disorders 
6eneral Medical Exam Not 
otherwise Specilied 

12-:20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute 

EXT CAUSES: Suicide and Self-lnllicled 1njuty by 
Suicide other and Unspecified Means 
META: DM Diabetes Mellilus 
PSYCH: Personall-lisloty of Menial Diso«leT 
'"'· - - NOS Not Othenvise 

Conlimred By 

0 Another brand of drug ilentical in content may be dispensed unless checked 

Follow up with Dr Rhoades in 2 wks to evaluate unconlrolled DM 

Alan Rhoades MD 

E-Signed by Alan Rhoades on 02/06/2014 09:07PM EST 
E-Signed by Kathryn Coles on 02/06/2014 09:42PM EST 

Page 1 of 1 



forsyth County Detention Center 
Forsyth Co 
211'1 Norlh Church Street 
Wiilsion-Salem, NC211M 

!Patient Name !Patient Number 
8RIAII ()Hill _1918253 

Patient Problems: 

Physician Order 

-------------------- ---------------
Observed C t, T 
Da.fe a egory ype 
01-02-2014 Acute PSYCH: OCD 

01-02-c2014 Acute 

12-20-2013 Acu.te 

12-20-2013 Chronic 

12-20-2013 Acute 

Patient Allergies: 

OTHER 

EXT CAUSES: 
Suicide 
METADM 
PSYCH: 
Ps iatric NOS 

Problem Confirmed By 

Obsessive-Compulsive Disorders 
General Medical Exam Not 
Otherwise Specified 
Suicide and Self-Inflicted Injury by 
Other and Unspecified Means 
Diabetes Mellitus 
Personal History of Menta/Disorder 
Not Otherwise S cified 

Another brand of drug identical in content may be dispensed unless checked 

Stop insulin preparations ordered prior to day 
(ljust ordered a new insulin regimen- see short orders} 

Alan Rhoades MD 

E-Signed by Alan Rhoades on 02/06/2014 04:17PM EST 

E-Signed by Kathryn Coles on 02/06/2014 05:18PM EST 

ccs 
CORRECT CARE 
!IOlllTIONS 

Page 1 of 1 



Forsyth Cmmty Detention center 
Forsyth Co 
2m North Chun:ll stn!l!t 
Winston.Sah!m:' NC271111 

'
Patient Name 'Patient Number BRIAII 0 HILL 1901253 

Patient Problems: 

g~~d Category Type 

Ptllysician Order 

01-02-2014 Acute PSYCH: OCD Obsessive-Compulsive Disorders 
General Medical Exam Not 

01-02-2014 Acute OTHER Otherwise Specifted 

12-20-2013 Acute 

12c20-2013 Chronic 

12~20-2013 Acute 

Patient Allergies: 

EXT CAUSES: Suicide and Self-Inflicted Injury by 
Suicide Other and Unspecified Means 
META: OM Diabetes Mellitus 
PSYCH: Personal HistOI}' of Mental Disu«Jer 
Psychiaflic NOS Not Otherwise Specified 

Alergy 

ConfnmedBy 

D Another brand of drug identical in content may be dispensed unless checked 

STOP PRESENT DIABETIC DIET 

start a carbohydrate resiction diet 2500 caJ/day x 90 days 

Re--evaluation of uncontrolled diabetes in 1-2 wks with Dr Rhoades 

Alan Rhoades MD 

Noted 2014 6:50:54 Pll 

E-Signed by Alan Rhoades on 01/30/2014 06:40PM EST 
E-Signed by Josie Douthit on 01/30/2014 06:50PM EST 

ccs 
CORRECT CARE 
iOLilTIOHS 

Page 1 of 1 



Forsytl1 Ccliun1¥ Detentilm Center
FonlyfhCo 
2D1 North Chtm:h Stn!et 
w~.NC27Jtn 

~w~ ~w~ 
BRW1 D HILL 1911111112!13 

Patient Pniblems: 

Observed 
Date' category Type 

01-02-2014 Acute PSYCH: OCD 

01-02-2014 Acute OTHER 

Physician Order
Verbal/Telephone 

Pniblem 

Obsessive-Compu Disolders 
General Medical Exam Not 
othetwise Specilied 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute 

EXT CAUSES: Suicide and Self-Inflicted /njuTy by 
Suicide other and Unspecified Means 
META DAI Diabetes Afellifus 
PSYCH: Personal Hislory of Mental DisoldeT 
Ps .. .. NOS Not otherwise ~ -=- .A 

Confitmed By 

0 Another brand of drug identical in content may be dispensed unless checked 

0 Verbal 

0 Telephone Order 

• Noted by jgnmde Supervisory Staff on Tuesday. February IM. 2014 9:58:53 AM 

E-Signed by Janet Grande on 02/04/2014 09:56AM EST 

E-Signed by Janet Grande on 02/04/2014 09:58 AM EST 

E-Signed by Alan Rhoades on 02/1112014 11:48 AM EST 

ACCS 
CORRECT CARE 
iOLUTIONS 

Page 1 of 1 



forsyth emmty Detention Center 
Forsyth Co 
2111 North Cllur&h· Strec!t 
Wimton..SStem, NCZ11m 

Patient Problems: 

Obsetved 
Date Category 

01-02-2014 Acute 

01-02-2014 Acute 

12-20-2013 Acute 

12-20-2013 Chronic 

12-.20-2013 Acute 

· Patient Allergies: 

Type 

PSYCH:OCD 

OTHER 

EXT CAUSES: 
Suicide 
META:DM 
PSYCH: 
Psychiatric NOS 

PhysiCian Order
Verbal/Telephone 

Problem Confirmed By 

Obsessive-Compulsive Disorders 
General Medical Exam Not 
otherwise Specified 
Suicide and Self~lnfJicfed Injury by 
other and Unspecified Means 
Diabetes Mellitus 
Personal History of Mental Disorder 
Not Otherwise "'· = 

D Another brand of drug identicaJ in content may be dispensed unless checked 

DVerbal 

0 Telephone Order 

201410:51:14AM 

E-Signed by Miriam Cornatzer on 01118/2014 10:50 AM EST 

E-Signed by Miriam Cornatzer on 01/18/2014 10:51 AM EST 

E-Signed by Kanzenner Wilks on 01/2112014 01:39PM EST 

ccs 
CORRECT CARE 
SOLUTIONS 

Page 1 of 1 



User: SHUMATWN FORSYTH COUNTY SHERIFF'S OFFICE 01/02/2014 22:00:00 

Nurses Observations 

Inmate: Brian David Hill Booking #: 121715 

Date/Time Comments Nurse 
, , .. H"moA~,_,.,,,, •• • ••-- •• ••• ,,,~ .. 0-0W••--·o••• ,_,_,,..,"'"~'--. .... •••••••-"""~"'-"""'''"'''''-'"'''"'-'''"•""" "• .-.~--~---~A .. ~'''''''''"'"'-"'" ____ , ·-"'''"'"" '"'''''''''' .. "'-•M•- ,,,,,..,_,.,_,_,_,,,,, ~ . , ,,,,,,,,, ,,,,_,,,,, ,, .,_,,, ,,,,,,,,,, , ,,,, "" 

01/02/2014 00:01 2500 CALORIE ADA DIET WITH HS SNACK UNTIL Shumate, Wendy 
RELEASED. [01/02/2014 21:59, SHUMATWN, 105263, 
FCSOJ 

jmedlog Page I 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 17101 
336-917-7676 

D 
D 
D 
D 
D 
D 
D 
D 
D 

1r 
D 
Comment: 

~ 2007 Correct Care Sotutioos. LLC 
Revi$M 03/1011'1 

CA 

PR 

so 

RD1 

RD2 

IDO 

NIDD 

GAS 

lll~l~llil 
* D 5 2 

Medical Diet Order 

Inmate Num/Jar Date of Birlh 

1908253 5/26/1990 

,,,,;.,,CCS 
CORRECT CARE 
SOLUT ONS 

Today's Date 

1/2/2014 

CARDIAC (low fat, low sodium, low cholesterol, 2300 cal.) 

PREGNANCY (includes snack) 

SOFT (Dental) 

RENAL DIET I (60g protein) 

RENAL DIET II (80g protein) 

BROKEN JAW DIET (blended) 

CLEAR LIQUID (maximum of 48 hours) 

BLAND DIET 

2500 CAL DIABETIC 

2500 CALORIE WITH HS SNACK 

2500 CALORIE, NO HS SNACK 

GASTRIC SOFT/LOW RESIDVJ fl1. ~ { \.,1'--' 

REQUEST~ VIDER 

( 
DATE 

ALAN R RHOADES MD 
MEDICAL DIRECTOR 



fon!ytb County Detention Center 
Fotsytll Co Progress Notes 
2M North Chun:h Stn!et 
Willlfl'ln-Salem f NC271M 

1PetiemN8me r Nmnber 
BRIAII D HILL 9DB263 

Patient Problems: 

Observed 
Date category Type 

01-02-2014 Acute PSYCH: OCD Obsessive-Compulsive Disotders 

01-02-2014 Acute 
General Medical Exam Not 

OTHER Othetwise Specified 
EXT CAUSES: SUicide and Self-lntlicted Injury by 
Suicide Other and Unspecified Means 
META DM Diabetes Mellif.us 

ACCS 
CORRECT CARE 
SOLUTIONS 

~~Service I 

Confirmed By 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute 
PSYCH: Personall-listoty of Mental Disorder 
Ps - . NOS Not Othetwise .-.. =· J 

Patient Allergies: 

Date Type I Observed 

12-20-2013 Allergy Items 

D Vital Signs Talten 

Patient VItals: 

I~ Blood 
Pressure 

Allergy 

No Known Allergies 

Pulse Resp. Rate Temp 

Reason lor visit- evaluate cause for uncontrolled DM 

Pulse Ox Weight BMI 

HPI- this is a 23 yo male diabelic who is being treated with insulin an at our facility and his diabelic state is still 
uncontrolled despite changes in the insulin regimen. I was told the patient was doing slightly better than 
baseline but he has periods where the FS increases dramatically. I reviewed the FS log today and found the FS 
"jumped• to 421 mgldl- a few hours after breakfast. He was given additional insulin and a subsequent FS was 
287 mgldl- about an hour after lunch. 

Reviewed Insulin dose given 

I checked the patient's commissary use and discovered that he spent $160.00. A further check showed that he 
consumed a considerable amount of food known to cause uncontrolled diabetes. Items purchased: 

1. Dortitos 
2. T orlilla chips - 11 bags 
3. Oatmeal cookies - 3 bags 
4. BeeUcheese sticks 
5. Oreo cookies- 1 bag 
6. Chick o sticks 
7. Cheddar popoord- 2 bags 
8. Lemon tea 

Page 1 of2 



forsyth County Detention Center 
Forsyth Co 
1IJ1 North Church Street 
Winston-Salem, NC271fn 

lAment Name lAment Nwnber 
BRliAIIDIIIll1903253 

Patient Problems: 
7. Cheddar popcord- 2 bags 
8. Lemon tea 

Patient interviewed: 

Progress Notes ccs 
CORRECT CARE 
SOLIITIOMS 

1. I informed him the diabetic state is uncontrolled and we need to work together to conquer this problem. He 
initially reported eating the meals provided and stated that he dis not know what was causing the uncontrolled 
state. I told him that "we are chasing your finger sticks at times" and this causes a "Yo-Yo" effed I showed 
him the FS readings since the beginning of February and there is an erratic FS pattern. 

2. When I told him that I checked on his commissary purchases, he became frustrated and stated that our food 
was "terrible here". He told me that it was necessary to eat through the commissary in order to make life he.re 
more tolerable. I agreed with his decision to eat other items but items need to be chosen very carefully. Also, 
he needs to stabilize his caloric intake and keep the intake constant so that we can match the insulin needs to 
him, 

3. In the end, he agreed to work with us. I will make further changes in the insulin treatment and he will 
a. Avoid eating items which are known to cause a "jump" in finger sticks 
b. Avoid eating partial amounts of his meal- causing hypoglycemic episodes 

4. I will do the following 
a. Insulin 70130- 18 units with breakfast 
b. Insulin 70130- 18 units with lunch 
c. Insulin 70130 - 15 units with dinner 
d. Regular insulin - 3 units with night snack 

Follow up in 2 wks 

Alan Rhoades MD 

E-Signed by Alan Rhoades on 02/06/2014 09:06PM EST Page 2 of2 



Forsyth County Detention Center 
Fomyth Co 
201 North Church Street 
Wi~Jem. NC271(11 

Patient .l!ktme 

BIW\Nilfllll 

Patient Problems: 

Observed Category Type 
Date 
01-02-2014 Acute PSYCH: OCD 

01-02-2014 Acute OTHER 

EXT CAUSES: 
Suicide 
META:DM 
PSYCH: 

Progress Notes ccs 
f!ORRECT CARE 
SO!.IIT!ONS 

-----------·-·····--------
Problem Confirmed By 

Obsessive-Compulsive Disorders 
General Medical Exam Not 
Otherwise Specified 
Suicide and Self-Inflicted Injury by 
Other and Unspecified Means 
Diabetes Mellitus 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute Ps 'Chiatric NOS 
Personal History of Mental Disorder 
Not Otherwise S cifierJ 

Patient Allergies: 
----------------------

Observed 
Date Type Allergy 

12-20-2013 Items No Known Aile res 
C Vital Signs Taken 

Medicine: 

J was asked to see this patient today because the patient's diabetes was not controlled on the present 
medicines: 
1. NPH 20 units am and 15 units pm 
2. Sliding scale insulin QAC and QHS 

Reviewed FS readings: almost all of the FS readings are between 200 and 350 mgldl 

I met with the patient earlier today. He reports using Lantus insulin 30 units a day with sliding scale insulin to 
control his diabetes. I asked him about the typical FS obtained on this regimen and he reported •Jows• between 
60-100 and •highs• between 200-400. He often has problems controlling the diabetic state and claims to have 
brittle diabetes. 

Recently, he was seen at a hospital in Virginia and that facility stopped Lantus and added Levamir insulin in its 
place. He reports FS readings within the hospital were were also elevated and the diabetic state was not 
controlled properly. 

Judging from the information provided by the patient, the diabetic state was never controlled and his finger stick 
readings have always been similarly elevated. 

1. I spoke with the patient and informed him that he needs to stabilize his caloric intake. He decided to eat part 

Page 1 of2 



forsyth County Detention Center 
Forsyth Co 
201 North Chun;h· Stn!et 
Wi~, NC2'1101 

IPaiient Name IPaiient Number 
BRIA1I D IIILL19H25J 

Patient Problems: 

Prog.ress Notes ccs 
CORRECT CARE 
SOLIITIOIIIS 

1_ I spoke wilh the patient and informed him that he needs to stabilize his caloric intake_ He decided to eat part 
of his meals at times and I see where a hypoglycemic event occurred on 11512014 wilh a FS reading = 51 
mgldL 

2_ Informed the patient that I needed to make changes in the insulin regimen 
a_ will treat wilh insulin lU/30 15 units before breakfas~ lunch, and dinner 
b_ will given 5 units before the evening snack 
c. continue to adjust the dose of insulin until we reach our goal - FS 90-130 

3. WJIJ request that FS readings be reported to me wilhin the next 48 h.rs 

4. follow up with me in 3-5 days 

Alan Rhoades MD 

E-Signed by Alan Rhoades on 01/07/2014 07:17PM EST Page 2 of2 



forsyth County Detention Cemer 
FOrsyth Co 
2m North Churcll Street 
Wimbm-Sa#em. NC27Kn 

Paiient Name PBJ:ient Number 
8R1A1i1 D ililll 1981253 

Patient Problems: 

Obsetved 
Date Category Type 

01-02-2014 Acute PSYCH: OCD 

01-02..,2014 Acute OTHER 

Progress Notes 

Problem 

Obsessive-Compulsive Disorders 
General .Medical Exam .Not 
otherwise Specified 

12-20-2013 Acute 

12-20-c2013 Chronic 

12-20-2013 Acute 

EXT CAUSES: Suicide and Sell-Inflicted Injury by 
Suicide Other and Unspecified .Means 
META: DM Diabetes Mellitus 
PSYCH: Persona/History of Mental Disorder 
Psychiatric NOS Not Otherwise Specified 

Patient Allergies: 

Observed 
Date Type Allergy 

12-20-2013 Allergy Items No Known A.Jiergies 

D Vital Signs Taken 

Patient Vitals: 

Observed Blood 
Date 

Contitmed By 

ccs 
CORRECT CARE 
SOLIJTIONII 

Due to an emergency on the unit the 17:00 meds and FS were unable to be given_ NPI-I insuling given when 
meds were able to be given at a taler than usual time. 

E-Signed by Kathryn Coles on 01/05/2014 07:48PM EST Page 1 of 1 



forsyth County Detention Center 
Forsyth Co 
201 North Cbun:h Street 
Wi:nston..SSiem, NC27101 

Patient Problems: 

Progress Notes ccs 
CORRECT (:ARE 
SOI.IITIOI'IS 

Date Of.Servire 
112120t4 

Observed 
Date Category Type Problem Confirmed By 

01-02-2014 Acute 

01-02-2014 Acute 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute 

Patient Allergies: 

PSYCH: OCD 

OTHER 

EXT CAUSES: 
Suicide 
META::DM 
PSYCH: 
Ps chiatric NOS 

Obsessive-Compulsive Disorders 
General Medical Exam Not 
Otherwise Specified 
Suicide and Self-Inflicted Injury by 
Other and Unspecified Means 
Diabetes Mellitus 
Persona/History of Mental Disorder 
Not Otherwise S cified 

-----·--~~--------- ·---
Observed 
Date Type AJJergy 

12-20-2013 Aile Items No Known Aile ies 

D Vital Signs Taken 

Patient VItals: 

Observed Blood 
Date 

CHARGE NURSE CAllED TO CHECK PATIENT JNTO SI-IU-8£03. PATIENT WAS PROCESSED DOWN JN INTAKE 
PATJENT REPORTS I-IX Of AUTISM AND TYPE 1 DIABETES IN WHICH HE TAKES NOVOLOG AND LEVEMIR 
INSUUN. PATIENT DENIES ANYETOH AND/OR DRUGS. GAfT STEADY. NO ACUTE DISTRESS. NO fORCE 
USED. NO INJURIES NOTED. SROWEU RN 

E-Signed by Shana Rowell on 01/03/2014 12:05 AM EST Page 1 of 1 



Forsyth County Detention Center 
Forsyth Co 

Segregation Rounds Log 

101 North Church Street 
Winston-SQ/em, NC 27101 
336-917-7676 

Pa!itmNam<J 
HILL, BRIAND 

Date Placed in Seg ·( ~). // Y 
Existing medical com:li ns precluding housing in segregation: 
OYes,/d'No . 

Curr~tly ~ng mental health services: 
DYes )a'No 

Date Time 

\/Vi !Qi,p) ~= 0 ake 

,JI< ~ '=:ng ake 

Ill t1 ttoo [g,t~ping ake 

ltn /07Jl} =tg e 

lfJq' ~xJ ~ping ke 

ij(j· ~)};/ ~%:ng 0 ake 
.. 1-'0 sleeping 

0 awake 
0 sleeping 
0 awake 
0 sleeping 
0 awake 
0 sleeping 
0 awake 
0 sleeping 
0 awake 
0 sleeping 
Oawake 
0 sleeping 
Oawake 
Dsleeping 
Oawake 
D sleeping 
0 awake 
0 sleeping 
0 awake 
0 sleeping 
0 awake 
0 sleeping 
D awake 
0 sleeping 
Oawake 

11o l009 eotrect cara SOfUtiOnl. LLC 
~CS-7'XOi 6IJO reWaad 7nl09 

~~~ 
* D 

Observation 

~cute distress 
o medical reauests 

~acute distress 
medical requests 

~£o!cute distress 
o medical requests 

~o acute distress 
..Q-tro medical requests 

.,..-Et no acute distress 
j;i.;?o;,edical reQuests 
~o agute distress 

ntr"medical requests 
D no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical reauests 
0 no acute distress 
0 no medical requests 
D no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 

, 0 no acute distress 
D no medical requests 
D no acute distress 
0 no medical reQuests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 
0 no acute distress 
0 no medical requests 

Dale a( fJinh 

5126iJ990 

CORRECT CARE 
SOLUTIONS 

Today 'J Uate 
1/412014 

Housing Unit. _ ___,f'fT-.._t""":'-'D""" . .,.,Jo..__ ___ _ 
Securily notified: ~ l~dicated DYes Date: ____ Time: 

Mental health notified of / 

Admission to segregation: 0 Not Indicated D Yes Date:. ____ Time: __ 

Significant Health Findings I Referred 
Health Care Staff Comments to: 

-~./ 

~M_t-/' 
-~-. ci.N"' ~ 
---cJd./ 

-~'-"'....-' 

,--cf---~/ 
\ 

' 

1111~111 
5PNXN,.. 



forsyth County Detention Center 
Forsyth Co Medication Order 
1M North Chun:h street 
Winston-58.'-. NC 27101 

'Booking Number 
t21li5 

Order Ovenn-

Ordered By: Rhoades, Alan on 0210612914 03-.lOPM 

Start Date Medication 

insulin NPH & reg human insulin 100 unit/ml (70-30) 
21612014 subcuianeous susp: give 18 unit SC Diabetic Noon for 

90 days. with lunch meal. 

insulin NPH & reg human insulin 100 unit/ml {70-30) 
21612014 subcuianeous susp: give 18 unit SC Diabetic AM for 

90 days. with breakfast meal. 

insulin NPH & reg human insulin100unit/ml {70-30} 
21612014 subcuianeous susp: give 015 unit SC Diabetic PM for 

90 days. with dinner meal. 

insulin regular human 100 unit/ml injection solution: 
21612014 g,ive 03 unit INJ Diabetic HS for!JO days. with night 

snack - stop all previously ordered insulins . 

Signature page reference number: 19702385 

18 

18 

15 

3 

OOM 

unit 

unit 

unit 

unit 

Frequency 

Diabetic Noon 

ccs 
CORRECT CARE 
S:Ot!ITIOI\IS 

~~semce I 

~ IIDPI 

90 No No 

.Not£d B)':C~ Kathryn ffN 02/fJ6/ZIJ1404:53PM 

Diabetic AM 90 No No 

NotEd B)': Coles; Kathryn ffN~4 04:49PM 

Diabetic PM 90 No No 

NotEd B)':C~ Katl!lyn ffN ~14 tJ4:54PII4 

Diabetic HS 90 No No 

NotEd B)': Coles; l(atl!lyn ffN ~14 tJ4:54PII4 

Page 1 of2 





f. . ' . ' . 

Do Not Write Below This Line 

Receivedffriage Date: . ~.J1 C · f\6<~ 
-· .~ \~ . \TJ: .t&LlLU 

_. -. Mental Health ~Nurs!ng _Dental Refer to: _Provider _Administrator 

HEALTH CARE DOCUMENTATION. 

Re~ponse ~o inmate: · 

. ., .. · . ·~· .: ;. · ......... . 

... 

/ 
1'/ 

./ 

\. 
\ 
\ 

f£Jurse Si~nature: _....:_~.··~'f-2·. ··+--. ·~·' . ...=....,.···. _ .. "---ib7-;lR_· ·~-· : ~~·· Date!Time._---'lL..J.f_~__._lf--'-"[c+-f-·. _ 

Pagel of2 .. 

·..:.) 



· .. , ···. 

-~---.. s . . ...... . . 
. •• ;.':., I ~ . • . 

CORRECT CARE . 
-~~~VTIOJI1 

I consent to be treated by Health Care Staff for the condition described (Doy ml consentimlento para que la condlcicn descrfta sea 

• --r- tratada por el Personal d~ As!stenC:a Medica). · . ../- l . · · ~ •. ~ . · d/6.' /:' · "1": ? J -'? ""'/! f· 
7 .J- regv.&~f/t{trtht[J.J( k;.,v:· ,(IIQ(fr?5 f" lf~(IY _nan_JYI II va.n,_ } ~V:.L .· 
Y _II ~j4·1.ly Lttirf II~ .ll~df' l.n. l~e._ft{(O.II ~ f::~ Y~ tn_y Inmate Signature and Date (Rrma y techa del recluse) 

mt!y. ~S'tE -trrs ~~(t,~rr~!JiA&~Sr(g~£iGNATED AREA .·. 
COLOQUE ESTE FORMULARJO EN LA CASILLA MEDICA 0 EN EL AREA DESIGNADA . . . 

Do Not Write Below This Line 

I ~0-tfH ~JE'J() s>,na1cv•c;/2cDveOJ:P3 
Refer to: _Proyider _ .. -.Mental He~Ith ~~-. . urs!ng -._Dental _Admlni~rator 

Received/Triage Date:· < • ·.· 

HEALTH CARE DOCUMENTATION 

Response to _inmate: · . . . . . . 

~rsa si~nature: __:...:_·.-~~· .. ·--=w_,. _· ·.·,........ .. ·~· .- +i !J-=-· _;J_: ._·. ~---'---:-.. oatemme,_:.__.jl..L:l ~!:£..· ·'f_.__+-h.__·~+-. ·_·. .,.---

Page 2of2 · 

..... .' 
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:"'1. 

. ::: : .. 

. ,·· 

. ; '. ··' ... ·. 

Receiv~dffriage Date: ' -'-:--I.-.J..I.L...:.J,...:...i-,::...;.. 

·~efer t~;: ... ~Pro~i~~r ·. ·.: ~ .. :Menbil: H~~lthANuffiJn~ .··-... _·Pen tar ._ .. _Admlnls·~.ator • · •.·· 

.... 
, .. ··-· .. ·~.~-: ____ -~~_:-·~----...;-~ . . :.:..... ...... ' ·--~· · ... :..: ··:~~-~-: ___ ·-~,~--~--·-'-··: ; . ··-=::----=-: ..... -.. :-:.-.:...._--:---·-··--- .:.· .. . ·:-· .' .. .'...;._ . 

. ..... . ... · . 

· ..... : .... ,.- . 
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- .. ·'-
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forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 211M 

Brief Jail Mental Health Screen ccs 
CORRECT CARE 
SOLUTIONS 

!Patient Nmr!e !Patient Number 
~ D Hlll1901!1253 ~~Service I 

!Questions 

1. Do you CURRENTLY believe that someone can control your mind by putting thoughts into C Yes t:,· No 
your head or taking thoughts out of your head? 

General Comments: 

2. Do you CURRENTLY feel that other people know your thoughts and can read your mind? 0 Yes t:, No 

General Comments: 

3. Have you CURRENTLY lost or gained as much as two pounds a week for several weeks 
without even trying? C Yes @ No 

General Comments: 

4_ Have you or your family or friends noticed that you are CURRENTLY much more active 
than you usually are? 

General Comments: 

C Yes € No 

5_ Do you CURRENTLY feel like you have to talk or move more slowly than you usualy do? C Yes € No 

General Comments: 

6_ Have there CURRENTLY been a few weeks when you felt like you were useless or sinful? 

General Comments: 
CURRENTlY for you a for any 

ornnfincnc"'" Of mental 

General Comments: OCDIMILD AUTISM. 

8_ Have you EVER been a 

General Comments: MARTINSVIllE MEMORIAL HOSPITAL 

Officers Comments/Impressions (check all that apply): 

C Language barrier C Under the influence of drugs/alcohol C Non-cooperalive 

r Difficulty understanding questions rJ Other 

Specify: 

C Yes € No 

0 Yes@ No 

Referral Instructions: This detainee should be referred for further mental health evaluation if he/she 
answered: 

'"' VES to item 7; OR 

"VES to item OR 

Page 1 of2 



forsyth County Detention Center 
Forsyth Co 
2fJ1 North Church Street 
Winston-Salem. NC 211M 

IPalrent N8me !Patient /tlumbeT 
8RWI D Hilll1991253 

Brief Jailllle.ntal Health Screen 

" YES to item 8; OR 
* YES to at least 2 of items 1 through 6; OR 

"If you feel it is necessary for any other reason 

@l Referred C Not Referred for further mental health evaluation. 

On: 11212014 To: IIH 

E-Signed by Wendy Shumate on 01/02/2014 09:27PM EST 

ccs 
CORRECT CARE 
SOlUTIONS 

Page 2 of2 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7676 
Patient Name 
HILL, BRIAN 0 

Federal Prisoner Health Care 
Co-Payment Act of 2000 

Inmate Number 
1908253 

Booking Number 
121715 

Date of Birth 
5126/1990 

;!!(· ccs 
CORRECT CARE 
SCLUTIONS 

Today's Date 
1/212014 

Public law 106-2:4, The Federal Prisoner Healthcare Co-payment act of 2000 allows state and 
local government to assess and collect a reasonable fee from the trust fund (or institutional 
equivalent) of a federal prisoner for health care services. 

Each person who is or becomes a federal prisoner shall be provided with written and oral 
notices of the provisions of the Federal prisoner Healthcare Co-payment Act of 2000. A fee 
may not be assessed against or collected from a federal prisoner until 30 days after he I she 
was provided such notice. This notice will be given to all Federal Inmates at time of booking 
into the Forsyth County Detention Center. 

Exemptions: 

Staff referrals 
Chronic Care follow-up 
Preventative health care 
Prenatal care 
Emergency services 
Chronic infectious disease treatment 
Mental health care 
Substance abuse treatment 

I have been provided with written and oral information on the Federal Prisoner Healthcare Co
payment Act of 2000. 

'J?ov, 2~ WI J 
Inmate's Name 10# Date 

Witness 

111111 
z 4 0 3 

Ill~~~~ II II 
4P~XN* 



-k Tn .A'l\1j1cuJ.... 1Jhorm~i u__,d- fy 1dc~ )(J 

Forsyth County Sheriff's Office 
Page_of_ 

Detention Services Bureau 
Inmate Medication Receipt and Transfer Form 

Inmate Name: Hi II, 6r~jCL!) __ Booking Number: 

Inmate Date Of Birth: 5JKJ/Cfl( J 

Housing Location 8 E -0~ 

l~ I 1-15 

Property Number ___ _ 

. lnfo~ation of 7erson Delivering Medication to Medical Staff 

Name (Printed): :1i?fet~ Lff\J . Date:_l_/_M_; } '-f 
Signature: '-·f)· 1-cn/~J.!.._ tfll/ Phone#: ______ _ 

Non-Narcotic Medication 

. -r Prof'?rty Mana~ent Information 
Medical Staff Signature: -1') . 'tf/vc.X- L'P f __ _ Date:l_t_a__/J!j_ 

Date Placed. in Inmate's Property: JJ.2::::Ll!f <"~ 
Property Clerk's Signature: ~•M'..-- /~4• 
Time Stored: Narcotics Placed in Evidence bag: ( ]Yes [ ] No 

Comments:---------------------- ---------

FCS 1215 White - Medical/ Yellow • Property Revised: March 21, 2011 



Forsyth County Detention Center Receiving Signature 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 2 71 OJ 
336-917-7676 

Patient Name 

HILL, BRIAN 0 
Inmate Number Date of Birlh 

1908253 5/26/1990 

ccs 
CORRECT CARE 
SOLUTIONS 

Today's Date 

1/2/2014 

I have answered all questions fully. I have been instructed on and received information on how to obtain/access 
medical services. I have been instructed and have received information on sexual assault awareness. I hereby 
give my consent for Correct Care Solutions to provide health care services. 

lom.reso""<b ~·// 
Witness Stgnature: j ~ 

Date: _1/2/2014_ 

Date: _1/2/2014_ 

Rev. 03/1 0!20 II ll~~~~~~~~~~~~~lllll~lllllllllll~~ll~ll~lll~~l 
* 0 4 i 1 8 D I 1 4 0 1 0 1 Z I t 2 7 0 2 4 0 ~ C p 



Forsyth County Detention Center 
Forsyth Co 
1M NortiJ Cbun:h Street 
WiiJihm.S&Iem. NC2710'1 

IPatrent Name IPatrent Number 
1RN1 0 Hllll1908253 

Receiving Screening 

D Refusal of admission until medically cleared 

1_ Have you ever o.- are you currently being treated for: asthma, diabetes, seizure 
disorder, thyroid disorder, heart condilion, high blood pressure, bleeding disorder a.
kidney disease? 

2_ Have you m are you currently being treated foe any other illness m health problem not 
listed above? 

Patient Problems: 

ccs 
eQRRECT CARE 
iOLUTIONII 

I~Senice I 

48 Yes 0 No 

49 Yes 0 No 

Obselved 
Date Category Type Problem Confirmed By 

01-02-2014 Acute PSYCH: OCD Obsessive-Compulsive Disorders 

01--02-2014 Acute OTHER 't::::::::xam Not 

12-'ln 2013 Acute EXT CAUSES: SUicide and Self-lntlicted Injury by 
L~r Suicide other and Unspecified Means 

12-20-2013 Chronic META: DM Diabetes Mel/ifus 
PSYCH.- Personal History of Mental Disorder 
Psychiatric NOS Not Otherwise c -

12-20-2013 Acute 
····-- ··--··········· .............. ·······································-·· 

3. Are you currently taking any medication prescribed to you by a physician? 49 Yes 0 No 

Medications 

Iii 1 oc 2 D 3 D 4 0 5 0 6 0 7 0 8 D 9 D 10 0 11 0 12 D 13 D 14 0 15 D 16 0 17 D 18 

1_ Name and dose: LEVEMIR 20U Q AM AND 15U PM 

Last Date Filed: UNKNOWN. 

Date Last Taken: TODAY. 

Check only i appicable: 0 Verified lil Not Verified 0 HCP Notified 

2. Name and dose: NOVOLOG SLIDING SCALE 

last Date Filed: UNKNOWN 

Date last Taken: TODAY. 

Check only i appicable: 0 Verified Iii Not Verified 0 HCP Nolified 

4. Are you alergic to any medications m do you have any other alergies? 

Patient A/Jergies: 

I~ Date Type 

12-20-2013 Allergy Items No Known A!Jergies . 

0 Yes 49 No 

Page 1 of6 



forsyth County Detenticm Center 
FoiSyth Co 
261 North Church Street 
Wimton-Se.lem, NC271M 

Patient NIJme 
BRIAND HILL 

Receiving Screening ccs 
CORRECT CARE 
SOI.IITIO·NS 

~~~~~~~~~~----·--~=NO==Kno= wn~~~~re~s====~==============~======~~ .. 
5. Have you been hosplalized by a physician or psychiatrist? 

Describe: MARTINSVILLE MEMORIAL HOSPITAL DECEMBER, SUICIDE 

6. Do you have current painful dental cooditiion or dental complaint? 

Describe: 
··-~~·~·~···-~· 

7_ Have you been exposed to or been diagnosed with Hepatitis, venereal or se:xt.ta1y 
transmitted disease, HIV!AIDS or other serious disease? 

.............. ··-~-. 

8. Have you ever had a positive TB skin test, been exposed to TB or been diagnosed 
wilhTB? 

····-~·-~~--~········· 

9_ Have you ever received treatment for exposure to or diagnosis of TB? 

10. Do you curreniy have any of these symptoms: persistent cough, shortness of 
breath, loss of appetitie, fatigue, coughing up bfood, night sweats or unexplained weight 
toss? 

Explain: 

11. Are you on a spec'liC diet prescribed by a physicran? 

D '""'No Items Selected "'* 

Explain: 

12. Do you use drugs not prescribed by a physrcran? 

_ 13_ Do you use alcohol? 

14_ Do you have a hfstory of wlhdrawal after you stopped using alcohol or drugs? 

Describe: 

15. Have you ever smoked cigarettes or used tobacco products? 
·-~~···············~·-········ 

16_ Have you ever recerved treatment for substance or alcohot abuse? 

17. Female? 

18. Is Patient appearance abnormal in any way? (e.g., sweating, tremors, anxious, 
dfsheveled, evfdence suggestrve of trauma or abuse) 

Describe: 

19. Is Patient movement restricted or compromfsed in any way? (e.g., OOdy deformitres, 
physical abnormaility, unsteady gait, cast or SPlint intake, etc.) 

C """No Items Selected "'* 

Describe: 

20.1s breathing abnormal? (e.g., persrstent cough, hyperventilatron, shortness of 
breath, dyspnea, etc_) 

Explain: 

@i Yes C No 

C Yes® No 

C Yes® No 

C Yes® NO 

C Yes®, NO 

C Yes @i NO 

C Yes®' NO 

c Yes ® No 

c Yes ® No 

c Yes ® No 

c Yes @; NO 

c Yes @ No 

c Yes @ NO 

C Yes@ NO 

C Yes@ No 

C Yes@ NO 

Page 2 of6 



Forsyth County Detention Center 
Forsyth Co 
261 Norlll Chtnch Street 
Winsfon..SSlem. NC271tn 

Explain: 

Receiving Screening 

21. Does Patient's skin or scalp have obvious lesions or draining wounds, lice or 
scabies, jaundice, rashes, bruises, edema, scars, tattoos, needle marks or other 
in<Bcations of drug abuse? 

Explain: 

22. Does Patient exhibit characteristics of potentially .being at risk for victimization (e.g., 
age, smal build, femrinity, 1st time offender, passive or timid appearance) 

Explain: 

Remarks: 

ccs 
CORRECT CARE 
JOI.IITIONS 

Date Of Service 
11212014 

C Yes·~ No 

C Yes@ No 

PPD NOT GIVEN DIT PPD SOLUTION NIA, NEGATIVE TB HX PT DENIES ANY SIR-II AT THIS TIME, 
MEDICAL AND MH REFERRALS, FSBS 276, IDDM PROTOCOL INITIATED. ROI TO MARTINSVILLE 
MEMORIAL, ROI STARLING PHARMACY IN MARTINSVILLE, VA PT'S MOTHER'S CONTACT INFO 
ROBERTA RUTH HILL 276-641-2700. 

RPR-HIV @ Done C Not done 

Explain: 

Patient Vitals: 

Observed Blood 
Date Pressure Pulse Resp. Rate Temp Pulse Ox Weight 

01-02-
2014 
00:33PM 136189 86 18 97.90 98 171 

CST 

C Patient Refuses Vital Signs Check 

Appropriate "Refusal ofT reatment" paperworK completed 0 Yes 0 No 

may be a suicide risk. 

2. lacks close family/friends in community. 

3. Worried about major probiems other than legal situation (terminal illness). 

4. Family member or signifiCant other has attemped or committed suicide 
(spouse/parent/sibling/close friend/lover). 

5. Has psychiatric history(psychotropic med«:ation or treatment). 

6. Holds oosiloo of resvect in cornmu.n«v IProfessronal/Publlc vn<~.tar•r and/or aleoed 

BMI 

23.8 

@Yes C No 

@Yes C No 

() Yes @ No 

c Yes ~ No 

c Yes @! No 

c Yes @ No 

~ Yes () No 

Page 3 of6 



forsyth County Detention Center 
FoHyth Co 
201 North Church Strf!et 
Winston-SIIIem, NC271M 

lAment Name lAment Number 
BmAJIII) Hlll19032!il 

6. Holds ~<::mtrocn 
crime is d"l<..,....".,..,.., 

7. 1-"'"'"""""""""" 

8. Has a suicide 

9. Has previous suicide attempt 

10. i=v<v""'="'"'ff~ilms 
tJ~pteE>Sn~~ss and fiDJ:>elessrress) 

Receiving Screening 

11. Shows signs of depression (crying or emotiooall Hatness). 

12. Appears overly anxious, afraid or angry. 

13. Appears to feel unusually embarrassed or ashamed. 

14. Is acting and/or tafking ill a strange manner. (Cannot focus attentioolhearing or 
seeing things not there). 

15. Is apparently under the influence of alcohol or drugs. 

16. I Yes to #15, iis individual incoherent or Slf't(>Wllfm 
illness? 

17. Is this individual's first arrest? 

18. Detainee's charges include: Murder, Kidnapping and/or Sexual Offense. 

1. History of or current psychotropic meds? 

List: UNKNOWN AT THIS TIME, 

2. History of psychiatric hospitalization? 

When? DECEMBER 2013 

Where? MARTINSVILLE MEMORIAL 

3. History of outpatient mental health treatment? 

ccs 
CORRECT CARE 
iOI.IlTIONS 

C Yes(<:: No 

C Yes ®·No 

0 Yes@ No 

@YesONo 

C Yes t! No 

C Yes @i No 

C Yes@ No 

0 Yes@ No 

C Yes@ No 

0 Yes@ No 

r Yes@ No 

C Yes @i• No 

C Unknown C Yes € No 

€ Yes(' No 

@i Yes C No 

C Yes € No 
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forsyth County Detention Center 
Forsyth Co 
2M Nortfl Church Strnet 
Wiiuton-Salsm, NC271D1 

Receiving Screening 

IPetifmt Name !Patient Number 
BRlAH D IILL _1908253 

ORIENTATION 

AFFECT 

THOUGHT PROCESS 

SPEECH 

M Alert, Oriented C Disoriented 

C Appropriate C Flat M Inappropriate 

RT Logical C Paranoid C Does not make sense 

RT Appropriate C Slurred C Pressured C Slowed C Loud 

ccs 
CORRECT CARE 
SOI.IITIONS 

MOOD 

ACTMTYIBEHAVfOR 

HALLUCINATIONS 

M Appropriate C Depressed C Elated C Terriftedlcrying C Angry 

oc Appropriate Unable to sit still C Slow/Lethargic C No eye contact 

C VISUal C Auditory Tactile D Olfactory 

I have answered all questions fully_ I have been instructed on and received information on how to obtain/access 
medical services_ I have been instructed and have received information on sexual assault awareness_ I hereby 
give my consent for Correct Care Solutions to provide health care services_ 

B Form BRIAN D HILL Date 0'110212014 9:34:45 PM 

P' Medical Provider 

IZ Chronic Care 

Sick Call 

D CIWAIW"Jthdrawal Protocol 

0 Menta/Health 

C Acute Problems - IMMEDIATE Referral (Psychosis, Suicidal) 

M Routine Problems- (Current treatment non-emergen~ chronic, developmental disability) 

C Infection Control Nurse 

Dental 

Special Needs 

C ""No Items Selected "'* 

IZ General Population(GP) 

C Medical Obsetvational Housing 

Page 5 of6 



forsyth County Detention Center 
Forsyth Co 
2M North Chun:h Street 
Winston-Sal-. NC211fn 

Medical Obsetvational Housing 

D Medica/Isolation 

D Mental Health Lockdown (if Mental Health not on-site) 

D Emergency Room for Evaluation/Treatment 

D IMMEDIATE placement on Suicide Precautions (if Mental Health not on-site) 

E-Signed by Wendy Shumate on 01/02/2014 09:35PM EST 
E-Signed by Janet Grande on 01103/2014 06:20AM EST 

ccs 
CORRECT CARE 
S 0 L U T I 0 H S 

Dale Of Service 
112mH4 
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Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7676 

Staff Referral Form 
Medical 

!nmaJe 1\'umber !Jookmg Number 

1908253 121715 

"'·''"ilh.CCS CORRECT CARE 
SOLUTIONS 

Dat~ qf Birth Toda.v 's Dale 

5/26/1990 112/2014 

Type: 0 Urgent ~Routine 
Medical 

0 Physician 

}(,Mid-level Provider 

D Nurse 

0 Chronic Care 

0 Dentist 

Other 

0 Noted below 

Asthma _ COPD/Pulmonary Cardiac 
-Hypertension HIV I AIDS _ Pregnancy 

:Xoiabetic 
Seizures 

NID Diabetic 
_ Other (noted 
below) 

0 Other _________________________ _ 

Reason for Referral: u, clx:±~IC l ou-tl.sm 

-b . Fnv=d LPN 
Printed Name 

~-LJ?l'JJ_· __ Q) __ _tQQ_L_l_ ___ y_ 
Signature Date 

TO. -0QVYJ J2r_ f?)nmcks. fo )1\l 5bqmc,k I PN 

Date Seen: 

Seen By: 

Printed Name 

~~~~~~~~11~11~11~11111~111~11~111~1111 
• D 5 4 8 7 D I 1 4 0 1 0 1 2 I 1~111111~1~1111 

?709PN 
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Forsyth County Detention Center 
Forsyth Co 
101 North Church Street 
Winston-Salem, NC 1710 I 
336-917-7676 

Staff Referral Form 
Mental Health 

~-G~ 
.,;;i!!ib ccs 

Patient }v'anu.• !nmalc N~r~ttb~r Bookmg Number 

HILL, BRIAN D 1908253 121715 

Type: 0 Urgent ~ Routine 

Medical 

0 Physician 

0 Mid-level Provider 

D Nurse 

0 Chronic Care 
Asthma 

_ Hypertension 

D Dentist 

_ COPD/Pulmonary Cardiac 
HIV I AIDS _ Pregnancy 

CORRECT CARE 
SOLUTIONS 

Dai~ o.fBITih Toda_v's /Jme 

5!26/1990 1/2/2014 

Mental Health 

D Psychiatric Provider 

'.:;R( MH Professional 

D MH Nurse 

Diabetic 
Seizures 

NID Diabetic 
_ Other (noted 
below) 

D Other __________________________________________________ ___ 

Reason for Referral: 

Additional Information (including interim actions taken): 

~J.-[/b C.ut AC.O.SicvJ mc;.lL, ;~k,s__.A__Ylllcl_aufLSLYL,OCD. 
Jt.s__~c£f>J±alic_-t:d -IU_mH tii~attkl~ [.ua.s a+ 111(t~J-_Las111Le. 

1li'lti'YJc.r 1 c& Host> ii:r sr LtL, J)Qcmbex .20 ~~ , ~n..t.Uv 
c~mld 411£ds ~err Sl~-k/ :fnemcrk<Q. Hosp in ma·vHnsvtiLe. 

Referred By: 

'1<. t<xd L frY 
Printed Name Signature 

01 1 oQ'IY 
Date 

See mental health progress 

note dated: ~ fro h ii I I ... -7-
Appointment Date: -----------1 Date Seen: 

Seen By: 

CCS-JN05 ffiYised 1/if(JB 



Previous Positive 

PPD Skin Test Refused 

0 TestPianted 

Planted Date: 111512014 
Planted Tme: 1000 

TBRecord 

OYes&No 

o Yes e No 

*Jiilitary time teqUired for time entry (e.g. 6:05am is 0605. I:GOpm is 18110} 

Initials: AS 

Location: 

Lot# 

Expiration: 

0 LFA e RFA 

605171 

611/2015 

0 Refusal Form Signed (perform action in accordance wilh your facility policy) 

0 PPD Testing Pamphlet given 

0 PPD Skin Test NOT APPLIED due to 

0 TestRead 

Date Read: 111812014 

TmeRead: 0145 

*lfififaty time teqUired for time entry (e.g. 6:95am is DfiOS, I:Gtlpm is 1tltltl} 

Results (mm) 0 

Initials: Sf 

Is PPD Skin Test positive? 0 Yes @ No 

Did the patient answer YES to any ol the TB syHlltom questions on the 
Receiving Screening or the Periodic Heallh Assessment? 

ccs 
CORRECT CARE 
iOLIITIONS 

0 Yes 0 No 

If Yes, place the patient in a mask and contact the charge nurse for instructions. 

If No. schedule the patient for CXR. 

DCXR 

Page 1 of2 



TBRecord 

E-Signed by April Swallie on 01/15/2014 11:16 AM EST 

E-Signed by Shana Rowell on 01/18/2014 02:14AM EST 

ccs 
C:ORRECT CARE 
SOLUTIONS 

Page 2 of2 



Previous Positive 

PPD Skin Test Refused 

0 Test Planted 

TBRecord 

C Yes® No 

C Yes® No 

0 Refusal Form Signed (perform action in accordance with your facility policy} 

PPD Testing Pamphlet given 

(;;: PPD Skin Test NOT APPUED due to 

PPD NOT GIVEN Dff PPD SOLUTION NIA, NEGATIVE TB HX. 

0 TestRead 

0 CXR 

Notes 

E-Signed by Wendy Shumate on 01/02/2014 09:35PM EST 

ccs 
CORRECT CARE 
S:OLIITIONS 

Page 1 of 1 



Forsyth Co February 2014 Order Record History 

Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

Discontinued 

Medication Orders 

insulin NPH & reg human insulin 100 unit/ml (70-30) subcutaneous susp: give 18 unit SC Diabetic Noon for 90 days. with lunch meal. - Ordering Provider: Alan Knoaaes 

Time 

insulin regular human 100 unit/ml injection solution: give 03 unit INJ Diabetic HS for 90 days. with night snack- stop all previously ordered insulins . -Ordering Provider: 
Alan Rhoades 

Time Type 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

122 :oo I I -- I -- I -- I -- I -- I I I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I 

Patient Status Changes 

Patient Status Description 

Discharged Discharged 

Pain Assessment 

Date Score Scale 

Order: 

''~ CORRECT CARE .8.s 0 l U T I 0 N S 

Location 

To/From Date 

02/07/2014 07:48 

Reason Initials Interventions Result Follow Up Datetime Initials 

Page 1 of 2 10/05/2016 09:53 



Forsyth Co February 2014 

Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

PRN Effectiveness 
Follow Up Date Result 

Order: 

Notes 
OrderNo Initials Note Category Note Date Item Status Note 

Initials Leaend 

Initials User 

Order Administration Sites 
Abbreviation Site 

... ~~RNqT, 'i,A~~ Page 2 of 2 

Order Record History 

Reason Initials 

10/05/2016 09:53 



... l.D-14 

MEDICATION ADMINibiAATION RECORD 

7D( ;D ]io.~"f;h 
L.Ur.c...h 

?of 30 J#~(.'r. l~u. SQ. c 
'{) i'11 n-4:! r 

'aD 
~ :J;,.$1-l.~ 3t{ 

H-s.~· 

( •·"·•w·w -·--;:;;oo:as2.6337' FAX:724;i9.42o9-- ( 

I ;(;I ··1 4 I t!:,, ··,·I 'H 1·'!!\1 ~~5 I ~?.~:~ l2"i' 

OIA6NOSIS 



MEDICATION ADMINI::)TRATION RECORD ( s.:r·:uw·e -·~:8oo:882.6337" FAX:724;49.42o9-- { 

~, 'i I :t:;:: I ;;::-:; I :~":;, 

DIAGNOSIS 

Forsyth County Detention Center 2014 



./ Admission Orders for INSULIN DEPt.NlJAN 1 ?~~~ 1 14jfyfD11"¢j' DIAMOND 
MEDICATION ADMINISTRATION RECORD \ ... . • ,,., tsoo.aa2.6337 

2500 Calorie ADA Diet 
YES, GIVE SNACK BAG 
Nurse Initials: 
Provider name: 

trr I I t tJ j I t I ij I I I I ~I I I I I I 1 I I I I I I I T' I I - . . . . 

:· ,., ·. •, ·: "'· ·• '- · ·. ·1· :,_ 4·· .' ~· .; ···:, ~ : · .. ·: r·: ·· :. ,-.. -~ ... , ·': ··:·····~ "·· . • . ... · ,.:, :· -,. ·', ..-~ ,-··. f-· ·'··. ·" 

~ 1{) ;" 1\:~ : .. 9a0t~}n:i!1.1£~1LJ~ .: ... : •''> .. ,. :. :•·:.' .. ·'1 ,,;:: ·.:.,;::.',::.' ·"·~· .. , ... ,,,,,: .. ·.,,:·:.• "'".:_; Ji.i I ., 
FSBS Bl~ ~ntil released 

I$COWM Nurse I 01t1a Is: 

~ Provider name: 

~,-1 I ll~ ll,ld lii·I,I-1-·Hl-lllf·lll·llll,+l,+l 
Begin Sliding Scale Protocol 
Nurse Initials: 

(t \~V l Provider name: 

"""'\""""" I • ::} ;: ;: ·s ·~ · .. ::•.: ·· ,. ·:;: .. , ~· ::· ? . ,. .· , ::::•· : ;t:t 2•!: ~·•:,: ::;JL:• 

\V 
FSBS <200: Give No Insulin .;,..r r ( 

r-

~ :.). ' ,.,, ,, .. i··, ·:: ::.·:: ·~:. 1::··, ::.:•. ::::·:r 2::•; .... :::> :~'·'' :Ci 

FSBS 201-250: Give 2 Units 
Regular Insulin 

FSBS251-300:Glve4Units 1 1 1 1 1 1"1 b.Q.,j:::l"'il j•:ij!:'j!'l ''i' )"H.jf';'i·;;::j!:•J:t:l \l/~1 1!~~ 
Regular Insulin 



MEDICATION NOTES 

• INITIAL APPROPRIATE BOX WHEN MEDICATION OR TREATMENT IS GIVEN. 1 .ABDOME"' LEFT 5 . BUlTOCKS (GLUTEUS) LEFT 
6 • BUTTOCKS (GLUTEUS) RIGHT 
7 . THIGH (QUADRICEPS) LEFT 
8. THIGH (QUADRICEPS) RIGHT 

• CIRCLE INHIALS WHEN MEDICATION OR TREATMENT IS REFUSED. 
• STATE REASON FOR REFUSAL UNDER MEDICATION NOllES. 
• STATE REASON AND RESULT FOR PAN MEDIGATION.OR TREAThiENT. 
• INDICATE INJECTION SITE WITH APPFIOPRIATE CODE. 

2 .ABDOMEN RIGHT 
~.ARMiDEL~D)LEFT 
4 . ARM (DELTOID) RIGHT 

------

··----· ----
t--- . --·-·-·· 

- :-----r- !----- ·--------·-

. r~ r~[ ~< ~· 
-t _ _L_~ ··--· 

l I I 
_J._.l--.1- ---

! ! i 

j__ __ 'l• - ~ 

! -+--··-
' I ' 

-~---

i----;. 
r ' 
I i 

. ---· ··-- ··------ ----;·-

·------r-· 
_____ ...J._ __ 

·-----,-

·---,---- -----

··------- _, _ _j__ ----·· 
l 

··--- . ·--· ·-----+ -r-t ..:...__ 
I - I : -----·-·-r----~ . I 

+---·-···---- -----+ 

.-

~·--+-----·----- : 
j I ! 

-Jr-+-
--t-~t·----l 

! .' . I . 

.. _i_ 
r --,.· 
i I 

---!·--·· ... ~ 
I 

--f· .. ____ l 
j . 
I 

·---r·--··i 

·---~----·····---·· 

9 . UPPER BACK LEFT 
10 . UPPER BACK RIGHT 
11 . UPPER Cl-.;i;ST LEFT 
12 . UPPER CHEST RIGHT 

A. EFFECTIVE 
B. SUGHTLY EFFECTIVE 
C. INEFFECTIVE 
D. NO EFFECT OBSEfiVED 

t REFUSED BY PATIENT 
2. PATIENT DID NOT SHOW 
3. PATIENT NOT IN CELL 
4. SECURin' LOCKOOWIII 
5. MEDICATION HELD (SlliTE REASON) 
6. MEDICATION OUT OF STOCI( 

-+---·. -----·· . ··----· 

·---l-

' •. -l-----

-----+---·. . ·---- ···----

i 
·--~--

--+-·-

--+--- ··-·-- .. --·-

-r---·- ... ____ _ 

-+----- ___ .. 
! 
I ,j. ____ ... ------- ..... ------

·-------... 

_____ , _____ . ··--------
! 

! -·------ --·--·-·--, 

-------!---- ··----··· 

l 
-~·----· 

.. -------~--

·-·-·- -----· ·------t-··-
; 

-~----
1 

-i---

··-·r···--

(, 

..... __ i 

---·------- I 
j 

···- .. ··----~ 

·--..... -........ ; 

! 



(, MEDICATION ADMINISTRATION RECORD 

FSBS 301· 350: Give 6 Units 
Regular Insulin 

FSBS 351400: Give 8 Units 
Regular Insulin 

FSBS >400: Give 10 Units Regular Insulin 
Recheck FSBS in 2 hours and 
Notify the Provideron call 

N PH~ Oun\: :2 ~'{)<Y\ -r; qo; 
JV{JH I~ il""~ 
s~ o fY'{\ y; qo4 
~I-t 

ALLERGIES 

~.:f;uv•p l.l'lr..IWI...,I't.., .-I 1.-.,1 UWI,V I ...,.~I •• IV~W' 

~ 1.800.882.6337 FAXi 724.349.4209 

:::o I ::1·1 

<r·'~ 

::l'l 

'H~IHIH 

DIAG~OSIS 



( MEDICATION ADMINISTRATION RECORD (: •·l'·Ut''W -·--;:;;0'0:882.6337. FAX:724:349.42o9-- ( 

i I .. I I i!"! I !. ··~ 

::.) I ''·!i I ~.: I · I I 8 

O~GNOSIS 



MEDICATION ADMINISTRATION RECORD ( 

::~ 

, ~' I ,,~, t;. 

~]1 iiit4f • UI"'IVIVt .. u r ••n• ••••""""' • ""._ ........... __ . . •...: 
1.800.882.6337 FAX: 724.349.4209 

OIAGNOSJS 

( ., 

,·_;' 



( MEDICATION ADMINISTRATION RECORD 
"':".:; 

.} 

~: I , I ·'I I 5 

~;~ I ,,._, 

l6unib i I ;,:~ I 2• I . : I Iii I \) • · 

' I "' I 3 I ~~ 

•·I*'S£tiW UIAMUNU t'nAHMA\;Y tJI:nVI\;I:tJ 
1.800.882.8337 FAX: 724.349.4209 

, ·J 1·::;;; I ;a II:~ I ; ,,, I · : I .,, ·; I ·: ,,,, I 2; 1221 ~-:' 1.~14 I;:.~; I ~c l''l I ~u· I :~·;:)I ~lO I J' 

;:·t: I ;:::r I ?t,. I : · 

DIAGNOSIS 



Forsyth County Detention Center 
Forsyth Co 
201 Nort/1 Church Street 
Winston~Salem, NC 27101 
336-917"7676 

Mental Health Progress Note 
Use only If no other spedflc note applies 

ACCS 
CORRECT CARE 
SOLUTIONS 

Patient Name Inmate Number 

HILL BRIAND 1908253 
Date of Birlh 

5/26/1990 
Today's Date 
1/7/2014 

0 Nursing/Medical Referral 0 SecuritY Referral ~her 

CJ Poor concentration 
CJ Other _____ _ 

,A-ppearance: 
~Well kept 
o Self-neglect 
o Other _____ _ 

CJ Agitated 

CJ Slowed 
CJ Other ____ _ 

Speech: 
\i Clear/Coherent 
o Spontaneous 
0 Pressured 
D Poverty 
o Other 

Assessment and Interventions Provided: 

Mood: 
"'t Euthymic 

CJ DepreMed 
CJAnxlous 
0 Elevated 
CJ Irritable 
CJ Other ____ _ 

Affect: 
"'Q Appropriate 
Olnappropriate 
0 Cons'lrlcted 
0 Blunted 
CJ Other 

{~ught Process: 
"\.Goal-Directed 
CJ Disorganized 
CJ L..oose Associations 
CJ Tangential 

· CJ Other ____ _ 

[J Mental Health Treatment no indicated at t Is · e- mental health will follow up as needed 
1!1-Mental Health follow-up in:._.lf+-...,..:1.41--....;:u,- (# of days or date) 
[J Initiate suicide precaution protdcol. ••atso complete the MH Initial Suicide Watch Note 
Q Refer to Special Needs 
0 Referral to medical staff 

[J Referral to psychiatric provider 

Q Consult with------------
[J Completed ROI. Follow-up when information is received. 

Q Homework assigns yes, please list:---------------
0 Other lnterventio 

0 2007 Correct Cal& SoluhMS, LLC 
CCS.SP10 ll~~ll~lilllllll~llllllllllllllllll~lllllllll~llll~ 

• D 1 9 6 7 5· D I 1 4 0 1 0 1 2 I C 2 7 0 2 4 0 3 C P 1 3 2 2 0 p • 

CJ SUiCidal 
D Paranoid 
Cl Hallucinations 
D Delusions 
Cl Other 



Forsyth County Detention Center 
ForsythCo · 
201 North Church Street 
Winston-salem, NC 27101 
336·917·7676 . 

Initial BehaVio~l Health Evaluation · 
Patient Name 

HILL BRIAND 

Mental Health Treatment 

Patient Number 
1908253 

Mental Health Outpatient Treatment Cl No 

Booking Number 
121715 

ACCS 
CORRECT CARE 
SOlUTIONS 

Page 1 of2 

~e&Whe~y ----~~~~----~------------------~~~~~~~~~~~~~~ 

Currendy taking MH meds 0 Yes ~o Provider: 

Pharmacy: 

Date Last Taken: 

Medications: 

Prior MH Medication o No ~Yes. list:?~ (/(.M~d D (? 

Prior Diagnosis ~es -¥oi!Ht!ooii.I."'Y-""'""'-~J.L..i'-l-~"""":;....~-------- 0 No 0 Unknown 
Prior MH Court Services 0 Yes Prior Guardianship 0 Yes ~o 

If Yes, list: ------------~--"'....-.""'"'"""'"""':=:u:..-._..._ ______________ _ 
Past Self Harm/Suicide Attempts Cl Yes 

Current Self Harm thoughts · S~ci~:~-----------------------------~-
DYes ~o Concern about ability to cope while incarcerated? 

Current MH lssu~s . . ;J Yes \No .. s~~:-----------------------------------

Substance Use Histo 
Substance Use 0 Yes No 

Substance Used Frequency of Use 

Last Use Typical Amount Used 

Substance Used Frequency of Use 

Last Use Typical Amount Used 

Past Substance Abuse Treatment 

Inpatient/Residential Treatment 

Where: 

C1 201 o Correct Cn Sdulions, LLC 
Rovi"'d 01J.10.201a 

ClYes 

OYes 

~No 
$.No Outpatient Treatment · OYes 



Forsyth County Detention Center 
Forsyth Co 
201 Norlh Church Street 
Winston-Salem, NC 27101 

6 6 336-917-7 7 

Jl.CCS 
CORRECT CARE 
SOLUTIONS 

p 2 f2 age 0 

Initial Behavioral Health Evaluation Status: ~dult 0 Juvenile 

Patient Name I Patient Number l Booking Number Date of'Birth I Today's Date: 
HILL, BRIAN D 1908253 121715 5/26/1990 1/3/2014 

Personal/Social History 

Educational History (include special education): -'-+'ao4-.L.l.....,....,'"'-"'W-..."--------------------
Employment History:------------------------------------

Military History: __.Nf2..31...::.._ _____ -,---:----:;===:--:--~-'"T"";:--...... -:-.--:-;------------

Family Support/Support System Status: ~ ~A.- \2\A'f\¥\ \\ 
First Arrest: ''iil.,yes 0 No 

Legal History: ---------...-.....,-:--:-::--~""='"-r-:---lt.ol.-::-+-t---::"""?'I"T"'l!"T.:'-::-;:--fl-::-:-:'~f------::----
Housi ng Status (prior to arrest) -!o.A.-bl.l.-~-\od-..J.J<ip..t.~~~:I...\L~H.L<!o!~~-I-I""~J..L..o~...a."-'L"""~:u....--L..~~:....------
History of Violent Behavior 

History of Sex Offense (perpetrating) 

History of Victimization 

History of Head Injury 

Mental Status Exam 
~ensorium: 

Alert 
'!!ilOriented X 3 
ODistractible 
OPoor Concentration 
OOther 

Appearance: 
"51wen kept 
OS elf-neglect 
CIOther 

-~avior: 
aim 

OAgitated 
OS lowed 
CIOther 

~ech: 
Clear/Coherent 

OSpontaneous 
(JPressured 
(JPoverty 
OOther 

0 Refer to MH Special Needs 

0 Initiate Suicide Watch Protocol 

0 Refer to Discharge Planner 

Cl Yes 

CIYes 

If Yes. detail:-----------------

If Yes, detail:------------------
If Yes. detail: 

Mood: Thought Process: ~ntent: 
\l.Euthymic "aGoai-Directed 
CJDepressed ODisorganized CIS/I CJHII 
CIAnxious OLoose Associations DParanoid 
CIEievated CITangential ~allucinations 
Olrritable DOther elusions 
DOther DOther 
AHect: . Memory: Cognitive Estimate: 

!iiiAppropriate ~ecent Intact I:IHigh 
Olnappropriate ~emote Intact ~verage 
OConstricted mpaired Dlow 
CJBiunted OOther 
OOther 

0 Refer to Psychiatry 

'\il Follow up by MH on ¥.l'9'4--Ll..._¥-L..!~---<date) 
CJ MH follow-up PRN; patie 

o Release of Information completed for:------~-----------------------
0 Provide educational material, specify:------------------------------

0 Refer to Medicalfor: ---------,---::=--------------------------
0 Other: 

Signature 

© 2010 Carrec.t Care Solutions. LLC 
Revisec 09.10.2013 

J5)D~ 

llll!~~,,~~l~llll~lllllllllllllll~lllllllllllll~llllllllillll~l~ll~l~lli~~~l~l~llllll~~ 
* P 1 9 6 7 0 0 I 1 4 0 1 0 1 2 I~ 2 7 0 2 4 0 3 C P 2 1 1 5 6.P N 



forsyth County Detention <:enmr 
Forsyth Co 
2M North CJwn:h Street 
Winsion-Salem. NC2711n 

IP'atrent Name !Patient Number 
BRIAII D IIILL 19111253 

Date Entered Segregation: 11212fJ14 

Date: 112A/2tJ14 

Orientation: 

Mental Health Weekly 
Segregation Rounds Form ccs 

CORRECT CARE 
S:Ol.llTIONS 

Affect: C Flat/Blunted Euphoric R'l Eufhymic C Dysthymic Angry C Other 

Exptain: 

Mood: ~ Calm C Agitated D Depressed D Angry D Other 

Explain: 

Cognition: 

PsychUeds: 

Behavior: 

Cel: 

17 Normal D Hallucinations D Delusions 

D Suicidal Ideation D Homicidal Ideation 

C Not Prescribed @: Compliant C Non-compliant 

R'l Cooperative D Aggressive D Assaulting D Withdrawn D Mute 

0 Messy rg, Clean 

Remarks: No concerns at this time. 

Staff Initials: SWG 

E-Signed by Sheila Greer on 01/28/2014 10:30 AM EST Page 1 of 1 



FORSYTH COUNTY HEALTH DEPARTMENT 
799 Highland Avenue, P .0. Box 686 

Winston-Salem, NC 27101 Telephones: 336-703-3150 
703-3100 

LABORATORY SERVICES 

CHART NUMBER: 1~\1--lS LAB NUMBER DATE j-~ -)1..~ 
OTHERINSTRUCT-ONS 

NAME: \-1\\\, B' t<Ln u. LetO 
SS#: H (jO::S";< to 90 I 
BIRTH DATE: '5} ;) lo } ) q q () 

.. 

CLINIC FGB ~ 
RACE: SEM AGE: eocroR 'IrS . ;py~, L eN 

\tV 93 
SUBMIT REQUISffiON FOR EACH TEST 

CHECK PROCEDURE REQUESTED FOR LABORATORY USE ONLY 
CHLAMYDIA 
CBC I H&H (Circle One) 
ENTERIC CULTURE 
GRAM STAIN fl'. '-~ .... ~ -;-. , .. , .. i"\ 

THROAT CULTURE 
· •• i' , . .. 

URINALYSIS 
X TRUST- Syphilis Screening ~j 4 J·Ati 

OTHER: 

-i - Laboratory Services Form II- 3 part NCR - reset 8-18-09 FC Print Shop- POSSE RIOT EVENT FORM 

- !j.,~ ' ~:~ .. 
~ -··· .i. 't.j 



1 itJ ~t tnel $ s+ 
a rVV\S Vi l \Q V (A_ 

J 

D 
FORSYTH COUNTY HEALTH DEPARTMENT 

799 Highland Avenue, P .0. Box 686 
Winston-Salem, NC 27101 Telephones: 336-703-3150 

703-3100 
LABORATORY SERVICES 

l (p- & 3C1 ~:J ~'1'0 
DATE I~Zo ~ 13 

-
CHART NUMBER: LAB NUMBER 

NAME: ~,I c:th ~ \\ t~? 
OTHERIN--RUCll:Ns 

SS#: 

BIRTH DATE: ()S" l2(_p , tq}O 
CLJNIC. %~) &:; 

RACE: vV SEX: J1l\ AGE:a6 oocroR o...Y 

:~AN 0 ? ZD1,\ 

SUBMIT REQUISITION FOR EACH TEST 

CHECK PROCEDURE REQUESTED FOR lABORATORY USE ONLY 
CHLAMYDIA 
CBC I H&H (Circle One) 
ENTERIC CULTURE 
GRAM STAIN 
THROAT CULTURE NVr'i -, L~Iv ·' i (\.·. :~ -.p. OEr. 2.11 .,., .. 0· L.J• ,; 'f'".l .. 
URINALYSIS 

X TRUST - Syphilis Screening 
OTHER: 

1-Laboratory Services Form II - 3 part NCR- reset 8-18-09 FC Print Shop - POSSE RIOT EVENT FORM 

56 



:··--~ .... :,: .. . . ,· .. 
. . • I _',,• • • '•.'. • '; 

~£~,%. · ·. . --.. Hig·h Risk TB Testing Checklist. ·: . . -
• 0 ~ • f • ' • ~ (To bs done at~~ Health Assesam~ on all patienls except fhose with ~ past + 1B testing i'esults)· 

· tf patient. answers affi.nnatively ~ My of the questions ·~ow and haa not had a~y ~rm of TB . 
. . . 

testing With negative results within the last 6 montfts, the patient is considered high risk and . 
. . - . . -

shbuld be evaluated by either ch~ x-ray or blood ~t (Quantifero~ Gold, etc.). . . . . . . ,. . 
D Patient has recentty been in cl05e·contact Wittl a person with ac~ TB. 

· IJ Patient's place of origin is Africa, Asia, Eastern Europe, Latin America or ftussia. 

0 PatJerit has recentty visitad any of. the above are~s. 
a· Patient is homeleSs •. 

. o Patient is HIV+ (~nfinried). \ . 

· Cl Patient is receiving immunosuppressiveulrugs (steroi~, anti..,-ejection drugs, etc.). 

o· Patient has a t:aistory of inadequately treated active TB. 
t(p~tierit has a history of silicosis, unc~ntrolled di~es, chr~nic ren_a~·failure/ .. d'ali!i 1; 
leukemia/lymphoma, cancer_ofthe head, neck or lung. ffJ]J 1 I '!/3 '/!.( 

. . . 
D Patient has had a gastrectomy or other gastric bypass surgery. · · 

0 P.atient weighs tess than 90% of their ideal body weight without alternative. explanation {see· 

chart below). 

(J Pa¥ has J"lis~l'Yi oUV d~g. , use within the last 2_years~ .1 (.. 1 ~ 
~~~~~-~~~~~~~~==~~~--------------Time: ~ 

WEIGHT ll:rs 100 105 110 115 120 '125 .130 135 140 1"15 160 155 160 165 f70 175 180 185 190 1,Q5 200 205 210 215 

kgs 4S.51fl.7 50.0 52.3 54.5 56.8 6Q.1 61.4 03.6 65.9 68.2 70.5 72.7 76tJ T1.3 TQ.5 8'1.8 94.1 fe.4 BS.O 00.9 03.2 95.5 97.7 

HEIGHT i,nlcm 

.5'0" • 152.4 

. 5'1" • 154.11 . 

15'2" • 157.4 

15'3" • 160.0 

5'4" • 1132.5 

.5'5' • 165.1 

5'6~ • 157.6 

5'7" • 170.1 

5'8' • 172.7 
;;:·g-o • 175.2 

:'5'10'· H7.8 

5'11" • 1BO.a .. 

6'0" • 1 B2.8 

6'1" • 1B5.4 

8'2" · 1S7.Q 

6'3" - 1110.5 

.6'4' • 1113.0 

P.~ent~ame 
On4r--.. 

27 

27 

/d-1 {\ 

2B 29 

27 2B 

27 

2el 

Z6 

I 

I 
J 



forsyth County Detention Center 
Fol'8yfh Co Health and Physical Assessment 
201 North Cllun:h Street 
WI.flllbm.Salem • NC271m 

D PatientiWuses healfhcare physical assessment wDtJ menfallleallll saeenirJ3. 

D Apptopriare ·Re/UsalotTteatmenr-papetWOdc complefed 

Patient Problems: 

Observed Catego 
Date i)' 

01-02-2014 Acute 

01-02-2014 Acute 

12-20-2013 Acute 

12-20-2013 Chronic 

12..,20-2013 Acute 

Patient Allergies: 

Date ype 

Type Problem 

PSYCH: OCD Obsessive-Compulsive Disorders 

O TLtr-n General Medical Exam Not 
1 rrcn Othetwise Specified 

EXT CAUSES: Suicide and Self-Inflicted Injury by 
Suicide Other and Unspecified Means 
META: DM Diabetes Mellitus 
PSYCH: Personal History of Mental Disotder 
Psychiatric NOS Not Othetwise ;.._ ,..._ 

Allergy I Observed Ti 

12-20-2013 A/letgy Items No Known Allergies 

1.1istory of --ma? 

2.1istory of artbrms? 

3.1istory of as1hma? 

4. Hismry of battance 1 dizziness problems? 

5. History of Mllckouts? 

6. History of bladderimection? 

Confirmed By 

ccs 
CORRECT CARE 
SOLUTIONS 

Oyes®No 
·-----

Oyes®No 

Oyes®No 

0Ves®No 

Oyes®No 

0Ves®No 

7.1istory of blood problems? 0 Yes ® No 
·-~----------------~-------------------------------

1!1. History of cough I sputum? 0Yes@No 

9.1istoryofD.T"s? Oyes®No 

11. History of diltbel:es? ®yes0No 
·----------------------

111. false teetll? Oyes®No 
·----~---

112. History of pi bllldder problems? 0Yes@No 

113.. History ofGcmon1llea? 0 Yes€ No 

14. His1ory of bay f-r? 

15.His1oryof~? 

16. History of healing problems? 

Page 1 of6 



forsyth County Detem«m Cemer 
Forsyth Co 
2f11 North Church Stn!et 
Winston.Ssh!m, NC271tn 

!Patient Name !Patient Number 
BIIAN D HILL1901253 

16. History of bearing problems? 

17. History ofl!eart probllems? 

13. History ofl!eartbum? 

19.1fistory of bepatitis? 

20. History of hernia probllems? 

21. History of llypertension? 

22. History of joint probllems? 

23. History of kidney dis-se? 

:24. History of lice or scabies? 

25. History of liver problems? 

2i. History of muscle probllems? 

21. History of naus-1 vomiting? 

23. History of a nervous disorder? 

29. History of oral pain I disromfort? 

30. History of pneumonia? 

3t .• Ally recent injuries? 

32. History of seizures? 

33.. History of stomach pain? 

Health and Physical Assessment 

···········~·········~························~·······~··················· 

34. lfistory of sypliilis? 

35. History of teeth probllems? 

36. History of throat probllems? 

37. History of voiding troublle? 

33. History of tuberculosis.? 

39. History of u1cers? 

Diets 

c .. No Items Selected ... 

Appli&m:es 

Date of last Tetanus: UNKNOWN 

other; NONE 

ccs 
CORRECT CARE 
SO!.IlfiOl\IS 

n Yes @ No 

c Yes @ No 

@ Yes c No 

c Yes @• No 

0 Ys @ No 

n Yes @ No 

c Ys @ No 

r: Yes @ No 

0 Ys @• No 

n Y8 @ No 

0 Y8 @ No 

r: Yes @ No 

0 Yes @ No 

0: Yes @ No 

0 Yes @ No 

n Yes @ No 

r: Yes @ No 

0 Yes @ No 

r: Yes @ No 

c Yes @ No 

0 Yes @i No 

n Yes @ No 

r: Yes @ No 

c Yes @ No 

0 Yes @ No 
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forsyth County Detention Center 
Forsyth Co 
201 North Clmn:h stn!et 
~.NCZl'Hn 

IPBiienf Mime IPBiienf NumiJfM 
IIRIAI D HILL 1911253 

PPDMEDICATION ROT AVALABLE 

Hoe you blld. history of. pu:t positive PPO? 

ccs 
CORRECT CARE 
SOLUTIONS 

D Utaplainedweigbtlou D Ft!Nrl!ror chills C Nighf-rs D Cbmnif: cough -/llllliflg.llllel!ib or longer 

~tN N 

Left: N N 

N 

Age:D Se'X:NI 

Patient Vitals: 

Observed Blood Pulse Resp.Rate 
Date Pressure 
01-14-
2014 120110 74 16 
06:23PM 
CST 

1. Skin Color: 

c WitltbiDDdy .,_ c WiliJoutb#oodV.,.,_ 

@vesONo 

@ves0No 
"~---------------------------------

@ves0No 

Race: w 

Temp Pulse Ox Weight BUI 

98.00 95 171 23.8 

@ Norms/ 0 Almonntll 
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forsyth County Detention Center 
Forsyth Co 
2M North Church Street 
Wimton-&l#em. NC211fJ1 

Paiient Name PBtient Number 
lli!ti.PJI 0 fULl 19B8253 

'1. Skin Color: 

2. Skin Conditio~& 

l. Skin Turgor: 

4. Eye pupils: 

5. Eye sclera: 

1. far appearance: 

8. far canals.: 

10.Throat: 

12. TonsUs.: 

13. Teetll Conditio~& 

14. Gum Condition: 

15. false Teeth: 

16.1fose Obstructions: 

19.11\eck Mobility: 

20. 11\eck Thyroid: 

2f. !leek Carotids: 

22. 11\eck Lympll Jfodes: 

24. Chest Auscultation: 

26. Heart Auscultation: 

27. Heart Radial Pulses: 

28. Heart Apical Pulse: 

2'9. Heart Rhythm: 

l'l. Extremity Edema: 

Health and Physical Assessment 

.. WW w• ~· w••• 

ccs 
CORRECT CARE 
SOLUTIONS 

9 Normal C Abnormal 

9 Normal C Abnormal 

9 Normal C Abnormal 

9 Normal C Abnormal 

9 Normal C Abnormal 

9 Normal C Abnormal 

ft:, Normal C Abnormal 

€ Norma./ C Abnormal 

9 Normal C Abnormal 

9. Normal C Abnormal 

€ Normal C Abnormal 

9 Normal C Abnormal 

9 Normal C Abnormal 

9 Normal C Abnormal 

9, Normal C Abnormal 

€ Normal c! Abnormill 

€ Nortm~J C Abnormal 

9 Norma./ C Abnortm~l 

€ Nortm~J C Abnormal 

9, Normal C AbnormBI 

9 Normal C Abnormal 

9 Nortm~l C Abnomlill 

@ NormBl C Abnormal 

@ Nortm~l C AbnormBI 

9 Normal C Abnol'mBI 

@ Normal C Abnormal 

9 NormBJ C AbnormBI 
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forsyth County Detention Center 
Forsyth Co Health and Physical Assessment ccs 
2t11 North Church Stn!et 
Winston·SB#em, NC271fJ1 

Patient Name Patient Number 
BRIAN D Hill 19iti253 

32. Extremity Joints: 

3l.Spine: 

l4.Abdomen s~ 

35. Abdomen Bowel Sounds: 

Comments: 

PT. IS A INSUUN DEPENDENT DIABETIC. 

1.1lave you ever attempted suicide? 

3. Jlote circumstances that im:rease suicide potential: 

NONE 

1. History of Clf rrent psychotropic medication? 

--·"·-··-·· Ust: PROZAS_~i}ENTIN,RESPERIDOL 
2. History of psyctliatric llos.pitalization? 

Wilen? :m13 

Where? MARTIN\IILLE MEMORiAL IN WRGINA 

3. History of outpatient mental heattb treatmetlt? 

CORRECT CARE 
SOLIITIONS 

® /1/ormsl C Abnon1181 

® /1/ormsl C Abnormal 

S Non1181 0 AbnormBJ 

® NormBI C Abnormal 

® /1/ormsl C Abnonmtl 

c Yes ® No 

c Yes ® No 

®vesCNo 

®Yes C No 

4. History of substance abuse I treatments? flndode therapy andlor medications) Cvm®No 

5. History of sex offense? 

6. History of victimization? 

1. History of violent behavior? 

8.. History of cerelnaf trauma or seizures? 

9. family Situation: 

family I Sigllificmrt other supportive? 

10. History of special education? 

it. Education {mgh.est grade completed): 

12. level of cognitive functioning: 

13. Patient ooncernetl witiJ aDUV to oooo? 

® Yes c No 

c Yes ® No 

c Yes @; No 

® Yes 0 No 

® Single 0 Mlfrri@d C Divorced C Separated C WidoiWd 

® y.,O No 

Oves®No 

12 

C AbOVI! AII'I!I"Bge @ A~ C Below AVI!rage 

C: y..., ® 1Jn 
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forsyth County Detention Center 
FonyttJCo 
201 Norlb Clmn:h Street 
Wi~,NC27ffn 

Health and Physical Assessment 

'Patient N8me 'Patient Number BRiAND tftll1903253 

0 Appropriate 0 ~ 0 Tf!ffifiedlcrying 0 Elated 0 Angry 

0 Appropriate 0 Sltnn!d 0 ~ 0 Slowed 0 loud 

0 Neat & Clean 0 Dirty 0 Dishevel@d 

[1 Vistml 0 AflditoTy C Tactih! 0 Olfactory 

[1 Appropriate C l.lnBbki to sit still [1 Slow 0 .No @YI! contact 

0 Logical C Paumoid (1 Dot!snot~-

Ghronic Jm!lJlal health problem 

(1 Mtmtallllness (1 Developmental diSlfbility 0 Other 

other: 

C Acute Jmmffll health problem 

r Psychosis r suicidal n Other 

other: 

Special !teeds 

... No Items Sl!Jected"" 

p; No Jmmtfll health ll!f@rrfll- Approved tor Geneml Populfltion 

[1 Routine Jmmffl.l health reH!rral - ApproW!ld tor General Population 

D l!.lkmtfll malth ll!f@rrfll ASAP- Special Housing 

C tilkmffll health .referral ASAP- Strkide Precauti<m Procedtrre 

0 Medicill Monitoring lor Potential Wftlldr8.w.al 

E-Signed by Betty Sluder on 01/14/2014 09:27PM EST 
E-Signed by Alan Rhoades on 01116/2014 01:01PM EST 

ccs 
CORRECT CARE 
l!;OLilTIOHS 
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forsyth County Detention Ccmter 
Folsyt/1 Co 
2M N«tb Chrm:h Sfn!et 
Win.ston-5&/em, NC271M 

IPalient Name IPalient Number 
BRWI D lllll19811253 

Chronic Care Diabetes lleFiitus 
Initial V'ISit 

0 Patient ld.rses the Chronic Care Diabetes Jlelrlfus Initial Visit. 

0 Appl'optiate •Refusal of Tteatment'" paperwork completed 

ccs 
CORRECT CARE 
iOLIITIONI 

23 yo male with diabetes (Type 1) since 2 years old was evaluated through the CC program today. He reports 
doing well and he oilers no complaints but his reported FS are "'200• which he considers to be acceptable Later 
when I commented that such a level was too high and unacceptable. the patient changed his position and he 
agreed with me on my position 

Patient Problems: 

Type Problem =rved Category 

01-02-2014 Acute PSYCH: OCD Obsessive-Compulsive Disorders 

01-02-2014 Acute OTHER 
General Medical Exam Not 
Othemise Specified 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute 

EXT CAUSES: Suicide and Self-Inflicted Injury by 
SUicide Other and Unspecified Means 
META: DM Diabetes Mellitus 
PSYCH: Personal History of Mental Disorder 
Psychiatric NOS Not Othemise "'· :£:. 

Patient Allergies: 

I Observed 1i 

~0-2013 .::Uy Items 

Type of Diabetes 

Allergy 

No Known Allergies 

@102 

Onset of Disease 1992 

Last Dilated Fundus Examination fa/12013 

Current medication(s): 

Insulin 70130 15 units QAC 

Check all1hat apply: 

0 Adherent to medication 

0 Adherent to diet 

D Drug/Alcohol abuse 

D Recent weight changes 

D ChestPain 

D Excessive Thirst 

D VISion difficulties/Prior Laser Treatment 

0 Kidney Trouble 

Confirmed By 
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forsyl.b C011nty Detention Center 
Fon~ythCo 

2fJ1 North Church Street 
Winston..Salem, NC27101 

!Patient Name !Patient NllmbeF 
BRWI D Hlll1908253 

0 Kidney Trouble 

0 Cardio/Pulmonary Difficulties 

Chronic Care Diabetes Mellitus 
Initial Visit 

0 Slow Healing sores on legs or feet 

0 Loss of sensation in feet 

0 Shortness of Breath with exercise 

0 Shortness of Breath at rest 

0 Frequent Urination at Night 

Explain!Describe items checked above and/or Other Symptoms: 

ccs 
CORRECT CARE 
BOI.UTIONII 

1::~ I 

The patient agrees that he has not been consistent with his eating schedule Also, he says that eating 
certain foods (oranges) causes a major rise in FS 

Frequency of fmger-stick: gtucose: QAC and QH 

Typical resUlts: 

AlC: 

Patient VJtaJs: 

Observed Blood 
Pulse 

Date Pressure 
01-30-
2014 122184 75 

DIRECTED PHYSICAL EXAM 

SKIN 

HEENT 

HEART 

LUNGS 

EXTREMITIES 

200-374 

N/A 

Resp. Rate 

18 

FEET (sensory exam & skin integrity) 

PUlSES (dorsal pedalis & posterior tibialis) 

OTHER (explain) 

Temp 

98.00 

Pulse Ox 

97 

{g WNL 0 ABN 

{g WNL 0 ABN 

@ WNL 0 ABN 

{g WNL 0 ABN 

@ WNL 0 ABN 

{g WNL 0 ABN 

iF WNL 0 ABN 

C WNL@ ABN 

Weight BMI 

171 23.8 

Expl •· . Some of the toenails are cracked and sharp. They can potentiaHy cut his skin and I advised they 
a~n. be cut soon by NP Wilks 

Physical Exam Abnorma•ities: 
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forsyth County Detention Ceotef" 
Forsyth Co 
201 North Chureh Street 
Wi~. NC271fJ1 

IPetieni Name IPetieni Number 
BRJAJII) Hlll1003253 

Physical Exam Abnormalities: 

see above 

Chronic Care Diabetes Mellitus 
Initial YISit ccs 

CORRECT CARE 
&OI.UTJONS 

1:::~ I 

1. DIABETES MELLITUS: Type 1 Degree of Control: Poor Control 

Medication changes: 
Patient's diet and eating habits need to be stabilUed Then, a re-evaluation of FS need to be done to see 
if medicines need to be changed 

Moniloring: BS __ x day 
Number of Number of Number of x 
X day: 4 X week: month: 

Edocatioo: IZ nutrition [1 weight management IZ diet ~ disease process 

[1 smoking cessation C exercise [1 symptom management 

Comments and lnmed".ate Needs: 

see above Re-evaluate DM in 1 wlr 

Follow-up appoirtment in: 1 wk and 3 months 

E-Signed by Alan Rhoades on 01/30/2014 06:49PM EST Page 3 of3 



Forsyth County Detention CedfAomprehensive Diabetes Foot Examination Form 
Forsyth Co Adapted from the National Diabetes Education Program's 
201 North Church Street Foot Screening Form 

Winston-Salem, NC 2710.1 
336-917-7676 

Patienl Name Booking Number 

121715 

Age at Onset: Current Treatment: [I Diet 0 Oral 

IV. Sensory Foot Exam 

ccs 
CORR E.CT CARE 
SO.UTIONS 

Today 's Date 

1/30/2014 

I. Medical History 
(Check all that apply.) 

= Peripheral Neuropathy 
·= Cardiovascular Disease 
c Nephropathy 

J Retinopathy 
o Peripheral Vascular Disease 

Label sensory level with a"+" in the five circled areas 
of the foot if the patient can feel the 5.07 Semmes
Weinstein (10-gram) nylon filament and"-" if the 
patient cannot feel the filament. 

II. Current History 
1. Any chf??e in the foot or feet since the last evaluaotion? 

::::Yes '!\.No 

2. Current ulcer or history of a toot ulcer? 

c Yes o 

Ill. Foot Exam 
1. Pedal Pulses 

NOTES NOTES 

(Fill in the blanks with a "P" or an "A" to indicate present or 
absent.) ±. rtibial: 

Left 
Right 

2. Skin Condition (Measure, draw in and label the patient's skin 
condi::::tion using the keiind foot diagram to the right.) 

C = Callus R = Redness W = Warmth 

F = Fissure S = Swelling U = Ulcer 

M = Maceration PU = Pre-ulcerative lesion D = Dryness 

V. Risk Categorization (Check appropriate item.) 

Low-Risk Patient 
All ofthe following: 
. ~ntact protective sensation 

: · o prior foot ulcer 
o severe deformity 

VI. Footwear Assessment 

~No severe deformity 
~edal pulses present 
~o amputation 

1. ~es the patient wear appropriate shoes? 
Yes J No 

2. est e_patient need inserts/orthotics? 

o Yes o 

VII. Management Plan (Check all that apply.) 
J Provide patient education for preventive foot care 

Date: Provider Signature: 

C 2007 Co.ro<t c.,.. Soluri<ln~ LLC 111111111111111~11 
* 0 2 2 55 D l.1 4 

Right Foot Left Foot 

High-Risk Patient 
One or more of the following: 

0 Loss of protective sensation 
J Absent pedal pulses 
J Severe foot deformity 
:J History of foot ulcer 

VII. Education 
1. Has the patient had prior foot care education? 

J!!!es =No 
2. Can the patient demonstrate appropriate self-care? 

Yes c No 

1111111111111~1~ 
c 2 7 0 2 4 0 3 c p 

1111 
X N * 



forsyth Cmmty Detention Center 
Forsyth Co 
2M Nortb Church Stn!et 
Wi/Won&Jem, NC 271111 

!Patient .Name !Patient Number 
8RMJI D Ifill _1913253 

Practitioner Order Set for Initial 
Chronic Care Vtsit 

""TO BE USED BY THE HCP fOR NriAL HCP \fiSlT Of EACH 1WCARCERA TION ONL yoo 

[)ate& 
nne of 1130/14 650 p 
lniiliaOOn: 

Allergies: 

Allergy No Known Allergies 

0 Another brand of drug identical in form may be dispensed unless checked 

ccs 
CORRECT CARE 
SOLUTIONS 

1::~ I 

PLEASE CLEARLY INDICATE THE ORDER SET(S} TO BE USED AND ADJUST ORDER SETS AS 
NECESSARY TO AVOID DUPUCATIVE ORDERS. 

0 ASTHMAICOPD 

~·DIABETES 

Continue finger--stick blood glucose checks alternating.· 

€ BID C QDay C Twice Weekly C QWeek 
.~.·····~·~···-~-- ~---~~--

Offer lntllJenza vaccine 0.5cc IM (if exam occurs during flu season and patient has nol 
already been vaccinated) 

-'''" ,_ 
Weigh patient and document 

0 HTNICAD 

0 SEIZURES 

0 OTHER ORDERS {INCLUDING MEDICATIONS} 

E-Signed by Alan Rhoades on 01/30/2014 06:50PM EST 
E-Signed by Christina Carolina on 12/17/2015 03:45PM EST 
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forsyth C011nty Detention Center 
Forsyth Co 
2fJ1 North Clnm:h Street · 
Winsfon.SslenJ. NC 271111 

Patient Name Patient Number 
BRJAIIDIIILL 1901!1253 

Treatment Plan 

Booking Number 
121715 

4!' Initial Treatment Plan C Addendum to existing Treatment Plan 

Medical Condition to be addressed: 

ccs 
CORRECT CARE 
SOI.liTIONS 

Dare Of Service 
1130J20t4 

23 year old male with Type 1 diabetes which has been poorly controlled tor years was seen through the chronic 
care program today He reports doing well and he offered no complaints but the FS Jog shows the diabetic state 
is grossly uncontrolled 

Diagnostic Needs: 

Change to a carbohydrate controlled diet and continue to monitor FS Re-evaluate in 1 wk to assess the diabetic 
state and the need to adjust medicines 

Treatment Goals: 

1. Diabetic glucose goals a. Finger stick values= 90-130 mgldlb. HbA1c = 6.0-7.0% 2. The patient 
needs to stabilize the caloric intake before we can change insulin dose to achieve diabetic control 3. 
Cholesterol goals: a. Ideal total cholesterol< 200 mgldl b. Ideal T tiglycerides < 150 mgldl c. Ideal HDL for 

1· men > 40 mgldl AND for women > 50 mgldl d. Ideal WL < 100 mgldl tor most patients e. Ideal LDL < 70 
mgldl for those with the following: f Diabetics ii. Those that had a prior heart aJtach iii. Those that had a prior 
stroke/TIA iv. Those who have known .renal artery stenosis, carotid artery stenosis, or PVDIPAD 

~ ctreck mr-additional goal entry 

4. EXERCISE- we recommend an aerobic type exercise each day for a continuous period of 30-60 
minutes. a. Examples are speed walking, jogging, running, swimming, and cycling but the chosen exercise 
should be based on physical abilities. b. Speed walking is the safest form of exercise that we can 
recommend tor a fully functional patient. c .. If the patient has long standing diabetes, hypertension, or 
hyperlipidemia, a cardiac evaluation is needed before recommending an exercise beyond speed walking. 5. 
WEIGHT- a gradual and customized weight reduction program should be developed and started for each 
patient. The 1st step is to focus on eating the proper types offood and a reasonable amount of calories 

2. each day. The 2nd step is to exercise each day. The goal is to achieve a BMI of 20.0-24.9 for all patients. 
6. Patient obligations: required in order to achieve outlined goals (above) a. You are obligated to provide us 
with accurate medical and personal information b. You are obligated to provide us with an up to date list of 
medications c. You are obligated to eat responsibly- we suggest eating the cardiac diet without consuming 
additional foods from our commissary d. You are obligated to take medicines regularly as prescribed e. 
You are obligated to assist us in collection of data: finger sticks, BPs, labs, EKGs f. You are obligated to 
exercise daily g. You are obligated to make an effort to maintain a reasonable body weight- based on your 
height (BMI) h. You are obligated to inform us of any acute event which threatens your health 

3. DIET- we recommend a cardiac diet with 2000-2500 calories a day 

Intervention: 

GoaJ: see above 

Service Modality (NtKse, Social Womer, Etc) and Process: 

see above 

li' ctreck mr-~goal entry 
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forsyth COIIftty Detention Center 
Fo1syth Co 
2M North Churr:h Street 
Wi~NC27101 

see above 

Treatment Plan 

I Booking N!Jmber 
12U15 

Anticipated Date for Goal attainment 113012014 

Educational Interventions: 

SeMce Modally (Nurse, Social Worker, Etc) and Process: 

see above 

Anticipated Date for Goal attainment: 113012014 

Review Date for Treatment Plan: 21612014 

E-Signed by Alan Rhoades on 01/30/2014 07:03PM EST 

ccs 
CORRECT CARE 
80LilTIO!\IS 

1::~ I 
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forsyth County Detention Cmrter 
ForsvfhCo 
2M North Church Stn!et 
Winston-Salem, NC271tn 

'Patient Name 'Inmate Mlmber BmAR D Rtll1903253 

Chronic Care Diabetes MeJiitus 
fnitial Visit 

C Patient refuses the Chronic Care Diabetes Mellitus Initial Visit. 

C Appropriate "Refusal of Treatment .. paperwork completed 

ccs 
CORRECT CARE 
SO!.UTIONS 

The inmate reporls diabetes treated by his medical doctnr- was supposed In see an endocrinologist last week but 
then incarcerated. He states regimen at home.: Novaiog flexpen dose per carb ratio with meals, sliding scale qid 
and Lantus at HS. He checks FSBS bid but cannot remember the range - states it lluctuates. 

Patient Problems: 

g::rved Category 

01-02~2014 Acute 

01-02-2014 Acute 

Type Problem Confirmed By 

PSYCH:OCD 

OTHER 

EXT CAUSES: 
Suicide 
META:DM 
PSYCH: 

Obsessive-Compulsive Disorders 
Genetai Medical Exam Not 
Otherwise Specified 
Suicide and Self-Inflicted fnjury by 
Other and Unspecified Means 
Diabetes MeJlitus 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute Psychiatric NOS 
Personal History of Mental Disorder 
Not Otherwise Specified 

Patient Ailergies: 

I 
Observed 
Date Type 

12-20-2013 Allergy Items 

Current ff'l€'00:atioo(s): 

insulin glargine 100 unf!/ml subcutaneous 
solution 

Tylenol {Acetaminophen)32S mg tablet 

R1 Diabetes 

Type of Diabetes 

Onset of Disease 

Date of last Urinalysis and 
results (ff known) 

Date of last Dffated Fundus: 
Examination and results (if 
mown) 

Allergy 

No Known A!Jergies 

0.00 unit Fors.yth Co Fadlity: Diabetic HS 

2.00 Forsyth Co Facility: BU} AM & HS -
tablet Worker 

~- 1 c 2 

1991 (age 1112 years) 

R1 Unknown 

!i!:. Unknown 

C seeMAR 

6/41201510:00:00 PM ~7120159:59:00 

.,;'~5~59:® 
·PM> >··uc ··:'•· :ZE 

6!11201510:00:00 PM 613/2015·9: 59:00 PM 
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forsyth County Detention Ceflter 
FOfS}'thCo 
2M Norlh Church Street 
Winston-Salem, NC271111 

!Patient Name I Inmate Number 
61IIAJil 0 Hlll'1908253 

koown} 

Frequency of finger-stick 
glucose: 

Range of results: 

A1C: 

Patient Vitals: 

Observed Blood 
Date Pressure 
06-01-
2015 
11:00 AM 118118 
EST 

Pain Scale (0-10) 

Directed Physical Exam: 

SKIN I EXTREMITIES 

HEENT/NECK 

HEART 

LUNGS 

ABDOMEN 

GU!RECTAL 

NEURO 

OTHER 

Pulse 

88 

Chronic Care Diabetes Mellitus 
l.nitiaf. Visit 

Iii Adhe.rent to medicalion 0 Adherent to diet Drug/Alcohol abuse 

0 Frequent infeclions 0 Recent weight changes 0 Chest Pain 

0 Shortness of Breath at rest 0 Shortness of Breath with exercise 

0 Excessive Thirst D Frequent Urination at night 

0 V"JSion difficulties/known retinopathy 

0 Slow healing sores on legs or feet D Neuropathy 

D Kidney Trouble C Smoking Dialysis 0 Other 

bid 

unknown 

unknown 

Resp. Rate Temp 

16 98.30 

Pulse Ox Weight 

98 182 

C Normal @ Abnormal C Not done 

@ Normal C Abnormal C Not done 

€ Normal C Abnormal C Not done 

€ Normal C Abnormal C Not done 

e Normal C Abnormal C Not done 

0 Normal C Abnormal @ Not done 

C Normal C Abnormal @. Not done 

0 Normal C Abnormal C Not done 

BMJ 

25.4 

0 See Comprehensive Diabetic .Foot Exam Form 
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forsyth County Deteftfion Center 
FiusythCo 
2M Notth CIJun:h Sfreet 
Wfnston-Sell!m. NC211fYI 

Physical Exam Abnormalities: 

Chronic Care Diabetes Mellitus 
Initial VISit ccs 

CORRECT CARE 
iO!.U"r!OI!IS 

.. blood blisters" bottom both great toes secondaly to flip flops nomral appearance ami ROM right 5th 
toe- had sick call for bumping toe against wall 

DIABETES MELUTUS: 

Degree of Control: 

EdUcation 

Oftler education 

Special Nursing Care: 

Immunizations 

Diet: 

0 -No Items Selected-

Type1 

Fair Control 

@ None c As follows 

0 Chest x-tay 0 EKG 0 Fasting lipid Profile ·~ Diagnostic Pane/1 

0 DiagnoslicPane/3 ~ HgbA1c 0 PTIINR 

~ Finger-stick Glucose (x perdaylx perweek/X per month} 

QID 

e Condilion specific education provided c Condition specific education not 
provided 

~ diet/nutrition ~ medication ~ disease process fi!1 exen:ise 

0 druglaJcohollto avoidance 0 symptom management 

0 weight management 0 adaptation to incarceration 0 other 

none 
0UTD 

Restrictions, Activity Restrictions and Special Needs 0 Other 

0 "*No Items Selected

Explain: 
Comments and Immediate Needs 

none 
Treatment. Plan 

This must have measurable 1reatment goal(s) and a timeframe to reach 1he goal(s)_ Use Chronic Care 
Treatment Plan Foon for initial treatment plan WHEN NEEDED fOe treatment planning of multiple chronic 
medical problems or complex issues_ 
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fors.ylh Counl¥ Detention Ceftter 
FOtisythCo 
2M NrHth Cliun:hSfn!et 
~.NC211fn 

1} Diagnostic panel II and HgA 1C 

Chronic Care Diabetes Mellitus 
Initial Visit 

= 
2) wi1 ronlinue to closely monitor FSBS and adjust insulin accordingly 

3} will make referral to Uenta/ Health due to histolyobsessive compulsive disotder. previous suicide 
atlempt. and possibi/ily of lengthy incarceTalion - is on no medica/ions since incarceralion 

OtherOnlers 

fJ Flu Vaccine (tf indicated) 0 Hep A vaccine (if indicated) 0 Hep B vaccine (if indicated) 

Folow-Up Appointment in 3 months 

o Dischatge trom Chronic care Clinic 

Reason 

E-Signed by Twonda White on 06/01/2015 11:00 AM EST 

E-Signed by Emma Aycoth on 06/01/2015 08:18PM EST 
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forsyth County DetenDon C4mler 
l'iJqJfthCo 
2ft Norlh Clilm.:lt Stn!l!t 
~NCZ'JffYI 

@ lnlial Trealmenl Plan C Addendum to existing Treatment Plan 

Medical Condition to be addressed: 
Type I Diabetes 

Diagnostic tleeds: 

Diagnosfic panel II and HgA 1C 

1_ FSBS< 160 

Intervention: 

Goat medicalion management 

Sefvice Modality (Nurse, Social Wmker, Etc) and Process: 

medical provider 

Anticipated Date for Goal attainment: 611/2fJ15 

Educational Interventions: 

SeMce Modality {Nurse, Social Wmker, Etc) and Process: 

dietary oompliance - FNP 
Anticipated Date for Goal attainment: 611/2fJ15 

Review Date for Treatment Plan: 61112015 

Follow Up Appointment 3 moolhs 

E-Signed by Emma Aycoth on 06/01/2015 08:21PM EST 

ccs 
eoRRECT CARE 
SOLU"TIOI!I8 
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FORSYTH COUNTY SHERIFF'S OFFICE 
DETENTION SERVICES BUREAU 

INMATE PERMISSION SLIP 

oate: La·ll~ -1 t 
Inmate Name:,' J JS.y){}/j 

_ Housing Assignment 2A:O ( 
Booking Number /3f'725 

The above named inmate has permission to have the following items in his/her cell. 

Extra Blanket ~ Basin ~ecialized Medication 

Extra Sheet Dial/Special Soap ~ecimen Cup 

Extra Face Cloth Extra Towel ~ Rosary Beads 

Educational Material/ Explain: 

Other I Explain: 

Purpose/Instructions: 

Authorized by: 

FCS 1243 White- File Yellow- Inmate Photo Book Pink - Inmate March 16, 2010 



FORSYTH COUNTY SHERIFF'S OFFICE 
DETENTION SERVICES BUREAU 

INMATE PERMISSION SLIP 

Date: ____ (o_-.....~.1_-_.!./_;,-s-==--------- Housing Assignment 

Inmate Name: ---'lk*""-__,_\--'l"-'-\-+1_..6"""--L-r_,_I_-C\_,_r.....---=------ Booking Number 

lb?I.J-y
~b-7 

d inmate has permission to have the following items in his/her cell. 

FCS 1243 White- File Yellow- Inmate Photo Book Pink- Inmate March 16,2010 



FORSYTH COUNTY DETENTION CENTER 

-~B-o7 
MediCal Communication 



forsyth Coonqr Detention Center 
Forsyth Co 
2M North ChuTch Stn!et 
Winston-S~tiem, NC271M 

Medical' History and Physical 
Assessment with llllentaf Heafth ccs 

CORRECT CARE 
SO!.U'r!ONS 

~Parent Name· lfmmlte Number 
BRIAJI D Hlll1908253 l~seMre I 

lid Receiving Screening reviewed 

D Per site policy, no Medical History and Physical Assessment required 

D Patient refused Medical History and Physical .Assessment 

0 Appropriate •Refusal ofT reatrnent" paperwork completed 

Patient Problems: 

Observed 
Date Category Type 

01-02-2014 Acute PSYCH: OCD 

01-02-2014 Acute OTHER 

EXT CAUSES: 
Suicide 
META:DM 
PSYCH: 

Problem Confifmed By 

Obsessive-Compulsive Disorders 
General Medical Exam Not 
Otherwise Specffted 
Suicide and Self'-lnllicted Injury by 
Other and Unspecified Means 
Diabetes Mellitus 

12-20--2013 Acute 

12-20--2013 Chronic 

12'-20--2013 Acute Psychiatric NOS 
Personal History of Mental Disorder 
Not Olhe!wise Specffted 

Patient Allergies: 

Observed T 
Date ype AJlergy 

12-20--2013 Allerov Items No Known Allergies 

1. Is there history of nefVOUS system dtsoo::ler, hearing problems, headache, 
blackouts, problems with balaocefdizziness, or seizures? 

@Yes C No 

§~:_______ . ______ . .. -~---··········· --······ ........... E!~f!.:.~:!~~i!!.~~-r:!!'!!!!L~~C!;~l!Y '-!~f!i-~~!C:~. 
2. Is there history of rrrusde problems, joint problems, arthritis, false teeth, teeth 
problems, oral pain or dtseomfort? 

3. Is there history of pneumonia, hay fever, cough/sputum or tuberculosis? 

~~ ~~!~!~:!1.i!~--- . -- ~-~ - ·- ---~ ~ -----~· - ~--~~ -· ... . ... -
4. Is there history of ulcer, throat probfems, stomach pain, nausealvomiting, fiver 
problems, hernia, hepatitis, heartburn or gallbladder problems? 

acid reflux which is relieved with medication 

5. Is there history of hypertension, heart problems, dfabetes, asthma or kidney 
disease? 

IDDMsince 

6. Is there history of cancer? 

Explain: 

old.He states he is a briltJe diabetic. 

C Yes S No 

@ Yes C No 

·S Yes C No 

@ Yes C No 

C Yes t; No 
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for-syth County Detention Center 
Forsyth Co 
m NoTfh ·Citureh stn!et 
Winston-Ssh!m. NC271tn 

Medical History and Physical 
Assessment with Mental Health 

Explain: 

'Booking Number 1311H25 
IBirtli Date 
5126f19!1JD 

7. Is there history of recent injury(s), DT's, blood problems, anemia, syphilis, 
gonorrhea, HW, lice or scabies, bladder infection, trouble voiding, eye problems or 
glaucoma? 

wears glasses 

8. Is there history of a special diet, medical appliance or any other problem not fisted 
above? 

Diets 

D -No Items Selected'"* 

Appliances 

D "'*No Items Selected-

Date of Last Tetanus: 2014 

Other: none 

Immunizations up to date? C Yes @ No 

Omm 
Have you had a history of a past positive PPD? 

D Unexplained weight Joss 

D Fever or chlls 

D Mght sweats 

Chronic cough. -lasting 3 weeks or longer 

With bloody sputum Wdhout bloody sputum 

Smoker? 

#per day 

Rightna 

Left na Wtth Glasses: na 

ccs 
CORRECT CARE 
SOI.IIt!ONS 

@YesCNo 

C Yes@ No 

CYes@No 
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forsyth County Detention Center 
Forsyth Co 
2m North ·Ghun:h· Stn!et 
wmston-Sah!m, NC2i101 

!Patient Name· llnmlfte Number 
BIUAIIIHULL190825l 

Both:na 

Bceast Exam: 

Medical History and Physical 
Assessment with Mental Health 

!Booking Number 
138125 

ccs 
CORRECT CARE 
SOLUTIONS 

~~semre I 

Rectal Exam: C Normal 0 Abnormal € Deferred 

D Testicular Exam: C Normal 0 Abnormal C Deferred 

6 Yes C No 

6 Yes 0 No 

Dental Screening done: 6 Yes 0 No 

Age:25 Sex:m Race:w 

Patient VItals: 

Observed Blood 
Date Pressure Pulse Resp. Rate Temp Pulse Ox Weight BMI 

06-02-
'2(}15 114180 
02:51PM 

81 18 98.20 97 181 25.2 

EST 

1. SKIN: 

Color ~ Condition D Turgor D Edema 

Explain: dty skin. Reddened cheeks which he slates he uses aloe for. 

2. HEENT: C Normal 6' Abnormal 

a. Eyes: C Normal 6 Abnormal 

0 Pupils Sclera Conjundiva 

Explain: wears glasses 

b. Ears: 

c. Head: 

d. Moufll: 

e. Nose: 

6 Normal C Abnormal 

€ Normal 0 Abnormal 

6 Normal C Abnonnal 
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forsyth Count¥ Detemion cent11tr 
FDnJYfhCo 
2fYI North Cllfm:h Stn!ef 
.Wnston-sall!m. NC2'11fYI 

e. Nose: 

3.NECK: 

Medical History and Physical 
Assessment with Mental Health ccs 

noRREl!T CARE 
SOI.U'TIONS 

~~semce I 
@ Normal c Abnormal 

e Normal o Abnormal 
..................................................................................................................... - ........................................................................................................................................................ . 

4. CARDIOTHORACIC: __ , 
5.ABOOMEN: 

-----------------------· 
6. MUSCUlOSKElETAL: 

1. NEURO/NOOES: 

D Nodes D Gait Iii Sensory D DTRs D other 

Explain: When BS high he has numbness 

Comments: 

He has diabetic complications when his blood sugar is deviated 

1. Have you ever attempted suicide? 

When? 2013 

How? unable to remember how. 

2. Have you recently considered attempting suicide? 
..................... . ....... ············································-······· ..... . ........................................... ··················~···.... .. ..................................... . 

3. Note circumstances hll increase suicide potential: 
none 

1. History of current psychotropic meditation? 

List: 

2. History of psychiatric hospializatjon? 

When? 201.2 

Where? Martinsville mem. hosp, VA. WFBH, NC 

3. History of OUipatient mental heallb treatment? 

. Piedmont Cotlllll:~~~~~~,y:~ ... 
4. History of substance abuse I treatments? (Include therapy andJor medications) 

5. History of sex olfense? 
.......................................... 

8 Normal 0 Abnormal 

@ Normal 0 Abnormal 

e Normal o Abnormal 

c Normal @ Abnormal 

8 Yes C No 

C Yes@ No 

0 Yes 8 No 

9 Yes C No 

9 Yes 0 No 

C Yes 8 No 

@Yes 0 No 

@Yes 0 No 
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forsyth County Detention Center 
Forsyth Co 
291 North Chon:h Stn!et 
Winston-SBiem, NC271tn 

Medical History and Physical 
Assessment with Mental Health 

'Patient Name lfnmate Number 6RIIAfl 0 mLl1!03253 'Booking Number 138115 ~~Service I 
6. History of victimization? @Yes C No 

1. History of vrotent behavror? C Yes@ No 

8. History of cerebral trauma or seizures? 8 Yes C No 

9. Family Situation: 

Family/SignifK;ant oUlef· sttppOJtiVe? 

@ Single C Married C Divotred C Separated C Widowed 

·!!:•· Yes c No 

10. History of special education? 8 Yes C No 

11. Education (highest grade completed): 

12. Level of cognitive fundioomg.: 

12 

C AboveAvemge 0 Average 8 BelowAvemge 

13. Patient concerned with ability to cope? 8 Yes C No 

~ Alert, Oriented D Disoriented 

Affect ~ Appropriate 0 Inappropriate ~ Flat 

Mood: ~· Appropriate 0 Depressed 0 Terrified/crying 0 Elated D AngJY 

Speech: 0 Appropriate 0 Slurred D Pressured 0 Slowed D Loud 

Appearance: ~ Neat & Clean D Dirty C Disheveled 

Hatucmat«ms: Vmual 0 AuditoJY 0 Tactile C 0/factary 

ActMty Behavior: ~· Appropriate 0 Unable to sit sii1J D Slow D No eye contact 

Thought Process: ~ Logical D Paranoid 0 Does not make sense 

~ No mental health problems 

D Mental health problems requiring routine follow-up 

D Chronic mental health problem 

C Mental Illness D Developmental disability 0 Other 

other: 

D Acute mental health problem 

C Psychosis C Suicidal D Other 

Other: 

C Potential withdrawal from substance abuse 
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fofsyllt c-1¥ Deteolion Center 
FOrilythCo 
2M Nr1lflt Chlm:'lt Sfnll!t 
~.NC27JM 

'Patient Name llmlale Number B1111A11 D HILL 19118253 

Special Needs 

0 .... No Items Selected-

Mecfical Hismry and ptqsical 
Assessment Willi Mental Heallh 

121 No mental health referral-Approved for General Population 

0 Routine mental heaJlh referral-Approved for General PopulatiOn 

0 Mental health referral ASAP- Special /-lousing 

0 Mental health referral ASAP- Suicide Precaution Procedure 

0 Medical Mooiloring for PotentiallNfthdrawal 

E~Signed by Kathryn Coles on 06/02/2015 03:11 PM EST 

E-Signed by Alan Rhoades on 06/18/2015 05:06PM EST 

ccs 
eoRREeT CARE 
iOLU'fiGNS 
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Forsyth County Detention Center 

201 North Church Street 

Winston-Salem, NC 27101 

336,917-7677 

336-917-7677 

Patient Name 
HILL, BRIAN D 

LAB /D. No. I Date Collected 
15540931990ALAB 1/1/1753 12:00:00 AM 

S1gned Electromcally By Emma Aycoth On 6/7/2015 3.52.23 PM 

Glucose, Serum 

Lab Results 

Inmate Number DOB 
1908253 5/26/1990 

Date Received Date of Report 
6/4/2015 4:58:00 PM 6/5/2015 11:42:00 AM 

47 L 65-99 

Specimen received in contact with cells. No visible hemolysis 
present. However GLUC may be decreased and K increased. Clinical 
correlation indicated. 

BUN 14 6-20 

Creatinine, Serum 1.02 0.76-1.27 

eGFR If NonAfricn Am 102 >59 

eGFR If Africn Am 118 >59 

BUN/Creatinine Ratio 14 8-19 

Sodium, Serum 145 H 134-144 

Potassium, Serum 3.6 3.5-5.2 

Chloride, Serum 98 97-108 

Carbon Dioxide, Total 27 18-29 

Calcium, Serum 9.9 8.7-10.2 

Protein, Total, Serum 7.7 6.0-8.5 

Albumin, Serum 4.8 3.5-5.5 

Globulin, Total 2.9 1.5-4.5 

A/G Ratio 1.7 1.1-2.5 

0.5 0.0-1.2 

0.18 0.00-0.40 

88 39-117 

15 0-40 

11 0-44 

130 100-199 

117 0-149 

HDL Cholesterol 42 >39 

According to ATP-III Guidelines, HDL-C >59 rng/dL is considered a 
negative risk factor for CHD. 

VLDL Cholesterol Cal 23 5-40 

LDL Cholesterol Calc 65 0-99 

Ccs-TX02 

Age 

IM 

Sex 
25 

Lab Vendor 
80023318760 

mg/dL 

mg/dL 

mg/dL 

mL/min/1.73 

mL/min/1.73 

mmoi/L 

mmol/L 

mmoi/L 

mmoi/L 

mg/dL 

g/dL 

g/dL 

g/dL 

mg/dL 

mg/dL 

lUlL 

IU/L 

lUlL 

mg/dL 

mg/dL 

mg/dL 

mg/dL 

mg/dL 



LDL/HDL 

1/2 Avg.Risk 
Avg.Risk 

2X Avg.Risk 
3X Avg.Risk 

10.9 H 

RBC 5.84 H 

Hemoglobin 17.8 H 

Hematocrit 51.2 H 

MCV 88 

MCH 30.5 

MCHC 34.8 

RDW 13.1 

Platelets 249 

Neutrophils 49 

Lymphs 38 

Monocytes 10 

2 

Basos 

Neutrophils (Absolute) 5.4 

Lymphs (Absolute) 4.1 H 

Monocytes(Absolute) 1.0 H 

Eos (Absolute) 

Baso (Absolute) 

0.2 

0.1 

Increased risk for diabetes: 5.7 - 6.4 
Diabetes: >6.4 
Glycemic control for adults with diabetes: <7.0 

Ratio 
Men Women 
1.0 1.5 
3. 6 3.2 
6.2 5.0 
8. 0 6.1 

3.4-10.8 x10E3/uL 

4.14-5.80 x10E6/uL 

12.6-17.7 g/dL 

37.5-51.0 % 

79-97 tL 

26.6-33.0 pg 

31.5-35.7 g/dL 

12.3-15.4 % 

150-379 x10E3/uL 

% 

% 

% 

% 

% 

1.4-7.0 x10E3/uL 

0.7-3.1 x10E3/uL 

0.1-0.9 x10E3/uL 

0.0-0.4 x10E3/uL 

0.0-0.2 x10E3/uL 



FORSYTH COUNTY HEALTH DEPARTMENT 
799 Highland Avenue 
Winston-Salem, NC 27101 
336-703·31 00 

Inmate Number: _\ __ 3:::.....!n __ · -Lll d.~~'---~----
Name (Last, First): t\\ \\ 1 Ejr j CU"l 
SSN: f±BC6;((o9b I 
oos: S-.:l le-9 () Age:__::£[;::.__ __ 

Race: _V\~/L--------- Sex: ....!J'f\'---~-

FOR LABORATORY USE ONLY 

SYPHILIS LABORATORY SERVICES 
POSSE 

Forsyth County Jail 
Forsyth County Youth Detention Center 

,-·, .. ...-:~"' ~--7.:;-'t :~-:.. .. R 

Test Result: Procedure Requested (' ... ·: ;, \_;; _: =---l' -· 

TRUST- Syphilis Screening ·' .· l JUN 0 2015 L-.~ 2 .... Alan Rhoades, MD 
Lab Number '::c v. NON REACTIVE ·.: 5 ''IP '"1 :1 •·· ·-;.'fh ~ ~ .----------.-.. - -----···-

&05" .. n. 1 7h"Vr'\ ,,.._,~ 

. PH - Laboratory Services - Syphilis Form - reset 9-17-2014 FCPS 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7676 

Initial Behavioral Health Evaluation 
Patient Name 

HILL BRIAND 

Prior MH Medication 

Pharmacy: 

Date Last Taken: 

Medications: 

~ccs 

Cu"ent Self Harm thoughts Cl Yes ~ 
Concern about ability to cope while incarcerat~
Current MH Issues !J Yes ~o 

Specify:------------------
!JYes ~o 

Specify:-------------------

Clinical Observations 

Substance Use Histo 
Substance U$e 0 Yes 1' No 

Substance Used ----------
Last Use 

Substance Used 

Last Use 

Past Substance Abuse Treatment 

Inpatient/Residential Treatment 

Where: 

CO\ 2010 Correc1 Caro Solution•. LLC ~~~~~~~ 
Revised 09.10.2013 II 

" D 

Cl Yes 

DYes 

Frequency of Use 

Typical Amount Used 

Frequency of Use 

Typical Amount Used 

Outpatient Treatment 1:1 Yes 

~IIIII~ 
N X N * 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336 917 7676 - -

.~CCS 
CORRECT CARE 
S 0 l U T I 0 N 5 

Page 2 of2 

Initial Behavioral Health Evaluation Status:)( Adult 0 Juvenile 
Patient Name I Patient Number I Booking Number Date of Birth I Today's Date: 

HILL, BRIAN 0 1908253 138125 5/2611990 6r911f615 

PersonalfSoeial History 

Educational History (indude special education): .._. ...... _,.__...--...'-P'-""-------------------
Employment History:.=:ss;:-~..:;;;:;.:;;_ ______________________________ _ 

Military History: b(J ~ 
Family Support/Support System status;JOli:iii1C( H1i\- t"Y'Q\-Ifnr (09-l ;'}fA?>?-- c;rsqg 
First Arrest: Q Yes ~o 
Legal History: tfc. ;;()(3. pi ckoduf? 9o. tknl.e RalD(l Se ~ fqqn l)\.ffiJ4 9 hO;lp 
Housing Status (prior to arrest) I i\lfd V..J/ ~))_; u----
History of Violent Behavior tJ Yes ~o If Yes, detail: 11 , ~ 
History of Sex Offense (perpetrating) ~Yes Q No If Yes, detaiiC,tu l(j./ ~~ 
History of Victimi2ation 0 Yes o If Yes, detail: ________ ...;0;;;__ ·-------
History of Head Injury Q Yes If Yes, detail: 

Plan 

ech: 
lear/Coherent 
pontaneous 

OPressured 
DPoverty 
OOther 

Refer to MH Special Needs 

. 0 Initiate Suicide Watch Protocol 

0 Refer to Discharge Planner 

emory: 
ecent Intact 
emote Intact 

mpaired 
OOther ____ _ 

0 Refer to Psychiatry 
tJ Follow up by MH on __________ (date) 

H foiiOW·UP PRN; patient educated on how to request services 

IJ Release of Information completed for: -------4------------------.,..------
0 Provide educational material, specify:----------------------------

IJ Refer to Medical for:-----------------------------------
0 Other: 

0 ~Q10 Corrto<ll Care ~Qiuti<Jfla, LLC 
R.evin<l 09.10.2013 IIIII 

X N ., 



Forsyth County Detention Center 
FOI'$yth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7676 
Patient Name 
HILL, BRIAN D 

Self Harm Watch/ 
Mental Health Observation 

Initial Assessment 

Patient Number 
1908253 

8(x)king Number 
138125 

Dete of Birth 
5126/1990 

ccs 
CORRECT CARE 
SOLUTIONS 

Todey's DtJte 
6/15/2015 

Tvpe of Watch: 0 Self-Harm Wa~H Observation Frequency: 0 Close 0~5/min 
Reason tor watch: 0 Ideation 0 Plan CJ A~ecompensalio Other-==---------___;::.... 

Mental Status: 
Sensorium: 

Alert 

riented x3 

0 Distractible 
D Poor concentration 
D Other _____ _ 

! 

Mood: 
0 Euthymic 

0 Depressed 

VAnxious 
/ o'e:levated 

propriate 

0 appropriate 
D Constricted 

o Blunted 
D Other 

Thought Process: 
D Goal-Directed 
D DisorganiZed 

Medication: 0 Yes CJ No Compliant: 0 Yes 0 No 0 N/A 

Thought Content: 

o HomiCidal 
. o Suicidal 
bvl'aranoid 

6Maliueinations 
I)( Delusions 
dO!her ____ _ 

Cognkive Es~mate: 
0 High 

Is client able to verbalize a willingness to work on maintaining satety<?~es CJ No If~ 
Describe !=lient's plan to maintain safe and c lth issues that lea to placement on .watch:.~ • ..,Joif=Joi!~,J..:Il~~.~~o:.~.~o~~...~~' 

CJ Follow up daily while on watch 
0 Refer to Psychiatry 

efer for Special Needs Program 
Consult with MH Supervisor 

0 omplete Acute Treatment Plan 
elease from Watch Status: MH FlU@ 24 hrs post

re ease, 7 days post-release, 30 days post-release 

1112007 CoiTt!ct COre Solution&, LLO 
Rovi•od 12.05.2011 IIIII 

2 I C 
1~111~111~1 

3 8 4 2 P N X N * 



forsyth County Dettm1ion Center 
FmsyfhCo 
2M Norlll CIJun:h Stn!et 
wr~.NC27nn 

CofdiAIIergy Symptoms 
Nursing Doctnnellta1ion Patllway ccs 

CORRECT CARE 
IOtii'TIONS 

This pathway is not meant to be appicable to every patient nor to take the place of sound medical judgment; 
when In doubt, please contact a medical provider. 

Date of VISit 

TmeofVisit 

Gender

Race 

Patient Problems: 

g::tved category 

01-02-:2014 Acute 

01-02-2014 Acute 

12-20-2013 Acute 

12:-20-2013 Chronic 

12-20-2013 Acute 

Patient Allergies: 

[)ate of Onset 

Tine of Onset 

Duration (Chronic) 

6/412()15 

1130 

8 Male 0 Female 

white 

Type Problem 

PSYCH: OCD Obsessive-Compulsive Disorders 

OTHER 
Geneml Medical Exam Not 
otherwise Specified 

EXT CAUSES: Suicide and Self-JnJiicted Injury by 
Suicide Other and Unspecified Means 
META: DM Diabetes MeiJilus 
PSYCH: Personal Histoty of Mental Disorder 
Psychiattic NOS Not othenvise . _. 

61412015 

1130 

C New Onset 8 Chronic Complaint 

sevetal yean;: 

c None 

Confirmed By 

Page 1 of6 



forsylb County Detention Center 
FonyfhCO 
lin Norllt Chun:h Sln!et 
~.NC21101 

IP86ent N~Jme lw Number 
BRIIAfl D 1111L.L 1HI253 

D HospitaJization 

D Pneumonia 

D Recenl CDJd 

Q smus Problems 

~ SeasonaiAIIergies 

D Hypertension 

D Diabetes 

D Head Disease 

0 DysJipidemia 

D Asthma 

DCOPD 

D Seizure Disorder 

I Surgical Histoly 

S,mptoms 

0 Pain Rating 

__ /10 

location 

0 Redlltchy Eyes 

0 Wafely Eyes 

0 stuffy Nose 

&3" Post Nasal Drip 

0 RHnny Nose 

0 Sneezing 

D Sore Throat 

0 Hoarse Voice 

0 Cough 

D Hemoptysis 

0 Earache 

0 None 

CokfiAJietgy Symptoms 
Nursing Documellt8tioft PatiJway ccs 

eoRRECT CARE 
SOLU"'I'H)I!IS 
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For-syth County Detention Center 
FonythCo 
2M North Clfurclt Strnc!t 
Winston-Sal1!m. NC271fn 

'Patient Name· 'Patient Numbe 8RWI D 81Ll1903253 r 

C Shortness of Breath 

0 Fever 

0 Night SWeats 

0 stilfNeck 

0 Achy 

r;;] Headache 

0 General Malaise 

Patient Vitals: 

Observed Blood 
Date Pressure 
00--04-
2015 
11~31 AM f16/l6 

EST 
78 

CokfiAUergy Symptoms 
Nursing Documentation Patttvmy 

Resp_ Rate Temp Pulse Ox Weight 

16 9{120 98 179 

BMI 

25 

ccs 
CORRECT CARE 
SO!.Ut!Ol\IS 

I AVPU t! Aled C Responds to Voice C Responds to Pain C UNRESPONSIVE 

I RESPIRATIONS 

LUNG SOUNDS 
LEFT 

LUNG SOUNDS 
RIGHT 

I COLOR 

I SKIN 

NASAL DFWNAGE 

~PostNasal 

~·Clear 

0 Yellow 

0 Green 

0 White 

R" Normal 0 Rapid 0 Labored 0 Shallow 0 Deep 0 Acce.ssoty muscle use 

l'i'l Clear 0 Rales 0 Wheezing 0 Diminished 0 Rhonchi 

R" Clear 0 Rales 0 INheezing 0 Diminished 0 Rhonchi 

l'i'l Pink 0 Pallor 0 Flushed 

M Wann M Dry 0 Cool 0 Moist/Clammy 0 Diaphoretic 

0 None 
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Forsylb County Detention Center 
Forsyth Co 
2M NDTth Chtm:h Stn!c!t 
Winsron-s&h!m, NC271111 

~~Name I~Nume£ 
BRtAH D mLL 19882.53 

D White 

D Blood-tinged 

D other 

Cold/Allergy Symptoms 
NurSing Documentation Patllway 

THROAT ~ /1/ormal D Red D Swelling D White Patchy 0 Swollen throat 

GENERAl E.X.Mt 

D Facial Swelling 

0 Red Nasal Mucosa 

D Swollen Nasal Mucosa 

0 Enlarged lymph nodes 

D Ear.lnflammation 

D EarDrainage: 

Describe 

~ Pain wlpressure on forehead/cheeks 

ccs 
CORRECT (:ARE 
SOlll"T!!:H'tS 

Immediate evaluation by the HCP; if not available activate EMS. Notify HCP after activation of EMS. 

Time Provider Notif"red 

Time EMS Activated 

D Respiratory distress, Le. difficulty breathing, cyanosis, retractions, nasal flaring with SP02<92% 

lf condition deteriorates consider upgrade to emergent 

0 SBP<100. Pulse>100, Temp>100 

D Severe headache 

D Swollen lymph nodes 

0 Swollen, red, patchy throat 

0 YeiJowlgreenlblood tinged sputum/nasal drainage 

D Wheezing, rales, or diminished breath sounds 

D Shortness of breath with obvious distress 
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forsyth County Detention Center 
Forsyth Co 
2M Norlh Chtm:h Stn!et 
Wi~,NC271fn 

Cold/Allergy Symptoms 
Nursing Ool:mnentdon Pathway 

Lf ShOitnesS of IJiealh Mfh ObVIOuS dlStTeSs • • • •• 

0 TB symptoms. persistent and productive cough, night sweats. weight loss 

0 Cough at night associated with SOB 

D Pulmonary congestion 

0 Asthma exacerbation 

Data collection that does not trigger emergenflurgent intervention 

I condition deteriorates consider upgrade to urgent or emergent 

lie Mild headache, nomraJ lung sounds, clear sputum, clear nasal dlainage 

D Immediate evaluation by the HCP 

0 II EMS activated reassess evety 5 minutes Ulltil EMS anival. 

D Additional intententioDs as onlered 

Consider 0 Oxygen 0 IV Fluids 0 CPR 0 AED 

0 Conlacl HCP using SBAR format 

D Additional inteiVelllions as otdered 

D lnslmct per Education Fact Sheet 

0 lnsl.ructed to contact medical if symptoms reoccur 

D Reassure patient 

0 Patient verbalized understanding of self-care, symptoms to report & when to return for follow-up 

D Reassure patient 

~ lnsfroct patient to increase fluid intake to 48-64 ounces daily 

0 Instruct patient on salt wafer gatgles for throat discomfott 

0 Instruct patient that application of warm wet towel, hot shower. etc. will increase comfort through exposure 
.1.- &..:·-L L ... .--.:'.-1:£.."' 
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forsylh County Detention Ceofef"· 
F'orS)'fh Co 
20'1 North Chun:h Stn!et 
~.NC27fflf 

ccs 
CORRECT CARE 
BO!..UYION8 

l~&mce I 
0 lnstmct patient that application ofwaJm wet towel. hot shower. etc. will increase comfort through exposure 
to high humidity 

0 lnstmct per Education Fact Sheet 

0 lnstrocted to contact medical if symptoms reoccur 

D Patient verbalized understanding ofself-eare, symptoms to report & when to retum for follow-up 

Patient advises that he takes OTC Claritan at home and he has been expetiencing sneezing, coughing and 
runny nose due to his a/Jergies. Patient will be dt provider for additional interventions. 

0 None -resolved 

~Provider 

0 Behavioral Health 

0 Nursing 

0 Referral to 
Referral to 

0 Other (provide detail) 

Provide detail 

D Refusal form signed 

D Referred to HCP 

0 No further action requited 

Use PI'Dgtess Note for additional documentation 

NURNDPOO 
This pathway is not meant to be applicable to every patient nor to take the place of sound medical 
judgment; when in doubt, please contact a medical provider. 

E-Signed by A veri Cook on 06/04/2015 11:34 AM EST 

E-Signed by Mark Gaines on 06/04/2015 11:37 AM EST 
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forsyth County Detention Center 
Forsyth Co 
2M North Chur.ch Street 
Winston-Sa.iem • /IIC271fJ1 

Gastrointestinal Complaints 
Nursing Documentation Pathway ccs 

CORRECT CARE 
SOLUTIONS 

1::~ I 
Tms pathway is not meant to be applicable to evety patient nor to take the J»oce of soond medical judgment; 

when in doubt, please contact a medical provider. 

Date of Visit 

Time of Visit 

Gender 

Race 

Patient Problems: 

Obsetved Cat 
Date egory 
01-02-2014 Acute 

01-02-2014 Acute 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute 

Patient Allergies: 

612212015 

1239 

~· Male e Female 

white 

Type 

PSYCH:OCD 

OTHER 

EXT CAUSES: 
Suicide 
META:DM 
PSYCH.: 
Psychiatlic NOS 

Problem Confirmed By 

Obsessive-Compulsive Disorders 
General Medical Exam Not 
Otherwise Specirred 
Suicide and Self-inflicted Injury by 
Other and Unspecifred Means 
Diabetes Mellitus 
Personal History of Mental Disorder 
Not Otherwise Soecified 

·-----~ ·-----------··-----·-----------------------. 
Observed 
Date Type 
12-20-2013 A!Jergy Items __ j Allergy 

No Known Alle5JieS 

Current Medications 

insulin giargine 100 untttml subcutaneous soluticm 36.00 untt forsyth Co Facilily: Diabetic HS 6/31201510:~00 PM 7 !312fJ15 9:59:00 PM 

Date of Onset 

Time of Onset 

Duration (Chronic) 

Medical History 

612212015 

1239 

~ New Onset C Chronic Complaint 

r.:t: None 

AM•·• 
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fo.-syth County Detention Center 
FmsythCo 
2M Norlh Church stn!et 
Winston-Salem. NC271fn 

lAment Mime· lAment JoJumbe 
8IUAN D HIIU...!903253 r 

Surgical History 

Social History 

Family liistory 

Symptoms 

D Pain Rating 

__ /10 

Location 

D Consiipaiioo 

·~ Flafulence 

D Fever 

I;( Nausea 

0 Generalized Aches 

D Emesis 

D Stool 

D Blood in stools 

D Hemorrhoids 

D Velfigo 

D Chills 

Pa.tient Vitals: 

I;( None 

D None 

Gastrointestinal Complaints 
Nu.rsing Documenta1ion· Pat~May 

iBirlhDete 
~990 

ObseTVed Blood 
Date Pressure 

Pulse Resp. Rate Temp Pulse Ox Weight 

00--22-
2015 
12:40 PM 112174 
EST 

74 16 9£1.10 97 

BMI 

ccs 
CORRECT CARE 
SOLUTIONS 

I AVPU @ Alert C Responds to Voice C Responds to Pain C UNRESPONSIVE 

I COLOR ~ Pink 0 Pallor 0 Flushed D Jaundiced D CYANOTIC 
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forsyth Colm1J Detnfion Center 
t=tmsrfhCo 
2frl NDrllt Clilm:tt Stnlet 
-~.IIC2Tffn 

'PalieJVName r~ 8IIIIAII 0 lliL.L !MII253 

Gastrointestina Complaints 
Nmsing Documenta1ilm Pa1hvRlJ 

I~ ~ .,._,,."'" V: nr.,. '0: Cool ·o, • ....._~,..,_-my 0 l"lH!. .. ....._fiA 
·1!':.~ I'VUJ"u l!':.l LJ":T . ...... . ... J MUiiM#VIdUI .... L.nUf>VJ'UI~ 

I ~TURGOR 
I ABOOMNAL EXAM 

BOWEl SOUNDS 

~Present 

~ Notmoactive 

,~ Soli 0 RIGID ~ Flat 0 Distended 0. Pain oo Palpalioo 

~ RUQ ~ LUQ ~ RLQ ~ LLQ 

0 Hyperactive 

0 RUQ 0 LUQ 0 RLQ C LLQ 

0 Hypoactive 

C RUQO LUQO RLQO LLQ 

OABSENT 

STOOL 

c Normal 

0 Tarry 

0 Melena 

0 Discolored 

0 1-lemocult 

Q PositiVe Q Negative 

EMESIS 

0 Clear 

0 YelloiW'6reen (bile) 

0 Undigested fborl particles 

0 "COFFEE GROUNDs• 

D BRIGHTRED 

0 Gastrocult 

Q Positive c Negative 

ccs 
e()RRECT CARE 
SOlUTIONS 
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forsyth County Detention Center 
Forsyth Co 
291 North ClnJTch Stn!et 
Winston-Salem, NC27101 

~Patient Name· ~Patient Number 
BRIM D tDLL10031.53 

C Positive 0 Negative 

Gastrointestinal Complaints 
Nursmg Documentaoon Pathway 

!Booking Number 
133t15 

iBirlh Dalie 
5126/i990 

ccs 
CORRECT CARE 
SOlUTIONtl 

~~~ I 

Immediate ev;duation by the HCP; if not available activate EMS. Notify HCP after activation of EMS. 

Time Provider Notified 

Time EMS Activated 

D Active bleeding 

D Rigid abdomen or rebound tenderness 

D Absent bowel sounds 

D Bright red or "coffee ground' emesis (observed} 

D >6 emesis in 24 hours 

D SBP <100, Pulse >100, Temp >100 

I condition deteriorates consider upgrade to emergent 

Chronic constipation 

Constipation is sudden and unexplained 

D Abdominal distention and tenderness present with emesis 

D Constipation alternating with diarrhea/bloody stools 

D Diarrhea associated with dehydration and temperature >100 

D Dyspepsia not relieved by liquid antacid 

D Nausea and Vorniting 

D Symptoms present for 48 hours 

D Pregnancy 

D Anal watts or fissures 

D Protruding hemorrhoid 

D Suspected or +SID, signs and symptoms indicative of infection 

Data colection that does not trigger emergentJurgent intervention 
I coodmon deteriorates consider upgrade to urgent or emergent 

0 Dvsrx:osia 
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forsyth County Detention Center 
Forsyth Co 
2D1 North Ghun:h Street 
Winston-Sa.h!m, NC211f11 

!Patient Name !Patient Ntm!tJer 
6IW\II D HILL1968253 

0 Dyspepsia 

D Diarrhea 

Gastrointestinal Complaints 
Nursing Documentation Pathway 

D Immediate evalua6on by the HCP 

D If EMS activated reassess every 5 minutes until EMS arrival. 

D Additional interventions as ordered by Provider 

Consider D Oxygen 0 IV Fluids D CPR D AED 

0 Contact HCP using SBAR format 

Consider D IVFiuids 

D Additional interventions as orde.red 

D lnstmci pe.r Education Fact Street 

D Instructed to contact medical if symptoms reoccur 

D Reassure patient 

IBirlhDBre 
512611900 

ccs 
CORRECT CARE 
SOti!T!ONS 

~~~ I 

D Patient verbalized understanding of self-care, symptoms to report & tvhen to return for follow~up 

0 Increase water intake ro 6-8 glasses daily 

D Clear liquid diet for 48 hours for diarrhea 

D Loperamide 4mg po x 1 tor diarrhea occurring more than once every 2 hours 

D Wann compresses for he.morrhoidal discomfort 

D Diet instruction related to symptnmology: •Increased fiber, avoid caffeine, high tat snacks, meals betore 
going to bed 

Rl Increase activity level 

0 Avoid straining 

D Liquid antacid 30 cc pox 1 for dyspepsia (contact HCP for patient in renal failure) 

D Addilional interventions as ordered 

D Instruct per Education Fact Sheet 
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fonyttt Colmty Detention Center 
FDBjfthCo 
2fH Nor1h Chun:h stn!et 
Wii:lstlm-Sah!m' NC271tn 

'Patient ftltlrne 'Patient NlimbeT BRIAR D lllll19lll8253 

0 Instruct per Educalion Fact Sheet 

Gastrointestinal Complaints 
Nursing Documentation Patllway 

IBookiiv NlimbeT 
138125 

lnsttucted Ia contact medical if symploms teOCCHr 

0 Reassure patient 

lllirll'ilWe 
51'2611990 

ccs 
CORRECT CARE 
SOi.U'riONS 

1=:~ I 

0 Patient verbalized undetstanding of self-care, symploms Ia report & when to return forfoiJaw-up 

0 None - resolved 

~Provider 

0 Behavioral Health 

0 Nursing 

0 Refetral to 
Referral to 

0 other (provide detail) 

ProVide detail 

0 Refusal form signed 

0 Referred Ia HCP 

0 No further action required 

Use Progress Note for additional documentation 

NURNDP13 
This pathway is not meant to be applicable Ia evety patient nor Ia take the place of sound medical 
judgment; when in doubt, please contact a medical provider 

E-Signcd by A veri Cook on 06/22/2015 12:42 PM EST Page 6 of6 



fors.ytlt CouniJ' Deteolion Center 
FotsythCo 
201 Jllorf1l Clum:h SfAlet 
Wf~.NC211M 

ccs 
CORRECT CARE 
iOI.U'\'101!18 

l=:ssemce I 
Tms pathway is not meant to be applicable to eveE'f patient nor to take the place of sound medical judgment; 

· when in doubt, please contact a medical provider. 

Oateof\lisi 

T111eofVisl 

Gender 

Race 

Patient Pmblems: 

=tved Category 
01-02-.2014 Acute 

01-02-.2014 Acute 

12:..2lJ-2fH3 Acute 

12'-20-2013 Chronic 

12'-20-2013 Acute 

Patient Allergies: 

Current Medications 

513012fJ15 

0952 

8 Male C Female 

Caucasian 

Type 

PSYCH:OCD 

OTHER 

EXT CAUSES: 
Suicide 
META:DM 
PSYCH: 
Psychiatric NOS 

Problem Confirmed By 

Obsessive-Compulsive Disotders 
General Medical Exam Not 
Otherwise Specified 
Suicide and Self-Inflicted Injury by 
other and Unspecified Means 
Diabetes Me/lilus 
Personal History of Mental Disofder 
Not Olhetwise ;. -~ 

=-= 
'- ·•- ol·.., 0.00 it f.....,. .. Co .f'~c-11"'"' .• D,_,__..,.c HS """""' .. 51"".""".·"" PM 6/ZI,PM l20lS 9:59:00 insulin glargine 100 unit/llll su .. c ..... neous s .... on un ~~..... u •• 7 • .....~ _...,...,.,... v•uv.vv 

Date of Onset 

Time of Onset 

Duration (Chronic) 

513012015 

0952 

C New Onset ® Chronic Complaint 

Juvenile 

Medical History 0 None 
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forsyth c-ty Detention Center 
Forsyth Co 
2fn North Cllurch Str@@t 
Winston-Salem. NC271M 

ccs 
IP81ient Mime· IP81ient NrJmbeT 
BRIARD HIU... 191118253 

CORRECT CARE 
SOLUTIONS 

1=:~ I 
IYJ History of diabetes 

IVJe at onset Juvenile 

D Hospitalizations 

D Hypertension 

D Hearl Disease 

D Dyslipidemia 

D Asthma 

D Seizure Disorder 

D Recent Infection 

D Insulin Pump 

D Frequent DKA 

D LastMeaJ 

Type 
Amount Eaten 

Surgical History 

Social History 

Patient Vitals: 

I AVPU 

I COLOR 

I SKIN 

Blood 
Pressure 

I NFUROFXAM 

IYJ None 

oc None 

OCI None 

Pulse Resp. Rate Temp Pulse Ox Weight BMI 

@ Alert C Responds to Voice C Responds to Pain 0 UNRESPONSIVE 

446 

C Fasting te: Non-fasting 

IYJ Pink D Pallor D Flushed 

1YJ Wam1 D Dry 0 Cool D MoisUCiammy D Diaphoretic 
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forsyth Coim1y Detention Center 
Forsyth Co 
2M North Clturch street 
Winstfm.Sah!m. NC271M 

Hyperglycemia 
NJJrsmg~nPatbway 

IPalieni Name· lPalieni Number 
BmAR D HILL1988253 

NEUROEXAM 

0 PERRlA 

D PUPILS UNEQUAL 

0 Moves all extremities 

D Mmnalgait 

0 Oriented 

~ Tnne 

~Place 

0 Person 

D No abnormalities 

RESPIRATIONS 

URINE DIPSTICK 

D Specific Gtavity 

D Protein 

D Glucose 

D Leulrocytes 

D Nitrates 

D Blood 

D Ketones 

D other 

0 Normal D Rapid D Labored D Shallow C Deep 

ccs 
CORRECT CAR:E 
SOLUTIONS 

~~~ I 

Immediate evaluation by the HCP; if not available activate EMS. Notify HCP after activation of EM·S. 

Time Provider Notified 

Tune EMS Activated 

D AnyNeurodeficit i.e.; unequaipupils, difficultywaJking!abnormaigaif. weakness, numbness, facial 

asymmetty, disorientation 

D Ketone (fruity) odor of breath 

D lnabifilv to obtain a numerical tinaerstick readim:J with decreasioo level ofoonsciousness 
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forsyth County Detention Ce-nter 
Forsyth Co 
m North Church Street 
Winston-salem, NC27ffn 

I.Psliant Name I.Psliant Number 
BRIAND HILL 19113153 

Hyperglycemia 
Nursing Documentation Pathway ccs 

CORRECT CARE 
SOlU"'riONS 

1:=~ 1 

0 Inability to obtain a numefical fingersfick reading with decreasing level of.consciousness 

I coodmoo deteriorates consider upgrade to emergent 

0 Intractable nausea and vomiting 

0 Signs & Symptoms otdehydration i.e. dry tongue, sunken eye bails, dry skin, increased thirst, decrease 
urine outpu~ concentrated urine, body weakness, inability to sweat, dizziness 

0 + Ketones per urine dipstick 

0 >300 blood glucose for undiagnosed diabetic 

Data colection that does not trigger emergent/urgent intervention 

I coodmoo deteriorates consider upgrade to urgent or emergent 

0 FS >350 for known diabetic 

~ FS >180 for unknown diabetic 

0 Immediate evaluation by the HCP 

0 If EMS activated reassess evety 5 minutes until EMS arrival. 

0 Additional intetventions as ordered 

Oxygen 0 IV Fluids 

0 Contact HCP using SBAR fomtat 

0 Undiagnosed Diabetic 

0 >300 fingerstick glucose: 

0 Notify HCP if positive tor ketones 

0 Negative ketones 

C Push oral.fluids; if unable to tolerate oral.fluids consider IV fiuids 

0 Schedule ftnQersticks BID x 7 davs with HCP follow-up within 1 davs 
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forsyth County Detention Center 
Forsyth Co 
2111 North Clwrch Street 
Winston-saJ@ffl, NC271M 

'Patient Mlme 'Patient Number 8RtAR D HILl1900253 

Hyperglycemia 
Nursmg Documeotaoon. Patllway 

D Schedule fingersticks BID x 7 days with HCP folbv-up within 7 days 

D Additional inteNentions as ordered 

D Instruct per Education Fact Sheet 

D Instructed to contact medical ifsymptoms reoccur 

D Reassure patient 

ccs 
CORRECT CARE 
SOI.!IY!ONS 

1:::~ I 

. D Patient verbalized understanding of self-care, symptoms to report & when to return for follow-up 

~ Known Diabetic 

~ >350 !ingerstick glucose: 

D Notify HCP if positive for ketones 

D Negative ketones 

D Instruct patient to increase fluids ( 48-64 ounces daily) and monitor caloric intake. Follow facility 
procedure for notifying dietary about monitoring caloric intake 

D Consider housing change if necessary/able to monitor caloric intake 

D Monitor for rebound hypoglycemia or recurrent hyperglycemia 

D Undiagnosed Diabetic 

D >180 tingerstickgJucose: 

0 Schedule fingersticks BID x 7 days 

D Schedule for HCP folbv-up within 7 days 

0 Instruct per Education Fact Sheet 

D Instructed to contact medical if symptoms reoccur 

D Reassure patient 

D Patient verbalized understanding otself-care, symptoms to report & when to return for fol/owo...up 
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~County Detention Center 
FDnylhCo 
1M NrNth Cliun:h stn!et 
~,NC27m 

li2! None -resolved 

D Provider 

0 Behavioral Health 

0 Nursing 

D Refetral to 
Referral to 

0 other (provide delail) 

Provide detail 

0 Refusal form signed 

D Refetred to HCP for repeat tefusaJ 

0 No further acti>n required 

llyperglycemia 
Nursing Documenta1lon Pa1hWay ccs 

CORRECT CARE 
SOI.U'TIONS 

1::~ I 

NURNDP16 
This pathway is not meant to be applicable to every patient nor to fake the place of sound medical 
judgment; when in doubt, please contact a medical provider_ 

E-Signed by Mark Gaines on 05/30/2015 l 0:22 AM EST Page 6 of6 



forsyth County Detention Center 
Forsyth Co 
2M North Church Stn!et 
Winston-Salem, NC2711J1 

'Patient Name 'Patient Number 
BRfAM D HILL1008253 

Hyperglycemia 
Nursing Oocumentatioll Patllway ccs 

CORRECT CARE 
SOl.UT!OI\IS 

1::~ I 
This pathway is not meant to be applicable to every patient nor to take the place of sound medical judgment; 

when In doubt, please contact a medical provider. 

Date of ViSit 

Time of Visit 

Gender 

Race 

Patient Problems: 

512812015 

2220 

® Male C Female 

white 

Obsetved 
Date Category Type Problem Confirmed By 

01-02-2014 Acute PSYCH: OCD 

01-02-2014 Acute OTHER 

EXT CAUSES: 
SUicide 
META:DM 
PSYCH.: 

Obsessive-Compulsive Disorders 
General Medical Exam Not 
Otherwise Specified 
SUicide and Self-Inflicted Injury by 
Other and Unspecified Means 
Diabetes Mellitus 

12-211-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute Psvchiattic NOS 
Personal History of Mental Disorder 
Not Otherwise St;ecifled 

Patient Allergies: 

Observed 
Date Type Allergy 

12-20-2013 A!Jer.gy Items No Known Allergie_s 

Current Medications 

insulin glargine 100 unf!/ml subcutaneous solution 0.00 unit Forsyth Co facility: Diabetic HS 6/4/201510:00:00 PM : 7/2(115 9\:59:00 

Date of Onset 

Time of Onset 

Dwation (Chronic) 

Medical History 

512812015 

2200 
@: Nelv Onset C Chronic Complaint 

r None 
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forsylfl County Detention Center 
Fony1hCo 
2M JlltJTth Church Stn!et 
Winfifm.Sah!m, NC211D1 

'Pelient Name 'Patient 1WJmb.eT 8liMII 0 HILL 1tlil3253 

oo History of diabetes 

IVJe at onset as a child 

D Hospitalizations 

D Hypertension 

D Head Disease 

D Dyslipidemia 

D Asthma 

D Seizure Disorder 

D Recent lnfecfion 

D Insulin Pump 

D Frequent DKA 

00 LastMeaJ 

Type 

Amount Eaten 

Surgical History 

D Pain Rating 

110 

Locafiorl 

D Excess urination 

D Increased thirst 

Nausea 

Vomiting 

D Weight loss 

Amount 
D Fatigue, lethargy 

0 Weakness 

0 Headaches 

D Blurry vision 

Dinner 
100% 

None 

Hyperglycemia 
NursinG Documentation Pathway ccs 

CORRECT CARE 
SOLUTIONS 

1:::~ I 
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forsyth County Detention Center· 
FiH4VtftCo 
2ft Nmflt Clilm:lt Stnlet 
~.NCZT'Hn 

IAitient NIJnJe IAitient N1JmbeT 
BRIAII D llllL 19182.53 

0 Blurry vision 

0 Dizziness 

li'! Nervousness 

0 Tremulousness 

Patient Vitals: 

Uypef!llycemia 
Nursmg Documenta1ioR Pathway 

Pulse Resp. Rate Temp 
Observed Blood 
Date Pressure Pulse Ox Weight 

05-28-
2015 120/l(J 
10:20PU 84 16 98 

EST 

ccs 
~ORREt!T CARE 
SOLU'TIOI!IIS 

I~Sewice I 

BMI 

AVPU S Ned 0 Responds to Voice 0 Responds to Pain 0 UNRESPONSNE 

ANGERSTICK 

COlOR 

NEUROEXAM 

0 PERRIA 

o· PUPILS UNEQUAL 

0 Moves all extremities 

0 Normal gait 

0 Oriented 

0Tme 

0 Place 

0 Person 

r;a No abnomJalifies 

I RESPIRATIONS 

I URINE DIPSTICK 

210 

0 Fasting @ Non-fasting 

li'! Pink 0 Pallor 0 Flushed 

li'! Warm 0 Dry 0 Cool 0 Moist/Ctammy 0 Diaphoretic 
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forsyth County De:tflfltkm Center 
FmsythCo 
2fn North ClJuTch Shet 
Winston-Salem, NC271fH 

~Patient IWJme· ~Patient Number 
8RIAN D HILL1903253 

URINE DIPSTICK 

0 SpecifiC Gmvity 

0 Protein 

0 Glucose 

0 Leukocytes 

0 Nitrates 

0 Blood 

0 Ketones 

0 Other 

Hyperglycemia 
Nursing Documentation Pa11Jway ccs 

CORRECT CARE 
SOllll'!O·NS 

1=:~ I 

Immediate evaluation by the HCP; if not. available activate EMS. Notify HCP after activation of EMS. 

Time Provider Notified 

Time EMS Activated 

0 Any /Ileum de.ficii i.e.; unequal pupils, difficulty walking/abnormal gait, 1veakness, numbness, facial 
asymmet!)l, disorientalion 

0 Ketone (fruity} odor of breath 

0 Inability to obtain a numerical fingerstick reading with decreasing level ofconsciouMes.s: 

If condition deteriorates consider upgrade to emergent 

Intractable nausea and vomiting 

0 Signs & Symptoms ofdehydration i.e. dry tongue, sunken eye bails, dry skin, increased thirst, decrease 
urine output, concentrated urine, body weakness, inability to sweat, dizziness 

0 + Ketones per urine dipstick 

>300 blood glucose for undiagnosed diabetic 

Data coledion that does not trigger emergentlurgenl intervention 
If condition deteriorates consider upgrade to urgem or emergenl 
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forsy1h County Detention Center 
~Co 
Nl Nartlt G1ltJn:h Sti'Ht 
WI~,NC271fn 

ccs 
nORRECT CARE 
i"blll""r!ONS 

1=:~ I 
fi:Oooribn aetenorares cons.der urpgraae·to·urgen~ or emergent I 
0 FS >350 for known diabetic 

0 FS >180 for unknown diabetic 

~=============================================~ 

0 Immediate eva.lu&on by the HCP 

0 If EMS activated 11N1SHSS evety 5 miDUtes until EMS arrival 

0 Additional intetvenlicms as ordeted 

Consider 0 Oxygen 0 IV Fluids 

0 Contact HCP using SBAR /Otmal 

0 Undiagnosed Diabetic 

0 >300 fingerstick glucose: 

0 Notify HCP if positive for ketones 

0 Negative lretones 

0 Push oral tfuids; if unable to tolerate oral fluids consider IV fluids 

0 Schedule tingersticks BID x 7 days with HCP follow-up within 7 days 

0 Additional interventions as otdered 

0 lnsfmct per Education Fact Sheet 

0 lnslructed to contact medical if symptoms reocctJT 

0 Reassure patient 

0 Patient verbalized undefSianding of self~, symptoms to report & when to return for fOllow-up 

0 Known Diabetic 

0 >350 tinger.stick glucose: 

0 Notify HCP ifposilive for ketones 

0 Negative ketones 

0 Instruct patient to increase fluids (48-64 ounces daily} and monitor caloric intake. Folfow facility 
nrn,I"W"U"h 1¥WTo Fnr nnfift ,a,,... ,fU,.f,....n. e .... hn1 ,# "'"'""'iln..rfM,.,. ,n-o""al.n..ri...,. in~len 
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forsyth County De:ttmtion Center 
Forsyth Go 
11i1 North Chtm:h Stn!et 
Winston-salem, NG2'1101 

'Patient Name 'Patient NUJJ!ber BRIAJI D mLL 19113253 

Hyperglycem.ia 
Nursing Documentation Pathway 

-• " . .., "' .... '" 

~ Instruct patient to increase fluids ( 48-64 ounces daily) and monitor caloric intake_ Follow facility 
procedure for notifying dietary about monitoring caloric intake 

D Consider housing change if necessary/able to monitor caloric intake 

~ Monitor for rebound hypoglycemia or recurrent hyperglycemia 

D Undiagnosed Diabetic 

> 180 fingerstick glucose: 

Schedule fingersticks BfD x 7 days 

Schedule for HCP follow~up within 7 days 

Instruct per Education Fact Sheet 

0 Instructed to contact medical ifsymptoms reoccur 

0 Reassure patient 

0 Patient verbalized understanding of self-care, symptoms to report & when to retum for follow-up 

Patient has a HS dose of insulin scheduled and Med Tech on post for that administration 

0 None ~ resolved 

D Provider 

D Behavioral Health 

0 Nursing 

D Referral to 

Referral to 

D other (provide detail) 

Provide detail 

D Refusal form signed 

D Referred to HCP for repeat refusal 

No further action required 
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For-syth Co!mly Detention Center 
FonythGo 
2m North ClluTch Stn!c!t 
Wf~l~Sfon-Salem, NC271M 

Hyperglycemia 
Nursing Documentation Pathway 

IP8fiMt Name· IP8fiMt Jt/umtJer 
BIWW D Hlll19CIIa253 

Use Progress Note for additional documeDtation 

ccs 
CORRECT CARE 
SOtii'I'IONS 

1=:~ I 

NURNDP16 
This pathway is not meant In be applicable fD every patient nor In take the place of sound medical 
judgmen.~ when in doubt, please contact a medical provider. 

E~Signed by Josie Douthit on 05/28/2015 11:44 PM EST 7 of7 



forsyth County Detention Center 
Fonyth Co 
291 North ClwTch Street 
WinsWn-Sa.lem, NC271fl1 

Hyperglycemia 
trursmg Documentation Pathway ccs 

CORRECT CARE 
SOlU""r!OdiS 

1::~ I 
Ttns pathway is not meant to be applicable to every patient nor to take the place of sound medtcaf judgment; 

when in doubt, p{ease contact a medical provider_ 

DateofVisi 

T 111e of Visit 

Gender 

Race 

Patient Problems: 

ObseiVed 
Date Category 

01--02-2014 ActJte 

01-02..,2014 ActJte 

12:--20-2013 Acute 

12-20-2013 Chronic 

12--20-2013 Acute 

Patient Allergies: 

ObseiVed 
Date Type 

512812015 

0920 

@ Male !J Female 

While 

Type Problem Confirmed By 

PSYCH: OCD Obsessive-CompuJsNe Disorders 

O TUrR General Medical Exam Not 
1 nc Otherwise Specified 

EXT CAUSES: Suicide and Self-Inflicted Injury by 
Suicide Other and Unspecified Means 
META: DM Diabetes MelliWs 
PSYCH: Personal History of Mental Disorder 
Psvchiaftic NOS Not Otherwise Specified 

Allergy 

12-20-?f113 AJJergy Items No Kf!awn Allergies 

Current Medications 

6/Z7 12015 9::59:00 
insulin g!argine 100 unft/mL subcutaneous sol.ution 0.00 unit Forsyth Co Facility. Diabetic HS 6/41201510:00:00 PM PM 

Date of Onset 

Time of Onset 

Duration (Chronic} 

Medical History 

512812015 

0920 

C New Onset ® Chronic Complaint 

PMH-DM 

C None 
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forsyth County Detention Center 
Forsyth Co 
2D1 Norlh Church· Sfn!« 
Winston-Salem, NC271fH 

!Patient Mime· !Patient NumlJe, 
BmAfl D Hlll19tl253 r 

~ History of diabetes 

Age at ooset unknown 

C Hospitalizations 

C Hypertension 

C Heart Disease 

0 Dyslipidemia 

C Asthma 

C Seizure Disorder 

C Recent mfeclioo 

c Insulin Pump 

Frequent DKA 

C LastMeaJ 

Type 

Amount Eaten 

Surgical History 

Social History 

Pain Rating 

/10 

locattoo 

Excess urination 

C Increased thirst 

C Nausea 

C Vomiting 

0 Weight Joss 

Amount 

D Fatigue, lethatgy 

Weakness 

Headaches 

0 Blurry visioo 

C None 

Hyperglycemia 
Nursing Documentation Patllway 

IBooi!fng Number 
133125 

ccs 
CORRECT CARE 
SOLUTIO!l'iiS 
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forsyth Cooo:ty Detention Center 
Forsyth Co 
201 North ClwTr:h Street 
Winston-Salem, NC271fn 

Hyperglycemia 
Nursing Documentation Pa'lhway ccs 

CORRECT CARE 
SOLUTIONS 

IP8Jien! Name IP8Jien! Number 
81IIAH D HILL1988253 1:=~ I 

0 Blurry vision 

~·Dizziness 

D Nervousness 

0 Tremulousness 

Patient Vitals_-

Observed Blood 
Date Pressure 
05-28-
2015 
09:36AM 
.EST 

I AVPU 

I ANGERSTICK 

I COLOR 

NEUROEXAM 

~ PERRlA 

0 PUPILS UNEQUAL 

~ Moves ail extremities 

~ Normal gait 

lil Oriented 

lil Ttme 

lil Place 

lil Person 

0 No abnormalities 

RESPIRATIONS 

URINE DIPSTICK 

Pulse Resp_ Rate Temp Pulse Ox Weight BMI 

16 

~' AJerl C Responds to Voice C Responds to Pain C UNRESPONSIVE 

343 

C Fasting @ Non-fasting 

~ Pink 0 Pallor 0 Flushed 

·li'f. Warm 0 Dry 0 Cool 0 Moist/Clammy 0 Diaphorelic 

lil Normal 0 Rapid 0 Labored 0 Shallow 0 Deep 
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forsyth COUnty Detention Ceote:r 
Forsyth Co 
2M North Church Stn!et 
Winstoo-Sa.h!m, NC271M 

URINE DIPSTICK 

~Patient Number 
191J8253 

C SpecifiC Gravity 

Protein 

D Glucose 

D Leukocytes 

D Nitrates 

D Blood 

D Ketones 

C Other 

Hyperglycemia 
Nursing Ooalmentation Pathway ccs 

CORRECT CARE 
SOI..UTION5 

~~~ I 

Immediate evaluation by the HCP; if not available activate EMS. Notify HCP after activation of EMS. 

Time Provider Notifted 

Time EMS Activated 

D AnyNeurodeticiti_e.; unequal pupils, difficultywaJking!aboormalgait, weakness, numbness, facial 
asymmetry, disorientation 

D Ketone (fruity) odor of breath 

Inability to obtain a numerical fingerstick reading with decreasing level of consciousness 

If coodition deteriorates consider upgrade to emergent 

D Intractable nausea and vomiting 

D Signs & Symptoms of dehydration ie. dry tongue, sunken eye balls, dry skin, increased thirst, decrease 
urine output, concentrated urine, body weakness, ina.bility to sweat, dizziness 

D +Ketones per urine dipstick 

D >300 blood glucose for undiagnosed diabetic 

Data colection that does not trigger emergenflurgent intervention 

I condition deteriorates consider upgrade to urgent or emergent 
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forsyth County Dettmtion Center 
FmsythCo 
2M Norlh CIJUn:h Stn!et 
Wiilston-Salem, NC271M 

IPalient Name IPalient Miml1flr 
BRIARD HILL 1Hmil 

fiOnattim <Jetenorates corader upgrootfto'urgent or emergenf 

'lil FS >350 for known diabetic 

0 FS >180 for unknown diabetic 

D Immediate, evafualion by the HCP 

0 If EMS activated nrassess every 5 minutes UDtil EMS arrival. 

0 Additional inteJvenilions as onlered 

D Oxygen 0 IV Fluids 

0 Contact HCP using SBAR toonat 

0 UndiatltJosed Diabetic 

D >300 fingerslick gfucose: 

0 Notify HCP if positive for ketones 

D Negative ketones 

0 Push otallluids; if unable to tolerate oral tluids consider JV fluids 

D Schedule tmgersticks BID x 7 days with fiCP follow-up within 7 days 

D Additional interventions as Oldered 

0 Instruct per Education Fact Sheet 

D lnsfrocted to contact medical if symptoms reoccur 

0 Reassure patient 

•ccs 
CORRECT CARE 
SOLU"'TIOftS 

D Patient verbalized understanding of self-care, symptoms to report & when to retum for folow-up 

0 Known Diabetk 

00 >350 fingemtick glrlco5e: 

0 Notify HCP if positive for ketones 

0 Negative ketones 

0 Instruct patient to increase tluids (48-64 ounces daily} and monitor caloric. intake. Follow facility 
f"ff-¥Y"'i<-I'V"'.,hlvn lnr n.nlift Nnn ,A,i,.;....,ft-"1 .... :hn..t:J:f ft''U"U"IIibu-ft..ft """"'~ .inl.oo,.L-n 

Page 5 of 7 



forsyth County Detention Center 
Forsyth Co 
261 North ClwTch S~t 
Winston-Salem, NC211:&1 

IP8tient foiBme 
~DIULL 

IP8tient Nt.Jmber 
1903253 

Hyperglycemia 
Nursing Documentation Pathway 

'"' -~ -to .H< 

ccs 
CORRECT CARE 
SOlUTIONS 

1::~ I 
lil. Instruct patient to increase fluids ( 48-64 ounces daily) and monitor caloric intake. Follow facility 
procedure for notifying dietary about monitoring calotic intake 

Consider housing change if necessary/able to monitor caloric intake 

lil Monitor for rebound hypoglycemia or recurrent hyperglycemia 

0 Undiagnosed Diabetic 

0 >1BO fingerstick glucose: 

0 Schedule fingersticks BID x 7 days 

0 Schedule forHCP follow-up within 7 days 

Instruct per Education Fact Sheet 

C instructed to contact medical ifsymptoms reoccur 

0 Reassure patient 

D Patient verbalized understanding of self-care" symptoms to report & when to return for fo~up 

Already has SSI insulin schedule for this med pass. Med carl will be to 1M's floor in less than 30 minutes. 
insulin will be given at that time 

0 None - resolved 

C Provider 

Behavioral Health 

D Nursing 

0 Referral to 

Referral to 

0 Other (provide detail) 

Provide detail 

C Refusal form signed 

D Referred to HCP for repeat refusal 

D No further action required 
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forsyth Colm1y Detention Center 
Forsyth Co 
201 North ClwTdt Strnet 
Winston-Salem, NC271M 

IPslient /!lame IPslient Number 
BRfAR D HILL1903253 

.~.;.···-~-~"~-- ~-- ·-- ---. ··--K .. __ ,.., .. _ ... ________ _.. 

D No further action required 

Hyperglycemia 
Nursing .Doalmentatioft Pathway 

Use Progress Note for additional documentation 

ccs 
CORRECT CARE 
SO!.UT!OI\lS 

~~~ I 

NURNDP16 
This pathway is not meant to be applicable to evety patient nor to take the place of sound medical 
judgment; when in doub~ please contact a medical provider. 

E-Signed by Miriam Comatzer on 05/28/20 J 5 09:38 AM EST Page7of7 



forsyth County Detention Center 
ForsyfbCo 
2M Norlh Chu:rch StnM!t 
Winston-Salem, NC271M 

'Patient NMne 'ltimale Number 8RtAfi D HILL1908253 

Hypoglycemia 
Hursmg Documentation Patbway ccs 

CORRECT CARE 
SOI.UTIOclliS 

~~~ I 
This pathway is not meant to be applicable to every patient OOf to take the place of sound medical judgment; 

when in doubt, please contact a medical provider. 

Date of Visit 

Time of Visit 

Gender 

Race 

Patient Problems: 

612512()15 

0445 

~' Male (j Female 

White 

Observed GatP~V~rv Tiype 
Date ~~~·r Problem 

01-02-2014 Acute 

01-02..,2014 Acute 

n-20-.2013 Acute 

12~20-2013 Chronic 

12'-20-2013 Acute 

Patient Allergies: 

PSYCH:OCD 

OTHER 

Obsessive-Compulsive Disorders 
General Medical Exam Not 
Othe!Wise Specified 

EXT CAUSES: Suicide and SelUnllicted Injury by 
Suicide Other and Unspecified Means 
META: DM Diabetes Mellitus 
PSYCH: Personal History of Mental Disorder 
Psvchiattic NOS Not Otherwise Specified 

Observed J<ype AJiemy 
Date ·:.. 

Confirmed By 

12'-20-2013 ~ .... ·.-::.. ='ll=Y'-'L=le=m=s:...· ____ ....:;_No Kno.wn.::...AIIe=· =rg""re=· s;;;;_.· _______________ __, 

Current Medications 

insulin glargine 100 unittml mbcutaneous solution .36.00 unit Forsyth Co Facility: Diabetic 6131201510:00:00 7!'3!2fl159:59:00 
HS PM PM 

Maalox Adv<ln{ed (Atum-Mag Hydroxlde-Slmeth} 2DO mg-200 30.00 Forsyth Co Faci!lty. TID AM PM 612212015 s:ao:oo 7/2212015 
mg-.W mg/5 ml oral suspension milliliter & HS .. Worker PM 4:59:00 PM 

Date of Onset 

TmeofOnset 

Duration (Chronic) 

Medical Historv 

612512015 

0440 

E1 New Onset C Chronic Complaint 

r Nnne 
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Forsyth Cmmty Detention Center 
FDRythCo 
2M Narlh Church Strnet 
Wlnston-Sahlm, NC271tn 

!Patient Mmne· llnmare Number 
BRIARD HIL1..190325l 

Medical History 

C 1-listory of diabetes 

Ageatooset 

c HospitaJizalions 

C Recent Infection 

C Insulin Pump 

C LastMeaJ 

Type 

.Amount Eaten 

Surgical History 

C List significant 

Family History 

c Hypertension 

C Diabetes 

C Heart Disease 

Social History 

C Tobacco Use 

Drug Use 

C Airohol Use 

Symptoms 

Pam Rating 
__ no 
Location 

C Diaphoresis 

D Palpitations 

Nervousness 

C None 

C None 

C None 

C None 

CNone 

Hypoglycemia 
Nnrsmg.~Pattlway 

'Booking Number 138125 

ccs 
CORRECT CARE 
&Ot-Ul!ONS 

~~~ I 
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forsyth County Detention Ce1de:r 
Fo~Co 
2411 North ClJuT;r;h StnM!t 
Winston-Seh!m, NC271tn 

Hypoglycemia 
Nursing Documentatioo Pathway ccs 

CORRECT CARE 
SCLII'tiOI'IS 

!Patient Name !Inmate Number 
iWAJi () Rill19882':53 

0 Hunger 

0 Headache 

~· Confusion 

0 Dizziness 

~· Wealmess 

~ Tremulousness 

0 Slurred Speech 

IY!. Change in personality 

0 Combative behavior 

Double vision 

0 Drowsiness 

Patient Vitals: 

Observed Blood 
Date Pressure 

I AVPU 

ANGERS TICK 

RESPIRATIONS 

COLOR 

SKlN 

I SKlN TURGOR 

NEUROEXAM 

~ PERRLA 

0 PUPILS UNEQUAL 

Moves all extremities 

0 Normal gail 

Pulse Resp. Rate Temp Pulse Ox Weight BMl 

S Alert 0 Responds to Voice C Responds to Pain 0 UNRESPONSJVE 

37 

® Fasting 0 Non-fasting 

~Pink 0 PaJJor 0 Flushed 0 CYANOTIC 

~· Wamr 0 Dry 0 Cool 0 Moist!CJammy 0 Diaphoretic 

S Normal C Decreased 
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forsytb County Detentkm Cente:r 
Fonyti!Co 
2M lmrth Church Stre!et 
Winston-Salem, NC271M 

Patient Name· lflm81e Number 
BRiAR D Hill 1903253 

D Norma/gait 

D Oriented 

D Ttme 

DPiace 

D Person 

D No abnormalities 

Hypoglycemia 
Nursing Documeotattoo Pathway 

Booking Number Birth Dale 
1JI!M25 5116119'90 

ccs 
CORRECT CARE 
SOLUTIONS 

Immediate evaluation by the HCP; if not available activate EMS. Notify HCP after activation of EMS. 

Time Provider Notified 

Time EMS Activated 

Any Neuro deficit unequal pupils, difficulty walking/abnormal gait, weakness, numbness, facial 
asymmetry, disorientation, lethargy,. unresponsive 

D Ghlcose <40 with symptoms 

D Tachypnea (RR>20} and/or hypotensive (SBP <100) 

D Any change in dizziness from mild to severe 

tf condition deteriorates consider upgrade to emergent 

D Ghlcose 41-69 with symptoms 

D Intractable nausea and vomiting 

0 Signs & Symptoms ofdehydration i.e.-dry .tongue, sunken eye balls, dry skin, increased thirst, decrease 
urine output, concentrated urine, body weakness, inability to sweat, dizziness 

Data coftecfion that does not trigger emergent/urgent mtewemon 

If condition deteriorates consider upgrade to urgent or emergent 

0 Glucose > 70 alert oriented, and otherwise asymptomatic 
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forsylll County Dettmtion Cefttrltr 
Forsyth Co 
2M NOJ1h Chun:h Stn!et 
Winsmn-satem, NC271M 

IJ>deM n- lm-teNweer 
BAIIAH D HILL 1~ 

7 . " 1811 7 
.. r' 7 ® ··1};] 

1 
" 71 

0 Immediate evaluation by the HCP 

0 II ElliS acfivated IUSSess evefY 5 minutes until ElliS arrival. 

0 Additional interventions as onleted 

0 Administer Oxygen at 4lPM via NC 

OR 

0 Administer Oxygen at 6 LPIIA via simple mask 

0 If unable to swallow administer Glucagon 1mg IliA x1 

0 Recheck Finger stick 5 min after glucagon administratiOn 

0 Initiate IV if possible 

0 Administer 5% Dextrose IV at .KVO rate 
Consider D CPR 0 AED 

0 Contact HCP using SBAR format 

l 

ACCS 
CORRECT CARE 
iOI.ll"riON8 

T .... , ,r,. 

0 If able to tolerate po, give 4 ounces of juice with snack or glucose gel and recheck in 30 minutes 

0 If unable to tolerate po notify HCP and consider glucagon 

0 Additional intelventions as ordered 

Consider 0 Oxygen 0 IV Fluids 

0 lnslruct per Education Fact Sheet 

0 lnslructed to contact medical if symptoms reoccur 

0 Reassure patient 

0 Patient verbalized understanding of self-care, symptoms to report & when to reium for follow-up 

0 Give 4 ounces of juice with snack or glucose gel and recheck in 30 minutes 

0 If recheck fingerstick is > 70 and patient is asymptomatic monitor in deparlment until patient eats a 
regular meal and recheck fingerstick 20 minutes after meal 

0 lfglucose remains >70 return patient to housing area. 

0 Notify HCP if patient has more than one episode of hypoglycemia in a week 

0 lnsttuct per Education Fact Sheet 

0 lnstmcled to contact medical if symptoms reoccur 

·0 Reassure patient 

Page 5 of6 



fonlyltl Colmly Detention C4mtBf" 
hBsythCo 
2M NrJdlt Cllun:lt Sfn!et 
Winston-S&lem. NC271M 

~~ Reassure patient 

llypoglycemia 
Nursing DocumlmtatiOO Pa1llway ccs 

aoRREeT CARE 
iOI.IIYIONS 

I::~ I 

D Patient vetbaized understanding olself'-cate, symptoms to report & when to retmn tor follow-up 

S--Chalge call for inmale being unresponsive. 0-lnmale's blood sugar was 37. Inmate was given lMo tubes 
oral glucose and then Mn orange juices. ~nmate•s blood sugar came up to 80. Inmate is alert and otienfed. 
Denies any complaints at this lime. A-KiJowledge deficit. P-Dr.. Rhoades nolilied and is scheduled to see him 
this morning per Dr. Rhoades. 

0 None - resolved 

~Provider 

D BehaVioral HeaJlh 

0 Nursing 

D Referral to 
Referral to 
D other (provide detail) 

Provide detail 

D Refusal form signed 

0 Referred to HCP 

D No further action required 

Use Pmgtess Note tor addifional documerJtation 

NURNDP18 
This pathway is not meant to be applicable to evety patient nor to take the place of sound medical 
judgment; when in doubt. please contact a medical provider: 

E-Signed by Aimee Cooper on 06/25/2015 07:26 AM EST Page 6 of6 



forsyth Coumy Detention Center 
FonythCo 
2M Norlh Church Stn!et 
Winston-Sali!m, NC271M 

IPatitmt Name· IPatitmt Number 
_BRIAND HILL _1903253 

Musculoskeletal 
Nursmg Dol::tlmentaoon Patllvmy ccs 

CORRECT CARE 
SOLUTIONS 

This pathway is not meant to be applicable to every patrent nor to take the place of sound medtcal judgment; 
when in doubt, please contact a medical provider_ 

61112015 

1245 

DateofVst 

Time of Visit 

Gender 

Race 

@ Male 0 Female 

white 

Patient Problems: 

g::rved Category Type 

01-02-2014 Acute PSYCH: OCD 

01--02.,2014 Acute OTHER 

12-20-2013 Acute 

12~20-2013 Chronic 

12~20-2013 Acute 

Patient Alle.rgies: 

EXT CAUSES: 
Suicide 
META:DM 
PSYCH: 
Psychiatric NOS 

Problem Confirmed By 

Obsessive-Compulsive Disorders 
General Medical Exam Not 
Otherwise Specified 
Suicide and Seff;..Jnflicled Injury by 
Other and Unspecified Means 
Diabetes Mellitus 
Personal History of Mental Disorder 
Not Otherwise Specified 

--·-- ·---------------------, 
Observed 

1 Date Type Allergy 

12~20-2013 ~!!ltJ!~m:.:.:· :..::.s ____ ____:N..;;,;;o:....:Known-....·= c..:. ;,;:;:;·.:..;;..::...Aile;;;;;;.·· "'~m""re;..::.· s=· -..........,.---------

Current Medications 

insulin giargine 100 unil/mL subcutaneous solution 0.00 unit Forsyth Co Facility: Diabetic HS 6/4/20151&.00:00 PM ~12&!5 9';59IOO 

Date of Onset 

Time of Onset 

Duration (Chronic) 

[Medical History 

61112015 

1246 

€ New Onset 0 Chronic Complaint 

RT None 
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for-syth County Detention Center 
FOrqthCo 
2M Nm1h Clltm;h Stlwt 
Winston-Salem, NCZT1tn 

PBfient fobmlte PBfient Number 
BmAII D mLl f903253 

Surgical History 

Social History ocr None 

Musculoskeletal 
rmrsmu~•Patttway 

Booking Number Birth Date 
1~t~ ~~ 

Observed Blood 
Date Pressure Pulse Resp. Rate Temp Pulse Ox Weight 

00-01-
2015 
12:46PM - 98.30 

EST 

BMI 

I AVPU @ Alert 0 Responds to Voice C Responds to Pain C UNRESPONSNE 

I COLOR ocr Pink D PaHor D Flushed 0 CYANOTIC 

ocr Wa~m ocr Dry D Cool D Moist/Clammy D Diaphoretic 

I SKIN TURGOR @ Normal C Decreased 

TISSUE 
PERFUSION 

@ <2sec C >2sec 

NEURONASCULAR EXAM 

D Pain 

D Pallor 

D Pulseiessness 

location 

D Paresthesia 

Location 

0 Edema 

Location 

PHYSICAL EXAM 

0 Edema 

ccs 
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forsyth Colmly Detention Center 
Forsyth Co 
m Nw1lt Cllurm Stn!et 
Winston-salem, NC271M 

~ D Hlll19fl3253 'Pmient Name· 'Pmient Humber 

·~·Edema 

0 SweJJing 

Redness 

Contusions 

0 Ecchymosis 

0 Bleeding 

OC! Tenderto Touch 

0 Guarding 

0 Muscle Spasms 

0 Abnormal Gait 

0 Loss of bladder cootroJ 

0 Extremity Weakness 

0 Impaired Range of Motion 

Describe 

0 Evidel;ce of injury 

Describe 

URINE DiPSTICK 

Specific Gravity 

DProtein 

D Glucose 

0 Leukocytes 

0 Nitrates 

D Blood 

0 Ketones 

0 other 

Musculoskeletal 
fmrstng.~.Patflway ccs 

CORRECT CARE 
SOLUTIONS 

Immediate evaluation by the HCP; if not available activate EMS. Notify HCP after activation of EMS. 

Tune Provider Notified 
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forsyth County Detention Center 
FotsythCo 
2fn 1'101111 CIJun:ll Sfn!et 
Wi~,NC2TUH 

rne 11bvraer NotmeG · · • 

Ttme EMS Activated 

Musculoskeletal 
Nursing DocumeDta1loo Pattlway 

0 Amputation full. ear, nose. finger. toe, and/or extremity 

0 Amputation. partial 

I condition deteriorates consider upgrade to emergent 

0 SBP <100, Pulse >100 

0 Edema, swelling, discoJoralion 

0 Loss ofsensafion, numbness or severe pain 

0 Loss ofboweJ/bfadder control 

0 Fool Droplweaknes:s 

0 Inflamed joint 

0 Urine + for protein and discolored brown OT red 

Data colection that does not lrigger emergent/urgent intervention 

I condition deteriorates consider upgrade to urgent« emergent 

0 Minimal restrictions in lange of moiion 

0 Back pain, non-specific 

0 Immediate evafuafion by the HCP 

ccs 
t!ORRECT CARE 
SOtU'i'ION8 

0 Amputafion. full-conttol bleeclirJ& elevate the limb. wrap the seveted part in moistened sterile 
dressing. ptUel1ling all amputated tmtterial, place the seveiN p8l'f in a wafettigltteontainer {plastic 
bag) on ice 

0 Amputation. partial- control bleeding. wrap wound in saline soaked dressing 

0 Apply slerile. pressure dn:ssing, if applicable 

0 Assess and reconl ABC"s. neurological status. and Wtal signs evety five {5} minutes until EMS 
arrival or until the HCP provides other direction 

0 lfspinaf injllly suspected. bani e-eollar placed on patient and EMS aetivafed. Hold in-line cervit:al 
traction while applying a hard cetYical collar. 
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fors.ylh County Detention Center 
FORVf/ICo ccs 
2M Norlll CIJtm:h Stn!et 
~Iem.NC271fn 

Musculoskeletal 
Nursing Docuntetlta1ion Pdlway 

t!ORRECT CARE 
SO!..I.I'T!ONS 

TJ II sPinal iii}Urj susp8Ctei1,. haril c-COIIar placed in jlatiebt ahd l:J6t1 activated. tlold iiHitie i:enncal 
traction while applying a hanl cervical collar. 

0 llpenetrafing injury. do NOT nmJCWe object. 

D WMe awaiting EMS arrival keep the patient flat and maintain c-spine immobilizalion until ElfS 
arrival 

0 If SIS activated massess every 5 minutes until SIS anival. 

0 Additional intetvenlfons as Ordered 

Consider 0 Oxygen 0 N Fluids 0 CPR 0 AED 

0 ·Contact HCP using SBAR fomrat 

0 Acetaminophen 650mg po BID x 2 days for severe pain. If patient has documented allergy to 
acetaminophen provide ibuprofen 200mg po BID x 2 days for severe pain 

0 Additional interventions as otr1ered 

Consider 0 Oxygen 0 IV Fluids 

0 lnsfmct per Education Fact Sheet 

0 lnsttucted to contact medical if symptoms reoccur 

0 Reassure patient 

0 Patient verbalized understanding of self-care, symptoms to report & when to return tor follow-up 

R! Acetaminophen 650mg po BID x 2 days for severe pain. If patient has documented allelgy to 
acetaminophen provide ibuprofen 200mg po BID x 2 days for severe pain 

0 Advise reduction in actMly but do not advise bed rest 

0 lnsttucfion regarding proper lifting techniques, poshire and body mechanics demonstrated and/or given 

0 Cold orwann packs based on type and age of injury/strain 

D Splint as indicated 

D Provide a tempomry activity restriction or assistive device (cane, cmtches) as necessary. 

NotifY custody of restrictions and/or assistive devices. 

D Instruct per Education Fact Sheet 

D Instructed fD contact medical ifsymploms reoccur 

0 Reassure patient 

0 Patient verbalized understanding of self-care, symptoms to report & when to retum for follow-up 
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Forsyth County Detefttion Cetlter 
FDRylhCo 
2M North Clllm:lt stn!et 
Wf.lllff.ln.5alil!m. NCZ11fl'l 

ccs 
eoRRECT CARE 
SOLU"'riOdiS 

Patient adVises that he sfJJmped his pinky toe on his tight foot a couple of days ago and it is still sore. 

1i3 None- resolved 

0 Provider 

0 BehavioraJ HeaJih 

0 Nursing 

0 Reterra/to 

Referral to 

0 Other (provide detail) 

Provide detail 

0 Refusal lOOn signed 

0 Referred to HCP 

0 No further action required 

Use PnJgn:ss Note for additional documentation 

NURNDP20 
This pathway is not meant io be applicable io every paijent nor to take the place of sound medical 
judgment; when in dotlbt please contact a medical provider. 

E-Signed by A veri Cook on 06/01/2015 12:49 PM EST Page 6 of6 



forsyth County De:tentkm Ce-nter 
FmsythCo 
2111 North ChtJR:h Street 
W'imtrm-Saiem, NC2111H 

Patient Name Patient Number 
miMJil D Hill 1903153 

Skin Problems 
Ntnsing Oocumentatlon Patllway 

Booking Number Birlh Date 
133'125 6.!2i.lt900 

ccs 
CORRECT CARE 
SOI.UTIONS 

This pathway is not meant to be applicable to evefY patient fWf to take the place of sound medical judgment; 
when in doubt, please contact a medical provider. 

Date of Visit 

Time of Visit 

Gender 

Race 

Patient Problems: 

Observed 
Date Category 
01-02-.2014 Acute 

01-02-2014 Acute 

12:-20-.2013 Acute 

12~20-2013 Chronic 

12-.20-2013 Acute 

Patient Allergies: 

Observed 
Date Type 

611612015 

0855 

@ Male 0 Female 

White 

Type 

PSYCH:OCD 

OTHER 

EXT CAUSES: 
Suicide 
META:DM 
PSYCH: 
Psychiatric NOS 

Problem Confirmed By 

Obsessive-Compulsive Disorders 
General Medieal Exam Not 
Otherwise Specified 
Suicide and Self'-lntlicted Injury by 
Other and Unspecified Means 
Diabetes Mellitus 
Personal History of Mental Disorder 
Not Otherwise Specified 

Allergy 

1.2-.20-2013 AJie Items No Known AJ~ies 

Current Medications 

insulin glargine 100 unft/ml ~ubcutaneous solution 36.00 unit Forsyth Co Facilily: Diabetic HS 613.1201510:00:00 PM 713/2!ll5 9:59:00 PM 

Date of Onset 

TmeofOnset 

Duration (Chrome) 

Makes Better 

Makes Worse 

61151.2015 

0000 

@ New Onset 0 Chronic Coirtpiaint 

P1 Lotion D Cool water 

washing and a high blood sugar 
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forsyth County Detention Center 
FonythCo 
2m NDrth Chun:h Stm!t 
Winston-Sah!m. NC27101 

IP80ent Name· IP80ent Mimix:r 
8RIAil D HILL1908253 

P.ledicaf History 

0 Hospitalizations 

0 Herpes 

C HIV+ 

C Lupus 

OPVD 

0 MRSA Infection 

0 Chicken Pox 

C Bumlnjury 

0 Acne 

0 Shave Bumps 

0 Hyperiension 

Rl. Diabetes 

0 Hearl Disease 

0 Dyslipidemia 

0 Asthma 

C Seizure Disorder 

Social History 

OP.ainRating 

itO 

Location 

0 Fever 

0 Malaise 

Rl Itching 

0 Burning 

0 Pusf1Jles 

0 None 

!Yi. None 

0 None 

Skin Problems 
Nursing Documentation PathWay ccs 

CORRECT CARE 
SOJ.UTIONS 
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forsyth County Detention Center 
Forsyth Co 
201 Nortll CllfJR:h Stn!et 
~~-. NC27ff11 

Skin Problems 
Nursing Ooctlnrentaoon Patlnvay 

IP8fieat Name· IP8fieat Number 
~ D JDU..1900253 

0 Pustules 

0 Blisters 

0 Cracking 

0 SweJJiJng 

0 White/Patchy 

P'I Fiaking 

0 LiceiScabies/Nils 

Weeping 

0 Drainage 

Descrile 

Patient Vitals: 

Pressure 
Pulse Resp_ Rate Temp Pulse Ox Weight 

ccs 
CORRECT CARE 
SO!.UTIOI'IS 

I==~ I 

BMI 

I AVPU @ Alert 0 Responds to Voice C Responds to Pain C UNRESPONSIVE 

I COLOR 

SKIN 

RT Warm 

RT Dry 

0 Cool 

RT Pink 0 Pallor 0 Flushed 0 Jaundiced 0 CYANOTIC 

0 Moist/Clammy 

0 DIAPHORETIC 

0 Intact 

0 Excoriation 

0 Mile Bunows 

location 

I SKIN TURGOR 4Fi Norma.J C Decreased 

I LESIONS C Yes @ No 
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forsyth County Detention Center 
Ffm;ythCo 
2M Noffh Cllurch Sfn!et 
Winston-Salem • NC271M 

!Patient Name· !Patient Numbe 
mwut D Hlll191J3253 r 

I 

LOCATION 

0 Scalp 

~Face 

0 Neck 

OChest 

0 stomach 

0 Back 

0 AxiJJae 

li3 Left arm 0 Right arm 

0 Perineum 

0 Right thigh 0 Left thigh 

0 Right leg 0 Left leg 

0 Buttocks 

0 Erythema 

0 Inflammation 

0 Edema 

0 Excoriations 

0 Scales 

0 Scabs 

0 Lice/Scabies/Nits 

0 Bleeding 

0 Weeping 

0 Abscess 

0 Purpura 

0 Macules 

0 Papules 

0 Pustules 

0 Vesicles 

0 Welts 

0 streaking 

Skin Problems 
Nnrsing Documentafion Patlrny 

Page 4 of9 
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forsylh County Detetttion Center 
FossyfhCo 
2M Norlh Chtm:h Sfn!et 
Winston-Sit/em. NC27101 

D streaking 

D Unfamiliar lesion 

Describe 

0 Blanches with pressure 

D Drainage 

Describe 

D &veiling 

Skin Problems 
Nuf'Sillg. Documeota1ioR Pattlway ccs 

CORRECT CARE 
iOLU"'riOH8 

l'mmediate evaluation by the HCP; if not available activate EMS. Notify HCP after activatiOn of EMS. 

Tane Provider Notified 

Tune EIIIIS Activated 

D Third Degree Bums on >10% ofrhebody, second degree bums on >~of the body. fbinl 
degree to hand, foot. face. or genitalia or high voltagellif1htening bum 

D Activate EMS 

D Maintain airway 

D Cover with bum blanket 

D Monitor vital signs 

D SBP <100, HR >100 02 sat <92 

D Radiation Bums 

D Electrical bums-obtain EKG 

J condition detemrates consider upgrade to emergent 

0 Thifddegreeon 2-10%otthebody, second degree on 15-25%ofthebody, second degree to hand, foot, 
face or genitalia 

D Minor bum plus smoke exposure 

D Temp>100 

D Abscess with palpable fluid filled sack 

D Rash with secondary infection 

0 Drainage/pus, erythema/redness with streaking 

C Systemic symptoms: (URVUTIIallergic reaction) 
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forsyth COUnty Detention Center 
Forsyth Co 
2fn North ChuR:.h Street 
Winston-Salem • NC27ffi1 

Skin Problems 
Nursing Documentation Patbway ccs 

CORRECT CARE 
SOlUTiONS 

'Patient Name· 'Patient Number BmAfl D HILL 1988253 1=:~ I 
0 Systemic symptoms: (URUUTVallergic reaction} 

0 Ge!Julitis 

0 Probable Herpes Zoster involving face 

0 Presence of pustules, vesicles mulfiple papules or furundes in beard area 

0 Rash with secondary infection 

0 Unfamiliar lesions 

0 Ucelcrabs involve eyelashes 

0 Recurrent or not responding to protocol 

Data collection 1bat does not trigger emergent/urgent mteJVention 

If condition deteriorates consider upgrade to urgent or emergent 

0 Boils 

0 Probable Herpes Zoster/herpes simplex if extensive areas of involvernent or patient is 
immunocompromised 

0 Minor second and third degree bum 

0 lice/crabs 

0 Scabies 

0 Acne 

lij Dermatitis 

0 rmea pedis/tinea cruris 

0 Immediate evaluation by the HCP 

0 If EMS activated reassess every 5 minutes untll EMS arrival. 

0 Maintain airway 

0 Additional interventions as ordered 

Consider D Oxygen D IV Fluids 
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forsyth County DetentiOn Center 
Fors}'thCo 
291 North Chun:h Street 
Winston-SB.h!m • NC2711H 

~Patient Mime· ~Patient Number 
1BRIMI D HILL 1903253 

0 Reassured patient 

Skin Problems 
Nursing Documentation Patllway 

0 Contacted HCP using SBAR format 

0 Acetaminophen 650mg po BID x 2 days PRN for any painful skin condition 

Consider IV Fluids 

0 Additional interventions as ordered 

0 Instructed per Patient Education Fact Sheet 

0 Instructed to contact medical if symptoms reoccur 

ccs 
CORRECT CARE 
SOlUf!O·NS 

0 Patient verbalized understanding of self-care, symptoms to report & when to rerum tor follow-up 

~ Reassured patient 

D Probable Herpes Zoster/simplex referHCP 

0 Acetaminophen 650mg po BID x 2 days PRN for any painful skin rondifioo 

I Bois I 
0 CULTURE ALL DRAINING WOUNDS AND IMPLEMENT MRSA PROTOCOL IF INDICATED 

0 ff open wound, cover with proper dressing and dressing changes daily until healed 

0 Immediate isolation for open, draining wound, if indicated 

I Minor secoodltrnrd degree bum I 
0 Coot compress; cleanse •vilh sterile saline solution, pat dry, cover with clean dry dressing, keep 
blisters intact, monitor for signs of infection 

I Lice/Crabs I 
0 Pyrethrin shampoo 0.33%, one application now and one in 7-10 days if indicated follow directions on 
label for application procedures. 

0 Provided clean clothing and bedding. 

0 Isolated patient and clothing per facility policy 

0 Notified custody for decontamination per facility policies 

I Scabies I 
0 Obtained urine pregnancy test (if female}. Rx contraindicated in pregnancy 

0 Obtained order from HCP tor StromectoJ (lve.rmectin) 

0 Provided clean clothing and bedding. 
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forsyth Colm1y Detmdion Center 
For3'11hCo ccs m North Chtm:h snet 
Wflillfon.SBiem. NC27101 CORRECT CARE 

SOl.UYIONS 

·-·· - "' ... " ... 

0 Provided clean clothing and bedding. 

0 Isolated patient and clothing per tacility policy 

0 Notified custody /or decontamination per facility policies 

l Acne I 
0 lnstrucl.ed patient to keep affected areas clean 

0 Refer to HCP for latye number of pustules with inflammation or deep painful dermal involvement 

0 Refer to HCP if extensive 

0 Consider use of Allergic Reaction- Emergent NDP 

I Contact Demlatilis I 
0 Advised thorough washing of skin and clothes to avoid additional irritant 

0 Advised that rash will improve over 7-10 days 

0 Educated the patient regardiilg avoidance of reoocutrence and avoiding allergen exposure 

~ Hydrorotfisone cream 1% apply topically to affected area RD x 7 days for severe discomfort 

I Tinea pedis/tinea cruris I 
D Advised patient to keep area clean and dTy 

D Referred to HCP for any severely macerated. cr:acked, or broken skin 

0 Additional interventions as otdered 

0 lnsftucted per Patient Education Fact Sheet 

0 lnsllucted to contact medical if symptoms reoccur 

0 Patient verbalized understanding of self-care, symptoms to report & when to return for follow-up 

Pi has red face and some /laking of the skin. .Redness on the arms. 

~ None -resolved 
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forsylh Ccanty Detention Center· 
FfJQythCo 
2M Niorlh ClflJRh: Shet 
~.NC21101 

M None -resolved 

D Provider 

D Behavioral Health 

D Nursing 

D Retenalto 

Referral to 

D other (provide detai) 

Provide detail 

D RefUsal fOrm signed 

D Referred to HCP fDr repeat refusal 

D No further action required 

Skin Problems 
Nursing Documenta1loo Pd1way 

Use Progress Note for adfliliDnal doc:umefltatioR 

ccs 
nQRREl!T CARE 
iOI.UTIOI!IS 

NUR NDP27 1 ~15 This pathway is not meant to be applicable to e\fel)f patient nor to take the place of sound 
· ~ medical judgment; when in doubt. please contact a medical provider. 

E-Signed by April Swallie on 06/16/2015 09:01 AM EST Page 9 of9 



Forsyth Co September 2015 

Diaonosis: Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

Discontinued 

Medication Orders 

Order Record History 

Lantus (Insulin Glargine) 100 unit/ml subcutaneous solution: give units per sliding scale protocol SC Diabetic HS for 90 days.- Ordering Provider: Patricia Rodgers 

Time Type 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I -- I 
Patient Status Changes 

Patient Status Description 

Pain Assessment 

Date Score Scale Location 

Order: 

PRN Effectiveness 

Order: 

Notes 

OrderNo Initials Note Category Note Date 

Initials Leaend 

Initials User 

Order Administration Sites 
Abbreviation Site 

)£ CORRECT CARE 
.As 0 l U T I 0 N S 

To/From Date 

Reason Initials Interventions Result Follow Up Datetime Initials 

Follow Up Date Result Reason Initials 

Item Status Note 

Page 1 of 1 09/19/2016 09:59 



Forsyth Co August 2015 

Diaonosis: Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

Discontinued 

Medication Orders 

Order Record History 

Lantus (Insulin Glargine) 100 unit/ml subcutaneous solution: give units per sliding scale protocol SC Diabetic HS for 90 days.- Ordering Provider: Patricia Rodgers 

Time Type 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I 
Patient Status Changes 

Patient Status Description 

Pain Assessment 

Date Score Scale Location 

Order: 

PRN Effectiveness 

Order: 

Notes 

OrderNo Initials Note Category Note Date 

Initials Leaend 

Initials User 

Order Administration Sites 
Abbreviation Site 

"~'·CORRECT CARE 
1iB.:S 0 L U T I 0 N S 

To/From Date 

Reason Initials Interventions Result Follow Up Datetime Initials 

Follow Up Date Result Reason Initials 

Item Status Note 

Page 1 of 1 09/19/2016 09:59 



Forsyth Co July 2015 Order Record History 

Diaanosis: Diabetes Mellitus, Qbsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

Discontinued 

Medication Orders 

······· 
'·,.llB!I!-II!~Icyli 

insulin glargine 100 unitlmL subcutaneous solution: give 36 unit SC Diabetic HS for 30 days.- Ordering Provider: Emma Aycoth 

Time Type 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 

122:00 I/ nit I ' MM I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I --
22 23 24 25 26 27 28 29 30 

I -- I -- I -- I -- I -- I -- I -- I -- I --- ' insulin regular human 100 unitlmL injection solution: give units per sliding scale protocol SC Diabetic QID for 30 days. T.O. read back and affirmed.- Ordering Provider: Alan 
Rhoades 

Time Type 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 

05:00 Blood 0 -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- --
Glucose 

05:00 I nit ' JG -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- --
05:00 Units 0 0 0 a a 0 a a a 0 a a a a a a a a a 0 a e a a e e -- -- -- --
10:00 Blood 0 -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- --

Glucose 
10:00 I nit ' KT -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- --

10:00 Units 0 0 e a e 0 e a 0 a 0 0 a 0 0 a 0 a a 0 a 0 0 a 0 e -- -- -- --
17:00 Blood Overr -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- --

Glucose 
ide 

17:00 !nit ' MM -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- --

17:00 Units 0 0 e a a e 0 0 0 0 e e e e 0 e a e e a a e a a 0 a -- -- -- --
22:00 Blood Overr -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- --

Glucose 
ide 

22:00 /nit * MM -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- --
22:00 Units e a a e e e 0 0 e 0 a e a a e e e 0 0 0 a a a 0 e a -- -- -- --

Lantus (Insulin Glargin~) 100 unitlmL subc 

Time Type 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 

I I I -- I I I I I I I I I I I I I I I I I I I I I I I I I I I I I 
~) 10mg~~~g~e1~b~POQAMfurWda%.-O 

Time Type 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 

105:00 lin it I * JG I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I --

31 

I -- I 
' 

31 

--

--

--
--

--
--
--

--

--
--

--

--

31 

I I 

31 

I -- I 

i 

ArifCORRECT CARE 
Ails 0 L U T I 0 N S Page 1 of 3 09/19/2016 09:59 



Forsyth Co July 2015 Order Record History 

Diaonosis: Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

PRN 

Maalox Advanced (Alum-Mag Hydroxide-Simeth) 200 mg-200 mg-20 mg/5 mL oral suspension: give 30 milliliter PO TID AM PM & HS- Worker PRN for 30 days.- Ordering 
Provider: Alan Rhoades 

Time Type 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

I PRN I I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -. I -- I -- I -- I 

Patient Status Changes 

Patient Status 

Pain Assessment 

Date Score 

Order: 

PRN Effectiveness 

Order: 

1!. CORRECT CARE 
~S 0 L U T I 0 N S 

Description 

Scale Location 

To/From Date 

Reason Initials Interventions Result Follow Up Datetime Initials 

Follow Up Date Result Reason Initials 

Page 2 of 3 09/19/2016 09:59 



Forsyth Co July 2015 

Diaonosis: Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 

Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

Notes ---
OrderNo Initials Note Category 

3040998 MM General 

3049500 JG General 

3142235 JG General 

3142235 MM Override 

3142235 MM General 

3142235 MM Override 

3142235 MM General 

Initials Leaend 

Initials User 

JG Gakeri, Josephine, MA I LNA 

KT Taylor, Kelly 

MM Mabe, Michael, MA I LNA 

Order Administration Sites 
Abbreviation Site 

i"ilt. CORRECT CARE 
lR.s 0 L U T I 0 N S 

Note Date Item Status Note 

0710112015 22:00 insulin glargine 100 Missed inactive 

unit/ml 
subcutaneous 
solution 

0710112015 05:00 Zyrtec (Cetirizine) Missed inactive 

10 mg tablet 
0710112015 05:00 insulin regular Missed inactive 

human 100 unit/ml 
injection solution 

0710112015 17:00 insulin regular Missed inactive 

human 100 unit/ml 
injection solution 

0710112015 17:00 insulin regular Missed inactive 

human 100 unit/ml 
injection solution 

0710112015 22:00 insulin regular Missed inactive 

human 1 00 unit/ml 
injection solution 

0710112015 22:00 insulin regular Missed inactive 

human 1 00 unit/ml 
injection sol uti on 

Page 3 of 3 

Order Record History 
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Forsyth Co June 2015 Order Record History 

Diaonosis: Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

Discontinued 

Medication Orders 

,I, ~UE:I lll!:t '[ lilW"""" 

insulin glargine 100 unit/mL subcutaneous solution: give units per sliding scale protocol SC Diabetic HS for 23 days. *Use inmates insulin vial* TORA ARhoades/DoliverLPN. -
Ordering Provider: Alan Rhoades 

Time Type 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 
22:00 Blood 340 -- -- -- -- -- -- -- --

Glucose 
22:00 -- -- -- -- -- -- --
22:00 Units e e e e e 0 e e e e e e 0 e e 0 e e e e e e e --

insulin glargine 100 unit/mL subcutaneous solution: give 36 unit SC Diabetic HS for 7 days. *Use inmates insulin vial* TORA ARhoades/DoliverLPN. - Ordering Provider: Alan 
Rhoades 

Time Type 1 2 

122:00 
22:00 

II nit 
Site I :UML I A:L I 

o1ii"""CORRECT CARE .,as 0 L U T I 0 N S 

3 4 5 

I -- ~--
6 7 8 9 10 11 12 13 

I -- I -- I 
--

I I -- I -- I -- ~--
14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 

~-- ~-- I I I -- ~-- ~-- I -- I I ~-- I I -- I -- ~-- I 

Page 1 of 5 

29 

29 

30 31 

30 31 

I -- ~-- I 
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Forsyth Co June 2015 

Diaonosis: Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

1&~~-IB:::I1IIlii.EIIIill ... lli•~~~~~--~1BmEIIBl-:l•'•'•aaBa!lll!!iiiBB-.il.ll 

Order Record History 

-iiltill~-~--~· 
insulin regular human 100 uniUmL injection solution: give units per sliding scale protocol SC Diabetic QID for 30 days. T.O. read back and affirmed. - Ordering Provider: Alan 

Rhoades 

Time Type 

05:00 Blood 

Glucose 

05:00 I nit 

05:00 Units 

10:00 Blood 

Glucose 

10:00 I nit 

10:00 Site 

10:00 Units 

17:00 Blood 

Glucose 

17:00 I nit 

17:00 Site 

17:00 Units 

22:00 Blood 

Glucose 

22:00 I nit 

22:00 Site 

22:00 Units 

~''CORRECT CARE ;_a.s 0 L U T I 0 N S 

1 2 3 4 5 6 7 8 

-- --

-- --

-- -- --

9 10 11 12 13 14 15 16 17 18 19 20 21 22 

-- -- -- -- -- --

-- -- --

-- -- -- --

Page 2 of 5 

23 24 25 26 27 28 29 30 31 
158 71 37 

-- AC AR EB RB 

0 0 0 0 

227 240 273 403 

-- KT KT TC KT 

AUL AUR AUR AUL 

2 2 4 10 

205 227 237 Overr 
ide 

EB AR MM ' MM 

AUL AUL AUL 

2 2 2 0 

315 335 335 Overr --
ide 

EB AR MM ' MM --
AUR AUR AUL 

6 6 6 0 
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Forsyth Co June 2015 

Diaonosis: Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

~ !¥:'!;!! 

Order Record History 

insulin regular human 100 unitlml injection solution: give units per sliding scale protocol SC Diabetic QID for 30 days. TORA ARhoades/DoliverLPN.- Ordering Provider: Alan 

Rhoades 

Time Type 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 

05:00 Blood 153 80 192 83 116 105 52 40 44 43 40 42 49 108 79 69 72 73 52 187 34 

Glucose 
05:00 I nit JG RB JG JG JG JG EB EB RB EB EB EB KR JG JG RB JG JG JG JG RB 

05:00 Units 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 0 

10:00 Blood 242 440 332 257 235 187 238 247 284 375 306 286 244 274 339 305 194 266 289 282 224 

Glucose 
10:00 I nit MM KT KT KT KT EB EB TC EJ EJ EJ EJ KT KT TC KT KT KT KT EJ EJ 

10:00 Site AUL AUR AUR AUL AUL AUL AUL AUL AUQR AUL AUL AUL AUL AUR AUR AUR AUL AUL AUL 

10:00 Units 2 10 6 4 2 0 2 2 4 8 6 4 2 4 6 6 0 4 4 4 2 

17:00 Blood 161 133 236 239 227 239 198 227 273 165 182 254 176 198 420 303 263 170 167 299 216 

Glucose 
17:00 I nit MM MM CD AR MM MM MM CD CD CD AR CD CD CD MM MM MM AR MM EB AR 

17:00 Site AUL AUR AUL AUR AUL AUL AUL AUL AUL AUL AUR AUL 

17:00 Units 0 0 2 2 2 2 0 2 4 0 0 4 0 0 10 6 4 0 0 4 2 

22:00 Blood 326 372 263 340 307 249 351 206 263 230 281 110 365 441 372 395 299 400 388 417 287 

Glucose 
22:00 In it MM MM CD AR MM MM MM CD co CD AR CD CD CD MM MM MM AR MM EB AR 

22:00 Site AUL AUL AUL AUR AUL AUL AUR AUL AUL AUL AUQR AUL AUL AUL AUL AUR AUL AUR AUL AUR 

22:00 Units 6 8 4 6 6 2 8 2 4 2 4 0 8 10 8 8 4 8 8 10 4 

. 
~. . . " 

Tylenol (Acetaminophen) 325 mg tablet: give 2 tablet PO BID AM & HS -Worker for 2 days. -Ordering Provider: Joseph Mickler 

Time Type 1 

105:00 
22:00 

I' nit 
I nit I ~~ 

Zyrte~ (Cetirizine) 

Time Type 

105:00 II nit I 

PRN 

.: .• A.t \:,..CORRECT CARE Jas 0 L U T I 0 N S 

1 

--

2 3 4 

I :: I ~~ I :: 

2 3 4 

I -- I -- I --

5 6 7 8 9 10 

I :: I :: I :: I :: I :: I :: 

5 6 7 8 9 10 

I JG I JG I EB I EB I RB I EB 

11 12 13 14 15 16 17 18 19 20 21 

I -- I :: I :: I :: I :: I :: I :: I 
-- I :: I :: I :: -- --

11 12 13 14 15 16 17 18 19 20 21 

I EB I EB I KR I JG I JG I RB I JG I JG I JG I JG I RB 

Page 3 of 5 

22 23 24 25 26 27 28 29 30 31 

70 44 44 96 54 -- -- -- -- --

RB RB KR KR KR -- -- -- -- --
0 0 0 0 0 -- -- -- -- --

308 310 334 486 244 -- -- -- -- --

TC EJ EJ EJ EJ -- -- -- -- --

AUR AUL AUL AUL AUL -- -- -- -- --

6 6 6 10 2 -- -- -- -- --
167 206 266 214 -- -- -- -- --

CD CD CD CD -- -- -- -- --
AUL AUL AUL -- -- -- -- --

0 2 4 2 -- -- -- -- --
372 359 97 382 -- -- -- -- -- --

CD CD CD AR -- -- -- -- -- --
AUL AUL AUR -- -- -- -- -- --

8 8 0 8 -- -- -- -- -- -- I -
22 23 24 25 26 27 28 29 30 31 

I :: I :: I :: I :: I :: I :: I :: I :: I :: I :: I .. 
22 23 24 25 26 27 28 29 30 31 

I RB I RB I KR I KR I KR I EB I AR I EB I RB I -- I 

09/19/2016 09:59 



Forsyth Co June 2015 Order Record History 

Diaanosis: Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

Maalox Advanced (Alum-Mag Hydroxide-Simeth) 200 mg-200 mg-20 mg/5 mL oral suspension: give 30 milliliter PO TID AM PM & HS -Worker PRN for 30 days. -Ordering 

Provider: Alan Rhoades 

Time 1 2 

PRN 

Patient Status Changes 

Patient Status 

Active 
Active 
Discharged 

Pain Assessment 

3 4 5 

Description 

Admitted to Facility 
Admitted to Facility 
Discharged 

6 

Date Score Scale Location 

Order: 

PRN Effectiveness 

Order: 

·f~R,R~~T1 ~A,!'~ 

7 8 9 10 11 

To/From 

Reason 

12 13 14 15 16 17 18 

Date 

06/14/2015 21:15 
06/18/2015 01:45 
06/30/2015 18:19 

Initials Interventions 

Follow Up Date Result 

Page 4 of 5 

19 20 21 22 23 24 25 26 27 28 

16:47 
AR 

20:45 
AR 

Result Follow Up Datetime 

Reason 

29 30 31 
04:40 

RB 

,..,., 
89:49 

Initials 

Initials 

09/19/2016 09:59 



Forsyth Co June 2015 

Diaonosis: Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 

Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

Notes 
OrderNo Initials Note Category Note Date Item Status 

3040998 MM General 0613012015 22:00 insulin glargine 100 Missed 

unit/ml 
subcutaneous 
solution 

3142235 MM Override 0613012015 17:00 insulin regular Missed 

human 100 unit/ml 
injection solution 

3142235 MM General 0613012015 17:00 insulin regular Missed 

human 100 unit/ml 

injection solution 
3142235 MM Override 0613012015 22:00 insulin regular Missed 

human 1 00 unit/ml 
injection solution 

3142235 MM General 0613012015 22:00 insulin regular Missed 

human 100 unit/ml 
injection solution 

Initials Leaend 

Initials User 
AC Cooper, Aimee, RN 

AR Rhone, Aletha, MA I LNA 

CD Dula, Cathy 

EB Barr, Ebony, MA I LNA 

EJ Jackson, Eleanor 

JG Gakeri, Josephine, MA I LNA 

KR Reid, Kishera, MA ILNA 

KT Taylor, Kelly 

MM Mabe, Michael, MA I LNA 

RB Barr, Rita, MA I LNA 

TC Cauthen, Tinesha, MA I LNA 

Order Administration Sites 
Abbreviation Site 
AUQR Abdomen Upper Quadrant Right AUL Arm Upper Left 

£'&:!CORRECT CARE 
~8 0 l U T I 0 N S 

Note 

inactive 

inactive 

inactive 

inactive 

inactive 

AUR 

Page 5 of 5 

Arm Upper Right 

Order Record History 

09/19/201609:59 



Forsyth Co May 2015 Order Record History 

Diaonosis: Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

Discontinued 

Medication Orders 

1£HfUPf:%'!f1£Wftt'f~~\' T"'~li!Y1l!~. : ~~~;:~~';' .I! 
insulin glargine 100 uniVmL subcutaneous solution: give 36 unit SC Diabetic HS for 23 days. *Use inmates insulin vial* TORA ARhoades/DoliverLPN. - Ordering Provider: Alan 
Rhoades 

Time Type 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 

. J111W11'iH!fili 

30 31 

122:00 I I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I 

" 
j \ . 

insulin glargine 100 uniVmL subcutaneous solution: give 36 unit SC Diabetic HS for 7 days. *Use inmates insulin vial* TORA ARhoades/DoliverLPN. -Ordering Provider: Alan 
Rhoades 

Time Type 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 29 30 31 

22:00 I nit -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- -- I -- I -- I -- -- I -- I -- I -- -- I -- I MM RB AR I AR 

(22:00 (Site I I I I I I I I I I I I I I I I I I I I I I I I I I AUL I ALQL I AUL I AUR I 

'1 .. '.:1 :· ' ":' 

insulin regular human 100 uniVmL injection solution: give units per sliding scale protocol SC Diabetic BID AM & PM for 30 days. protocol Rhoades/DOiiverLPN.- Ordering 
Provider: Alan Rhoades 

Time Type 

05:00 

05:00 Units 

17:00 

17:00 Units 

A CORRECT CARE ..a.s 0 L UTI 0 N S 

1 

--

--

2 3 4 5 

-- -- -- --

-- -- -- --

6 7 8 9 10 11 12 13 

-- -- -- -- -- -- -- --

-- -- -- -- -- -- -- --

14 15 16 17 18 19 20 21 22 23 24 25 26 27 28 

-- -- -- -- -- -- -- -- -- -- -- -- -- -- --
0 

-- -- -- -- -- -- -- -- -- -- -- -- -- -- --

0 

Page 1 of 3 

111111111 

29 30 31 

-- -- --
e \l e 
-- -- --

e 0 e 

09/19/2016 09:59 



Forsyth Co May 2015 Order Record History 

Diaanosis: Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

insulin regular human 100 unitlmL injection solution: give units per sliding scale protocol SC Diabetic QID for 30 days. TORA ARhoades/DoliverLPN. -Ordering Provider: Alan 
Rhoades 

Time Type 1 2 

05:00 Blood 

Glucose 
05:00 I nit -- --
05:00 site 

05:00 Units 

10:00 Blood 

!Glucose 
10:00 I nit -- --
10:00 Site 

10:00 Units 

17:00 Blood 

plucose 
17:00 I nit -- --
17:00 ~ite 

17:00 Units 

22:00 Blood 

Glucose 
22:00 I nit -- --
22:00 Site 

22:00 Units 

insulin regular h 

Time Type 1 2 

122:00 I I -- I --

Patient Status Changes 

Patient Status 

Active 

Active 
Active 

\i;JitiCORRECT CARE 
~S 0 L U T I 0 N S 

3 4 5 6 

-- -- -- --

-- -- -- --

-- -- -- --

-- -- -- --

3 4 5 6 

I -- I -- I -- I --

Description 

Admitted to Facility 

Admitted to Facility 

Admitted to Facility 

7 

--

--

--

--

7 

I --

8 9 10 11 12 13 14 15 16 17 18 19 

-- -- -- -- -- -- -- -- -- -- --

-- -- -- -- -- -- -- -- -- -- -- --

-- -- -- -- -- -- -- -- -- -- -- --

-- -- -- -- -- -- -- -- -- -- -- --

8 9 10 11 12 13 14 15 16 17 18 19 

I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I -- I --

To/From Date 

05/27/2015 14:30 
05/27/2015 17:30 
05/31/2015 03:00 

Page 2 of 3 

20 21 22 23 24 25 26 27 28 29 
overr 361 

ide 

-- -- -- -- -- -- -- -- ' MM EB 

AUL 

0 8 

389 195 

-- -- -- -- -- -- -- -- RO AR 

AUL 

8 0 

352 247 

-- -- -- -- -- -- -- -- MM RB 

AUL AUL 

8 2 

198 301 

-- -- -- -- -- -- -- MM RB 

AUR 

0 6 

20 21 22 23 24 25 26 27 28 29 

I -- I -- I -- I -- I -- I -- I -- I -- I -- I --

30 31 
42 153 

MM JG 

0 0 

446 302 

KT KT 

AUR AUR 

10 6 

178 236 

AR AR 

AUL 

0 2 

285 277 

AR AR 

AUL AUR 

4 4 

30 31 

I -- I -- I 

09/19/2016 09:59 



Forsyth Co May 2015 

Diaqnosis: Diabetes Mellitus, Obsessive-Compulsive Disorders, Suicide and Self-Inflicted Injury by Other and Unspecified Means, 
Personal History of Mental Disorder Not Otherwise Specified, General Medical Exam Not Otherwise Specified 

Pain Assessment 

Date Score Scale Location 

Order: 

PRN Effectiveness 

Order: 

Notes 

OrderNo Initials Note Category Note Date 

3018993 MM Override 0512812015 05:00 

3018993 MM General 0512812015 05:00 

Initials Leaend 

Initials User 

AR Rhone, A letha, MA I LNA 

EB Barr, Ebony, MA I LNA 

JG Gakeri, Josephine, MA I LNA 

KT Taylor, Kelly 

MM Mabe, Michael, MA I LNA 

RB Barr, Rita, MA I LNA 

RD Dixon, Rebekah 

Order Administration Sites 
Abbreviation 

ALQL 
AUL 
AUR 

Site 

Abdomen Lower Quadrant Left 
Arm Upper left 
Arm Upper Right 

dt CORRECT CARE 
.JAs 0 L U T I 0 f.! S 

Reason Initials Interventions 

Follow Up Date Result 

Item Status Note 

insulin regular Missed refused 

human 100 unit/ml 
injection solution 
insulin regular Missed refused 

human 100 unit/ml 
injection solution 

Page 3 of3 

Order Record History 

Result Follow Up Datetime Initials 

Reason Initials 

09/19/2016 09:59 



( MEDICATION ADMINISTRATION RECORD 

F5<os ?(\or -m 

( W•Jt·Jiif'•W ..,11'\IVIVI"WLI r-nl'\niVII'\"' 1 ;;n;;.nv '"'.:;.~ 
1.800.882.6337 FAX: 724.349.4209 <:: 

., (\~\\n rtcrn\nt)-\ruilof'. llll.oi...U I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I I 

DIAGNOSIS 
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DIAGNOSIS 



( MEDICATION ADMINISTRATION RECORD 
lnsulin Dependent Diabetic 

FSBS Prior to Insulin 

Administration 

I~ 

:~ I ·,, ~-:--

• I ~ ·* I .S 

..... I '"'I 
.J ..... I <:. 

(" 

a 
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(' MEDICATION ADMINISTRATION RECOR.D (, 
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•··•·S:r·· DIAMOND PHARMACY SERVICES 
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forsyth County Deteftlion Center 
FOtsythCo 
2M N01'IIl Chun:h Stn!et 
Wi~NC211M 

I Questions 

Brief Jail Mental Health Screen ccs 
eORRECT CARE 
SO!.U"riOfiiiS 

1. Do you CURRENTLY believe 1hal: someone can control yoor mind by putfing1hougtlts into 0 Yes @ No 
your head or taking 1hooghts out of your head? 

General Comments: 
······················································································································································- ··································································································································- ·········································-··· ....................................... ,,,_,,,,,,, 

2. Do you CURRENTLY feel that other people know your thoughts and can read your mind? 0 Yes @ No 

General Comments: 

3. Have you CURRENTlY lost or gained as much as two pounds a week for several weeks 0 "'e,C!' if::t ..,_ 

wihouf:eventl)ing? ll"' ~ IVV 

General Comments: 

4. Have you or your family or friends noticed 1hat you are CURRENTLY much more active 
lhan you usually are? 

General Comments: 
'~-----~' 

c Yes e No 

5. Do you CURRENTLY feel like you have to talk or move more slowly than you usually do? 0 Yes 8 No 

General Comments: 

6. Have there CURRENTLY been a few weeks when you felt like you were useless or sinful? 0 Yes @ No 

General Comments: 
0 "OOOOOOOOOOOOOOO ... OH0'0000''''''''''''''''''''''-'''''' 00 000 000000000 00000000000000000000000000 

1_ ke you CURRENTLY tmang, any medicaiiDn preseritled for you by a physician for any 
emotional or~ health problems? 

General Comments: 

8. Have you EVER been in a hospital for emotional or~ health problems? 

General Comments: 

Olficets Commentsnmpressions (checlc all that apply}: 

C Language barrier C Under the influence of drugslaJcohol D Non-cooperative 

C Difficulty understanding questions D other 

Specify: 

0 Yes 8 No 

o Yes e No 

Retenallnstructions: This detainee should be referred for ful'fher mental health evaluation if he/she 
answered: 

*YES m item 7; OR 

*YES m item 8; OR 

Page 1 of2 



Fon~yth Counl¥ Deteofion Center· 
I'OilJjftl Co 
2M Norllt Clllm:h Shet 
Wi~NC211flf 

i& 
* VES m item 8; OR 
'"'YES fD at least 2 of items 1 ihrough 6; OR 

*If you feel it is necessary for any other NaSOIJ 

On: 512112.fJ15 To: mental healtiJ 

E-Signed by Atisha Oliver on 05/27/2015 05:10PM EST 

.A.CCS 
CORRECT CARE 
SOLU'TION8 

Page 2 of2 



Copayment Fee Authorization Form 
Forsyth county Detention Center For Medical Services 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7676 
Ptlient Name 
HILL, BRIAN D 

lnmale Number 
1908253 

Booking Number 
138125 

Date of Bilfh 
6126/1990 

... ccs 
CORRECT CARE 
SOLUTIONS 

Today's Date 
5127/2015 

Forsyth County Office Of The Sheriff Detention Division 

Authorization To Automatically Debit Inmate 

Br"Jtll'\ H ; I\ . 's Inmate Cash Account for Inmate Requested Medical Services. 

The undersigned Inmate understands and agrees that request for certain medical services require a copayment 

from the Inmate and the copayment is automatically deducted from HIS or Her Inmate Cash Account. 

This deduction is made each time a medical request Is completed by the Inmate for medical services that are not 

exempt from the copayment fee. A schedule of the copayment fees is posted in each housing unit. 

MEDICAL CARE IS NOT DENIED DUE TO LACK OF FUNQS. Copayment fee's that are due are charged 

against future deposits. 

Any Inmate Commissary Account having an negative balance remains as an open account until such time as the 

amount is fully paid. Once the financial responsibility Is fulfilled, the account is deemed closed. 

If an inmate is reincarcerated at the Forsyth County Detention Center any time in the future, the negative balance 

the Inmate owes is deducted from the Inmate Commissary Cash Account at that time. Any Negative balances at 

the time of release may be paid afterwards in order to remove the debt. The debt may be paid to Inmate 

Commissary during normal business hours, or may be mailed to the Forsyth County Detention Center to the 

attention of Inmate Commissary Section. Refusing to sign this form ie considered an Inmate Refusal for medical 

care for those medjcal services that exempt from copayment. 

lnma~ SignatureA~'P &~j)J'li 
Officer/10# or Medical Staff:,~~~QWo:/..;x..~'-"'--"------------

oate:_:S~\a...u-8'""--'""'\ \5-""'------

c 2111l9 co ..... care Solution•. 
-911.12009 ~1111111 

ZD114010 
I .. 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7676 
Patient Name 
HILL, BRIAN D 

Federal Prisoner Health Care 
Co~Payment Act of 2000 

Inmate Number 
1908253 

Booking Number 
138125 

Date or Birth 
5/26/1990 

.J...CCS 
CORRECT CARE 
S 0 L U ; I 0 N S 

Today':; Date 
5/27/2015 

Public law 106-2:4, The Federal Prisoner Healthcare Co-payment act of 2000 allows state and 
local government to assess and collect a reasonable fee from the trust fund (or institutional 
equivalent) of a federal prisoner for health care services. 

Each person who Is or becomes a federal prisoner shall be provided with written and oral 
notices of the provisions of the Federal prisoner Healthcare Co-payment Act of 2000. A fee 
may not be assessed against or collected from a federal prisoner until30 days after he I she 
was provided such notice. This notice will be given to all Federal Inmates at time of booking 
into the Forsyth County Detention Center. 

Exemptions: 

Staff referrals 
Chronic Care follow-up 
Preventative health care 
Prenatal care 
Emergency services 
Chronic infectious disease treatment 
Mental health care 
Substance abuse treatment 

I have been provided with written and oral information on the Federal Prisoner Healthcare Co
payment Act of 2000. 

Inmate's Name 

C 2009 Co"e<lt Care SQiutiOns, 
"'viH~M/21109 

ID # Date 

Witness 

IBIIII~II~II~IIIIillll/111111~1 
0 1 2 I C 3 9 4 S 2 5 7 C P 5 9 8 2 2 P N X N + 



Forsyth County Sheriff1S ·Office 

Detention Services Bureau 
Inmate Medication Receipt and Transfer Form 

Page_of_ 

lnmateName: \=li(~~~ 
Inmate Date Of Birth~~- I \5 

Booking Number: 

Hous1ng Locat1on -l_I.A-_:!ooooiC!I!r-. __ Property Number ____ _ 

Information of Person Delivering Medication to Medical Staff 

Name (Printed): /1• 'tr t~ fir // Date: _Lt t..S 1 Z G 1 £ 

Signature: tJ...,.M.. f{-Jl! Phone #: ( 1 z... .... z 519 
Non-Narcotic Medication 

Narcotic Medication 

Medical Staff Signature: -\-.......-;>q...~~::::::S.4.-i!U.WIIIII!E.~~=~~Pil::~_j 

Date Placed in Inmate's Property: _!_! __ 

Date:f.oaSdS_ 

Property Clerk's Signature:--------------------------

Time Stored: __ _ Narcotics Placed in Evidence bag: 1 ] Yes [ ] No 

Comments: __ _ 

FCS 1215 White- Medical/ Yellow - Property Revised: March 21, 2011 



Forsyth County Sheriff's Office 

Detention Services Bureau 
Inmate Medication Receipt and Transfer Form 

Page __ of __ 

Inmate Name:. Hi l.L_brjCL() Booking Number: 1381 d~ 
Inmate Date Of Birth: 5t£Jo 19q 0 
Housing Location Q N Property Number ___ _ 

Information of Person Delivering Medication to Medical Staff 

Name (Printed):-----------------

Signature:------------------

Date: __ ! __ ! __ 

Phone#: __ ~-----

NonMNarcotic Medication 

\J. Property Management Information 
Date:.:italf-LS::.. Medical Staff Signature: ____JuLL.JftxclLJ....<..__.,_~I__,f>~N_;_::--------

Date Placed In Inmate's Prope~@ (.;;' 
Property Clerk's Signature: ___l~~~~'UJ~-'-----------------------
Time Stored: /ct· ~ / Narcotics Placed in Evidence bag: [ ] Yes vkNo 

Comments:-------------------·----------------

FCS 1215 White- Medical/ Yellow- Property Revised: March 21, 2011 



Forsyth County Detention Center Receiving Signature 
Forsyth Co 
201 North Church Street 
Winston-Sa/.em, NC 27101 
336-917-7676 

Patient Name 

HILL, BRIAN 0 
Inmate Number Date of Birth 

1908253 5/26/1990 

~ccs 
CORRECT CARE 
SOLU~IONS 

Todsy's Date 

5/27/2015 

I have answered all questions fully. I have been instructed on and received information on how to obtain/access 
medical services. I have been instructed and have received information on sexual assault awareness. I hereby 
give my consent fl~r Correct C~~e Solutions

1 
to provide health care services. 

,,_.,, .. ,,re ~ 8r;IJII1 ~ ~II ., .. ., _5127/2015_ 
'1\ l ... 1\ 1\ ... ~!fine 

Witness Signature: \&_()_l t \}ll,)Y Date: _5/27/2015_ 

Rev. OJi 10/20 I I 1111~11111111 
118DI1 



forsyth County Detention Center 
FmsythCo Receiving Screening 
201 North Cbun:h Stn!et 
Wf~. NCZTffYI 

D Refusal of admission until medically cleared 

1. Have you ever or are you currently being 1reated for: asthma, diabetes, seizure 
disorder, thyroid disorder, heart condition, high blood pressure, bleeding disorder or 
kidney disease? 

2. Have you or are you currently being treated for any other illness or healh problem not 
listed above? 

Patient Problems: 

g::wed Categmy Type Problem Confirmed By 

01-02-2D14 Acute PSYCH: OCD Obsessive-Compulsive DisorderS 

01-02-2D14 Acute OTHER ~ ~xam Not 

EXT CAUSES: Suicide and Self-Inflicted Injury by 
12-20-2D13 Acute Suicide Other and Unspecified Means 

12-20-2013 Chronic META: DM Diabetes Mellitus 

12-20-2013 Acute 
PSYCH: Personal History of Mental Disotder 
Ps . L. • NOS Not Othetwise ~ '=· 

3. Pce you currently taking any medication prescribed to you by a physician? 

Medications 

@Yes 0 No 

@Yes 0 No 

@Yes 0 No 

~ 1 ~ 2 c 3 c 4 c 5 c 6 c 7 c 8 c 9 c 10 c 11 c 12 c 13 c 14 c 15 c 16 c 1'7 c 18 

1. Name and dose: Lanius 

last Date Filed: 512015 

Date Last Taken: 512712015 

Check only if applicable: D Verified 0 Not Verified C HCP Notified 

2. Name and dose: Novolog 

Last Date Filed: 512015 

Date Last Taken: 512712015 

Check only I applicable: 0 Vetified 0 Not Vetified D HCP Notified 

4: he you allergic to any medications or do you have any other alefgies? 

Patient Allergies.: 

I Observed 
Date Type 
12 20-2013 Alletgy Items 

C Yes@ No 
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forsyth County Detention eemer 
FOnrytll Co 
2M Nor1h Chtm:h Stn!et 
Wi~.NC271fn 

I~Wiem ,__ IPatiem Ntmtber 
BIIIIAII D mL.L 19011253 

Receiving Screening 

l12:...20-2fJ13 Allelgy Items No Known Allergies 

5. Have you been hospitalized by a physician or psychiatrist? 

Describe: 
...................................................... ··························································-······· 

6. Do you have current painful dental condition or dental complaint? 

Describe: 

7. Have you been exposed to or been diagnosed with Hepatitis, venereal or sexually 
transmitted disease, HIVIAIDS or other serious disease? 

8~ Have you ever had a positive TB skin test, been exposed to TB or been diagnosed 
wilhTB? 

9. Have you ever received treatment for exposure to or diagnosis of TB? 
......... ,_ ................. . 

10. Do you currently have any of these symptoms: persistent cough, shortness of 
breath, loss of appetitie, fatigue, coughing up blood, night sweats or unexplained weight 
loss? 

EJqllain: 

11. Pre you on a specific diet prescribed by a physician? 

[J *"No Items Selected .... 

catb controlled 

12:. Do you use drugs not prescribed by a physician? 
.......................................... ···············-········ 

13. Do use alcohol? 

14. Do you have a history of withdrawal after you stopped using alcohol or drugs? 

Describe: 

ccs 
eoRRECT CARE 
iO!.II"'riOI'!IS 

0Yes€No 

0 Yes 8 No 

0Yes€No 

C Yes 8 No 

0Yes8No 

0 Yes € No 

8 Yes 0 No 

0 Yes 8 No 

C Yes 8 No 

0 Yes@ No 

15. Have you ever smoked cigarettes or used tobacco products? 0 Yes S No 
··········································································································································································- ······························································-······· 

16_ Have you ever received 1reatment fOr substance or alcohol abuse? 0 Yes 8 No 
' ----~ ............... --~-

11. Female? C Yes @ No 

18. Is Patient appearance abootmal in any way? (e.g_, sweating, tremors, anxious, 
disheveled, evidence suggestive of trauma or abuse) 

Describe: 
................................................................ ················································································································································-······· 

19. is Patient movement restricted or compromised in arrv wett? (e.g., body deformities, 
physical abnormality, unsteady gait, cast or splint intake, etc_) 

C .... No .Items Selected** 

Describe: 

2:0. is breating abnormal? {e.g., persistent cough, hypeJventilatio, shortness of 
breath, dyspnea, etc.) 

Elq>lain: 

C Yes 8 No 

. ····································································-·············· 

C Yes 8 No 
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forsyth County Detention ~nte:r 
Forsyth Co 
2M Narth Church Stn!et 
Winston-Sa.lem, NC271111 

!Patient Mune !Patient NtllJiber 
8RIAN D HILL 1908253 

Receiving Screening 

!Booking Nmnber 
tlM25 

21. Does Patient's skin or scalp have obvious lesions or draining wounds, lice or 
scarnes, jaundice, rashes, bruises, edema, scars, tattoos, needle marks or other 
indications of drug .abuse? 

22. Does Pafiern: exmbit characteristics of potenfiafty being at risk for victimization (e.g., 
age, small build, femininiy, 1st time offender, passive or timid appearance) 

Explain: 

Remarks: 

ccs 
CORRECT CARE 
SOlUTIONS 

C Yes @1 No 

PPD planted to RFA. States that he is an IDDM using Novofog and Lanius. ROJ sent to CaJilion ofMartinsviJJe. 
Placed on IDDM protocol at this time. FSBS is 384 at this time. 8units of regular insulin administered to right 
arm. Patient is mentally disabled. Unable to state what the disorder is at this time. Denies anyETOH/Drug use. 
Denies SUHI at this with a noted past attempt. 

RPR-HIV @ Done 0 Not done 

Education provided orally and in writing on Access to Hemthcare 

Education provided orally and in writing on Sexual Assault Awareness 

Patient VItals: 

Obse!Ved Blood 
Date Pressure 
0&27-
2015 
05:17PM 123112 

EST 

Pulse Resp. Rate Temp 

112 20 9810 

D Patient Refuses Vital Signs Check 

Appropriate "Refusal ofT reatment" paperwork completed 

2. lacks dose famifylfrieods in comrnunly. 

Pulse Ox Weight 

98 187 

C Yes 0 No 

3. Womed abotJt ntajor j;>roblems other than !legal situai:IDrl (terminal ilfness}. 

4. Family member or sjgnifu:ant other has attemped or cOITU11flted suicide 
(spouse/parentlsiblingJclose friendJiover). 

5. Has psychiatric rustory(psychotmpic medication or treatment). 

6. Holds oosiOOn of respect tn commurntv fmofesstonat/Pubtic Olici.al} and/or aleQed 

BAll 

26.1 

@1 Yes 0 No 

@Yes C No 

0 Yes@:. No 

C Yes@ No 

(")Yes® No 

C Yes@ No 

0 Yes@ No 
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forsyth County Detention Center 
Forsyth Go 
2fH North Chun:h Str@@t 
Winston-Salem, NC271tn 

IP81ient l>klme· !Patient Number 
BmAII D Hlll..1!!U253 

Receiving Screening 

~Booking Number 
t3M25 

IBirttl Date 
512611990 

6 .. Hokis posmon of respect in conm"litli!'liy (professroooiPubk aiciat) ami/or alleged 
cnrne is shocking tr1 oorure. Expresses feeiogs of embarrassment !shame. 

1. Expresses thotlghts about tilling sel. 

S. Has a suicide pian. and/or st.OCide instrument trl possessron_ 
9_ Has previous st.OCide attempt 
1{}_ feeiogs there Is notf'ling to kmk foMard to in the furure {feetings of 
hel!t~~;;s and hopelies:sness). 

11 .. Shows signs of depression (cryjng or emoOOool flatness). 

12 .. Appears overly anxious, afraid or angry_ 

13. Appears to fecl unusually embarrassed or ashamed. 

14. Is acting and/or talking• in a strange manner. (Ganoot focus attentionl'hearing or 
seeing things oot there). 

15.15 apparernty under the influeoce of ak:otiDl or drugs. 

16.lfYesto #15, is individual incoherent or showmg signs of withdrawal or m.ental 
illness? 

17. Is this individual's first arrest? 

ccs 
CORRECT CARE 
SOLUTIONS 

C Yes ·t;• No 

C Yes t;• No 

C Yes~· No 

0 Yes (!i No 

C Yes·~ No 

C Yes@ No 

C Yes t;; No 

C Yes G No 

C Yes~ No 

C Yes® No 

18. Detainee's charges include: Murder, Kidnapping and/or Sexual Offense. 0 Unknown C Yes ® No 

1. History of or current psychotropic meds? 

2. History of psychiatric hospitalization? 

3 .. History of outpatient mental heaKh treatment? 

ORIENTATION 

AFFECT 

R1 Alert, Oriented D Disoriented 

Appropriate Flat Inappropriate 

Logical Paranoid Does not make sense 

C Yes@ No 

c Yes@ No 
·········· ................ ··············· ... ····· 

C Yes t; No 

THOUGHT PROCESS 

SPEECH R1 Appropriate D Slurred D Pressured D Slowed D Loud 
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forsyth County Detention Center 
Forsyth Co 
2M North Chtm:h Street 
Winston-Salem, NC27101 

Receiving Screening 

!Patient Name· !Patient Number 
BmAN D HILL 1903253 

SPEECH W1 Appropriate 0 Slurred 0 Pressured 0 Slowed 0 .Loud 

ccs 
CORRECT CARE 
SOLUTIONS 

MOOD 

ACTMTY/BEHAVIOR 

HALLUaNATIONS 

W1 Appropriate 0 Depressed 0 Elated 0 Terrified/crying 0 Angty 

~ Appropriate Unable to sit still D Slow/Lethargic D No eye contact 

D VISual D Auditory D Taclile 0 Olfacloly 

I have answered all questions fuliy. I have been instructed on and received information on how to obtain/access 
medical services. I have been instructed and have received information on sexual assault awareness. I hereby 
give my consent for Correct Care Solutions to provide health care services. 

• Form BRIAN D HILL Date 0512712015 5:18:27 PM 

0 Medical Provider 

0 Chronic Care 

0 SickCall 

0 CIWAIWithdmwaJ Protocol 

0 Mental Health 

0 A.cute Problems- JMMEDIA TE Referral (Ps~ Suicidal} 

0 Routine Problems - (Current treatme.nt noTPemergent, chronic, developmental disability} 

0 Infection Control Nurse 

Dental 

Special Needs 

0 '""No Items Selected .,,. 

General Population(GP} 

0 Medical Observational Housing 

C Medicallsoiation 

0 Mental Health Lockdown (it Mental Health not on-site} 

0 Emergency Room for Evaluation!T reatment 

0 IMMEDIATE placement on Suicide Precautions (If Mental Health not on-site) 
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fonyth Cmmty Detention Center 
Fol'sythCo 
201 North Churf:h stn!et 
Wi~.NC»ffYI 

~Patient lthmle lAment Number 
MIAR D HILl 19ill8253 

0 IMMEDIATE placement on Suicide Precautions (if Mental Health ool on-site) 

E-Signed by Alisha Oliver on 05/27/2015 05:20PM EST 

E-Signed by Alan Grizzard on 08/23/2015 01:24PM ES1' 

ccs 
CORRECT CARE 
SOlUTIONS 
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Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7676 !JA -ot 

Staff Referral Form 
Patient Name I Patient Nu~r I HILL BRIAND 190825 

Type DEmergent 'i;;l(,rgent 

Medical Dental 
DPhysician DDentist 
DMid-level Provider 
CJNurse 
DChronic Care 

Booking Number 
138125 

DRoutine 

,., 

~-16 
0 ccs 

CORRECT CARE 
S 0 L l'a~e ~ Bf t' S 

Status~ult 0 Juvenile 
Date of Birth I Today's Date: 
5/26/1990 6/14/2015 

Mental Health 
~chiatric Provider 

H Professional 
DMH Nurse 

DAsthma DCOPDIPulmonary DCardiac DDiabetic DNID Diabetic 

DHIV/AIDS DPregnancy 
OOther (noted 

D Hypertension 0Seizures below) 

D Other 

Rea{J
1
n for Referral: 

Jau~ ,:::.)() rvt -1-10 .5e.e 0 -/-I4G/ted s·keef:._<;. 

Additional Information (including interim actions taken): 

Referred By: 

fJ -C ov/Je,.-- IAJ Vf-c---v"'- l~ 
Printed Name Sianature 

Appointment Date Date Seen 

Seen By: 

v1ta; In ~ rfftfHJ Gf,lf da Gr~Jc 111fiP 
Printed Name t Signatu;e 

't" 

Cl .2010 C~;~rr•ct Care Solutions. LLC 
Roe-vised 02.27 2015 ~~~~lllllllllllll~l~lll~lllllll~lllll~~~~l~lllll~lllllill~~ * D 1 6 0 8 D I 1 4 0 1 0 1 2 I C 3 9 4 5 2 5 7 C 

r; I /l.( 

Date 

& I IS 
Date 

IIIII ~~~~Ill 
N X N * 

1/T" 

!{:5 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7876 

Staff Referral Form 

Type 

Patient Name 
HIL BRIAND 

DE margent 

Patient Number 
1908263 

DUrgent 

Booking Number 
138125 

DRoutine 

Medical 
DPhysician 
DMid-level Provider 
DNurse 

Dental 
DDentist 

DChronic Care 

A 

DAsthma 

DHypertension 

0 Other 

ointment Date 

Seen By: 

Printed Name 

0 2010 ecrr.ct Care Soluliono, LLC 
Revised 02.27 .201& 

OCOPD/Pulmonary Dcardiac DDiabetic 

DHIVIAIDS DPregnancy OSeizures 

p 

ACCS 
CORRECT CARE 
e o L I' •' Sri! s 

Statu~ult 0 Juvenile 
Date of Birth Today's Date: 
6/2811990 6/212015 

DNID Diabetic 
DOther (noted 
below) 

h,~ 
Date 

to/15 

ft:, 1 Jo 
Data 

" 
I 



···-·---·------ ------------------

Forsyth County Detention Center 
Forsyth Co 
101 North ChurcJr Strut 
Winston-Salem. NC 17101 
336-917-7676 

Staff Referral Form 
Medical 

.Jrt.CCS 
CORRECT CARE 
SOLUTIONS 

Palit.•nt Name Inmate Number Booking Numb'" Dale of Birth roday '; Dme 
HILL, BRIAN D 1908253 138125 5/26/1990 5/27/2015 

Type: 0 Urgent 'f Routine 

Medical 

0 Physician 

~id-level Provider 

0 Nurse 

0 Chronic Care 

Dental 

0 Dentist 

Asthma 
Hypertension 

_ COPD/Pulmonary Cardiac 
HIV I AIDS = Pregnancy 

Other 

D Noted below 

Diabetic 
SeiZures 

NID Diabetic = Other (noted 
below) 

r-~ Additional Information (including interim actions taken): _ 

· . - ~ . ·2.5 L~O\d -:r DDf0-~~ tti b~~ 
'J-\'if!.1 , ~ n ~Nica ni::- 't:>ro ·~ ~'--~ <l-
~ i:farstuo Wl-ti¥n~·._ 1(0I QIDL~ 
~~~:5~~~~·- -~-
• Referred By: 

~- ~_\LuerL ------~~-=-=0 __ 
~ Printed Name Signature Date 

~ G'Y-S Qe_~ \tb 1~1$ 
-~~ ~ Appointment Date: 
'J· 
'G. Seen By: 

Printed NiiiiiiiiU~IIRIIIIii~iiil 
~ D 5 4 8 7 0 I 1 4 0 1 0 1 2 1 C 3 9 4 5 2 5 

Date Seen: 

I I 
·--------;;;;: 



Forsyth County Detention Center 
Fors,vth Co 
101 North Church Street 
Winston...Sa/em, NC 17101 

Staff Referral Form 
Mental Health ~ccs 

336-917-7676 913-11 
Inmate Number Booking Number 

1908253 138125 

Type: 0 Urgent ~Routine 

Medical 

0 Physician 

0 Mid-level Provider 

0 Nurse 

0 Chronic Care 
_Asthma 
_ Hypertension 

0 Dentist 

_ COPD/Pulmonary Cardiac 
HIV I AIDS _ Pregnancy 

CORRECT CARE 
SOLUTIONS 

UaleofBirllt 7Way".<Dute 

5/26/1990 5/27/2015 

Mental Health 

0 Psychiatric Provider 

~H Professional 

0 MH Nurse 

Diabetic 
Seizures 

_ NID Diabetic 
_ Other (noted 
below) 

0 Other ______________________________________ ~-------------

Reason for Referral: arn.~~ &ij ~~ 
Ad-~iti~~:llnfo;m~!ion (including ~ri aW.1mu w fYUJ"'\ia a 

~--\() ~__:_A>u. -co 

f\..U!i.Q. ------------·----------------

Referred By: 

, 5 1.J.¥ I Q __ 
Date 



Previous Positive 

PPD Skin Test Refused 

Planted Date: 5/2712fJ15 

Planted Ttrne: 1720 

TBRecord 

0Yes9No 

0 Yes@ ,No 

'"Military rime· requited tor time entry (e.g. 6:95am is 0605. 6:00pm is 1800} 

mmals: DO 

Locatiofl: 

lot# 

Expiratioo: 

0 LFA@ RFA 

725987 
7/1/2(}16 

Refusal Form Signed (perform action in accordance with your fadJily policy) 

li'i PPD Educ:a1ioo given 

0 PPD Skin Test NOTAPPLIED due to 

li'i Tes:tRead 

Date Read: 513012015 

Ttrne Read: 0030 

"'Military time required for time entry (e.g. 6:05am is 0605~ 6:00pm is 1800) 

Rest.dl:s (mm) 0 

lrntiais: ac 

Is PPD .SUI Test positive? 0 Yes @ No 

ccs 

Old the patient answer YES to any of the TB symptom questions on the 
Receiving Screening or the PeriodU: Health Assessment? 

0 Yes 0 No 

0 CXR 

tf Yes, place the patient in a mask and contact the charge nurse for instructions. 

tf No. schedule the patient for CXR. 

1 of2 



forsyth County Detention Center 
FDnythCo 
2M Norltl Chtlrclt Sfn!t!f 
Winston-SBIMI, NC211D1 

IPB~iem Name· IPB~iem Number 
BmAR D mLl1918253 

Notes 

TBRecord 

E-Signcd Alisha Oliver on 05/27/2015 05:21 PM EST 
E-Signed Aimee Cooper on 05/30/2015 02:43 AM. EST 

ccs 
CORRECT CARE 
SOLUTIONS 
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~.JCCS 
CORRECT CARE 
liOLUTIOIIS 

HEALTHCARE REQUEST ~V\) 
SOLICJTUD DE SERVICIO DE SALUD 

·RECEIVED 
Date: _____ _ 

lnitlals: _____ -'--
Time: _____ _ 

Name (Nombre): flr(an fuvlfJ. /1,'// DOB (Fecha de naclmfento): 05/26/!LrtJ 
10 # (N° de identificaclon): . ....,1-.903~,~~.es?"""':::__ _____ Living Unit (Unlda~): 2/le? 2/VtJrfh 

,.(.edlcal (Medico) D Behavioral Health (Salud Mental) 0 Dental (Dental} 0 Other ______ _ 

Nature of problem or Request (be specific) Naturaleza del problema o s~llcitud (sea especffico) 

I consent to be treated by Health care Staff for the condition descdbed. 1 understand 1hat the facDily may charge me for some of these 
servJces and may deduct H from my account during thTs current or future stays In hi faclllt~. I undersland that I wiR receive health care 
regardless of my ability to pay. 

Doy ml c~nsentimlento para ser tratado por e1 personal de atencion de salud para las condiciones descrites. EnUendo que Ia 
ln&talacl6n me puede cobrar por algunos de estes servlclos y pueden descontarlo de mi cuenta durante esta o futures estancias. 
Entienclo que VO'J a reclblr atencl6n medica, indep i~ntemente ~ mi capacidad de pago. 25 
Patient Signature (Firma del Paciente): 'l1 · Date (Fecha): (J2/2&)?t2:J..s 

This is a confidential document and ahoufd only be= 1n a deslgnslsd ~t~ea, meclicBI boJc or given di!ecflY to mecticatstalf. · 
E~e es un documento conlidenclfll y sOlo debe Sflrmlocado en IHl dres deslgmidB, ca}a m4dft;aD enhegada dhctBmenle &/ peT{lOIIal m4dlco. 

DO NOT WRITE BELOW THIS LINE 

------------------------~--------------~-------------------· (TO BE COMPLETED BY TRIAGI~G STAFF) 

INITlAL: 0 Sick Call D HCP 0 Dentlsf D Behavioral Health 0 Eye Doctor 0 other ______ _ 

(TO BE COMPLETED BY HEALTHCARE STAFF) 

D Patient seen (If applicable) 

0 Response sent to paUent (If appli~le) 

D Patient released from custody 

0 Patient outside of facility {hospital, court, etc.), reschedule upon return 

D Patient refused, Refusal Form complete 

Fee Charge IJ Yes, Amount$, _______ _ 

Staff Signature Date 

Form Number: SCOOlUNOOOACCBI102413 2-Part Form Page lofl 

E-Signed by Kathryn Coles on 07/09/2015 03:54PM EST 

rz_M~ t~rz. s s/2Lotqo 
Page 1 of l 
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ccs 
ECT CARE 
U T I 0 II S 

HEALTHCARE REQUEST 
SOLICITUD DE SERVICIO DE SALUD 

RECEIVED 
.Date: ______ _ 
Initials: _____ _ 
Time: ______ _ 

Name (Nombre): 8riN1 {1w;J /1iU DOB (fecha de nacimiento): (E/2D/i99P 
ID # {N° de identiffcaci6n):._1 ..... ~ ..... rJ,-~-===)]:::.------- Living Unit (Unidad): 28tJ3. 2Nq;:f/j 

\ltnedical {Medico) 0 Behavioral Health (Salud Mental) 0 Dental (Dental} o Other _______ _ 

I consent to be treated by Health Care Staff for the condition described. I 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 thEi facUlty. I understand that I will receive heaHh care 
regardless of my ability to pay. 

Doy mi consentimlento para ser tmtado por el personal de alenci6n de salud para las condiciones descrilas. Entiendo que Ia 
instalaci6n me puede cobrar per algunos de estos servicios y pueden descontarlo de mi cuenta durante esta o futuras eslancias. 
En!iendo que voy a recibir atencion medica, independientemente de mi capacldad de pago. 

This Is a conffdentlal dOCIIIll~nt and should only b in a designated area, medical box or given directly to medical staff. 
~te es un documento conndenclal y sOlo debe ser coloeado en un area des/gnada, caja inedica.o enlregeda dlrectemenle af pemonel medico. 

DO NOT WRITE BELOW THIS LINE 

-------------------~~~~----~------------------------------~ 

IN mAL: OSickCall ~ursa [J HCP D Dentist D Behavioral Health 0 Eye Doctor , D Other ______ _ 

(TO BE COMPLETED BY HEALTHCARE STAFF) 

lralient seen (If applicable) D Patient outside of facility ~hospital, court, etc.), reschedule upon return 

D Response sent to patient (if applicable) 

0 Patient released from custody 

. [lA~ ~ ~g J-c<'t':)-sta-ff S-ign-at.l.LL.ure:ll,..--':....:....:..-...---'~---
Form Number: m~CCBJ102413 2-Part Form 

H~· 1 { 13ritt Y1 2t3D3 ~~~125 5/2r.,/t;o 
E-Signed by Mark Gaines on 06/23/2015 12:46 PM EST 

Page 1 of 1 

Page 1 of 1 



·-. 
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.. . . .. ~ 

. :.··· 

.· 
. ~~. . . .. 

•••• t..l •. 
CORRCTil RE 
I D 1. 0 'I' I I h" s 

. . . .. .. . . MEAl-Tl·f"SERVICE REQUEST 
SOUCn:tJD.fJE SERVICIO DE SAI.:UD 

. . . . 

.. .· 

.• 

Allergies (N. las alergias): ..!.Lu...J.-.....-----------_:_.:.._ _ ___:. ______ _ 

I COf!Sent to be treated by Health Care Staff for the condition described (Ooy m1 ~,..-jlars que 1a condldlln"descrila sea · ·· 

• ~~apor.&IPe~on~~As~lenciaM8dlca}. ,. . {k;@IJ!It~. . _ · .. 
· : . . · · · Inmate~ and Date (FilmS y facha del recklso) ·. . . 
PLACE THIS ~LIP IN MEDicAl BOX OR DESIGNATED AREA -
COLOQUE eSrE FORMlJI;ARIO EN LA CASIUA Mi:DICA ~EN ELAREA DESIGJIIADA ·. 

< • 
Do Not Write Below This Line 

B~celved!Triage Date:. {t {tq /J. ~ 11me: (]JC:>D Slgnatw:e: -~__/ 
~efer to: ~Prbylder _MentalJ-Je~lth _Jursjng _Dental _Admln~~tor · 

HEALTH CARE DOC~MENTATION . 

.. 

DOB 

. ~~ ·'1'D 
CCS.SCOJe.r(l'llmlcldy • •• ieriso~4 • ~ ~ ~ •• 

---· ---.. --~~~~ign~~ b~ :~i;~~--~:~~1~~~~~-::~-~~~~~~;~~-~):~;0~-;~~ E~t _: . ·. -- .. ·---.-·· ~ ·- ... 

Page 1. of 1 
___, 

.· 



.AICCS 
CORRECT CARE 
!iOLUTIOUS 

HEAL THCARE REQUEST 
SOLICITUD DE SERVICIO DE SALUD 

RECEIVED 
Date: 0 /tw /Is-
Initials: ~ 
Time: oyo 

Name (Nombre): -.....,.Cf!--I-'<-L-"-74.<:....;l<-'4.L---I..J.J'-"-'---'------ DOB (Fecha de nacimiento}: !2.f/f.bd 99/ 
ID # (N° de identificaci6n>: {9&25i Living Unll (Unldad}: 2/{}_1 2N!Jrffi 

~edical (Medico} 0 Behavioral Health (Salud Mental) 0 Dental (Dental) D Other _______ _ 

I consent to be treated by Health Care staff for the condition described. I understel'\(l that the facility may charge me for some of these 
senrlces and may deduct it from my account during this current or future stays In the facnity. I understand that I will receive heallh care 
regardless of my ability to pay. 

Doy mi consentimiento para ser tratado por el personal de atencion de salud para las condiciones descritas. Entiendo que Ia 
Jnstalacl6n me puede cobrar por algunos de estos servicios y pueden descontarlo de mi cuenta durante esla o futures estancias. 
Entiendo que voy a reclblr atenclon medica, independientemente de mi capacidad de pago. 

Patient Signature {Firma del Paciente): Bnftn D. Jf;J/ Date (Fecha): Ot/_1512/?1..5" 
This is a c:anlidential document and should only~~ a designated area, medfc:al box or given dlrec:Uy to medical staff. 

Este es un dacumento confldencfa/ y sola debe serc:oloctJdo en un area deslgnada, .caja m«ciica .o entregada direclamente a/ per.sana/ mMfco. 

DO NOT WRITE BELOW THIS LINE 

(TO BE COMPLETED BY 'fRIAGIJ'lG STAFF) 

INITIAL: D HCP [J Dentist IJ Behavioral Health D Eye Doctor IJ Other-------

= = 
(TO BE COMPLETED BY HEALTHCARE STAFF) 

~ent seen {if applicable) 

~esponse sent to patient (if applicable) 

0 Patient released from custody 

D Patient outside of facility (hospital, court, etc.), reschedule upon return 

o Patient refused, Refusal Form complete ~ (;)0 

Fee Charge 0 No ~s, Amount$ jD • 
~roNRro~~m/ro~~~~-----~~=~-~~~~~-------------

~ 1:)¥tr, 
NOTE: Treatment information should above but should~ documented on the approplia/e lre<~tment form(s) 

Ca~lloi5 . 
StaffSignature Date . r[)?fj15 

Form Number: SC001UNOOOACCBI102413 2-Part Form Page 1 of 1 

. 2t4ol /;1125 f-/if{ (3rittll sfz.ep(qo 
E-Signed by Aimee Cooper on 06/l8/20 15 03:40AM EST 1 of 1 



AICCS 
CORRECT CARE 
SOLUTIOtlS 

HEALTHCARE REQUEST 
SOLICITUD DE SERVICIO DE SALUD 

· RECEIVED 
Date:. {j/tl{/r) 

Initials: £?-
Time: 0 J 

Name {Nombre): 80tm }}.vrJ ffi// DOB (Fecha de nacimiento): ()5/2..6/!J '10 
10 # (N" de identificaci6n):._,1-=.....;~'-'-~~~ .... Z2:~?'------ Living Unit (Unidad}: 28P7 2Ntrf/;, 
o Medical (Medico). ~ehavioral Health (Salud Mental) o Dental (Dental} 0 Other _______ _ 

I consent to be treated by Health Care Staff for the condition described. I 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. I understand that I will receive health care 
regardless of my ability to pay. 

Doy mi consentimiento para ser tratado por el personal de atenci6n de salud para las condiciones descritas. Entiendo que Ia 
instalaci6n me puede cobrar por algunos de estos servicios y pueden descontarlo de mi cuenta durante esta o futuras estancias. 
Entiendo que voy a recibir atenci6n medica, lndependientemente de mi capacidad de pago. 

Patient Signature (Firma del Paciente): {i:jtVJ~ ~ Date (F~cha): Otf/LJI2fll5 
This is a confidential document and should ol'liy be ~d m a clesfgnated area, medfcal box or given directly to medicar stafl 

E:ste es un documento COflfidenclal y s6Jo debe ser colocado en un area des/gnada, caja mecf~ea o entregada dlrectamente at personal medico. 

DO NOT WRITE BELOW THIS LINE 

----~-~-----------~~----~-~-~~~~---~--~-~----~~~----~~--~~-· 
(TO BE COMPLETED BY TRIAGING STAFF) 

Triage Date: 6{1<{/t) Initials:~ Time:6 87~),. 

INITIAL: [J Sick Call C Nurse CJ HCP CJ Dentist 

(TO BE COMPLETED BY HEAL THCARE STAFF) 

D Patient seen (if applicable) 

0 Response sent to patient (if applicable) 

D Patient released from custody 

Form Number: SC001UNOOOACCBI102413 

D Patient outside of facility (hospital, court, etc.), reschedule upon return 

D Patient refused, Refusal Form complete 

2-Part Form 

cumented on the appropriate treatment~ cfn 
Date 

Page 1 of 1 

\\t \ \ E-~~(g:::in~~~~ 06/16/20~ ~53~ ~Y:ST 
'(}.bo} 



HEAL THCARE REQUEST 
SOLICITUD DE SERVICIO DE SALUD 

RE.<:;EI:VED 
Date: ftJ jiJJ? 
lnitials:~~~~.----
1ime: "6'/od 

Name (Nombre): /lr(!Jf) Da--vid /fj(/ DOB (Fecha de nacimiento): O'i/2.61!/. 99() 
ID # (N° de identificaci6n):i..c::;"-'~"'-~-"'~=25J""""""'-------,..- Living Unit (Unidad): 28P 7 2NottA 

Y.,edical (Medico) 0 Behavioral Health (Salud Mental) D Dental (Dental} 0 Other _______ _ 

free SPc • M 
~r~e~P~~~~~~~~~~~~~~W4~~~~~~~ lh ; . 

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

Day mi consentimiento para ser tratado por el personal de atenci6n de salud para las condiciones descritas. Entiendo que Ia 
instalaci6n me puede cobrar par algunos de estos servicios y pueden descontarlo de mi cuenta durante esta o futuras estancias. 
Entiendo que voy a reciblr atenci6n medica, independientemente de mi capacidad de pago. 

Patient Signature (Firma del Paciente): {?atTn D Hi/_/ Date (Fecha): 06'f:12j;?tJ25 
This fs a confidential document and should only b~ge in a designated area, medicaf box or given directly to medical staff. 

Este as un documento confldencial y s6/o debe ser colocado en un area designada, caja m~dica o entregada directamente a/ personal medico. 

DO NOT WRITE BELOW THIS LINE 

(TO BE COMPLETED BY TRIAGING STAFF) 

:~.~~~~~·~(:•:;.'_ iH ~b:e~~~g~~t: __ ;-o_·Ur~~~t~;·;;- ',',.[]\~~~~tine-_ Triage Date: k !J )J. slnitials: ~:rime: 6 YoU 

INITIAL: J:l Sick Call b~ J:IHCP [J Dentist 0 Behavioral Health J:l Eye Doctor J:l Other _______ _ 

"""""""'rm==·===""""'"==m===-=•==·"'""'===•===><•=====-""'""'""'"'"""==========a==------==-===....,.==m......,==..,........_=· =====·=·=== 
(TO BE COMPLETED BY HEAL THCARE STAFF) 

D Patient seen (if applicable) D Patient outside of facility (hospital, court, etc.}, reschedule upon return 

D Response sent to patient (If applicable) D Patient refused, Refusal Form complete 

0- · Patient rele-ased from custody ~· Fee Charge 0 No [] Yes, Amount$ 

RESPONSE TO PATIENT I COMMENTS~~¢ C{a SS0 'r.wlc--J 
pt= SfufQ LuJJ __ _ 

NOTE: Treatment information should not be not~ove but should be dond on th=ropriate treatment fo[ffl(s) .-

~-:).{)_ ~ .. ~ Lt/731C 
Staff Signature Date 

Form Number: SC001UNOOOACCBI102413 2-Part Form Page 1 of 1 

L 6CJ~ by Josie Douthit \~~\sz.(:s; 05:29PM EST S(2li>/90 



AICCS 
CORRECT CARE 
SOLUTJDIIS 

HEALTHCARE REQUEST 
SOLICITUD DE SERVICIO DE SALUD 

RECEIVED 
Date: ______ _ 
Initials: ______ _ 
Time: ______ _ 

Name (Nombre): &1~1? D(AVIJ Hi// DOB (Fecha de nacimiento): 05/26/_199tJ 
10 # (N° de identificaci6n):~' .... L==-~-""i(}g'-'u.:..:25=-..::3 ______ Living Unit (Unidad): 2.BIJZ Ztbr/h 
~edical (Medico) D Behavioral Health (Salud Mental) 0 Dental (Dental) o Other _______ _ 

Doy ml consentimiento para ser tratado por el personal de atenci6n de salud para las condiciones descritas. Entiendo que Ia 
instalac16n me puede cobrar por algunos de estes servicios y pueden descontarlo de mi cuenta durante esta o futuras estancias. 
Entiendo que voy a recibir atencion medica, independientemente de mi _capacldad de pago. 

Patient Signature (Anna del Paclente): Bri~.)ji/l Date (FOcho): 06/.J6f2«J..5 
This Is a confidential document snd should only;~ lcJ rn i!l designated area, medical box or given directly to medical staff. 

E~e es un documento confidencial y solo debe ser co/acado en un itrea deslgnada, caja medica D entregada directamente a/ personal mecfJCO. 

DO NOT WRITE BELOW THIS LINE 

(TO BE COMPLETED BY TRIAGit"G STAFF) 

Time: 03f& 

INITIAL: DSickCall Nurse 0 HCP 0 Dentist 0 Behavioral Health D Eye Doctor 0 Other ______ _ 

.aLt:=U!,o.a:: .. :oc-;;:;:::& 

(TO BE COMPLETED BY HEALTHCARESTAFF) 

0 Patient seen (if applicable} 

D Response sent to patient {if applicable) 

0 Patient released from custody 

0 Patient outside of facility {hospital, court, etc.), reschedule upon return 

0 Patient refused, Refusal Form complete 

bNo 

Staff Signature 

Form Number: SC001UNOOOACCBI102413 2~Part Form 

leI 'I J '2, 6 \~ 

Date ()9.~{) 
Page 1 ofi 

Page 1 of I 



A.ICCS 
CORRECT CARE 
SOLUTIONS 

HEAL THCARE REQUEST 
SOLICITUD DE SERVICIO DE SALUD 

RECEIVED 
Date: ______ _ 

Initials: ______ _ 
Time: ______ _ 

· Name (Nombre): 6rian DbtviJ Hd / DOB (Fecha de nacimiento): 05/2C/i riO 
ID # (N° de identificaci6n}:...,l==· ::..t~.J::1J....!o8~L5=...i.L------- Living Unit (Unidad): 2807 2Not-f& 
~edical (Medico) o Behavioral Health (Salud Mental) 0 Dental (Dental) D Other _______ _ 

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

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

Doy mi consentimiento para ser tratado por el personal de atenci6n de salud para las condiciones descritas. Entiendo que Ia 
lnstslacl6n me puede cobrar por algunos de estos servlcfos y pueden descontarlo de mi cuenta durante esta o futuras estancias. 
Entiendo que voy a recibir atenci6n medica, independientemente de mi capacidad de pago. 

Patient Signature (Firma del Paciente): . Date (Fecha}: Q{(()112/l1.5" 
This Is a conOdenUal document and should only~~ In a designated area, medical box or giVen directly to medicBf staff. 

E;ste e;s un documento confidencial y sd/o debe ser coklcscfo en un tlrea deslgnada, csja medica o entregada directamente af personal medico. 

DO NOT WRITE BELOW THIS LINE 

---~------~---~----------~~~~~--~--------~-----~~-------~~~· (TO BE COMPLETED BY TRIAGING STAFF) 

Triage Date: {f) (5/1 ')Initials:~ Time: 050 J 

INITIAL: 0 Sick Call D HCP 0 Dentist 1:1 Behavioral Health D Eye Doctor 1:1 Other--------

l.atient seen (if applicable) 

{TO BE COMPLETED BY HEAL THCARE STAFF) 

D Response sent to patient (if applicable) 

0 Patient released from custody 

NO~ T_,_,__,_ootbo_,~QI.;~~-.,,--,) ~4\{ 

Staff Signature t Date 

Form Number: SC001UNOOOACCBI102413 2-Part Form Page 1 of 1 

:S". Di1Slgnedi;\M,,I., Gcizzrucd onlf~2k ~43 PM Ef.: • J.. (, • ~ 'U 
b. s ~ ~S' 

Page 1 of l 



HEAL THCARE REQUEST 
SOLICITUD DE SERVICIO DE SALUD 

RECEIVED 
Date: ______ _ 
Initials: ______ _ 

Time: ______ _ 

~ Name (Nombre)' -'"'B..L.JV'h~M.L.IoD~tAW~d...u/i.I..Lr/!.._( _____ DOB (Fecha de nacimiento): 05(26/:1._ 9-9/J 
r D ID # (N° de ldentificaci6n): :1_. 908251 Living Unit {Unidad}: 2607 2Nar1h 

- \("Medical (Medico) 0 Behavioral Health (Salud Mental) 0 Dental (Dental) o Other _______ _ 

' ! -~ t. o wr . 
consent to be treated by Health Care Staff for the condition described. I understand that the facility may charge me for some of these 

({) ervlces and may deduct it from my account during this current or future stays In the facility. I understand that I will receive health care 
regardless of my ability to pay. · 

Doy mi consentimiento para ser tratado por el personal de atenci6n de salud para las condiciones descritas. Entiendo que Ia 
instalaci6n me puede cobrar por algunos de estos serviclos y pueden descontarlo de mi cuenta durante esta o futuras estancias. 
Entiendo que voy a reciblr atenci6n medica, lndependlentemente de mi capacidad de pago. 

Patient Signature (Firma del Paciente): BrrNJ D. fiJY{ Date (Fecha): 06/03/2a:l.f 
This is a confidential clocument Brrd should o11/y-6!:',1fc'&t in a designated area, medical box or given directly to medical staff. 

Este es un documento confidencial y 86lo debe ser colocado en un l!rea cleslgnad8, aaja medica o entregada directamente at persOfllll medico. 

DO NOT WRITE BELOW THIS LINE 

-----------~~~~-------~---~~---~-~----------~-----~-----~~~1 

INITIAL: C Sick Call C HCP [J Dentist C Behavioral Health C Eye Doctor C Other-------

. ~atient seen (if applicable) 

{TO BE COMPLETED BY HEAL THCARE STAFF) 

0 Patient outside of facility (hospital, court, etc.), reschedule upon retu!n 

0 Response sent to patient (if applicable} 

0 Patient released from custody Fee Charge 

RESPONSE TO PATIENT I COMMENTS ___ --I::flj~~..t:fr-::..___~.l..ll!l.-.l<!~~:::i\-..p~..l..::j!.----------

(o-L/-15 
Staff Signature Date 

Form Number: SC001UNOOOACCB1102413 2-Part Form Page 1 of 1 

(s, ~ \.:tgl~)f l 



.&.ICCS 
CORRECT CARE 
SOLUTIOUS 

HEALTHCARE REQUEST 
SOLICITUD DE SERVICIO DE SALUD 

RECEIVED 
Date: ______ _ 

Initials:-------
Time: ______ _ 

Name (Nombre): BritAD b01.vrd tfrf{ DOB (Fecha de nacimiento): CJ3/2.6/i_5~0 
~ ID # (N° de identificaci6n):-~....,/ ,_,9'-"'(}'--..!825~'-1"'------- Living Unit (Unidad}: 2BOz 2{'/pflk 
{_J5 "'edical (Medico) o Behavioral Health (Salud Mental) o Dental (Dental) o Other _______ _ 

~ 
rvices and may deduct it from my account during this current or future stays in the facility. I understand that I will receive health care 

regardless of my ability to pay. 

Doy mi consentimiento para ser tratado por el personal de atencl6n de salud para las condiciones descritas. Entiendo que Ia 
instalac16n me puede cobrar por algunos de estos servicios y pueden descontarlo de mi cuenta durante esta o futuras estancias. 
Entiendo que voy a recibir atenci6n medica, independientemente de ml capacidad de pago. 

Patient Signature (Firma del Paciente): Bn~ D. /~f( · . Date (Fecha): CJ6({J.i2lf5' 
This Is a confidential document and $hould only b~!/ in a designated area, medical box or given directly to medica/staff. 

Este es un documento confidenciai y s6fo debe ser co/ocado en un area designada, caja ml!dlca o entregada dlre<:tamente a/ personal medico. 

DO NOT WRITE BELOW THIS LINE 

-~~--~--~~------~-~---~-~-~------~---~------------------~-~· (TO BE COMPLETED BY TRIAGING STAFF) 

?f~;f Triage Date: &It/It r: Initials: L Time: o:2<rV 
:~::f.?f~ 

INITIAL: D Sick Call ~rse 0 HCP 0 Dentist 0 Behavioral Health D Eye Doctor D Other-------

(TO BE COMPLETED BY HEAL THCARE STAFF)' 

Patient seen (if applicable) 

0 Response sent to patient (if applicable) 

D Patient released from custody 

D Patient outside of facility (hospital, court, etc.}, reschedule upon return 

o Patient refused, Refusal Form complete 

Fee Charge ~ 0 Yes, Amount$ {( ft,~ ~ fA}~ 

but should be documented on the appropriate treatment fonn(s) 

b ~.lA' rJ l.oJ.H) 
Staff Signature Date 

Form Number: SC001UNODOACCBI102413 2-Part Form Page 1 of 1 

~(\.O-.~ignffl tl\m Grizzm~ & ~2.\li.J..~l:39 PM~ • ~6' 9 0 

~~ol . 
b ' '-\ ~ l f Page 1 of I 



AICCS 
CORRECT CARE 
SOLUTIOilS 

HEAL THCARE REQUEST 
SOLICITUD DE SERVICIO DE SALUD 

RECEIVED 
Date: _____ _ 
Initials: _____ _ 
Time: ______ _ 

~arne (Nombre): _.{j...;:_r.;;:;...J6trJ~~£JON ..... lt..._d ....... ~,_,_'/..__/ _____ oos (Fecha de nacimiento): 05f26,L1 990 
ID # (N° de identificaci6n): J 90?25J Living Unit (Unidad): 2j{)7 2NPt1fi 
~edical (Medico) D Behavioral Health (Salud Mental) D Dental (Dental) 0 Other ______ _ 

I consent to be treated by Health Care Staff for the condition described. I understand that the factlity may charge me for some of these 
servlc;es and may deduct It from my ac::oount during this current or future stays in the facility. I understand that 1 will receive health care 
regardless of my ability to pay. 

Doy mi consentimlento para ser tratado por el personal de atenci6n de salud para las condiciones descritas. Entiendo que Ia 
instalaci6n me puede cobrar por algunos de estos servlclos y pueden descontsrlo de mi cuenta durante esta o futures estancias. 
Entlendo que voy a reclbir atenci6n medica, lndepe~lentemente, de mi capacidad de pago. ~ 

Patient Signature (Firma del Pacianta): 6hoo ~({ Date (Fecha): fl!!J'!..3&_~j5 
This Is a confidential document Bncf should only be In e designated area, medical boJc or given cftreetly to medical staff. 

Este es un documento confidencfal y sOlo debe ser ClOiocado en un IiiilS deslgnada, ~ ml§dlca o enln!gada dlrectamente al peTSOilfll m{Jdfco. 

DO NOT WRITE BELOW THIS liNE 

------------------------------------------------~----------· 

INITIAL: OSickCall [J HCP [J Dentist 0 Behavioral Health [J Eye Doctor C Other ____ ___.:. __ 

/' 

{TO BE COMPLETED BY HEAL THCARE STAFF} 

Patient seen (if applicable) 

D Response sent to patient (if applicable) 

D Patient released from custody 

D Patient outside of facility (hospital, court, etc.), reschedule upon return 

D Patient refused, Refusal Form complete 

FeeCharge ¥o' CYes,Amount$ ·VJ A.i:>f.)..frL ~~ 

NOTE: Tlastment Information should not be 'Cut~~;:) 

Staff Signature 

on the appropriate treatment folm(s) 

Form Number: SC001UNOOOACCBI102413 2-Part Form 

~<")o._~ign~~\Grizzard~~~3/~(DJ~1:39PMf!i .. ::>..~. 9 0 

:L~n'l 

~Yi5 
Date 

Page 1 ofl 

b~ Lt .. ('\ 
'Page 1 of l 



~~~ ICCS A. 
CORRECT CARE 
SOli.JTIONS 

HEAL THCARE REQUEST 
SOLICITUD DE SERVICIO DE SALUD 

RECEIVED 
Date:-------
Initials: ______ _ 
Time: ______ _ 

Name (Nombre): fii&J ~r/d llii.l DOB (Fecha de nacimiento): O?/JC/:L99f 
ID # (N° de identificaci6n): ..... , ... ~~o:::9~0,_~""25]'-""-"'-------- Living Unit (Unidad): -=2ffJZ=~-------
J Medical {Medico) D Behavioral Health {Salud Mental) 0 Dental (Dental) D Other, _______ _ 

I consent to be treated by Health Care Staff for the condition described. I unde ~d that the facUlty may charge me for some of these 
services and may deduct It from my account during this current or future stays in the facHity. I understand that I will receive health care 
regardless of my ablllty to pay. 

Doy mi consentlmlento para ser tratado por el personal de atenci6n de selud para las condiciones descritas. Entiendo que Ia 
lnstalaclon me puede cobrar por algunos de estos servicios y pueden descontarlo de mi cuenta durante esta o futuras estancias. 
Entiendo que voy a recibir atenci6n medica, independientemente de mi capacfdad de pago. 

Patient Signature (Firma del Paclente): fJri@}- ~ ijd{ Date (Fecha): Mtr 3_1, 2Ji5 
;j~~ l 

This Is 11 confidentfel document and should only be pfaced In a designated area, med"tcal box or given directly to medical s!aff. 
Esle as un documento confldencial y s61o debe ser co/ocado en lin area de.signada, caja mt!dlca o entregada dfrectamente aJ personal mt!dlco. 

DO NOT WRITE BELOW THIS l-INE 

------~~----~~----------~-~~~-~~~----------~----------~~---· (TO BE COMPLETED BY TRIAGI.NG STAFF) 

INITIAL: Cl Sick Call .nlurse Cl HCP Cl Dentist 0 Behavioral Health Cl Eye Doctor Cl Other ______ _ 

................ 

/ (TO BE COMPLETED BY HEALTHCARESTAFF) 

~ Patient seen (If applicable) 0 Patient outside of facDity .(hospital, court, etc.), reschedule upon retum 

0 Response sent to patient (if applicable) 0 Patient refus~, Refusal Form complete 

0 Patient released from custody Fee Charge ~o Cl Yes, A11f.unt $.--::,---i)-H-qf_i".'-·--'....----

RESPONSE TO PATIE~~~MMENTS __ _.~JVL!..J!.'BIUL&-~vvv~~~=~r:fli.~.WS=I!!..Ih,J...l'.o:!l.~A..h4J.'!<W/..~Lf-=--l8.!..1.·..l!W....::::._ ___ _ 

NOTE: "''tmMt--ootbo""""'"'b':(;;l'7,;"'J' ____ t+(t 
Staff Signature Date . 

Form Number: SC001UNOOOACCBI102413 2-Part Form Page 1 of1 

€;,. t., rs 
1 of 1 



forsyth County Detention Ceme:r 
Forsyth Co 
2M North Clwn:h Stn!Qt 
Winston-Sal~ NC 271M 

!Patient Name 
~DIDLL 

NKDA 

'Patient MJmber 1993253 

1. Admission Orders for Insulin Dependent Diabetics 

2. 2500 Cal ADA met With a Snack Bag 

3. Place on Diabetic Chronic Care list 

4 .. fSBS BlD until released 

5. Begin Sliding Scale Protocol 

£.Mate referral for NP to see next day. Call for orders 

E-Signed by Alisha Oliver on 05/27/2015 05:37PM EST 

ccs 
CORRECT CARE 
SOLUTIONS 

Page 1 of 1 



Forsyth county Detention Center Daily Treatment Record 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7676 

Patient Name 

HILL, BRIAN D 
Patient Number 

1908253 

Treatment Ordered 
(Check One) 

Order a~ Written: 

0 Nebulizer Treatmenh 
0 Blood Pressures 

w~ 
Treatment Frequency: 0 QD 0 BID 0 Other: 

Begin Date: «_)-,y~ ff/;' End Date: 

1 2 

8 9 

15 16 

22 23 

29 30 

3 

10 

17 

24 

31 Initials 

Booking Nvmber 

138125 

4 5 

\l9.tf 
,) r:> "" 

11 { 12 

n~ 
l7S-~ 
.)6 /"\ 

18 1 1a 
1/?.,LI 

\17., 
)f) -

25 /26 
\.._) 

,1--'\.~ 

Sjgnature 

• Upon completion of ordered Blood Pressure and Wetght Checks, place the completed 
Treatment record into the health record and schedule patient for a physical evaluation 

• Report all Blood Pressures according to protocol to the Physician 

.. .ACCS 
CORRECT CARE 
SOLUTIONS 

Date of Birth Today's Date 

S/26/1990 6/4/2015 

6 7 

13 14 

20 21 

27 28 

.!!li:lii!i ~n.ature 

C 2007 C<>rroct C..re Solutions, LLC 
CCS=TX04 lll~lllllllll!l~ll~iiii~I~IIIIII~IIIIIIII~II~II~I~IIIII~~II~IIIII~IUI~ * D 1 4 6 6 D I 1 4 0 1 0 1 2 I C 3 9 4 S 2 5 7 C P 2 1 6 7 7 P N X N * 

,, 

J 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7676 

Diabetic Flow Sheet 
Patient Name 

HILL, BRIAN D 

Patient Location 
FS & ln•ulin Ordered 

DATE TIME RESULT 

I" ta_s<\ r 00 c> I '6"1 

\t..t. fn _y::; -o Sr? \...v '-P'l ...., .., 

<C> 2010 Cooect Care SoluHans, LLC ~~~~~~~~~ 
Re.\1-iS~d 09.10.2013 I I 

•• 1 

I Patient Number 
1908253 

MEDICATION --
l~ 

' . 

I Booking Number 
138125 

DOSE INIT. 
I ..)C> 

3{n MIV 
- vtfi 

~ccs 
CORRECT CARE 
SOLUTIONS 

Page 1 of 1 

Status: 0 Adult 0 Juvenile 

Date of Birth I Today's Date: 
6/2611990 5/29/2016 

f>ROV.NOTI· 
FlED COMMENTS 

u 

(JA) ;),(A '~I "'i 

-- l'd'M 

,-- .111 I 

Ill lliillllll~l~ ~~1~1111~1~~~~~~~ 
4 5 2 ~ 7 C P 5 1 8 6 0 P N X N * 



Forsyth County Detention Center 
Forsyth Co 
201 Norlh Church Street 
Winston.Salem, NC 27101 
336-917-7676 

Diabetic Flow Sheet 
Patient Name 

HILL, BRIAN 0 

Patient Location 
FS & Insulin Ordered 

I Patient Number 
1908253 I Booking Number 

138125 

DATE TIMf RESULT MEDICATION DOSE INIT, 

.Jlo/15 lcP 2;15 P./ 

I L. In I~ l.:t'W '1g-1-- . ~ - U 

; lli.i · r< or. {')J 4ft ' ' CU? 

ccs 
CORRECT CARE 
S 0 L U T I 0 N $ 

Page 1 of 1 

Status: D Adult D Juvenile 
Date of Birth I T oday's Date: 
5/26/1990 6/10/2015 

PROV.NOTI· 
FlED CQMMENTS 

fc./ 

'/1 +==... ;.} J d-X 'J. "),.::}- l h. -;cT;;,a .S'1< MM ~ J:za. S< I A 

rA~iltflt;- r)."'Qil &, q ---- - ~r, () 

0 

I ~IIIII III ~1111~ m I~ 1111~11~ 11111111~111111~11~11 
3 9 4 5 2 5 7 C P 5 3 0 6 2 P N X N • 



Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-salem, NC 27101 
336-917-7676 

Diabetic Flow Sheet 
Patient Name 

HILL BRIAND 

Patient Location 

FS & Insulin Ordered 

DATE nME RESULT 

LD • P\ 1 lol\-5'"" \ .o-

I 

-

Patient Number 
1908253 

MEDICATION 

I Booking Number 
138126 

DOSE INIT. 

---- ---- rint'Vl 

':,.---- I " - .1\..JJ 

.J..CCS 
CORRECT CARE 
3 0 L U T I O. H 8 

Page 1 of 1 

Status: Cl Adult Cl Juvenile 

Date of Birth I Today's Date: 
5126/1990 6/18/2016 

PROV.NOTI· 
FlED COMMENTS 

I 

l 

~lo (A>f " 

@ 2010 ~ct Care Sdutlono, LLC 
Revloeo:l 08.10.2013 Ill 
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Forsyth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 
336-917-7676 

Diabetic Flow Sheet 
Patient Name 

HILL, BRIAN D 

Patient Location 
FS & Insulin Ordered 

I Patient Number 
1908253 I Booking Number 

138125 

DATE TIME RESULT MEDICATION DOSE INIT 

fc:r51~ lD l ri~...t o ~LOS I a...A (( -r 

o2o1o correct c.,. sotullan&,llc ~~~~ ~~DIIIMI 
Revised09.10.2013 lllilllllll I 

*D1467DI 

··.CCS 
CORRECT CARE 
S 0 L UTI O.N 6, 

Page 1 of 1 

Status: 0 Adult D Juvenile 

Date of Birth I T oday's Date: 
5/26/1990 6/18/2015 

PROV.NOTI· 
FlED COMMENTS 

\ 

v 
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Fo,..yth County Detention Center 
Forsyth Co 
201 North Church Street 
Winston-Salem, NC 27101 A1\ 3 \ L:: 
336-917-7676 :JL.. 

Patient Name 
HILL, BRIAN D 

Patient Location • 

Diabetic Flow Sheet 
Patient Number 

1908253 

JBvJ} 

I Booking Number 
138125 

FS & Insulin Ordered I=:~ fALf) '/... '2£) c1D1 1 n. 
\ 

.aces 
CORRECT CARE 
S~LUTIONS 

PI!Jge1 of 1 

Status: 0 Adult 0 Juvenile 

Date of Birth J Today's Date: 
5/26/1990 5/27/2015 

PROV.NOTI· 
DATE TIME RESULT MEDICATION DOSE INIT. FlED COMMENTS 

'Q.t?> 
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~.~·l~ n~ \ ~ _Y-A-. Cl1iUri?L 1'40 rA.l.i.tJJ -h-~An G Ilv-tt"-~ 

CI-201C corrac.t Care Solutions. LLC 
Re>i"'d 09.10.2013 
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Forsyth County Detention eenmr· 
FOrsvfhCo 
2M Nottlt Clllm:h Slm!t 
Wi~.NC27101 

IPalient Name !Patient Number 
IIRIAJI 0 IIIILL 19111253 

~ Categoty Type Problem 

01-02-2014 Acute PSYCH: OCD Obsessive-Compu Disorders 

01-02-2014 Acute OTHER 
General Medical Exam Not 
Otherwise Specified 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20--2013 Acute 

EXT CAUSES: SUicide and Self-Inflicted Injury by 
other and Unspecified Means 
Diabetes Mellitus 

Patient Alle!gies: 

SUicide 
UETA:DU 
PSYCH: 
~. 

Personal History of Mental Disorder 
NOS Not otherwise 

Follow up with Dr Rhoades in am to evaluate hypoglycemic episodes 

Nan Rhoades MD 

E-Signed by Alan Rhoades on 06/25/2015 07: lO PM EST 
E-Signed by Wendy Hogan on 06/25/2015 07:19PM EST 

ccs 
CORRECT CARE 
SOLU"'riONS 

1:::~ I 
Confirmed By 

Page 1 of 1 



forsyth County Detention Center 
Forsyth Co 
2M Norllt Church Stn!et 
Wi~.NC211fn 

Patient Problems: 

Physician Order ccs 
CORRECT CARE 
St'll!IT!ONS 

I=:~ I 
Observed 
Date category Type 

PSYCH:OCD 

OTHER 

Problem Confirmed By 

01-02-2014 Acute 

01-02-2014 Acute 

12-20-2013 Acute 

12:...20-2013 Chronic 

12-20-2013 Acute 

Patient Allergies: 

Observed 1! 
Date ype 
12-20-2013 Ale 

EXT CAUSES_
Suicide 
META.:DM 
PSYCH: 
Psychiatric NOS 

Obsessive-Compulsive Disorders 
General Medical Exam Not 
Otherwise Specified 
Suicide and Self-lnllicted Injury by 
Other and Unspecified Means 
Diabetes Mellilus 
Personal History of Mental Disorder 
Not Otherwise Soecified 

AJJergy 

Patient may have family to bring needles for Novoiog Flexi pen (refrigerator} to facility, per Dr. Rhoades. 

E-Signed by Twonua White on 06/20/2015 0 I :41 PM EST 

E-Signed Alan Rhoades on 12/04/20[5 05:06PM EST 

E-Signed hy Kathryn Coles on 12/04/2015 07:33PM EST 

Page 1 of I 



for-sytb: c-ty Detention eemer 
FonythCo 
2M NDrth Church Stnlc!t 
Winston-Sa.h!m, NC2'1ffn 

i
pafient Name· IPmienf N.umber 
_BIIWID HILL _191!13253 

Patient Problems.: 

=tved Cafegrny Type 

Physician Order 

Problem 

01-02-2014 Acute PSYCH: OCD Obsessive-Compulsive Disorders 

01-02-2014 Acute 

12-20--'2013 Acu.te 

12-20-.2013 Chronic 

12-20-2013 Acute 

Patient Allergies: 

Observed 
Date Type 
12'---20-2013 

OTHER 
General Medical Exam Not 
otherwise Specified 

EXT CAUSES: Suicide and SeJUnflicted lnjmy by 
Suicide Other and Unspecified Means 
META: DM Diabetes MeJJitus 
PSYCH: Persooal HisiDry of Mental Disorder 
Psychiatric NOS Not otherwise Specified 

Allergy 

Weekly weights x's 60 days. 
same scale with each weight; document which scale 

B Noted by jdouthit RN em 

E-Signcd by Emma Aycoth on 06/04/2015 02:46PM EST 

E-Signed by Josie Douthit on 06/04/2015 04:18 PM ES'I' 

I~Sefflce I 

Confirmed By 

1 of I 



forsyth County Detention Center 
FotsrflfCo 
2M NDrth CIIDn:ft Sfn!et 
~.NC211fn 

Patient Problems: 

~ Gategoiy Type 
01-02-2014 Acute PSYCH: OCD 

OTHER 

Problem 

Obsessive-Compu IJison1ers 
General Medical Exam Not 
Otherwise Specified 01-02-2014 Acute 

12-20-:2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute 

EXT CAUSES: Suicide and Self-lntfcted Injury by 
SUicide Other and Unspecified Means 
META: OM Diabetes MeJJitus 
PSYCH: Personall-listory of MenlallJisoider 
..... - ,;... NOS Not Otherwise Specified 

Diagnostic panel II and HgA 1C 

schedule next cc visit - lOOM - in 3 months 

E-Signed by Emma Aycoth on 06/01/2015 08:23PM EST 

E-Signed by Aimee Cooper on 06/02/2015 05:24AM EST 

ACCS 
eoRRECT CARE 
SOlll'l'IOHS 

~~semre I 

Confitmed By 

Page 1 of 1 
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Forsyth County Detention Center 
Forsyth Co 
101 North Church Street 
Winston-Salem, NC 17101 
336~917~7676 

5(d-1 \ tS 
DIET START DATE 

Medical Diet Order 

lnmste Number Data of Birth 

1908253 5/26/1990 

DIET END DATE 

~ccs 
CORRECT CARE 
SOLUTIONS 

Today's Date 

5/27/2015 

D CA CARDIAC (low fat, low sodium, low cholesterol, 2300 cal.) 

D PR 

D so 

D RD1 

D RD2 

0 
0 
D 

PREGNANCY (includes snack) 

SOFT (Dental) 

RENAL DIET I (60g protein) 

RENAL DIET II (80g protein) 

BROKEN JAW DIET (blended) 

CLEAR LIQUID (maximum of 48 hours) 

BLAND DIET 

D 2500 CAL DIABETIC 

~ 100 2500 CALORIE WITH HS SNACK 

D NIDD 2500 CALORIE, NO HS SNACK 

D GAS 

Comment 'f. ( JO dcu=:p 

t::J2007 Corract CaN Solution&. LLC 
l'ltWiood03110111 lllll~~llll~lllllillllllllllllllllllllll~ 

~ D ~ 2 0 4 D l 1 4 0 1 0 1 2 l C 3 9 4 ~ 2 S 7 C P 5 1 4 3 P ~ 



User: ~IVERAN FORSYTH COUNTY SHERIFF'S OFFICE 05/27/2015 17:23:36 

Nurses Obse~Vations •.• 

Inmate: Brian David Hill Booking#: 138125 

Dateffime 
05/27/2015 00:01 

jmedlog 

Comments 
insulin dependant with HS snack xl20 days [05/27/2015 17:23, 
OLIVERAN, 8275887, FCSO] 

Nurse 
Oliver, Alisha 

Page I 



forsyth Coun1y Detefltion Center 
FoftythCo 
201 North Church Stn!et 
Winston..Sa.lem, NC271fn 

Progress Notes ccs 

in~ulin glargine 100 unit/ml subcutaneou~ solution 36.00 unit Forsyth Co Facility: Diabetic l-IS 6131201510:00:00 713/2015 9:59:00 
' . PM PM 

Maa!ox Advanced jA!um-Mag Hydroxide-Simeth~ 200 mg-'200 30.00 Forsyth Co Facility: UD AM PM 612212015 5:00:00 712212015 
mg-;20 mg/5 mt oral !>uspension milliliter & l-IS -Worker PM 4:59:00 PM 

Patient Problems: 

~~tved Category Type Problem 

01-02-2014 Acute PSYCH: OCD Obsessive-Compulsive Disorders 
General Medical Exam Not 
Otherwise Specified 

01-02-2014 Acute 

12-20-2013 Acute 

12-20-2013 Chronic 

12-20-2013 Acute 

Patient Allergies: 

Observed 
Date Type· 

OTHER 

EXT CAUSES.- Suicide and Se!Mnflicted Injury by 
Suicide Other and Unspecified Means 
META DM Diabetes Mellitus 
PSYCH: Personal History of Mental Disorder 
Psychiatric NOS Not OtherwiSe Soecified 

Allergy 

12:..20-2013 AJJeroy Items No Known Ailemies 

Vital Signs Taken 

Patient Vitals: 

Medicine: 

Confirmed By 

This is a 25 yo male with Type 1 diabetes and he developed severe hypoglycemia recently. He told me •got 
the wrong insulin" yesterday moming and I assumed he got it just before breakfa.st. I checked the MAR and FS 
Jog, but I found that no insulin was given. Today, I realized he was trying to say that he received the wrong 
insulin the night before_ 

I checked the FS log again and it seems that he was given his usual dose otLantus at 36 units. I went back to 
talk to him about the insulin he was given that night. 
1. He tens me the vial of insulin "seemed smaller". 
2_ He feels the insulin was wrong because he started feeling unusually weak and tired between 1-2 am 
3_ He drank four packets of orange juce and he ate an orange but the symptoms persisted_ 
A 1-JJ:>. "Faff fin>rl" .,,... ha rla~irlod tn. ...,,.. fro "'""'"'"' 

Page 1 of 2 



fmsytb County Detention Centet" 
Forsyth Co 
2M NoTtlt GhfJn:h Stn!et 
Winston-Salem • NC211fn 

Progress Notes ccs 
CORRECT CARE 
SOlUTIONS 

I::~ I 
3_ He drank four packets of orange juce and he ate an orange but the symptoms persisted. 
4- He "felt fired', so he desided to go to sleep. 
5_ He feels he has a •seizure• at the time poopfe went to evaluate him the next morning. It was then 

that staff discovered him to be unresoosive with a FS = 31 mgldJ 
6_ He was given two tubes of Gluoo6el and two padrels of orange juice again 

Will need to check into matters ASAP to see what type of insulin is being given at night 
Will need to inrorm HSA and DON as well 

Alan Rhoades MD 

E-Signed by Alan Rhoades on 06/26/1015 06:23PM EST Page 2 of2 



Forsyth County Detention Center 
Forsyth Co 
2ft North CIJun:h Stroot 
Winston-Salem • NC271M 

Progress Notes ccs 

insulin glargine 100 unit!ml ~ubcutantous solul:ion 3fi.OO unit for" .. " Co Fac,....,~ Diab ti HS: 6,1'31201510:00:00 7,1'312015 9:59:00 
XJ1U' m•r· e ( PM PM 

Mila lox Advanced {Alum-Mag Hydroxtdt~Stmeth} 200 mg-200 30:.00 forsyth Co facility: 1ID AM PM 6/2212015 5:00:00 7 fll/2f!15 
mg-20 mg/5 mL oral suspension milliliter & HS- Worlcer PM 4:59:00 PM 

Patient Problems: 

Observed 
Date Category Type 

01-02-2014 Acute 

01-02-2014 Acute 

PSYCH:OCD 

OTHER 

EXT CAUSES: 
Suicide 
META.:DM 
PSYCH: 

Problem Confirmed By 

Obsessive-Compulsive Disorders 
General Medical Exam Not 
otherwise Specified 
Suicide and Se!Unllicted Injury by 
other and Unspecified Means 
Diabetes Mellitus 
Personal Histnry of Mental Disorder 

12~20-2013 Acute 

12·-20-2013 Chronic: 

12-20-2013 Acute 
Psychiatric: NOS Not otherwise S or 

Patient AJJergies: 

Observed Turw. 
Date rr-

12~20-2013 AJ!ergy Items 

Vital Signs Taken 

Patient Vitals: 

Medicine.· 

Allergy 

No Known AJJemies 

This is a 25 yo male with Type 1 diabetes and his diabetic state has been incontrolled. I was told the patient 
was found unresponsive this moming and a FS was donbe showing a reading = 37 mgldl. He was given oral 
glucose x 2 tubes and 2 packets of orange juice with a subsequent FS .reading of 486 mgldi. /asked to see him 
today. 

He met me in the exam room to discuss diabetic management. 
1. At home, he reporls taking Lanius insulin 36 units/day plus SSI intermittenlly as well. 
2. At presen~ he is getting Lantus insulin 36 units/day plus SS/ QID 

Reviewed FS log: Sam 10a Spm 1(}pm 
tiJ?fl/11;, 1R7 ?R? ?A If A17 

Page 1 of 2 



forsyth County Detention Center· 
FbnytiJCo 
1M NoJ1tt Church Street 
Winston-Sal-, NC271#J1 

61211115 
6121115 
6122115 
6123115 
6124115 
6l25n5 37 

AlP: Uncontrolled DM 

187 
34 
70 
44 
44 
96 

108 
282 
224 
308 
310 
344 
486 

Progress Notes 

IBooi\i· Number 
t3'tit25 

244 
216 
167 
206 
266 
200 

10pm 
417 
287 
312 
359 

97 

ccs 
CORRECT CARE 
SOlUtiONS 

~~~ I 

-most of the time, the patients FS was very high at night and he must have gotten insulin to combat it 
-the morning FS was found to be exlemely low the next mating and this indicates we have a major 

problem 
-need to obtain a list of foods purchased at the commissary 
- will plan to meet with the inmate tomorrow 

Alan Rhoades MD 

E-Signcd by Alan Rhoades on 06/25/2015 07:09PM EST Page 2 of2 
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Forsyth County Detention Center 
Forsytlt Co 
201 Nortlt Church Street 
Winstott..Salem, NC 17101 
336-917-7676 

Progress Note CCS 

Porient Nome Pmie.nt Number 
HILL, BRIAN D 1908253 

ALLERGIES 

~!~~~orreel Csre Solu~n•. L~ ~~~~~~~~~ ~~~~~~~~~~~~~~~~~ 
* n 1 4 6 5 o 1 1 4 

Booking Number 
138125 

CORRECT CARE 
SOLUTIONS 

Dtrte uf Blrllr 1'oduy 's Dme 
5126/1990 6/14/2015 

1111~~~~ llllll~lil~ IIIII I ~II 
7 c p 2 s 3 1 7 p * 



Forsyth County Detention Center 
Forsyth Co 
201Norlh Church Street 
Wmston-Stdem, NC 27101 
336-917-7676 
Patient Name 
HILI,, BRIAND 

Au.ERGIES 

H~JO 
Progress Note 

c?-11· 0 l 
~.CCS 
CORRECT CARE 
SOLUTIONS 

Polianl Nvmber Booki11g Number Date ofBirth Today• Dale 
1908253 138125 5/16/1990 6/1411015 



forsyth County Detention Center 
FomythCo 
201 North Church Stnet 
Winston-Sa.iem, /!IC211111 

IP8tient Mime· I Inmate Number 
81liJ.AN D tll!Ll1B253 

Progress Notes ccs 

insulin glargine 100 unit/ml mbcutaneous solution 36.00 unit forsyth Co facility: Diabetic HS 6131201510:00:00 PM 71312015 9:.59:00 PM 

Patient Problems: 

Observed 
Date Category 

01--02-2014 Acute 

01--02-2014 Acute 

12-20-2013 Acute 

12-20-2013 Chronic 

12:-20-.2013 Acute 

Patient Allergies: 

ObseNed T 
Date ype 

Type Problem 

PSYCH: OCD Obsessive-Compulsive Disorders 

OTHER 
General Medical Exam Not 
Otherwise Specified 

EXT CAUSES: Suicide and SeJNnflicted Injury by 
Suicide Other and Unspecified Means 
META: DM Diabetes Mellitus 
PSYCH: Personal History ofMentaJ Disotder 
Psychiatric NOS Not Ofhetwise Specifted 

Allergy 

12-2:0-2013 Allergy Items No Known Aller_aies 

D Vital Signs Taken 

Patient Vllals: 

Observed Blood 
Date 

Provider note - E. Aycoth FNP 

Confirmed By 

The inmate was scheduled today tor chronic care but this was actually done last week. 

When he presented to the exam room I explained CC already done. 

He confirmed he had received my Jetter regarding his labwork results and especially the elevated HgA 1C 

1 started to discuss blood sugar control and the inmate became angry stating •my civil liberties have been 
violated and it is your fault~- he thinks his insulin should be adjusted per carb ratio each meal. I fried to explain 
the time frame the HgA 1C covered but he still said it was my fault and ·rm going to take out a lawsuit•_ He said 
he had oollling else to say and left the exam room. 

1 of 2 



forsyth Coufll¥ Detention Center 
FonyttJCo 
21n Jllotth Church Street 
Wi~, NC111tn 

IPBtient Mimf! ltnrmre NtJmbeT 
8liMtl D fBll1908253 

E-Signed by Emma Aycoth on 06/08/2015 09:08PM EST 

ccs 
CORRECT CARE 
SOI.UTIONS 

I~Setvire I 

Page 2 of2 



Forsyth County Detcmtkm Center 
Forsyth Co 
2M Norlh Chun:h Street 
Winston-~ NC 27181 

Order Overview 

Medication Order 

E-Signcd Patricia Rodgers on 07101/2015 04:54PM EST 

ccs 
CORRECT CARE 
SOLUT!OI\IS 

1 of 1 



forsyth County Detention Cefiter 
Forsyth Co 
2M North Church Stn« 
Wmston-Srllem, NC 27ffi1 

Order Overview 
. . 

OnteredBy: R~ Patricia on01~S04:49.PM. 

Medication Order 

Discontinued - lantus (insufin Glargine} 100 unit{ml 
111!2015 subcutaneous solution.: give units per sliding scale 

protocol SC Diabetic HS for90 days. 

E-Signed by Patricia Rodgers on 07/01/2015 04:51PM EST 

DiabeticHS 

ccs 
CORRECT CARE 
SOLUTIONS 

Page 1 of 1 



Fm:sylh Cmmty Detention Center 
fi»'sythCo 
2M Norlh Churdt Sfn!et 
Winston-Sah!m, NC 271111 

larrtus (Insulin Glargine) 100 unit/ml s!Sbcutaneous 
711f]JJ15 solution: give units per sliding scale protocol SC 

Diabetic HS for90 days. 

E-Signcd by Patricia Rodgers on 07/01/2015 04:49PM EST 

DiabeticHS 

ccs 
CORRECT CARE 
SOlUTIONS 

No No 

1 of 1 



Forsyth Cmmty Detention Center 
FmsythCo 
2111 Norltl Chureh Stn!et 
Winston-S81em; NC 27191 

IPatiimt Name 'Patient /'lumber !Ill, BRiAH 1!JIIIB2!i3 

fi/27!2015 

Medication Order 

E-Signed by Aimee Cooper on 06127/2015 06:43AM EST 

E-Signed by Alan Rhoades on 07/06/20! 5 0! :03 PM EST 

ccs 
CORRECT CARE 
SOlUTIONS 

Page 1 of I 



forsyth c-ty Detemkm Center 
Forsyth Co Mecftcation Order ccs 
2M North Church Stn!et 
Wimton-Sl'Jlem, NC 271M 

Order Overview 
.. ; 

j·: Ordered·By. ·~Atanon06122/,Wl50~ 
; 

Start Date Medication 

. 
r-· 

Maalox Advanced {Aium-M3g Hydroxide-Sfmel:h} 200 

612212015 
mg-200 mg-20 mgf5 mt oral sus.peru;ion: give 30 
milliliter PO TID AM PM & HS- Worker PR:N for 30 
days. 

.· 

E-Signcd Averi Cook on 06/22/2015 02:39PM EST 

E-Signed by Alan Rhoades on 07/06/20!5 12:515 PM EST 

.· 

Dose 

30 

. 

. .. : 

OOM I Frequency 

! 

. lmAM:PM& 
millifll:er I HS -Worker 

CORRECT CARE 
llOLUT!ONS 

; 

Durations 
PIIN KOP I 

. 

30 Yes. No 

llomtii'$~,A~1.JII'l.Dfi/ZZilfJ1502:39ffl 

. 

Page 1 of 1 



forsyth County Detention Center 
Forsyth Co 
2M Notth Clwn;h street 
Wrnston-Sith!m; NC 21101 

E-Signed Josie Douthit on 06/04/2015 10:56 PM EST 

f<>S i gned AI an Rhoades on 07/2 11201 S ll : 13 AM EST 

ccs 
CORRECT CARE 
liO!.UT!ONS 

Page 1 of 1 



forsyth County Detention Center 
Forsyth Co 
2tn Norlh Clwn:h StTeet 
Winston-S!flem, NC 27101 

'Patient Name 'Patient Number fUll, BRIAN 1900253 

E-Signcd Emma /l.ycoth on 06/04/2015 02:43PM EST 

E-Signed Mark Gaines on 06/04/2015 02:49 PM ES1' 

ccs 
CORRECT CARE 
SOlUTIONS 

Page 1 of l 



forsyth County Detention Center 
FmsllfhCo 
lin North Church Sffl!c!t 
Wmstlm-Safem. NC 271M 

IPatiel'lt Name 
Hlll.BRIAM 

Order Overview 

Medication Order 

IBoofdllg Ntmtbt:r 
1311125 

E-Signcd by Emma Aycoth on 06/02/2015 03:27PM EST 

E-Signed by Josie Douthit on 06/02/2015 03:28PM EST 

ccs 
CORRECT CARE 
SO!.UTIONS 

1 of l 



forsyth County Detention Center 
FmsythCo 
1M Nortll·Chun:h sn-t 
Winstcm-SBism, NC 211M 

!Patient Name !Patient Number 
tull. BIMH1!'!llm253 

,~Mimber 
13M2!i 

E-Signcd by A veri Cook on 06/01/2015 12:50 PM EST 

E-Signed by Joseph Mickler on 06/09/2015 02:59 PM ES'f 

ccs 
CORRECT CARE 
SOlUTIONS 

Page 1 of l 



forsylh County Detention Cenb!:r 
ForsVfhCo 
1M North Cbtm:h SfRlet 
Wi~NC271M 

Medication Order 

E-Signed by Alisha Oliver on 05/27/2015 09:25PM EST 
E-Signed by Alan Rhoades on 06/02/2015 10:15 AM EST 

ccs 
cqR. RECT CARE 
Sulll"i'IONS 

Page 1 of I 



forsyth Colmty Detention Center 
Forsyth Co 
2m North Chun;h Slnlc!t 
Winston-salem, NC 211m 

IPal:ietlt Name IPa!ient Nt:imtrer 
HILL, mBM110011253 

Medication Order 

E-Signcd by Alisha Oliver on 05/27/2015 09:23PM EST 

E-Signed Alan Rhoades on 06/02/2015 10:15 AM EST 

ccs 
CORRECT CARE 
SOlUTIONS 

1 of 1 



forsyth C011niy Detention Center 
Forsyth Co 
291 Nmth ChtJTCh StRII!t 
Winstrm-S!tlem, NC 211111 

IP817tmt 1'/ame IP817tmt Nt1mber HilL, BmAtt .19Q3253 

Medication Order 

!Booking Nt1mber 
138125 

E-Signed by Alisha Oliver on 05/27/2015 09:18PM EST 

E-Signed by Alan Rhoades on 06/02/2015 10: l5 AM EST 

ccs 
CORRECT CARE 
SO!.UT!ONS 

Page 1 of l 



forsylh Colm1): Detention Center 
~(;I) 
2M NodhCiwn:hSin!et 
~NC271M 

E-Signed by AJisha Oliver on 05/27/2015 09:18PM EST 

E-Signed by Alan Rhoades on 06/02/2015 10:15 AM EST 

ccs 
CQRRE.CT CARE 
S0LU1'10NS 

Page 1 of 1 



forsyth Cotmty DeUmticm Center 
Forsyth Co 
2tn Narlh Chureh Street 
Wlmton-StllEm; NC111m 

IPatHWNalml 
HilL, BRIAJi1 

Medication Order 

!Booking NtJmber 
133125 

E-Signed by Alisha Oliver on 05/27/2015 05:37PM EST 

E-Signed A! an Rhoades on 06/02/20 !5 l 0: 15 AM EST 

ccs 
CORRECT CARE 
SOJ.IIt!CNS 

Page 1 of 1 



forsyth Cmmty Detention Center 
Forsyth Co 
2tn North Chun:h Stn!et 
Winston-Sltlem; NC 21181 

!Patient Name· !Patient Ntlmbe mu .. BRJAH1903253 r 

Medication Order 

~Booking NtiHiber 
1311125 

E-Signcd by Alisha Oliver on 05/27/2015 05:34PM EST 

E-Signed by Alan Rhoades on 06/02/2015 09:59 AIV1 EST 

1 of I 



forsyth Cmmty Detention Centef" 
FmsythCo 
1m North Chu:n:h S*-t 
Wmston-Sttlem, NC 271M 

IP8frent Name. 
Jflll, BRIA.fl 

Order Overview 

Medication Order 

E-Signed by Alisha Oliver on 05/27/2015 05:34PM EST 

E-Signed by Alan Rhoades on 06/02/2015 09:59AM EST 
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