
SITE PROFILE

To assist in developing a high-quality, cost-effective healthcare program for the detainees of your

facility, please complete the following questions based on your medical experience for the past

twelve (12) months or latest calendar year.

PHYSICIAN SERVICES (circle the correct response or fill in the blank)

Are services provided by a local physician? YES NO

If yes, what is the annualy cost of his/her services?

Does your physician see patients at the jail facility? YES NO

If yes, how many times a week?

How much time is spent in the facility with each visit?

Does your physician take calls 24 hours a day, 7 days a week? YES NO

Does your physician have correctional malpractice insurance? YES NO

If yes, does he/she pay for this insurance coverage? YES NO

If no, does the County provide the coverage? YES NO

If yes, what is the annual cost?

Are the physician fees included in your medical budget? YES NO

NURSING SERVICES: (circle the correct response or fill in the blank)

Do you have on-site nursing services? YES NO

If yes, how many hours per week?

Are your nurses RN's or LPN's and how many hours are provided by each?

# RN's  Hrs. Weekly: # LPN's Hrs. Weekly:

Are your nurses employed by the Sheriff? YES NO

What is the salary range for your nursing staff? RN: LPN:

Are your nursing salaries included in your medical budget? YES NO

MEDICAL SERVICES: (circle the correct response or fill in the blank)

What is your medical budget for this year?

Does your facility have written medical policies and procedures? YES NO

Does your medical and correctional staff follow medical protocols? YES NO

Where do you purchase pharmaceuticals?

Are your medications blister-packed? YES NO

Does your pharmacy accepts returns? YES NO

Do you receive a discount?  If yes, how much? YES NO

Are detainees allowed to bring in medications? YES NO

How much did you spend on pharmaceutials in the past 12 months?

If you house from other sources, does this amount include 

pharmaceuticals for detainees housed from other sources? YES NO

If yes, how much was spent for detainees from other sources?

How many times a day do you distribute medications?

Are meds passed by the nursing or correctional staff? Nursing Correctional Staff

How much did you spend on Over-the-Counter medications?



How much did you spend on medical supplies?

How much did you spend on hospital services?

Do you receive a discount from the hospital?  If yes, please indicate the percentage:

YES % NO

What hospital do you currently use?

Do your hospital costs include X-Ray and Laboratory services? YES NO

If no, how much was spent on X-Ray & Labs?

Do you utilize the services of a local dentist? YES NO

Do you have dental facilities on site? YES NO

How much did you spend on dental services in the past 12 months?

Do you utilize the services of a local mental health center? YES NO

If yes, what is the name of the center?

Do they provide services on-site? YES NO

If yes, how many times per month do they visit the facility?

Do they provide psychotropic medications if needed? YES NO

How much did you spend on mental health services in the past 12 months?

Are your detainees tested for T.B.? YES NO

Do you have a Co-Pay program? YES NO

If yes, how much is the co-pay fee for:

Physician Sick Call: Nurse Sick Call:Dentist: Dentist:

Prescriptions: New Refill

FACILITY INFORMATION:  (please circle the correct response or fill in the blank)

Facility Rated Capacity: Average Daily Population (ADP):

Does the ADP represent your County detainees only? YES NO

If no, how many detainees do you house from other sources?  Idenify the source & #

DOC FEDERAL OTHER COUNTIES

Are medical expenses for detainees housed from other sources included in the dollars amounts?

If yes, can you provide a break-down of the expenses associated with:

DOC FEDERAL OTHER COUNTIES

Are you reimbursed for medical expenses for detainees housed from other sources?

YES NO

Do you have any outstanding lawsuits or legal issues involving medical?YES NO

If yes, what is the issue and status?

Do you have plans to expand or build a new facility? YES NO

If yes, what is the estimated completion date and the ADP?

MEDICAL GOALS/CONCERNS:

What are your primary concerns with your current medical program? (check all that apply)

PHYSICIAN SERVICES NURSING SERVICES

INCREASING COSTS MEDICATIONS (TYPE /#)

RISK & LIABILITY LEGAL ISSUES

QUALITY OF CARE OTHER



ADDITIONAL COMMENTS:

QUESTIONNAIRE COMPLETED BY:

NAME:

TITLE:

FACILITY / COUNTY:

ADDRESS:

CITY, STATE, ZIP:

PHONE NUMBER:

E-MAIL ADDRESS:

DATE:

Upon completion please return via fax or mail to:

Advanced Correctional Healthcare

4625 N university

Peoria, IL 61614

Fax:   309-692-8106

This information is confidential and will be used for internal purposes only.


