
Medical Kite 
	

If this is an emergency, tell the Jail staff right away! 

El Dental 	DHIV/AIDS OMedical 0 Psychiatric LJSocial Worker DMedication Refill 

Name: 
	

BA # 
Print Name 
	

(#BA) 
Alias Name: 
	

Birthday: 
mm/dd/yy 

Today’s Date: 
	

Da.m. Epm. Location:____________________ 

Tell us about your health problem:  

How long have you had this problem?  

This kite is my permission to get psychiatric or medical or dental exams and treatment from Jail Health Staff. 

I understand that the Jail may charge me for some of these services in the amount of $5.00 and deduct it from my account, during this current 
incarceration or future stays in the jail. I will get health care even if I am unable to pay. 

Signature: 

Date/Time: 	Refer to Algorithm  
BE................................... .... ... ....... ....... .. .... ... ........... ... .......... ..... ................ ._____T___.�_.R- .......... ... ------ __SAO2.(OxygenSaturalion)................................ 
P 	 BG________ 

Plan/Disposition 
oPriority ol o2 o3 o4 
oReferredto: 
oReverse Communication 
oPt. Ed.:  
oTreatment Sheet 
oProvider Consulted 
oMedication Fl U_______ 
oRN Signature & Stamp: 

� tim is d rermnent pan: oi ine neairn recuru 
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Patient Name: 

BA #: 

HR #:_______ 

D.0.B.:_____ 
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