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ECS Integrated Components for
Law Enforcement Facilities

Are you looking for healthcare software to serve and support a law enforcement environment at
a fraction of the price of other systems? American Data’s ECS is an integrated electronic medical
record developed to serve law enforcement facilities. ECS understands the need for a
user-friendly and affordable program with the necessary tools to monitor and track the health
care needs of inmates, starting with the booking process all the way through release. ECS
provides electronic nurse’s notes and assessments, medication and treatment administration
records, mental health notes and assessments, and much more. Additionally, our guided access
screens make navigating ECS simple for any staff member. ECS is customizable and can include
specific electronic assessments and reports your facility requires.
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14 Day Appraisal

14 Day Appraisal Pg 1 | 14 Day Appraisal Pg 2

14 DAY APPRAISAL
Inmate Name: | | JCA#: | | D.O.B.: | | Sex:|
Date 14 Day Appraisal Completed: 14 Day Appraizal Not Completed (specify reason below )

—~GENERAL INFORMATION

Blood Pressure: :l Pulse: |:| Respiration’s: |:| T&mperature::l
02 Saturaton: | | weight tbs): [ | Height (nches):[ |

Inmate Status (at time of appraisal)
[ cooperative [ Lethargic [ Alert & Oriented [1 Appropriately Dressed [1 Poor Hygiene
[] Limited Cooperation [] Restiess [] bisheveled [] Good Hygiene

Language: [_| Speaks English [ Limited English Speaking [ Mo English, Needs Interpreter

Additional Comments:

~REVIEW OF 5% STEMS

Eye Problems: ) No [ clazses Comments:
i ves [ Contacts

Ear/Mose/Throat Problems: () No Comments:
) Yes

Asthma: ) No Comments:
) Wes

Peak Flow:

Chest Pain/Pressure: ) No Comments:
) Yes

Heart Disease: ) No Comments:
) Wes

High/Low Blood Pressure: () No Comments:
) Yes

Diabetes: ) No Comments:
) Wes

Seizure Disorder: ) Mo Comments:
) Yes

Respiratory Problems: ) No Comments:
) Wes

Skin Infections/Sores: ) Mo Comments:
) Yes
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Booking Questionnaire

Section A-Visual Observations | Section B-Inmate Questionnaire | Section C-Medications | Section D-Mental Health Section E-Suicide Questions

COUNTY JAIL
DETAINEE BOOKING QUESTIONNAIRE
Detainee Name: | | gca# | | OB | | sex: |

GENERAL INFORMATION

BOOKINGDATE:[ | BOOKING TIME:

BOOKED FROM: O New Charge/Hokd () Dane County Jail () US Marshalls West O other:
) Hospital () lowa County Jail (O) Federal Bureau of Prisons
) Domestic CallArrest (O Jefferson Cou nty Jail () Probation/Parcle Hold
() Traffic Stoplarrest () Sauk County Jail () Psychiatric Hospital/MR/DD

Address: | | city:[ | state: I:l Zip: l:l

County: | | Phone: | |
Race: [ |American Indian/Alaskan Mative [ ] Black, not hispanic ] White, not Marital [] Single [] Divorced
[] Asian/Pacific Islander [] Hispanic hispanic origin -~ Status: [] Married [] widowed

Language: [English []Spanish [JFrench [] Chinese [JRussian [] Vietnameze [ Other

|
|
— 1

1. Is this first time in custody? O ves O No

If no, how many times prior? Specify charge(s}.|

2. Attending Physician: Last Visit (if known): |:|

Address/Clinic:
Phone Number:

[] Does not have an attending Physician.

3. Religious Preference: [] 7th Day Adventist [] Catholic [ episcopal [ methodist
[ Mo preference. [ Assembly of God [] christian Science [ Jewish O Presbyterian
[] Baptist [ church of Christ [ Latter Day Saint O Protestant
[] Bible O Congregation [ Lutheran [ other:

4. Health Insurance: ) Yes (Mo Insurance Provider: |

(make copy of insurance card, if available}

5. Dental Insurance: O Yes (O MNo  Insurance Provider: |

(make copy of insurance card, if available}
Dental Provider: | | [ No Dental Provider.

6. Pharmacy: C Yes (OMNo  Primary Pharmacy: |

VISUAL OBSERVATIONS

7. Does the detainee appear to be under the influence of alcohol and/or drugs? O Yes O No

If yes, please describe. |

PBT Reading (if applicable): | |

8. Visible signs of alcohol or drug withdrawal symptoms? O ves O No
[] Extreme thirst ~ [] Repeated vomiting [ confusedidisoriented [] Dilated/constricted pupils
[] sweating [] Breathing problems [ chills/shakes [] other: | |
9. Visible signs of trauma or illness requiring immediate medical care? O ves O MNo
If yes, please describe. | |
10. Visible signs of contagious disease orillness? O ves O Mo
[] coughirash [ sweating [] Weakness [ other: | |

[ chills [] unusual skin color [ tching

Section F-Booking Summary



Health Transfer Summary

Transfer Summary ‘ Transfer Summary Pg 2. | Release |

DEPARTUENT OF CORRECTIONS HEALTH TRANSFER SUMMARY i
e CONFIDENTIAL - Purpose: For Continuity of Care HLE IR

DOC-207T (Rev. 6/2021) Code of Federal Regulations
42 GFR Part 2, 45 GFR Part 184
INSTRUCTION §: If the person initially completing this form is not a health care provider, the sending health care provider must,

within 24 hours of the transfer, review the form, complete section #8, and forward to the receiving facility. §302.388(2), Wis. Stats.

SENDING FACILITY: County Jail HEALTH OFFICE {if not located at sending facility)
StreetAddress: 123 M. Main 5t FACILITY/AGEMNCY. County Jail

City, State, Zip: Madison, Wl 55555 FPhone #: 608-555-1234

Phone # 608-555-1234  Fax# 6085554221 Phone # F08-555-4221

1. OFFENDER NAME [DOC *Faciity Services | [DD{:#: 68 | [DUB: [Asmon | [SEx: [ ] ]
TRANSFER DATE: [RE{:EMNG FACILITY | | [mm(m-a DATE ]

[ AT FACILITY LESS THAN 48 HOURS
[] COPY OF HEALTH CARE RECORD ATTACHED

2. PRECAUTIONS-BEHAVIORAL / MENTAL HEALTH INFORMATION AND OBSERVATIONS
NOTE: Check boxes describing behaviors observed at the time of transfer or within 2 weeks prior to the transfer: Explain as needed in "Other”.

[] Disoriented / Confused [] self-Abusive Behaviors [] Suicide Attempts / Threats [ Hyper I Anxious
[ Violent, &ggressive, Angry [ sad, Crying, Withdrawn [ Unusual/ Bizarre Behavior [] Mone Observed
Suicide Watch (within past 12 months), if known. If checked, give date(s}:| |
[] COPY OF MENTAL HEALTH DIAGNOSISITREATMENT [] Other (Attach addifional documents)

ATTACHED Describeﬂ_ist:| |

3. ALCOHOL AND DRUG USE HISTORY:

Suspect Drug/Alcohol Use Within Past 7 Days? Yes O Mo (?2 If Tested. Date And Resuits:| IR
Date of Last Use: | N Name of Substance:| I

Withdrawl History? Yes O Mo @ If Yes, Withdrawl Symptoms Within Past Two Weeks?  Yes () No
4. MEDICAL CONDITIONS: HHear‘t Disease Diabetes — Transplant None Known
High Blood Pressure Asthma Seizure Activity

[ Currently Pregnant, Expected Delivery Date:
[1 Pregnancy Within Past Six Weeks - if checked, list any health complications:

Allergies (List): Peniciling, Strawberries L] No Known Allergies

[] Hospitalizations / ER Visits / Surgeries (Within last 6 months) Date/Reason:

[ Medical Needs: |

[] Future Health Care Appointments (Dates, Physician/Clinic, Phone #):

[ Other: | |
5. TUBERCUL n

Last PPD Test: Result (mm) _|Date Last Chest X—Rayl_Fesultl_I
Last Quantiferon TB Gold  Result INH Preventive Treatment Completed  Treatment Completed for Active TB

[ [ Closecomsees| ] Closecomed[

6. CURRENT MEDICATIONS AND CARE AT SENDING FACILITY
Offender Seen by Health Care Provider during Current Incarceration Yes ® MNo O

[] Copy of Medications Sheet Attached Medications Sent [ Mo Prescribed Medications




Refusal of Care/Treatment

Refusal of Care/Treatment

REFUSAL OF CARE/ TREATMENT

Inmate Name: | | JCA#: | | D.OB.: | | Sex: |

~Criteria for Refusing Care
The inmate must meet all of the criteria below.

1. Inmate is age 18 or older.
2. Inmate exhibits no evidence of:
* Altered level of consciousness
* Alcohol or drug ingestion that would impair judgement
3. The inmate understands the nature of the medical condition, as well as risks and consequences of refusing
care/treatment.

~Acknowledgement of Information
Inmate must initial items below.

A | have been advised that medical care on my behalf is necessary, and that refusal of care and
assistance could be hazardous to my health. and under certain circumstances, including disability or death.
OR
B. | acknowledge that | may have a medical problem which may require additional medical attention,

and that County Jail or an ambulance is available to transport me to the hospital. Instead, | elect to seek
alternative medical care and/or refuse further evaluation, treatment and/or transport.

Describe treatment being refused:

~Release of Liability

Inmate must initial items below.

A By signing this form, | am releasing County Jail, of any liability or medical claims resulting from
my decision to refuse care against medical advice.

~Signatures
| have read and understand the Acknowledgement of Information and Release of Liability.

Signature: Date:

* If you change your mind, or your condition changes, call 911 in an emergency, go to the ER, or
call your private physician, if appropriate.

Staff Completing Refusal of Care: | | Date of Refusal: |

Signature: Date:




Signatures on Assessments

BOOKING SUMMARY

42. Booking Summary
Is request needed for mental health services? []No [] Yes - Place Request

Jail supervisor notified? [JNo [ Yes Who was notified?

Special Precautions: (check all applicable) D Mo Special Precautions Needed
] constant Supervision [ cClothing Removed
[] Active Supervision (every 15 minutes) [] Bedding Removed
] 30 Minute Watch (not to be used for [ other
Suicide Risk Watch)

Does the detainee have any other non-emergency health related concems to report? D No D Yes (specify below)

Is request needed for sick call? [ ] No [ Yes - Place Request
Person Completing Questionnaire:

Specify Name Badge Number Date Time

43. Inmate Acknowledgment

| acknowledge the information provided by me to the Jail was to the best of my knowledge and ability, in providing accuracy and truth
without pursuasion.

ogobi}—

Detainee Signature Date

D Check this box If inmate refuses to sign at the booking process.
Comments:

If detainee refuses to complete the booking process or sign at booking, further attempts to complete the form and/or signature should be
attempted and documented below.

Second Attempt Completed By:

Specify Name Badge Number Date Time

Third Attempt Completed By:

Specify Name Badge Number Date Time




Suicide Screening

Suicide Screening |

When and where?|

What method was used? |

What was going on that caused suicidal feelings?

Did detainee let anyone know they were feeling suicidal? [ ] No [ ves Whu?| |

What treatment did the detainee receive? | |

What iz the name of MOVmental health profes=ional who approved the husp'rtalizatiun?| |

| SUICIDE SCREENING |
[Detﬂiﬂee Name: |poc *Facility Services | JCA#: |g8 | D.0.B.: [11/152011 | Sex:| |]
To your knowledge, does the detainee have a history of suicidal behavior? ) ves ()Mo

If yes, please describe. |

Has detainee been hospitalized in the past year for a suicide attempt or feeling suicidal? ) ves () No

How many times? | | How leng in hospital? |

Has the detainee ever had thoughts of suicide and not been hospitalized? ) Yes () No

What were the circumstances? |

How close did detainee come? |

Has detainee been treated for depression? |:| No |:| Yes

Have any famity members been treated for depression or related issues? ] No [ ves

Have any famity members ever attempted or committed suicide? [T ne [ ves

Is detainee thinking of hurting and/or Killing themselves currently? 3 Yes () No
Why? |

Has detainee thought about how they would do t? [ | No [ ] ves

Does the detainee have a plan or method in mind? [ no [ ves How? |

Has detainee thought about “when” they would de t? [] Mo [ ves When?l

Has detainee ever tried to kill themselves when in jail or prison before? [ No [ Yes

How? |

Iz there anyone to contact who may be able to help? [] Mo [] Yes Who? | |

What can the jail better do to help detainee feel better and get through this hard time?

71 Trnthhrinkh and frnthnonka [ Mutticournnse ronm with sunervision

Summary
If yes, would you like to initiate a suicide watch? [] Yes - Initiate Suicide Watch [ ] No  Date: | | Time: | |
Reaszon: |
Precaution Level: Special Precautions: (check all applicable) |:| Mo Restrictions necesszary at this time.
[J 15 Minute  [] Ferguson Gown Clothing: Linens:
[ 30 Minute [ Uniform [ No restrictions. [ Ne restrictions.
i [] Ferguson Gown and undergarments [] Ferguson blanket
[ 1 Hour [] Holding Cell £
[] General Population O Fergusun Gown no undergarments [] Linens:
[ uniform, no undergarments
Additional Instructions: [] Ferguson Gown, night time only
Property (may have): Privileges:
[ Mo restrictions. [ Mo restrictions.
] Mo personal property allowed [] oD day/holding cell lights out
[ Pencil (potential weapon) [] Mutti-purpose room without supervision




Medication Administration Record

Entry Date: 12/26/2013

Name(s) | 4 < *Farility Services, DOC = b Tasks |Meds All Dates MNotify Script ¥ Save Exit
Room: Doctor: Code Status: Pharmacy:
Allergies: @ @
Sign Hold Decline | SignQut | Other Time Multi-Hold | Multi-Decline | Multi-Sign Out | | Change | Remove Individual Overall
D Notify . - September 2021
o ies ime
131415 16|17 18] 19 [20]
Drug: [Bentyl]Dicydomine HCl 20MG Tablet £
Dose: (1 tablet [ 20mg) by mouth twice per day x 5days (tmes) 0230 0400 w1 0230 MW
First Date: 12/27/2013
For: opiate withdrawal
Crdered By: 0400
Entry Date: 12/26/2013
Drug: [VistariHydrOXYzine Pamoate S0MG Capsule £
Dose: (1 capsule [ 50mg) by mouth twice per day x 7 days (times) 0430 1300 7 p430 MW
First Date: 12{26/2013
For: opiate withdrawal
Ordered By:
1300 I

Entry Date: 12/26/2013
Drug: CloMNIDine HCI 0. IMG Tablet “ ) oson
Diose: (1 tablet) by mouth three times per day x 2 days (times) 0500 0900 1400 S
First Date: 12(28/2013
For: opiate withdrawal 0300 I
Ordered By:
Entry Date: 12/25/2013 1400
Drrug: CloMIDine HCl 0, 1MG Tablet 7 o900
Diose: (1 tablet) by mouth four times per day x 2 days (times) 0900 1130 1430 1900 —
First Date: 12/26/2013 1130 I
For: opiate withdrawal
Ordered By: EEL
Entry Date: 12/26/2013 1900 M
Drug: CloNIDine HCl 0. 1MG Tablet £
Dose: (1tablet) by mouth daily x 2 days HS =
First Date:
Far: opiate withdrawal HS
Ordered By:
Entry Date: 12/26/2013
Drug: CloNIDine HCI 0, IMG Tablet £
Dose: (1 tablet) by mouth daily x 2 days HS —
First Date: 12(30/2013
For: opiate withdrawal HS 07:33
COrdered By:



Head to Toe Assessment

Health Screen | Health Screen Cont. Mental Health Screen |

HISTORY AND PHYSICAL

Inmate Name: [DOC *Facilitv Senices | JcA#: [g5 | D.OB: [11/16/2011 | Sex:| I]
1. Were the booking questions reviewed? O ves ONo

If no, why? | |
2. Vital Signs

BP: l:IPu Ize: l:l Respiratiun's:l:l Temperature:l:l 02 Sat: I:I Height (inches): l:l Weight (pounds): l:l

Allergies: () No () Yes - please refer to chart for further information.

— — PR ; >
3. Immunizations/Vaccinations Facility Services, DOC : x
Received any of the following: Tetanus: Yes No Ifyes when?
. O O = : | Done Page Initials ~ Date Mates
Hepatitis &:  [] ves [] No
Hepatitis B:  [] ves [] No | Health Screen Collect
Pneumonia: [] Yes [] No Ifyes, when? O Health Screen Cont. —
PPDTest [ ves [] Mo Ifyes, when? O Mental Health Screen Unknown
PPD Resutts: [] Megative [] Positive
Mo PPD Test, schedule test for: Audit
Signs/Symptoms of Infectious Diseaze: (=elect all that apply) (any two (2) triggers, begin Tuberculosis Protocol and notify MD) :
[ cough [ chils [ night Sweats [ Fatigue [ weakness [ other: Subrnit
[] weight Loss [] Loss of Appetite [] Chest Pain [ Fever [] Coughing Blood
4. Medical History
Have you been diagnosed with any ofthe 7] Inmate has not been diagnosed with any infectious disease.
following (check all that apply): [ Hepatitis [ other:
[ HwisDs
O sessespec)) |
[ Tuberculosis
Hawe you currently have or have had [ Mo current healthiphysical problems reported.
any of the following §ymMDms [] Gastrointestinal [ cardiovascular Disease
(hecomitiatonan ) [ Back Pain/injury [ cen tourinary Problems
[ Liver Dizsease [] Neurologic Problems
[] Sickle Cell Disease [] Pulmonary/Lung Problems
[ Arthritis [] Other:
Do you have a family history of any [] Mo family history problems reported.
;;;I'rl:}fullnwmg (check all that [ Hypertension [ other:
: O ascwvp Clase
[] Diabetes
[ cancer
FEMALES |_|'.'|P;| | Birth Control: [] ves [ Mo BTL: G: P: AB:
ONLY:

Last PAP: |

|HX of abnormal PAP: [] Yes [ No

Hysterectomy: [] Yes

5. Physical Exam

Check if examined: [ ] General [ Skin
O Lunge O Heart
[0 Genital [ chest
[1 Rectal [] Abdomen

O Neurologic [ pental

[0 HeenT

|:| Breasts |:| Oral lesions
[1 Extremities [ ] Edentuous

O Signs of gum disease [ other:

Number of teeth: l:l




Customizable workflow display with
personal access screens




Nurse Notes

PURP R VITAL SIGNS A A RESPIRATOR ARD A AR STA D R A A
new or sudden onsetichange BP: Lab results: no skin issues Location: Respiratory Complaint: Circulatory Complaint: GliDigestive Complaint: Urinary Ci [4
[ ongoing change in condition Ortho BP: Fever: NEW Skin i t: Treatment: iration Char: istics: Pulse Characteristics: Abdomen: Urinary/Renal pain: Musculoskelet:
[ follow-up Pulse: Mood: Surgical Wound: Dressing: Nasal discharge: Chest Pain: Bowel Sounds: Urine Clarity: Movement/limi
[ progress note Respirations: Behavior: Abrasion/Bruise: Depth: Cough: Edema: Vomitus: Voiding Concerns: Swelling:
Temp: * Additional behavior Rash: Size: Lung Sounds: Circulation: Stool Output: Peritoneal Concerns: Precaution
Weight (Ibs): Infection/ABT: Blister: Color: Mucus: Cardiac Implant/Device: Oral/dental: Catheter: Positionin:
Height {inches): Isolation: Wound: Drainage: Oxygen: Peripheral Pulse: Swallowing: Urine sample: Exercise/R(
Pulse Oximetry: Medication: Pressure Area: ] Nebulizer: Anti-anginal: Colostomy: Assistive Dev
Blood Glucose: COVID-19: Other sKin issue: ] Trach: Diuretic/BP Med: Feeding Tube:
Pain (0-10) Suctioning: Positioning:
Pain {descriptor):
Fluid Intake (mL):

Fluid Output (mL):




09/16/2021

Active Inmate Watches and Treatments

Active Inmate Watches and Treatments
D.O.C.

Inmate

Sleep Log Order

Suicide Watch

Medical Watch

Active TB TX

*Facility Services, DOC

1 hour watch

Edward, Jack

1 hour watch
General population

Franklin, Paul |

1 hour watch
General population

30 minute watch

Martinez, Raul P

1 hour watch

Rogers, Hillary K

2 Hour

1 hour watch

Smith, Liz 15 minute watch
Ferguson Gown
G 1 4 3




To Do List

|Name(5) " 4 & *Facility Services, DOC

- p| | Tasks "'I'oDoList— Nurse

| o o (S

Room: Doctor: Code Status: Pharmacy:
-| Hold " Decline " Sign Out " Other " Time | | Multi-Hold " Multi-Decline " Multi-Sign 0ut| | Change " Remwe| Individual  Overall
[] oty Entries Time =2

INCIDENT TYPE: conflict with another inmate

DATE OF INCIDENT: 10/05/2017 DATE OF INCIDENT: MW
Entry Date: 10/05/2017

Date Placed on Suidde Watch: 09/16/2021

Time Placed on Watch: 11:35

Orderd By: Bill Date Placed on Suicide Watch:
Precaution Level: 1 hour watch

Entry Date: 09/16/2021

HEALTH/H. SERVICE REQUEST: depression,

TO BE SEEN BY HEALTH/H. SERV.: 01/18/2017 TO BE SEEN BY HEALTH/H. SERV.: | IMw
Entry Date: 01/18/2017

INCIDENT TYPE: bruising

DATE OF INCIDEMT: 10/03/2017 DATE OF INCIDENT:

Entry Date: 10/05/2017

Date Placed on Medical Watch: 09/16/2021

Time Placed on Watch: 11:26

Orderd By:

Reasan for Medical Watch: Date Placed on Medical Watch:
Precaution Level: 30 minute watch

Entry Date: 09/16/2021

MD VISIT REQUEST:
TO BE SEEN BY MD:

Entry Date: 11/06/2013

Joint pain,

11/06/2013 TO BE SEEN BY MD:

HEALTH/H. SERVICE REQUEST:

alcohol or other drug abuse, inmate has been snorting cocaine every day for the past month and now he may go through withdrawls

TO BE SEEN BY HEALTH/H. SERV.: 04132007 TO BE SEEN BY HEALTH/H. SERV.: | IMw
Entry Date: 04/11/2007
Lo sy b sE 2 lne o |
MD VISIT REQUEST: bowel issues,
TO BE SEEN BY MD: 06/22{2015 TO BE SEEM BY MD:
Entry Date: 07/03/2015
SICK CALL: inmate is having nping: lower abdominal nping and inmate is having unusual bleeding from her her vaginal area
TO BE SEEN FOR. SICK CALL: 04112007
Inmate was seen by nurse on 11122020 TO BE SEEM FOR SICK CALL:
COMMENTS: problem resolved
Entry Date: 04/11/2007

HEALTH/H. SERVICE REQUEST:
TO BE SEEN BY HEALTH/H. SERV.:
Entry Date: 04/11/2007

MD VISIT REQUEST:
TO BE SEEN BY MD:

Entry Date: 07/03/2015

04/18,/2007 TO BE SEEMN BY HEALTH/H. SERV.:
skin issues,
06/11/2015 TO BE SEEN BY MD:

psychotic behavior, inmate rocks herself in the corner of the cell mumbling to herself




(¥oceO Contact Us
Schedule your Demo Today!

American Data takes care of your facility by offering software
that far beats the price of competitors. Scan the QR code or

call 1-800-464-9942 to schedule a demo today!
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=2= DATA

info@american-data.com | www.american-data.com | 1-800-464-9942




