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OKLAHOMA DEPARTMENT OF CORRECTIONS
OUTSIDE REFERRAL RECORD SUMMARY

Appointment Date: Appointment Time: Location: Type of Visit: (Check appropriate box)
AM / PM 0O Scheduled 0O Emergency
Transported By:
0 ODOC Vehicle O Ambulance 0O Mediflight O Inpatient 0O Outpatient
PART A — To be completed by referring facility.
INMATE NAME: ODOC NUMBER: SOCIAL SECURITY #: DOC FACILITY:
DATE OF BIRTH: FACILITY PHONE NUMBER:
AGE GENDER RACE WT HT B/P PULSE HOW LONG HAS THE PROBLEM EXISTED:

DRUG/FOOD SENSITIVITY/ALLERGIES: YES  no O DID THE PROBLEM EXIST PRIOR TO
(SPECIFY) INCARCERATION: YES 1 no U

(| Medically Mandatory/Emergency a Medically Necessary a Medically Acceptable L Elective/Cosmetic Surgery

PRESENT ILLNESS/DIAGNOSIS/FUNCTIONAL LIMITATION/SIGNIFICANT PAST HISTORY (Significant changes since last specialty appointment)

CURRENT MEDICATION (S) AND SIGNIFICANT MEDICATION HISTORY AND MEDICAL TREATMENT

PERTINENT PHYSICAL FINDINGS

DOES THE INMATE ADHERE TO THE TREATMENT PLAN: ves O NO a (EXPLAIN)

DATE MEDICAL PROVIDER NAME (PLEASE PRINT)

For all outside referral appointments/hospitalizations/emergency room visits please send all pertinent documentation for continuity
of care including current labs, imaging results, immunizations and notes.

TO BE COMPLETED BY AUTHORIZING REGIONAL PHYSICIAN
APPROVED: YEs U Nno O Linpsay O OU MEDICAL CENTER U LocaL U

Date Regional Physician (Please Print)

Referral Form Will Be Return to Facility Medical Provider within Seven Working Days

Appeal to Chief Medical Officer;: YES Nno W
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OKLAHOMA DEPARTMENT OF CORRECTIONS

OUTSIDE REFERRAL RECORD

PART B - To be completed by consulting physician/provider

INMATE NAME: ODOC NUMBER: FACILITY:

SIGNIFICANT FINDINGS/TEST RESULTS

MEDICATIONS RECOMMENDED (Outside Providers are NOT to write prescriptions for narcotics.) They are not routinely available. If recommended, please
consult with the referring provider. Please do not write prescriptions for a seven day supply.

DATE PROVIDER NAME (PLEASE PRINT)

Please provide appropriate documentation for continuity of care. For all emergency care please provide emergency room record or report and for all inpatients,
stays please provide discharge summary to the referring facility when completed.

ADDITIONAL REFERRAL NEEDED
O ves O no TYPE: PROVIDER: PHONE:

IF yes, the appointment will be made by the referring ODOC Facility, unless it is an emergency. Please contact the referring ODOC Facility before transferring
the inmate to another outside provider.

FOLLOW-UP APPOINTMENT DATE FOLLOW-UP APPOINTMENT TIME: AM/PM LOCATION:
This visit must be approved by the Regional Physician, if not approved you will be contacted.

FOR SECURITY REASONS DO NOT ADVISE INMATE OF ANY APPOINTMENT DATES

DOC 140121A (R 12/21)



