Correctional TB Training:

Correctional Tuberculosis Screening Plan
(TB-805)

Continuing Quality Improvement (CQl) Group
Tuberculosis and Hansen’s Disease Unit




LEARNING OBJECTIVES

J Understand the purpose of the Correctional Tuberculosis Screening

Plan (TB-805)
J Understand the process for screening plan renewal and approval

] Recognize key information listed in each section

J Understand the new changes to the TB-805




Purpose of the Correctional
Tuberculosis Screening Plan (TB-805)

* Framework for the
implementation and monitoring = 5
Of Iega”y requ”.ed TB preventlon CORRECTIONAL TUBERCULOSIS SCREENING PLAN (TB-805)

A TEXAS

J Health and Human
&= Services

Texas Department of State
Health Services

Ty

INSTRUCTIONS

an d care stan d d rd S fo r C h d pte r The Correctional Tuberculosis (T8) Screening Plan (TB-505) is required of all Jails designated a5 Texas

Health and Safety Chapter £3. Refer to publication #TB-805-1 for instructions on filling out this

M 143 form. Type in each box using the fillable electronic form. All sections of the plan must be filled out
89 - e S I g n ate a C I It I e S completely and must be legible or the form will be returned. Do not leave gquestions blank (type
N/A if needed). The electronically signed original plan must be emailed to Texas Department of
State Health Services (DSHS) Tuberculosis and Hansen’'s Disease Unit at
C ,

narcgatesettings@dshs.texas gov

 Requirement of the Texas : o TSRO

Administrative Code (TAC) P

. Title 25’ Pa rt 1’ Chapter 97’ 3:Mai|in Address ".‘I;d.%‘erenrfrwl'n .ﬁsj'ca.'} Cit State Zip Code
Subchapter H - |
e Title 37, Part 9, Chapter 273 __

 Determine compliance with the G e 508, 70 | _
Health and Safety Code (HSC) R o
an d T A C ational Provider Identifier (NPT} mail ress

Phone Number Address

City State Zip Code

Texas Department of State
Health Services

10. Is the contact person the same as the jail administrator?

D \"ESD NO If NO, complete question 11 below.




Renewal Process for TB-805

* All Chapter 89-designated facilities will receive a 120-day renewal notification and reminders at 90-day, and 60-day intervals, if
not received
* Note: Effective January 2024, all approval periods will be from January 1 to December 31 each year

* Screening plans will be submitted to CongregateSettings@dshs.texas.gov

* CQl will forward the TB-805 to the local or regional TB program for first-line review

Request Revisions Request Revisions
l____________________________________| l___________'i
v 1 v |
4 N
Chapter 89-
Designated {(p»{ TB-805 » CQlTeam | LHD/PHR (P CQlTeam [p{TB Controller > APPROVAL
Facility First Line Second Line Final
\ / Reviewer Rewlewer Reviewer
A ____.
Request Revisions



mailto:CongregateSettings@dshs.texas.gov

Expectations of Local and Regional TB
Programs

Ensure that Chapter 89-designated facilities submit their screening plan for review early, to
allow quality assurance

Ensure an accurate and complete screening plan prior to submitting to CQl team

Submit the screening plan to CongregateSettings@dshs.texas.gov for Central Office
approval 60 days prior to the expiration to ensure time for review

Communicate any concerns or questions to the Program Evaluation Consultant (PEC) in a
timely manner

Ensure that medical contracts are current during the approval period

Texas Department of State
Health Services



mailto:CongregateSettings@dshs.texas.gov

LHD/PHR Notification of TB-805

LHD/PHR Notification of a TB Screening Plan for a Chapter 89
Facility in Jurisdiction

Send from CongregateSettings@dshs.texas.gov

To: Correctional Liaison
Cc: Jail Administrators, Jail Administrator POC, CQIteam@dshs.texas.gov, PEC,
LHD/PHR Program Manager

SUBJECT: [Facility] Notification of Receipt: Correctional TB
Screening Plan (TB-8053)

Dear Correctional Liaison:

The DSHS Continuing Quality Improvement Team received a Correctional TB
Screening Plan (TB-805) for Facility Name on date. As this facility falls in
your jurisdiction, we are forwarding to you as first-line reviewers. Please use
the checklist on the website (link) to assist with your quality assurance.

Their current TB-805 will expire on December 31, 2023.

Per the FY24 DSHS TB Work Plan, please ensure the following:

+ Review correctional TB screening plans for completion and accuracy
and provide technical assistance and guidance to the Chapter 89-
designated facilities for any identified errors.

¢« Submit the corrected TB-805 and supporting documents to
CongregateSettings@dshs.texas.gov for final review and approval
before the current expiration date.

The completed screening plan with the original signature must be received
within 30 days from the date of this email.

Plans submitted on an outdated form will be returned.

If assistance is needed, contact the Congregate Settings Team at
CongregateSettings@dshs.texas.gov.

Texas Department of State

Health Services
Thank you for your continued cooperation.




Section A. Contact Information

(7cp) TEXAS
é\" i Health and Human | Texas Department of State
Services Health Service



Section A. Contact Information

A. CONTACT INFORMATION

1. Facility Name

2. Physical Address (list additional sites in Section F)  City State Zip Code
3. Mailing Address {if different from physical) City State Zip Code
4, Jail Administrator’s Name 5. Title 6. Phone Number

NEW! National 7. Email Address 8. Fax Number Credential

PrOVider Identifier 9. Medical Director (MD, DO, NP, or PA-C) —P mUSt be M D[
an d E ma iI Ad d ress § Name Credentials (MD, DO, NP, or PA-C) / DO’ N P’ or PA-C

Of t h e m e d ica I }ational Provider Identifier (NPI) Email Address|
director

Phone Number Address
City State Zip Code
Health and Human 10. Is the contact person the same as the jail administrator?
> Services
YES NO If NO, complete guestion 11 below.

Texas Department of State
Health Services




S TEXAS

i Health and Human
= Services

Texas Department of State
Health Services

Section A. Contact Information
(continued)

NEW! Up to two contact
persons can be listed.

11. Contact Person (if different from jail administrator) You may list up to two contact persons. We recommend that at least one
person listed is the nurse supervisor or person responsible for overseeing TB screening and reporting.

Name: Title:

Phone Number: Email Address:

Name: Title:

Phone Number: Email Address:




Section B. Facility Information

(7cp) TEXAS
é\" i Health and Human | Texas Department of State
Services Health Service



Section B. Facility Information

B. FACILITY INFORMATION

1. Facility operated by:

County Private Other (Spedify):

2. Name of the operating agency/ company:

3. Is this facility regulated by Texas Commission on Jail Standards (TC1S)? If NO, who is the regulatory agency?

YES NO Regulatory agency, if applicable:

4. Total number of employees: 5. Facility bed capacity: 6. Current population:

Facility should check all T TotaT mamber of inmate adwissions o The Taciity i The past calendar year
applicable federal
inmates that they
house

8. Which category of inmate is the facility authorized to hold? (Select all that apply)

Federal (Select all that apply): Immigration and Customs Enforcement Bureau of Prisons .5, Marshals

County

Out-of-County {Please list the counties that vou have a contract, memorandum of agreement (MOA), or memarandum of
understanding (MOU) with):

HeaIFh and Human Out-of-State (Plesse list the states that you have & contract, memorandum of agreement (MOA), and/or memorandum of
Services understanding (MOU) with):

Texas Department of State
Health Services




Section B. Facility Information
(continued)

9. Does the facility maintain a health care team (RN, LVN, MA)?

P
Is the health care team contracted? If contracted, please indicate who employs the health care team in the space E t h t d H I
below and attach a copy of the contract. n S u re a l I l e I Ca

DYESD NO  Contracted entity, if applicable: Contra CtS a re Cu rrent

Who is the health care team amployed by? until 12/3 1/24 or

l:ICnunry l:IHospitzI . | |
Eprivale l:lOther (please specify): a u to m a t I Ca y

10. Does the Medical Director, listed in A9, provide TB medical care services for inmates? If no, please provide the re n eWe d a n d

name of the treating physician and their National Provider Identifier {NPI). Note: A TB medical provider must have a
valid and current license to practice in Texas with one of the following credentials: MD, DO. NP, or PA-C.

I attached to the
screening plan.

Provider name(s):

National Provider Identifier (NPI):

Does the facility maintain a contract with the TB medical provider? If contracted, please indicate the contracted
antity in the space below and attach 2 copy of the contract.

D YES D NO  Contracted entity, if applicable:
Wheo is the medical provider employed by?

[ S I
Health and Human
SerVIces Dprivale Doﬂwr (please specify):

11. Number and credentials of health care staff at the facility {ex: RN—1, LVN—2, Jailers—3, atc.)

Texas Department of State

Health serVIces 12. Number and credentials of staff trained on TB symptom screening (ex: RN—1, LVN—2, Jailers—3, atc.)




Sample Contracts

Automatic Renewal Expires Mid-Year

ARTICLE VI: TERM AND TERMINATION OF AGREEMENT
6.1 Temm. This Agreement shall commence on October 1, 2021. The initial

term of this Agreement shall end on September 30, 2022, and this Agreement shall Contract Period: October 1, 2022, through September 30, 2023

thereafter be automatically extended for additional periods of twelve months each, Base annualized fee: $221,335.92 ($18,444.66 per month)

beginning on October 1 of each year, subject to County funding availability, unless Per diem greater than 130 inmates: | $1.57

either party provides written notice to the other of its intent to terminate, or non-renew, Annual outside cost poo! limit: $40,000.00 (includes 100% pool refund provision)
in accordance with the provisions of Section No. 6.2 of this Agreement.

)i Health and Human
¥ Services

Texas Department of State
Health Services




Section B. Facility Information
(continued)

o et ot o8 s St At s Pty e o 18 el ool provider s aufhorizedte adminiter NEW! Ensure that
there is no
confirmatory testing

14. Types of TB tests performed at your facility (Select 15. If your facility uses a blood test (QFT and/or T-

all that apply) SPOT) to screen for TB, please answer the questions
below. Please indicate N/A if your facility only uses TST
to screen.

l:l QuantiFERON-TE Gold (QFT)
Please specify who provides the QFT and/or T-5POT to your

fadility (e.g., Quest Diagnostics)?
T-5POT

I:ITubercuIin Skin Test (TST) In what instances is the blood test used (e.g., confirmatory Re m i n d e rs :
testing, testing of refusals, etc.)?

» DSHS-distributed tubersol and/or syringes
A e rreys e SR e ey e By e ey are to be used for inmate screening only

facility listed in question 167 If NO, please provide the

YES NO information below?

Please provide the information of the chest x-ray DYESD NO a nd Ca n not be used for em ployees Or

provider:

Name (provider of x-rays): Name (provider of x-rays): VO I u n te e rs
Phone Number: Phone Number:

* DSHS-purchased IGRAs cannot be
Address: Address:
Mote: Routine chest x-rays are not required for asymptomatic persons who have negative TB skin test results, After the initial d I St rl b u te d to C h a pte r 8 9 d e S Ig n ate d
chest radiograph is taken, persons with positive tuberculin skin test reactions do not need repeat chest radiographs, unless

_.": Health and Human symptoms develop that may be or are suspected to be due to tuberculosis diseasa. f H I 't H
Services hitp:fetarytas copitol tevas gov/Doce HE Mhtm /HS 29 hem acl I Ies

18. In the event of a hurricane or other natural or man-made disaster, do you have a written evacuation plan on file?

D VES D NO

Texas Department of State

Will you relocate? If YES, please specify the location you will relocate to.

D YES D NO Location:

Health Services




Section B. Facility Information
continued)

19. Is the TB infection control person the same as the contact person listed in Section A?

YES MND

If NO, provide the name and job title of the person responsible for your facility's TB infection control measures. This
person may be responsible for generating and submitting monthly reports, maintaining supplies, and making
necessary referrals.

Name: Title:

Email Address: Phone Mumber:

20. Does your facility have airborne infection isolation rooms (AIIRs)? If YES, indicate the number of ATIRS.

YES i[e] Mumber of individual rooms:

21. If your facility has fewer than two (2) AIIRs, where will an inmate with symptoms suggestive of TB be isolated?

NJ/A Hospital/facility name:

22. Are AIIRs routinely inspected and maintained? If YES, who oversees inspection and maintenance? NEW! Opportu nity for TB
SN0 IfNO, plesse ndicate resson: Programs to work closely with the
e e rovetumbar jail to ensure an action plan in the

23. Which of the following actions does your fadility take in the event a suspected or confirmed TB case is identified?

Please see the screening algorithm for incarcerated individuals for reference. Please chedk all that apply. eve nt Of a S u S p e Cte d TB Ca S e O r

Immediately isolate the individual in an AIIR or send to Report to the local or regionzl health department within

the hospital for isclation one working day CO nfi r m e d T B Ca S e

Perform chest x-ray withjn 72 hours Order 2 Nucleic Acid Amplification Test (NAAT) {i.e.{
rapid PCR)

Order acid fast bacilli (AFB] testing on sputum Provide treatment
smear/culture within 72 hours

Health and Human

Services
Ensure thorough medical evaluation Conduct & Contact Investigation {CI)

Texas Department of State
Health Services

Provide surgical mask to inmate and ensurs Perform TST for symptomatic inmates
staff/personnel wear N-35 or equivalent

Other (Specify):




24, Provide name, mailing address, and phone number of
local or regional health department (who your facility
reports to) and the name of the contact person(s). You
may list up to two individuals.

Health department name:

Contact name and title:

Fhone Number:

Email Address:

25. What is the name and title of the person at your
facility who informs the local or regional health
department about TB suspects and/or cases in custody?
You may list up to two individuals.

Name:

Title:

Section B. Facility Information
(continued)

Fhone Number:

Email Address:

NEW! List up to two individuals

Address:
Contact name and title: Name:
Fhone Number: Title:

Email Address:

Address:

Fhone Number:

Email Address:

26. Who Ii ified protein derivatives (PPDs) for
inmate TB testing at your facility?

Pharmacy (Specify name and address)

27. Whe supplies syringes for inmate TB testing at your
facility?

Pharmacy (Specify name and address)

Health Department (Specify full name and address)

Health Department (Specify full name and address)

Health and Human
Services

Other (Specify name and address) Other (Specify name and address)

Texas Department of State
Health Services




i Health and Human
¥ Services

Texas Department of State
Health Services

Section B. Facility Information
(continued)

NEW! TB
programs cannot
distribute DSHS
purchased
medications to
the jail unless
they serve as the
medical provider.

28. Who supplies your facility with TB medications? Please provide the name and address of the entity. Do not use
acronyms or abbreviations.

/Name:

Address:

29. What other TB services does your local or regional health department provide to your facility?

None Education and/or Training
TB Testing at Intake Contact Investigation
TB Annual Screenings TB Medication

Other (Specify):

Ensure that the services
checked are in alignment
with the services provided
by the TB program.




Section C. Inmate Screening




Section C. Inmate Screening

C. INMATE SCREENING
1. On which days and shifts are T5Ts administered, or Interferon Gamma Release Assays (IGRAs) drawn? Selact alf

that apply.

_ Monday _ Tuesday _ Wednesday _ Thursday _ Friday _ Saturday _ Sunday E nsure t h at TSTS are

Facility shift hours when tests are done: from to read 48 to 72 hou rs
after placement

2. How soon after incarceration are inmates given a TST 3. How long after placing a TST is it read? Please indicate
or IGRA? range.

Within hours or days Within to hours

4, Are symptom screenings conducted? If YES, attach a copy of your facdility’s TB symptom screening form.

_ YES__ MO If YES, when are symptom screenings conductad? \\ Ensu re that if IIYES” iS
5. For ;ﬂ:ﬁzﬁﬂwﬂa::‘ﬂfnem? itive Lﬁ“ﬁﬂ lrrfulis; 6. Does your facility offer treatment for TB infection? selected that it is
_ ¥es____NO SpECiﬁEd when
_ within 24 hours _ Within 4-7 days .
If NO, please explain the circumstances why. Sym pto M screenl ng are
_ Wwithin 48 hours  __ Other (Flease specify below):
performed AND the
_ Within 72 hours .
symptom screening
" Services Mote: According to Figure: 25 TAC §97.175(a], a chest x-ray shall always be done within 72 hours of a positive TB skin test fo rm is atta C h ed

reading. A chest x-ray and sputum smear and culture shall always be done within 72 hours of identification of symptoms of TB.

Texas Department of State
Health Services




Health and Human
Services

Texas Department of State
Health Services

Section C. Inmate Screening

(continued)

7. When do annual screenings of long-term inmates take | 8. Do you have a written continuity of care plan for
place? inmates diagnosed or suspected with TB scheduled for

| into the cor ity or transferred? If YES, please
attach a copy of the plan.

12 months after the last test

Texas Department of Criminal Justice (TDCJ) or other
correctional facilities on inmates with TB infection or

Name: suspected/confirmed TB diseasa?
Title: Name:

Fhone Number: Title:

Email Address: Phone Number:

Email Address:

YES MO
On a designated month (Flease specify): —
Other (Plzase spacify):
9. Who maintains inmate screening records? 10. Who is responsible for sending transfer records to

Ensure that the continuity of care
plan is attached, when applicable

11. Who is responsible for notifying the local or regional health department when an inmate with TB infection or
suspected fconfirmed TB disease is transferred or released?

MName: Title:

Fhone Number: Email Addrass:

NEW!

Note: All inmates shall be evaluated for TE infection and disease. All treatment must be documented. A record of treatment (TB-
4004 and TB-4008) must be completed and submitted to the local or regional health department TBE program located in the

county of the facility. Foom TB-4004, TB-4008, and othar forms are available at hito://dshs.texas gov/disease/th/forms . shim.

12. Which form(s) are used to transfer inmate records? Select all that apply. Please attach a copy of the form(s).

Texas Uniform Health Status Update Prisoner in Transit Madical Summary Form (JSM-553)

Other (Please specify):




Section D. Employee Screening
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)i Health and Human
" Services

Texas Department of State
Health Services

Section D. Employee Screening

D. EMPLOYEE SCREENING

1. Does your facility perform initial employee 2. Does your facility perform annual employee
sCreenings? sCreenings?

YES NO YES NO

If YES, when do initial screenings take place? If YES, when do any screenings take place?

Pricr to employment 12 months from date of hire
Within 7 days of starting On a dasignated month [Please specify):

Other (Please specify): Other (Please specify):

Ensure that the facility
specifies if checked

3. Are employee screenings performed onsite or through referral?

Onsite at facility Refarral [Please specifi):

Mote: According to Figure: 25 TAC §57.175(al, a chest x-ray shall always be done within 72 hours of 2 positive TB skin test
reading. A chest x-ray and sputum smear and culture shall always be done within 72 hours of identification of symptoms of TB.

4. If an employee has a positive reaction (10 mm or greater), a chest x-ray and medical evaluation must be done.
Chast x-rays must be done immediately if TB symptoms are present or within three (2} days of a positive Interferon Gamma
Release Assay (IGRA) or skin test if the person is asymptomatic, The employee must provide a physician certification indicating
"no active disease” before returning to work.

How many days are allowed for the employee to submit this certification? days

5. Who is responsible for keeping employee certification records?

Name: Title: Phone Number:




Section E. Volunteer Screening

(7cp) TEXAS
é\" i Health and Human | Texas Department of State
Services Health Service



Section E. Volunteer Screening

E. VOLUNTEER SCREENING

1. Do volunteers provide services in your facility?

If VO I U ntee rS d O __ YES_____ MO (If marking NO, please skip the rest of the section.)

t H d 2. Do volunteers in this facility work more than 20 hours a month? Note: According to TAC §97.172, “all velunteers who
n O p rOVI e 4/ shara the same air space with inmates on 2 regular basis (more than 30 hours per month) shall be screened prior to becoming 2

volunteer and at least annually thereafter according to this section unless the volunteer is exempt as described in clauses (i), (jii}.
services, please

or (iv) of this subparagraph.”
“ ” _ YES_____NO
mark “NO” and

3. Does your facility perform initial volunteer 4. Does your facility perform annual voluntesr
skip the rest of the e e
Se Ct i O n YES MO /A YES 3 MN/A
If YES, when do initial screenings take place? If YES, when do annual screenings take place?
Pricr to becoming a volunteer 12 months from date of hire
Within 7 days of starting On a designated month (Please specify):
Other (Please spedfy): Other (Flease specify):

5. Are volunteer screenings performed onsite or through referral?

NSA Onsite at facility Referral {Please specify):

Note: According to Figure: 25 TAC §57.175(a), a chest x-ray shall always be done within 72 hours of a positive TE skin test
reading. A chest x-ray and sputum smear and culture shall zlways be done within 72 hours of identification of symptoms of TE.
6. If a volunteer has a positive reaction {10 mm or greater), a chest x-ray and medical evaluation must be done.
Chest x-rays must be done immediately if TB symptoms are present or within three [2) days of a positive Interferon Gamma
Release Assay (IGRA) or skin test if the person is asymptomatic. The volunteer must provide a physician certification indicating
“no active dizease” bafore returning to work.

Health and Human
Services N/&%  How many days are allowed for the volunteer to submit this certification? days

7. Who is responsible for keeping volunteer certification records?

Texas Department of State
Health Services —

N/A

MName: Title: Phone Number:




Section F. Additional Sites




Section F. Additional Sites

F. ADDITIONAL SITES (Refer to Section A2)
1. Does your facility have additional sites? If YES, enter the names and locations of additional sites. Use the "ADD"
button at the bottom for additional facilities.

YES NO \

2. Facility Name N

Add information
on additional

4. Mailing Address (if City State Zip Code 1
different from physical) sites

3. Physical Address City State Zip Code

5. Jail Administrator’'s Name 6. Title 7. Phone Mumber

8. Email Address 9. Fax Number

10. Contact Person (if different from jail administrator) You may list up to two contact persons, We recommend that at least one
person listed is the nurse supervisor or person respensible for overseaing TB screening and reporting.

MName: Title:
Phone Number: Email Address:
)i Health and Human
Services
MName: Title:
Texas Department of State
Phone Number: Email Address:

Health Services




Section G. Plan Submission and
Acknowledgement
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Section G. Plan Submission and
Acknowledgement

G. PLAN SUBMISSTON AND ACKNOWLEDGEMENT
Submission type [(=select one)

AMMUAL PLAM

Ensure that the
plan is signed and
dated by the jail
administrator

AMEMNDED PLAN [Flease specify date of aoriginal submissian):

Please read the following statement carefully and indicate your
understanding and acceptance by signing in the space provided.

Texas Administrative Code, Title 25, Part 1, Chapter 37, Subchapter H, Sec. 7.173, C, ii requires that every inmate sh

to the local health department the release of an offender who is receiving treatment for tuberculgsis? The local health department

shall arrange for inmate continuity of care.

By signing this form, I acknowledge that I understand the above requiremen is plan may be electronically signed using Adobe

Sign and may be locked after being signed.

ORIGIMAL SIGMATURE - Jail Administrator Date

i Health and Human

7 Services Amended plans are needed when there are administrative or operational changes that
negate the information on the approved screening plan. Amended screening plans require

Texas Department of State
Health Services the amended pages and the last page with the jail administrator’s signature.




Check for Understanding




Check your Understanding: Question 1

Credential is
Street address

not MD, DO, NP, . .
is not provided

or PA-C

8. Medical Director (MD, DO, NP, or PA-C)

Mame Credentials (MD, DO, NP, or PA-C)
June Smith LWVN
Mational Provider Identifier (NPI) Email Address
N/A June. Smith@ TexasCountyJail gov
Phone Number Address

S TEXAS (512) 369-2247

A7 Health and Human
* Services City State Zip Code
Texas Department of State AU Etl n TE'KE S ?E 552

Health Services




\ TEXAS

(49 Health and Human
* Services

Texas Department of State
Health Services

Check your Understanding: Question 2

Did not check

the types

8. Which category of inmate is the facility\xhc-rized to hold? (Select all that apply)

>< Federal (Select all that apply): Immigration and Customs Enforcement Bureau of Prisons

>< County

U.S. Marshals

>< Out-of-County (Please list the counties that you have a contract, memorandum of agreement (MOA), or memorandum of

understanding (MOU) with):
Garza, Trinity, Gonzales, Presidio, Van Zandt

understanding (MOU) with):

Out-of-State (Please list the states that you have a contract, memorandum of agreement (MOA), and/or memorandum of




Check your Understanding: Question 3

Did not specify whom the

health care team is contracted
)Y,

9. Does the facility maintain a health care team /RN, LVN, MA)?

X YES NO

Is the health care team contracted? If confracted, please indicate who employs the health care team in the space
below and atiach a copy of the contract.

x YES NO Contracted entity, if applicable:

Who is the health care team employed by?

% TEXAS

4 Health and Human .
% Services County Hospital

Texas Department of State
Health Services >< _ )
Private Other (please specify):




Check your Understanding: Question 4

Did not specify the location

18. In the event of a hurricane or other natural or man-made disaster, do you have a written evacuation plan on file?

>< YES E NO

Will you relocate? If YES, please specify the location you will relocate to.

>< YES I NO Location:

i Health and Human
* Services

Texas Department of State
Health Services




Check your Understanding: Question 5

Did not specify the month

D. EMPLOYEE SCREENING \
1. Does your facility perform initial employee 2. Does your facility perforig annual employee
screenings? screenings?
X YES NO x YES NO
If YES, when do initial screenings take place? If YES, when do annual screenings take place?
Prior to employment 12 months from date of hire
) TEXAS S | ¢ | |
¥ Health and Human Within 7 days of starting On a designated month (Please specify):
> Services
Texas Department of State Other (Please specify): Other (Please specify):

Health Services




Supporting Documents (as applicable)

e Health care team provider contract (Question B9)
e Medical provider contract (Question B10)
* Facility’s TB symptom screening form (Question C4)

* Facility’s continuity of care plan (Question C8)

* Form(s) used to transfer inmate records (Question C12)




Helpful Tips

1.

2.

Use the TB-805 checklist to assist in your review of the screening plan

Communicate with the facility jail administrator and/or contact person

for revisions or missing information/documents

Submit the plan at least 60 days before expiration to ensure timely

review and approval

Your assigned PEC is ready to assist if you need additional help!



Thank you!

Correctional TB Training:
Correctional Tuberculosis Screening Plan (TB-805)

CQlTeam@dshs.texas.gov
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