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FINAL TEXT OF REGULATIONS
In the following, strikethrough indicates deleted text and underline indicates added,
amended, or moved text.
California Code of Regulations, Title 15, Division 3, Adult Institutions, Programs, and Parole
Chapter 2. Rules and Regulations of Health Care Services
Article 1. Health Care Definitions
Section 3999.98 is amended to incorporate in alphabetical order the following and all other
text within this section remains the same:
Section 3999.98. Definitions.
Accommodation means reasonably necessary and appropriate modification or adjustment, not
imposing a disproportionate or undue burden, to ensure a patient with a disability has equal access
to programs, services, and activities.
Administer means the direct application of a drug or device to the body of a patient by injection,
inhalation, ingestion, or other means.
Advance Directive for Health Care means a written instrument which allows the patient to do
either or both of the following: 1) state instructions for future health care decisions; and/or 2)
appoint an agent with power of attorney for health care.
Advanced Practice Provider means Nurse Practitioner (NP) and Physician Assistant (PA) staff
who are authorized to provide health care and dispense controlled substances by the state in which
they practice.
After-hours means times when the pharmacy is closed or unavailable including holidays,
weekends, and after regular business hours.
Agent means an individual designated in a power of attorney for health care to make a health care
decision for the principal, regardless of whether the person is known as an agent, legally
recognized decision-maker, or attorney-in-fact, or by some other term. Agent includes a successor
or alternate agent.
Allied Health Services means health care professions including clinical laboratory personnel,
physical therapy, occupational therapy, dietetic services, medical record personnel, radiologic
services, speech-language pathology and audiology, and respiratory therapy that promote
interdisciplinary communication and collaboration and the efficient use of resources by various
health care providers to improve health care.
Basic Life Support means emergency care performed to sustain life that includes
cardiopulmonary resuscitation, automated external defibrillation, control of bleeding, treatment of
shock, and stabilization of injuries and wounds.
Breach means the unauthorized acquisition, access, use, or disclosure of Protected Health
Information (PHI) or Personally Identifiable Information (PII) that compromises the security,
confidentiality, or integrity of personal information maintained by the Department.
Business Associate means an individual or corporate “person” who performs on behalf of the
Department or on behalf of another business associate of the Department any function or activity
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involving the use or disclosure of PHI for which the Department is responsible, and is not a
member of the Department’s workforce.
Business Day means Monday through Friday, except for holidays.
California Department of Corrections and Rehabilitation Heart Healthy Diet means a diet plan
restricted in sodium and fat while supplying adequate calories, fiber and all essential nutrients,
supportedprovided by the Department and approved by a Registered Dietitian.
California Department of Corrections and Rehabilitation Standardized Master Menu means a
four-week menu cycle based on the California Department of Corrections and Rehabilitation
(CDCR) Heart Healthy Diet that is planned by the CDCR Food Administrator and approved by a
Registered Dietitian.
Care Coordination means the deliberate organization of patient care activities between two or
more participants involved in a patient’s care to facilitate the appropriate delivery of health care
services and minimize the danger of care fragmentation.
Care Management means a collaborative process of patient assessment, evaluation, advocacy,
care planning, facilitation, and coordination. The extent of care management services varies
according to the complexity of the patient.
Care Team means an interdisciplinary group of health care professionals who combine their
expertise and resources to provide care for a panel of patients.
Case Conference means an action recommended by the Medical Peer Review Committee
(MPRC) requesting that the originating institution's Chief Medical Executive (CME) meet with all
medical staff to discuss a specific concern(s) resulting from a peer review case.
Chronic Care means the ongoing care for a current health problem that impacts or has the
potential to impact a patient’s functioning and long-term prognosis and has lasted, or is expected
to last, for more than six months.
Clinical Pathway means a complex, interdisciplinary management tool and series of interventions
based on evidence-based practice for the mutual decision-making and organization of care
processes for a well-defined group of patients with a predictable clinical course.
Clinical Performance Appraisal means an evaluation conducted at the request of the MPRC
and/or the Health Care Executive Committee (HCEC).
Clinical Practice means the skill, knowledge, and competency of a licensed medical provider
reflected in the licensed medical provider’s quality of care.
Coccidioidomycosis 2 Area means institutions that pose the highest risk of coccidioidomycosis
(cocci) exposure.
Coccidioidomycosis 2 Restriction means a medical restriction based on a combination of a history
of cocci disease, medical high risk, negative cocci skin test results (if tested), race (e.g., AfricanAmerican or Filipino), and medical conditions (e.g., diabetes mellitus); patients with a
coccidioidomycosis 2 restriction are designated as such in the cocci risk registry.
Coccidioidomycosis Skin Test means the skin test used to determine hypersensitivity reaction to
the spherulin antigen (a component of the fungus that causes cocci).
Competency means the documented demonstration of an individual having the requisite or
adequate abilities or qualities capable to perform up to a defined expectation.
Complex Care Management means management of patients with complex biopsychosocial needs.
Concurrent Review means a review to evaluate the ongoing need for acute, sub-acute, or nonacute levels of care including review of admissions, continued stays, and discharge planning
activities.
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Contraband Surveillance Watch means the isolation and restriction of movement for observation
of inmates who are suspected or known to have ingested or inserted contraband into a body cavity.
Controlled Use of Force means the force used in an institution setting when an inmate’s presence
or conduct poses a threat to safety or security and the inmate is located in an area that can be
controlled or isolated. These situations do not normally involve the immediate threat to loss of life
or immediate threat to institution security.
Correctional Treatment Center means a health care facility operated by the Department that
provides inpatient health care services to patients who do not require a general acute care level of
essential services and are in need of professionally supervised health care that cannot be provided
on an outpatient basis.
Covered Entity means health plans, health care clearinghouses, and health care providers who
transmit any health information in electronic form in connection with a transaction that is subject
to federal Health Insurance Portability and Accountability Act (HIPAA) of 1996 requirements, as
those terms are defined and used in the HIPAA regulations, 45 Code of Federal Regulations
sections 160 and 164.
Credentialing means the system of screening and evaluating qualifications and other credentials
including, but not limited to, licensure, certification, required education, relevant training and
experience, and current competence and health status.
Data Use Agreement means a contractual agreement that establishes who is permitted to use and
receive a Limited Data Set, and the permitted uses and disclosures of such information by the
recipient.
Death Review means a type of review conducted by Nurse Consultant Program Review staff
which assesses the quality and appropriateness of nursing care, nursing practice issues, best
practices, and factors that may have significantly impacted the quality of patient care, thereby
contributing to the death of a patient.
Decision Support Tools means materials used by clinical staff to inform and support evidencebased practices based on clinical knowledge and patient specific assessments.
Diet Instruction means specific dietary recommendations including careful food choices based
on the CDCR Heart Healthy Diet, provided by a Registered Dietitian or other health care staff
within the scope of their licensure.
Directly Observed Therapy means dose-by-dose administration of medications by appropriately
licensed health care staff including, but not limited to, Registered Nurse (RN), Licensed
Vocational Nurse (LVN), or Psychiatric Technician (PT) using the highest level of observation of
ingestion of medication administered to the patient.
Disclosure means the release, transfer, provision of, access to, or divulging in any other manner
of information outside the entity holding the information.
Dispense means the furnishing of drugs or devices following a prescription from a licensed
prescriber or directly given to a patient by a licensed prescriber.
Do Not Resuscitate means a written order which directs that resuscitation efforts are not to be
initiated in the event of cardiac and/or respiratory arrest.
Ducat means a CDC 129, Inmate Pass. There are two types of ducats, “Priority” and “NonPriority.” Priority ducats are stamped with the word “Priority” and are used for scheduled health
care appointments. Non-Priority ducats are used for unscheduled appointments and/or unescorted
movement from one location to another.
Durable Medical Equipment means equipment prescribed by a licensed provider to meet medical
equipment needs of the patient that can withstand repeated use; is used to serve a medical purpose;
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is not normally useful to an individual in the absence of an illness, injury, functional impairment,
or congenital anomaly; and is appropriate for use in or out of the institutional housing.
Emergency Response means the organizing, coordinating, and directing of available resources in
order to respond to an event and bring the emergency under control.
Endorsed Institution means a CDCR institution where a patient is assigned and housed.
Expected Death means a medically anticipated death which is related to the natural course of a
patient’s illness or underlying condition.
Final Proposed Action means the MPRC recommended final action to modify privileges in any
manner which includes a chronology of the major events in the peer review process and supporting
documentation that is submitted to the HCEC.
First Aid means emergency care administered to an injured or sick patient before health care staff
is available.
First Responder means the first staff member certified in Basic Life Support (BLS) on the scene
of a medical emergency.
Focused Professional Practice Evaluation means an evaluation process comprised of chart
reviews and licensed medical provider’s input to obtain a generalized or focused overview of a
licensed medical provider’s clinical performance.
Foreign Body means an object within the body that has been introduced from the outside,
including but not limited to contraband items.
Governing Body means a person, persons, board of trustees, directors, or other body in whom the
authority and responsibility is vested for the conduct and oversight of a licensed inpatient facility.
Handoff means a transfer of information from one health care staff or care team to another for
the purpose of ensuring the continuity and safety of the patient’s care.
Health Care First Responder means the first health care staff member certified in BLS to arrive
at the scene of a medical emergency.
Health Care Grievance Communications means patient specific communication provided through
health care grievance interviews, institution level responses, rejection notices, or withdrawal
notices.
Health Care Incident means an unusual or unexpected occurrence in the clinical management of
a patient or patients, such as an error, sentinel event, near miss, accident, or medication event that
has or may have adverse health consequences for patients and/or staff, and requires submission of
a written description of the event to the Statewide Health Care Incident Review Committee.
Health Care Operations means any health care activities of the Department or a covered entity to
the extent that the activities are related to conducting quality assessment and improvement
activities; population-based activities; reviewing the competence or qualifications of health care
professionals; conducting or arranging for medical review, legal services, and auditing functions;
business planning and development; and business management and general administrative
activities.
Health Care Provider means a Medical Doctor, Doctor of Osteopathy, Doctor of Podiatric
Medicine, Clinical Psychologist, Dentist, Clinical Social Worker, NP, or PA.
Health Care Services Dashboard means a monthly report that consolidates strategic performance
information across key health care areas and provides data at both statewide and institution levels
and shows trends in performance over time.
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Health Care Treatment Areas means any location where patient health care services are provided
including, but not limited to, medical clinics, dental clinics, designated triage and treatment areas,
or standby emergency rooms where urgent/emergent treatment may be required and the location
is not licensed by the California Department of Public Health under California Code of
Regulations, Title 22, Division 5, or by the California State Board of Pharmacy pursuant to
Business and Professions Code section 4187.
Health Maintenance Services means a systematic program or procedure planned to prevent
illness, maintain maximum function, and promote health.
Heat Alert Medications means medications that can pose a serious risk to a patient’s health during
times of extreme heat by impairing the body’s ability to regulate temperature.
High Alert Medications means a drug that bears a heightened risk of causing significant patient
harm when used in error. Mistakes may or may not be more common with these drugs, but the
consequences of an error are more devastating to patients.
Hoarding means stockpiling of medications by the patient.
Hospice means services that are designed to provide palliative services to patients needing endof-life care.
Hygiene Supplies means supplies available without a prescription for personal care. Hygiene
supplies are generally used for non-medical purposes and are not medical supplies.
Individual Hunger Strike Participant means an inmate who is identified by Department custody
staff as a participant in an individual hunger strike.
Informal Hearing means a hearing offered to licensed medical providers who are subject to a
modification of privileges in order to provide a licensed medical provider with an opportunity to
respond to and/or provide evidence to refute the allegations that provide the basis for the
modification of clinical privileges.
Interferon-Gamma Release Assays Test means the standard method used by the Department for
the detection of recent or past Tuberculosis (TB) infection.
Interventions means actions that focus on the execution of the specific care management activities
that are necessary for accomplishing the goals set forth in the patient’s treatment plan, linking the
patient to the services needed to optimize health.
Judicial Review Committee means a three-member panel composed of independent and impartial
physicians who shall, by majority vote, determine the final outcome of a privileging action taken
against a licensed medical provider when appealed by the licensed medical provider.
Keep-on-Person means medications that the prescriber believes can be safely self-administered
by the patient.
Layover means a temporary delay or stop at an intermediate location during the transportation
phase of a transfer of care.
Legally Recognized Decision-Maker means an agent designated in an advance directive, orally
designated surrogate, spouse, registered domestic partner, parent of a minor, closest available
relative, court-appointed conservator or guardian, or person whom the patient’s Primary Care
Provider believes best knows what is in the patient’s best interest and shall make decisions in
accordance with the patient’s expressed wishes and values to the extent known.
Licensed Medical Provider means CME, Deputy Medical Executive, Chief Physician and
Surgeon, Physician and Surgeon, NP, PA, Nurse Anesthetist, Podiatrist, and Specialty Consultant
Practitioners.
Licensed Units means any health care treatment area which has beds that have been licensed by
the California Department of Public Health under California Code of Regulations, Title 22,
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Division 5 or a health care treatment area that has been licensed by the California State Board of
Pharmacy pursuant to Business and Professions Code Chapter 9, Division 2, Article 13.5, section
4187.
Limited Data Set means PHI that excludes the following direct identifiers of the patient or of
relatives, employers, or household members of the patient: names; postal address information other
than town or city, state and zip code; telephone numbers; fax numbers; electronic mail addresses;
social security numbers; health record numbers; health plan beneficiary numbers (such as MediCal numbers); account numbers; certificate/license numbers; vehicle identifiers and serial
numbers, including license plate numbers.
Lockdown means an emergency safety procedure where a portion of the institution is affected by
suspension of required programs or services, and patients are not released except as determined by
the institution administration on an individual, case-by-case basis.
Locked Unit means a restricted or segregated program housing unit including, but not limited to,
Protective Housing Units, Psychiatric Services Units, Security Housing Units, and Administrative
Segregation Units.
Mass Organized Hunger Strike means an organized hunger strike including multiple inmates who
have a common goal or set of demands.
Mass Organized Hunger Strike Participant means an inmate identified by Department custody
staff as participating in a mass organized hunger strike.
Medical Classification means the process of mapping patient attributes to Medical Classification
Factors.
Medical Classification System means the system that provides the matching between patients and
institutions based on patient attributes and institution attributes.
Medical Emergency means any medical, mental health, or dental condition, as determined by
health care staff, for which immediate evaluation and treatment are necessary to prevent death,
severe or permanent disability, or to alleviate disabling pain. A medical emergency exists when
there is a sudden marked change in an individual’s medical condition so that action is immediately
necessary for the preservation of life, alleviation of severe pain, or the prevention of serious bodily
harm to the patient or others.
Medical High Risk means patients who have a medical risk designated as high per the automated
clinical classification system.
Medical/Psychiatric and Return means the process used when a patient requires medically
necessary health care services which are only accessible at or via a CDCR institution other than
the patient’s endorsed institution. Medical/psychiatric and return requires an overnight stay at the
treating institution prior to the return to the endorsed institution.
Medical Supplies means supplies prescribed by a licensed provider to meet medical supply needs
of the patient that meet the following criteria: cannot withstand repeated use; are usually disposable
in nature; are used to serve a medical purpose; are not useful to an individual in the absence of an
illness, injury, functional impairment, or congenital anomaly; and are intended for use by the
patient in an outpatient setting.
Medication Adherence means the extent to which patients take medications as prescribed.
Medication Administration Area means all areas that store medications located outside of the
correctional pharmacy irrespective of license (e.g., medication cart, medication room, nursing
stations, or Triage and Treatment Area).
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Medication Error means any preventable event that may cause or lead to inappropriate medication
use or patient harm as a result of professional practice, health care products, procedures, and
systems.
Medication Refusal means the patient declines the prescribed medication (Directly Observed
Therapy [DOT], Nurse Administered, or Keep-on-Person) or declines to comply with medication
procedures either at the cell front or during medication line.
Medication Renewal means a new medication order which is required for dispensing of any
medication for which the current order is expired or expiring.
Mental Health Evaluation means a psychological evaluation performed by a mental health
clinician that includes a brief narrative of the presenting problem, historical information of
relevance, a mental status examination and assessment of level of functioning, determination of
need for mental health treatment and recommended level of care, and a referral to a psychiatrist if
there is a possible need for psychotropic medication or other psychiatric intervention.
Modified Program means the suspension or restriction of patient program activities and/or
movement that impacts less than all programs or less than all patients. A modified program may
either occur independently in response to an incident or unusual occurrence or may occur as a
facility transitions from a lockdown to regular programming.
Near Miss means an event or situation that could have resulted in a health care incident but did
not, either by chance or through timely intervention.
Non-business Days means Saturdays, Sundays and State holidays.
Normal Business Hours means a minimum of eight hours per business day. These hours may vary
by institution, but are generally between the hours of 0700 and 1800.
Nourishments means approved food items, in addition to the standard meal, ordered for patients
with certain medical or dental conditions.
Nurse Administered means dose-by-dose administration of medications by appropriately licensed
health care staff that do not require DOT procedures, only reasonably observed ingestion of
medication.
Nurse Practitioner means an RN who has achieved an expert knowledge base through additional
education, training, and skills in physical diagnosis, psycho-social assessment, and management
of health care needs in primary health care settings, and with additional training, in certain
specialty health care settings.
Nurse Protocol means a specific written procedure that prescribes nursing actions in a given
situation.
Nursing means the protection, promotion, and optimization of health and abilities, prevention of
illness, alleviation of suffering through the diagnosis and treatment of human response, and
advocacy in the care of individuals, communities, and populations.
Open Access means a scheduling strategy that involves “doing today’s work today” and seeing
patients as soon as possible after they request care, and on the same day if appropriate. Open
access slots are appointment times or blocks that are left open and unscheduled until one to two
days prior to that date, allowing the care team to accommodate walk-in patients, patients with
urgent health needs, and patients with routine health needs that would benefit from expedited
services.
Opt-Out Screening Method means the patient is informed of the routine laboratory tests that will
be performed as part of the RC Initial Health Screening and Triage unless the patient specifically
declines a test.
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Order Sets means printed or electronic orders available for commonly performed interventions.
These are different from standing orders in that they are not conditional. The provider determines
whether the order sets will be used, and if variations to the order sets are required, the provider
notes the variation in the patient’s chart.
Outpatient Housing Unit means a designated housing area within institutions designed to provide
supportive services, including low-intensity nursing care, for patients who may require limited
assistance with activities of daily living or short-term observations.
Outpatient Therapeutic Diet means a medically necessary therapeutic diet ordered by a PCP or
dentist.
Over-the-Counter Products means commonly utilized health care products which are available to
the general public without a prescription.
Palliative Care means services that support a patient in managing his or her health care needs
associated with a serious illness. Services are designed to provide comfort, relief from pain,
support the patient, and to maintain or improve functioning and quality of life. Palliative care
services can be provided at any stage of illness and at all levels of care within the Department.
Parole means release of an inmate from imprisonment to the community by a releasing authority
prior to the expiration of the inmate’s prison term.
Patient means an inmate who is seeking or receiving health care services or who is assigned to a
care team.
Patient Panel means a clearly defined group of patients that are assigned to a particular care team.
Every care team has one panel of patients, and every patient is assigned to a care team.
Patient Registries means lists of patients with specific conditions or eligible for certain preventive
services that include clinical information helpful to the management of these patients.
Patient Safety Alert means a bulletin issued to all institutions informing them of a patient safety
issue with statewide implications, which may include actions to mitigate harm to patients.
Payment means the activities undertaken by the Department to obtain or provide reimbursement
for the provision of health care.
Peer Review Formal Investigation means an investigation into the clinical performance and/or
conduct of a licensed medical provider pursuant to allegations that the licensed medical provider's
clinical performance or conduct falls below the applicable standard of care. A Formal Investigation
is an investigation as that term is used in Business and Professions Code sections 805(c) and
805.01(b).
Performance Improvement Plan means a plan that identifies priority areas for improvement, as
well as performance objectives and strategies used to achieve objectives.
Permanent means expected to last longer than six months.
Personal Representative means a person who has authority, under applicable state law, to act on
behalf of a patient in making health care decisions related to the patient.
Personally Identifiable Information means any information that is maintained by the Department
that identifies or describes an individual, including, but not limited to, his or her name; social
security number; physical description; home address; home telephone number; education;
financial matters; and medical or employment history. It includes statements made by, or
attributed to, the individual. PII may include information that is not necessarily PHI and may
pertain to the Department employees, members of the public, or other individuals who may or may
not be patients.
Physician Orders for Life-Sustaining Treatment means a physician order that documents a
patient’s “preferred intensity of care” concerning life-sustaining treatment and end of life care,
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including resuscitation status, and which translates those expressed preferences into a physician’s
order.
Population means a group of patients sharing a common health characteristic, such as age, gender,
race or ethnicity, risk level, or chronic condition.
Population Management means systematic assessment, monitoring, and management of the
health care needs for identified groups of patients.
Potential Quality Issue means a health care incident, regardless of severity, which occurs during
the course of treatment by a Healthcare Provider Network facility or provider and requires
submission of a written Potential Quality Issue referral.
Prescription means oral, written, or electronic transmission that is given to the person for whom
ordered and is issued by a physician, dentist, Optometrist, Podiatrist, naturopathic doctor, NP, PA
or other person lawfully authorized to prescribe pursuant to their license in the State of California.
Primary Care Provider means a physician, NP, or PA designated to have primary responsibility
for the patient's health care or, in the absence of a designation or if the designated physician is not
reasonably available or declines to act as primary physician, a physician who undertakes the
responsibility.
Primary Care Team means an interdisciplinary team that organizes and coordinates services,
resources, and programs to ensure consistent delivery of appropriate, timely, and patient-centered,
evidence-based care to a designated patient panel.
Privilege Modification means a temporary or permanent change in a licensed medical provider's
privileges including a denial, suspension, restriction, reduction, or revocation of any or all of a
licensed medical provider's privileges.
Privileging means the process by which a licensed medical provider is permitted by law and the
facility to provide specified medical or other patient care services. Clinical privileges must be
facility-specific, provider-specific, and within available resources.
Proctoring means the assignment of a licensed medical provider to observe the practice of another
licensed medical provider performing specified activities and to provide required reports on those
observations.
Procurement means the purchase of pharmaceuticals by the pharmacy.
Professional Misconduct means conduct and behavior that disrupts, or is likely to disrupt, clinical
operations and may impact patient and/or staff safety, or is “unprofessional” pursuant to California
Business and Professions Code sections 2220 et seq.
Prospective Review means a review conducted prior to services being rendered to determine
whether the patient’s illness necessitates the requested level of care or services or could be
provided at a lower level of care.
Protected Health Information means information created or received by the Department which
identifies or can be used to identify an individual as it relates to past, present, or future health
conditions; health care services provided to the individual; or health care related payments. This
applies to information that is transmitted or maintained in verbal, paper, or electronic form.
Protocols means evidenced based practice procedures that represent the framework for managing
a specific disorder or clinical situation by outlining the desired outcome, the process steps and
tasks, the skills and competencies required, scope of practice, and action taken.
Provider Network means a group of licensed health care practitioners and hospitals working
under a contract with the Department who provide health care services to CDCR patients.
Psychotherapy Notes means notes recorded in any medium by a health care provider who is a
mental health professional documenting or analyzing the contents of conversation during a private
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counseling session or a group, joint, or family counseling session, and that are separated from the
rest of the patient’s medical record.
Reception Center Focused Health Assessment means a face-to-face focused physical assessment
performed by a PCP and documented in the health record during the RC Initial Screening.
Reception Center Initial Health Screening and Triage means a face-to-face assessment conducted
by licensed nursing staff, which includes a review of the patient’s available health records, an
interview, a brief health history, and a focused objective physical assessment based on the records
review and patient interview.
Retrospective Review means a review to evaluate the medical necessity and appropriateness of
treatment after it has been rendered, as well as to compare billed services with the actual treatment
authorized.
Risk Stratification means the continuous use of data and predictive modeling to differentiate
patients into risk levels.
Root Cause Analysis means a structured and standardized process by which a multidisciplinary
team analyzes a health care incident, near miss, or sentinel event, determines the fundamental
reasons why the event occurred, and designs and implements a plan of action to prevent similar
events from occurring in the future.
Rounds means the act of seeing a patient in an inpatient setting to observe and communicate with
the patient, evaluate the patient's current condition, their response to treatment, determine if their
care needs are being met by the current plan of care and to assess their environment of care.
Rounds may be conducted by individual disciplines, or they may be multidisciplinary.
Safety Assessment means an evaluation to determine whether failure to take immediate action
regarding the clinical performance of a licensed medical provider may result in imminent danger
to the health of patient(s) and/or staff.
Sentinel Event means a patient safety event, including adverse events as defined in California
Health and Safety Code section 1279.1, not primarily related to the natural course of the patient’s
illness or underlying condition that results in death, permanent harm, or a temporary impairment
that affects the patient and limits their ability to function normally for a significant amount of time.
Skilled Nursing Facility means a health facility or a distinct part of a hospital which provides
continuous skilled nursing care and supportive care to patients whose primary need is for skilled
nursing care on an extended basis. It provides 24-hour inpatient care and at a minimum includes
physician, skilled nursing, dietary, and pharmaceutical services as well as an activity program.
Specialized Health Care Housing means a distinct housing unit located within a facility or
institution operated by the Department that provides health care services 24 hours a day to patients
who are in need of professionally supervised health care. Specialized Health Care Housing units
may, or may not be licensed and/or accredited. Specialized Health Care Housing units include the
following levels of care: Outpatient Housing Unit, Correctional Treatment Center, Mental Health
Crisis Bed, Psychiatric Inpatient Program, Skilled Nursing Facility, Hospice, Acute Care Facility,
and Intermediate Care Facility.
Standard of Care means the reasonable degree of skill, knowledge, care, and conduct ordinarily
possessed and exercised by members of the discipline and profession under similar circumstances.
Substantial Evidence means relevant evidence that a reasonable person could accept as adequate
to support a conclusion.
Supplement means medically necessary high caloric drinks ordered by a PCP or dentist.
Texture Modified Diet means a CDCR Heart Healthy Diet or therapeutic diet that has been
modified to allow ease in chewing or swallowing.
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Transfer means the transportation of a patient between two points, such as from one prison to
another or from one law enforcement entity (a state prison or a county jail) to another.
Transport means movement of a patient from their endorsed institution for the purposes of
accessing health care or other services that are not available at the endorsed institution.
Treating Institution means the institution where a patient is sent to receive medically necessary
health care services that cannot be provided at the endorsed institution.
Treatment means the provision, coordination, or management of health care related services by
one or more health care providers, including the coordination or management of health care by a
health care provider with a third party; consultation between health care providers relating to a
patient; or for the referral of a patient for health care from one health care provider to another.
Tuberculin Skin Test means a method of determining whether a person is infected with
Mycobacterium TB.
Tuberculosis Disease means a disease caused by bacteria known as Mycobacterium TB. TB is a treatable
infectious disease that usually affects the lungs and airway, but may also affect other parts of the body.
Unit, when referring to OTC products, means a single manufacturer-packaged quantity of a
particular OTC product. Examples include a single tube of cream, single bottle of lotion, single
bottle of the same medication, or single box of blister cards filled with the same medication.
Urgent, when referring to medication orders, means needed in less than three business days based
on the clinical judgment of the prescriber.
Use, when referring to PHI and PII, means the sharing, employment, application, utilization,
examination, or analysis of information that identifies, or reasonably can be used to identify, an
individual within the Department.
Workforce means employees, volunteers, trainees, and other persons whose conduct, in the performance
of work for the Department or a business associate, is under the direct control of the Department or a
business associate, whether or not they are paid by the Department or the business associate.
X-Ray means a photographic or digital image of the internal composition of something,
especially a part of the body, produced by X-Rays being passed through it and being absorbed to
different degrees by different materials.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
Article 2. Health Care Forms
Section 3999.99 is amended to incorporate in alpha-numerical order the following and all
other text within this section remains the same:
3999.99. Forms.
CDCR 1824, Reasonable Accommodation Request (Rev. 09/17)
CDCR 7225, Refusal of Examination and/or Treatment (Rev. 03/19)
CDCR 7421, Advance Directive for Health Care (Rev. 06/18)
CDCR 7465, Physician Orders for Life-Sustaining Treatment (Rev. 08/16)
CDCR 7536, Durable Medical Equipment and Medical Supply Receipt (Rev. 05/17)
CDCR 7551, Administration or Declination of Coccidioidomycosis Screening (01/16)
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code.
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Subchapter 1. Health Care Governance and Administration
Article 1. Statewide Health Care Governance
New section 3999.100 is adopted to read:
Section 3999.100. Governance.
(a) The California Department of Corrections and Rehabilitation shall maintain a standardized
governance structure consisting of multi-disciplinary leadership teams at headquarters and
institution levels that will guide the statewide health care strategic vision and performance
objectives for the organization.
(b) The governance structure shall encompass standardized systems, processes, and procedures
for key governance functions including, but not limited to:
(1) Strategic planning at the enterprise, region, and institution levels and within specific programs
and departments to ensure that all levels of the organization are aligned in pursuing strategic goals.
(2) Elevation of critical program concerns.
(3) Making decisions, including mechanisms for gathering input from stakeholders and staff at
various reporting levels throughout the organization and conflict resolution.
(4) Developing and vetting statewide policies and guidelines to ensure appropriate multidisciplinary participation, high-quality products, and acceptance among staff implementing the
policies or guidelines.
(5) Communicating organizational messages.
(6) Evaluating and improving program performance and holding leadership accountable for
outcomes.
(7) Providing orientation, ongoing development, and feedback for leaders within the
organization.
(8) Maintaining the quality and safety of patient care through performance evaluation and
improvement including peer review, quality management, and patient safety and risk management
systems.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.101 is adopted to read:
3999.101 Governing Body.
(a) The Governing Body is the highest-level committee within the Department and is accountable
for quality patient care, treatment, and services provided by employees and contractors.
(b) The Governing Body shall evaluate organizational performance on an ongoing basis and set
improvement priorities for the organization including, but not limited to, ensuring sufficient
resources to accomplish strategic goals; evaluating and improving systems and performance; and
ensuring accountability.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
Article 2. Health Care Program Governance
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New section 3999.108 is adopted to read:
3999.108. Complete Care Oversight Team Committee.
(a) The California Department of Corrections and Rehabilitation shall maintain a Complete Care
Oversight Team (CCOT) committee to oversee statewide management of the Complete Care
Model for delivery of patient health care services.
(b) The CCOT is responsible for leading, coordinating, and communicating health care initiatives
including the design and deployment of technical tools and systems to support safe, timely, and
cost-effective patient care by providing the following:
(1) Strategic direction.
(2) Evaluation and improvement.
(3) Communication and coordination.
(4) Orientation and training.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.109 is adopted to read:
3999.109. Clinical Guidelines Committee.
(a) The Department shall maintain a Clinical Guidelines Committee that promotes specific
guidelines in the application of proven prevention, diagnosis and treatment strategies, and the
overall practice of evidence-based medicine.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.110 is adopted to read:
3999.110. Quality Management.
(a) The Department shall maintain a statewide Quality Management Program and Quality
Management Committee to continuously evaluate and improve the performance of the health care
system including clinical operations, clinical practice, program administration, and a Patient Safety
Program pursuant to section 3999.111. The statewide Quality Management Program shall:
(1) Identify improvement priorities and develop performance improvement plans at statewide and
institution levels.
(2) Provide structures, tools, and techniques to analyze and manage changes to health care
processes.
(3) Evaluate performance through a statewide system, including a Health Care Services
Dashboard and business intelligence to assess critical health care processes and outcomes, and
identify areas for improvement.
(4) Provide patient registries, evidence-based guidelines, and training as elements of the
performance improvement plan.
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(b) The institutional Quality Management Committee evaluates the performance of health care
delivery services, provides oversight to local performance improvement activities, and ensures
institution staff are trained in quality improvement.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.111 is adopted to read:
3999.111. Statewide Patient Safety Program.
(a) The Department shall maintain a Statewide Patient Safety Program to identify and improve
problematic health care processes in conjunction with the statewide Quality Management Program.
(b) The Statewide Patient Safety Program shall encompass:
(1) Patient safety priorities that are reviewed and revised biennially to identify program objectives
for statewide interventions and performance improvement activities.
(2) A comprehensive multidisciplinary health care incident reporting and review process for
identifying, reporting, and assessing health care incidents including sentinel events.
(3) A committee structure at headquarters to provide oversight to the Statewide Patient Safety
Program, review patient safety reports and data, and take action to mitigate patient safety risks and
prevent adverse patient outcomes.
(4) A committee structure at each institution that oversees the local implementation of the Patient
Safety Program by reviewing patient safety reports and data at the individual institution or care
team level.
(5) Regular communication in the form of patient safety alerts, aggregate reporting of findings,
and recommendations related to health care incidents or Root Cause Analyses (RCA).
(6) Technical assistance, decision support tools, and staff development and education programs
to support problem analysis, RCA, and process redesign.
(7) A patient safety culture that encourages staff to proactively identify and report health care
incidents.
(c) Department staff who observe or discover a health care incident, regardless of severity or
absence of harm to a patient, shall report the incident using the centralized electronic Health Care
Incident Reporting system within 24 hours of occurrence or discovery.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 1279.1, Health and Safety
Code; Section 5054, Penal Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court,
Northern District of California.
New section 3999.112 is adopted to read:
3999.112. Patient Safety: Alert Medications.
(a) The Department shall maintain a list of High Alert and Heat Alert Medications.
(b) The High Alert and Heat Alert Medication List shall be reviewed and updated
at least annually.
(c) Health care and custody staff shall obtain a Heat Medication Report of all patients currently
prescribed a Heat Alert Medication on a daily basis between May 1 and October 31 and whenever
temperatures warrant.
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NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.113 is adopted to read:
3999.113. Patient Safety Program Committees.
(a) The Department shall maintain a Statewide Patient Safety Committee to provide oversight of
the Patient Safety Program at the statewide level, identify and communicate program priorities,
and manage implementation of patient safety initiatives.
(b) The Department shall maintain a Statewide Health Care Incident Review Committee as a
subcommittee of the Statewide Patient Safety Committee to provide oversight of the health care
incident reporting system and Root Cause Analysis process at the statewide level, and identify and
communicate related data and trends.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 1279.1, Health and Safety
Code; Section 5054, Penal Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court,
Northern District of California.
New section 3999.114 is adopted to read:
3999.114. Death Reporting and Review.
(a) The Department shall maintain a Death Reporting and Review Program responsible for
completing an independent review of every patient death which occurs within the Department.
(b) The Department shall maintain a Death Review Committee which shall discuss all reports
and the listed findings; make referrals to the appropriate peer review committees; vote on
preventability; determine causes of death; and provide notifications to headquarters
programs/committees.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.115 is adopted to read:
3999.115. Utilization Management Program.
(a) The Department shall maintain a Utilization Management (UM) Program to eliminate
unnecessary cost and maintain consistency in the delivery of health care services.
(b) The UM Program shall review high cost, high risk, exceptional, and complex patient cases.
This process includes up to three levels of review and shall cover prospective, concurrent, and
retrospective reviews.
(c) Headquarters and institution committee structures shall be maintained to provide oversight of
the UM Program.
(d) Records of committee proceedings shall be kept at a secure, accessible medical program site
for a period of three years. At a minimum, the record shall describe all committee actions and
recommendations.
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NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.116 is adopted to read:
3999.116. Systemwide Pharmacy and Therapeutics Committee.
(a) The California Department of Corrections and Rehabilitation’s (CDCR) Systemwide
Pharmacy and Therapeutics (P&T) Committee shall provide oversight to Pharmacy Services at all
CDCR institutions.
(b) The Systemwide P&T Committee is responsible for the approval of policies and procedures
related to all aspects of medication use within the Department including, but not limited to:
(1) Approving medications.
(2) Reviewing procurement and medication selection processes to ensure cost-effective
management.
(3) Ensuring that pharmacy services meet the medical and security needs of the institution.
(4) Reviewing and monitoring drug usage and therapeutic use of medications.
(5) Evaluating medication use and promoting safe medication practices.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.125 is adopted to read:
Article 3. Health Care Workforce Governance
3999.125. Health Care Executive Committee.
(a) The Department shall maintain a Health Care Executive Committee (HCEC) to oversee all
peer review matters referred from the Medical Peer Review Committee (MPRC).
(b) The HCEC shall:
(1) Make final decisions on licensed medical provider credentialing, privileging, and
reappointment pursuant to section 3999.134.
(2) Have the authority to independently take privileging action against a medical provider.
(3) Act on all recommendations and proposed privileging actions submitted by the MPRC which
may include:
(A) Accepting the factual findings and recommendations.
(B) Accepting the factual findings but determining a different privileging action.
(C) Remanding the matter back to the MPRC for additional investigation or deliberation.
(D) Rejecting the privileging action, thus terminating peer review or privileging proceedings.
(4) Ensure that medical providers subject to HCEC clinical review are provided due process.
(5) Not act in an arbitrary or capricious manner.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.126 is adopted to read:
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3999.126. Medical Peer Review Committee.
(a) The California Department of Corrections and Rehabilitation (CDCR) shall maintain a
Medical Peer Review Committee (MPRC) to conduct non-routine or for cause peer reviews of the
clinical practice and professional conduct of licensed medical providers within CDCR institutions
and the regional and headquarters offices.
(b) The MPRC shall make determinations which it deems necessary to remediate deficiencies in
clinical practices and/or professional misconduct.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.127 is adopted to read:
3999.127. Health Care Ethics Committee.
(a) The Department shall maintain a Health Care Ethics Committee to provide multidisciplinary
consultation, guidance, and education about the ethical aspects of providing health care.
(b) The Health Care Ethics Committee shall consult on and review institutional cases referred by
individuals from throughout the Department to the Health Care Ethics Committee wherein staff
has identified ethical dilemmas and when staff, patients, or surrogates have questions or are in
conflict.
(1) The Health Care Ethics Committee shall not make health care treatment decisions.
(2) The Health Care Ethics Committee shall make recommendations in specific cases in a
prospective manner but shall not judge past events or decisions.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
Article 4. Professional Workforce
New section 3999.130 is adopted to read:
3999.130. Medical Provider Onboarding.
(a) The California Department of Corrections and Rehabilitation (CDCR) shall provide all newly
appointed civil service Physician and Surgeons, Physician Assistants, and Nurse Practitioners who
provide patient care services with relevant and job-specific orientation and training during the
probationary period.
(b) All newly appointed medical providers shall:
(1) Comply with all credentialing and privileging requirements, pursuant to section 3999.134.
(2) Participate in the standardized onboarding process which includes classroom orientation, onthe-job training, and support during the initial three months of employment. Additional orientation
and training may be required and provided as needed.
(3) Have a focused professional practice evaluation at two months and at four months after the
appointment date to assess clinical competency and to determine the granting of active privileges.
(4) Complete the CDCR New Employee Orientation within the probationary period.
(5) Complete a minimum of two weeks of orientation and shadowing of health care staff in patient
care settings.
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(6) Proctored patient care duties shall begin no earlier than three weeks after the appointment
date.
(7) On-call duties shall begin no earlier than eight weeks after the appointment date.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.131 is adopted to read:
3999.131. Nursing Onboarding.
(a) The California Department of Corrections and Rehabilitation (CDCR) shall provide all newly
hired civil service Registered Nurses (RN), Licensed Vocational Nurses (LVN), Psychiatric
Technicians (PT), Certified Nursing Assistants (CNA), Office Technicians (OT), Medical
Assistants (MA), and Nursing Registry/Contracted personnel who provide clinical and support
services within the Department with orientation and training.
(b) Nursing Staff Onboarding orientation and training shall, at a minimum, include:
(1) An initial introduction to the institution including Human Resources and Information
Technology departments, overview of the institution’s missions and physical layout, overview of
the new employee’s work space, and issuance of the new employee’s identification card and other
essential work items.
(2) Non-Custody New Employee Orientation (NEO) for all employees.
(3) Nursing civil service staff onboarding for nursing employees to be completed prior to
performing patient care duties.
(4) Electronic Health Record System training and competency validation, to be completed prior
to providing and documenting patient care or scheduling in the system.
(5) For staff providing direct patient care, a minimum of four weeks of orientation and shadowing
of nursing staff in patient care settings based upon the institution’s health care missions.
(6) Orientation and shadowing of nursing staff in the specific areas and on the specific watches
the new staff will be working.
(7) Transition to independent direct patient care duties shall begin no earlier than eight weeks
after the hire date.
(8) An abbreviated onboarding plan may be developed for nursing staff who transfer from another
CDCR institution that takes into account the onboarding, clinical competency, and professional
performance evaluations conducted and the training provided for that staff at another institution.
(c) Registry/contracted nursing personnel onboarding orientation and training, at a minimum,
shall include:
(1) An initial introduction to institution staff including overview of the institution’s missions,
physical layout, and issuance of an identification card, work space, computer, and other essential
work items.
(2) Orientation and shadowing of nursing staff in the institution’s relevant patient care settings
within which the registry/contracted nursing personnel will work prior to performing patient care
duties.
(3) Training and demonstrated competency for registry/contracted nursing personnel in the
Electronic Health Record System prior to performing and documenting patient care duties or
scheduling in the system.

Text of Adopted Regulations – NCHCR 19-02

March 25, 2020

18

(4) Registry/contracted nursing personnel shall be assigned where they can easily access other
nursing staff familiar with their job duties for questions and assistance during the initial 14
days/watches of providing independent, direct patient care.
(5) For the first 14 days/watches after the registry/contracted nursing personnel begins
independent, direct patient care duties, the Supervising RN III or II, or Unit Supervisor, or Nurse
Instructor shall meet with the registry/contracted nursing personnel prior to the start of the shift
and afterwards to debrief and answer questions.
(6) Registry/contracted nursing personnel who convert to permanent civil service status shall go
through the new nursing staff onboarding process.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.133 is adopted to read:
3999.133. Advanced Practice Providers.
(a) The Department shall recruit, train, evaluate, develop, and integrate Advanced Practice
Provider (APP) staff into the health care delivery system.
(b) APP staff may diagnose, treat, perform minor procedures, and provide primary care services
to patients designated as low to moderate risk and those patients with common primary care
conditions. APP staff may also provide primary care services to patients designated as high risk,
but they must document co-management of these patients with a physician.
(c) In extreme, unforeseen circumstances and when medically necessary for the preservation of
life and limb, APP staff may provide emergency health care services in accordance with their
training and experience.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Sections
2725(b), 2836.1, 2836.2, 2836.3, and 3500-3546, Business and Professions Code; and Plata v.
Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.134 is adopted to read:
3999.134. Credentialing and Privileging.
(a) The Department shall ensure patients receive health care services from licensed and/or
credentialed health care providers.
(b) The Department shall verify credentials and grant privileges to all licensed medical providers
who provide patient care services at California Department of Corrections and Rehabilitation
(CDCR) institutions and Department regional and headquarters offices to ensure they meet
minimum credentials, privileging, and performance standards.
(1) Licensed medical providers shall not provide any direct patient care services to CDCR
patients prior to having their credentials approved and privileges granted.
(A) Credentialing. The credentials reviewed for all providers shall include, but not be limited to,
licensure, certification, education, training and experience, current competence, and physical and
mental ability to provide patient care services in a correctional setting.
1. Credentials for civil service providers and telemedicine providers may be approved on a
statewide basis.
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2. Registry and contract providers must have credentials reviewed at each facility where the
licensed medical provider intends to provide services.
(B) Privileging. Privileges shall only be granted for the specific location where a licensed medical
provider intends to provide services.
1. Notwithstanding subsection (b)(1)(B), telemedicine providers may be privileged statewide to
provide telemedicine services. However, if a telemedicine provider intends to provide in-person
services at a CDCR facility, then the telemedicine provider shall apply for privileges at that facility.
2. Privileges shall only be granted once credentials have been approved.
(2) Reappointment shall occur biennially.
(A) Providers who fail to complete the reappointment process prior to expiration of their
credentials and privileges shall be subject to revocation of privileges.
(B) Permanent separation from civil service employment or contract expiration and/or
termination of services as a contract/registry licensed medical provider shall result in termination
of any privileges at the time of separation.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.135 is adopted to read:
3999.135. Professional Practice Evaluation.
(a) The Department shall maintain a Professional Practice Evaluation (PPE) program to ensure
patients receive health care services from competent and qualified practitioners. Licensed medical
providers are assessed on their general clinical knowledge, skills, and professional judgment.
(b) PPEs shall be:
(1) Conducted during the probationary period and completed at no more than 60 calendar days
and again at no more than 120 calendar days after appointment.
(2) Conducted when current licensed medical providers request new clinical privileges and
completed no later than 60 calendar days after provisional new privileges were granted.
(3) On-going and conducted at least every six months.
(c) PPEs shall be referred:
(1) To the Medical Peer Review Committee pursuant to section 3999.136, in cases that question
the practitioner’s ability to deliver patient care in a safe manner.
(2) As a safety assessment pursuant to section 3999.138, in cases of imminent danger to patients.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.136 is adopted to read:
3999.136. Medical Peer Review Referrals.
(a) The Department shall maintain a process for referring actual or suspected instances of
substandard clinical performance to for cause peer review so that action can be taken to ensure
patient safety.
(b) Any person may submit referrals to the Professional Practice Evaluation Support Unit
(PPESU) regarding the conduct, performance, or competence of licensed medical providers.
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(c) All referrals, from any source, involving any potential or perceived imminent danger to the
health of patient(s) and/or staff shall be made within one business day of discovery.
(d) The following referral sources shall refer known or suspected instances of substandard clinical
performance within five business days of discovery:
(1) Safety Assessment Panel.
(2) Institutional, regional, and headquarters health care leadership.
(3) Nursing Professional Practice Council.
(4) Mental Health Peer Review Committee.
(5) Dental Peer Review Committee.
(6) Death Review Committee.
(7) Statewide Health Care Incident Review Committee.
(8) Office of Internal Affairs.
(9) Federal Receiver or designee(s).
(e) A referral for peer review shall be in writing and include:
(1) A concise statement about the incident, allegation, or reasonable suspicion pertaining to the
medical provider(s).
(2) Any and all available evidence supporting the suspicion of substandard clinical performance,
to the extent that the evidence is known and/or presently available.
(f) Referrals may be emailed to CDCRPRSCSupport@cdcr.ca.gov or mailed to CDCR/CCHCS,
Post Office Box 588500, Elk Grove, CA 95758, to the attention of the PPESU, Building E.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.137 is adopted to read:
3999.137. Medical Peer Review Process.
(a) The Department shall maintain a process to conduct peer review evaluations for licensed
medical providers with known or suspected substandard clinical practices and/or clinical
misconduct which includes acts, demeanor, or conduct likely to be detrimental to patient safety or
the delivery of medical care.
(b) These non-routine, for cause evaluations shall be conducted:
(1) Based upon referrals, pursuant to section 3999.136 or the outcome of safety assessments,
pursuant to section 3999.138.
(2) By the Medical Peer Review Committee (MPRC) to determine when privileges should be
suspended, revoked, restricted or modified.
(A) The MPRC shall consider all available relevant information in peer review evaluations
including, but not limited to:
1. The licensed medical provider’s actions, conduct, or decision(s) under consideration and the
extent to which they did or could have affected patient care, patient safety, or the delivery of safe
and effective medical care in the facility.
2. The licensed medical provider’s prior history of similar conduct.
3. The licensed medical provider’s prior peer review history, whether routine or non-routine, and
relevant prior history with administrative discipline.
4. Any physical, medical, or mental health condition suffered by the licensed medical provider
that affects the licensed medical provider’s ability to provide safe, effective, and competent care.
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5. The licensed medical provider’s willingness to accept and incorporate corrective measures to
prevent future occurrences of similar conduct, actions, or decision-making.
(c) The MPRC may take one or more of the following actions:
(1) Request additional information.
(2) Refer to the institution to provide training, education, proctoring, performance monitoring,
and/or for a physical or mental health evaluation.
(3) Refer the matter back to the institution for a case conference or education to be provided to
all licensed medical providers.
(4) Open a Peer Review Formal Investigation.
(5) Send the Provider Network a Potential Quality Issue when the clinical concerns involve a
non-departmental licensed medical provider.
(6) Send a letter of concern when the clinical issues involve a medical provider under contract
with a non-Provider Network affiliate.
(7) Conduct a safety assessment.
(8) Prepare a Final Proposed Action and refer the matter to the Health Care Executive Committee
with a recommendation to:
(A) Modify, restrict, suspend, deny, or revoke the clinical privileges of the licensed medical
provider.
(B) Issue a letter of admonition, censure, reprimand, or warning.
(9) Close the matter.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.138 is adopted to read:
3999.138. Safety Assessments.
(a) All health care staff are responsible for referring safety concerns involving clinical
performance or conduct to the attention of the institutional supervisor and/or regional or
headquarters executive leadership.
(b) Requests for safety assessments shall immediately be submitted to the Professional Practice
Evaluation Support Unit (PPESU) if failure to take action may result in imminent danger to the
health of any patient and/or staff.
(c) When a safety assessment is requested or being conducted, the licensed medical provider’s
privileges shall temporarily be modified to eliminate imminent danger and ensure patient safety.
(d) Within two business days of receiving a referral, the Safety Assessment Panel (Panel) shall
make an initial determination:
(1) If the Panel finds that the clinical performance in question does not or is not likely to pose an
imminent danger to the health of patient(s) and/or staff, the Panel shall:
(A) Refer the matter to the Medical Peer Review Committee (MPRC) for further review and
disposition as warranted.
(B) Provide the hiring/contracting authority with written notice of the following:
1. The Panel’s initial determination.
2. The referral to the MPRC for further review and action, as warranted.
(C) The hiring/contracting authority shall immediately terminate any privilege modifications in
effect.
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(2) If the Panel finds that the clinical performance in question does or is likely to pose an
imminent danger to the health of patient(s) and/or staff, the Panel shall:
(A) Schedule an emergency MPRC meeting for a second determination on the clinical
performance or conduct at issue.
(B) Notify the referring party of the MPRC meeting.
(C) Review any privilege modification in place and if necessary, direct the hiring/contracting
authority in writing to make a change and give the medical provider written notification of the
change in the privilege modification.
(e) Within two business days of the Panel’s determination, the MPRC shall meet and make the
final determination regarding the clinical performance at issue.
(1) If the MPRC determines that the clinical performance does not or is not likely to pose an
imminent danger to the health of patient(s) and/or staff, the MPRC shall do one or more of the
following:
(A) Close the case.
(B) Conduct a Professional Practice Evaluation pursuant to section 3999.135.
(C) Open a Peer Review Formal Investigation pursuant to section 3999.141.
(2) If the MPRC determines that the clinical performance does or is likely to pose an imminent
danger to the health of patient(s) and/or staff, the PPESU shall serve the medical provider with a
Notice of MPRC Action pursuant to section 3999.140(b) and shall conduct the Informal Hearing,
if requested.
(A) The MPRC may also conduct a Peer Review Formal Investigation into the licensed medical
provider’s clinical performance in general and/or the clinical performance or conduct at issue in
the Notice of MPRC Action.
(B) If the licensed medical provider participates in an Informal Hearing regarding the Notice of
MPRC Action, the Peer Review Formal Investigation, if determined to be necessary by the MPRC,
shall commence after the Informal Hearing takes place.
(C) If the licensed medical provider does not request or waives their right to an Informal Hearing,
the Peer Review Formal Investigation, if determined to be necessary by the MPRC, shall
commence upon the earlier of the following:
1. The date of the licensed medical provider’s written waiver of the Informal Hearing.
2. Expiration of the five business day period after service of the Notice of MPRC Action.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.139 is adopted to read:
3999.139. Privilege Modifications.
(a) Privilege modifications may include, but are not limited to, restrictions, suspensions, or
revocations of some or all of a licensed medical provider’s privileges.
(b) A summary suspension of privileges may occur as a result of either of the following:
(1) A licensed medical provider’s failure to comply with credentialing and privileging
requirements as set forth in section 3999.134.
(2) Disciplinary action taken against the medical provider’s license or Drug Enforcement
Administration registration.
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NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.140 is adopted to read:
3999.140. Informal Hearings.
(a) The Informal Hearing shall afford a licensed medical provider an opportunity to respond to
allegations that provide the basis for a modification of privileges.
(b) Within three business days after the Medical Peer Review Committee (MPRC) votes to
modify a licensed medical provider’s privileges in any manner, the Professional Practice
Evaluation Support Unit (PPESU) shall notify the medical provider in writing via a Notice of
MPRC Action. The notice shall be personally served or served by overnight mail to the last known
address of the medical provider with Proof of Service and return receipt requested. The notification
shall contain the following:
(1) The MPRC determination.
(2) Identification of any privilege modifications imposed.
(3) A statement that a Peer Review Formal Investigation shall be conducted into the matter.
(4) A statement of the facts relied upon by the MPRC to support its determination of privilege
modification is necessary until the matter is closed including a summary of one or more specific
cases or incidents giving rise to the determination of imminent danger.
(5) A description of the Informal Hearing procedure to rebut the Notice of MPRC Action, to
include how to request an Informal Hearing and the licensed medical provider's right to have a
representative at the Informal Hearing. The licensed medical provider may rebut a privileging
action by informing the PPESU by telephone, electronic mail, in person, or by U.S. Mail.
(6) Copies of the documents relied upon by the MPRC to make its decision to modify privileges.
(7) Information about how to make an appointment to examine additional relevant documents
that are in the possession or under the control of the Department within five calendar days from
service of the Notice of MPRC Action.
(8) A notification that any request for an Informal Hearing regarding the privilege modification
must be made within five business days of service of the Notice of MPRC Action.
(9) Notification that, if the licensed medical provider participates in an Informal Hearing, the
MPRC shall record the Informal Hearing and that the licensed medical provider may make their
own recording of the Informal Hearing.
(10) A notification that pursuant to 42 United States Code section 11101 and Business and
Professions Code section 805, certain specified summary suspensions must be filed with the
medical provider's licensing board, and/or the National Practitioner Data Bank.
(c) If an Informal Hearing is requested, within two business days of receiving a timely request
the PPESU shall schedule the hearing to occur no later than ten calendar days after the effective
date of a summary privilege suspension or modification.
(1) Failing to request a hearing shall not be deemed an admission of the charges leading to the
privilege modification and shall not prejudice the licensed medical provider’s right to participate
in any Peer Review Formal Investigation pertaining to the same matter or the licensed medical
provider’s right to appeal any Final Proposed Action of the Health Care Executive Committee.
(d) During the hearing:
(1) The licensed medical provider may be accompanied by a representative of their choice.
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(2) The Informal Hearing shall be recorded by the MPRC and may be recorded by the licensed
medical provider.
(3) The licensed medical provider may make a statement concerning the clinical performance at
issue on terms and conditions imposed by the MPRC.
(4) No witness shall present evidence and no witness testimony shall be taken. However, when
necessary, the referring party may be consulted by the MPRC during deliberations to clarify facts
or ambiguities raised by the medical provider during their testimony.
(5) The licensed medical provider may provide the MPRC Chairperson with any relevant
documents in their possession at the Informal Hearing.
(e) A written Informal Hearing decision shall be rendered no more than 14 calendar days after
the effective date of the summary privileging action. The written decision shall be included in the
licensed medical provider’s peer review file, and a copy of the decision shall be sent to the licensed
medical provider and the hiring/contracting authority.
(1) If the MPRC votes to rescind an existing privileging modification or replace it with a different
privilege modification or corrective measure, the MPRC shall refer the matter for Peer Review
Formal Investigation into the clinical performance of the subject medical provider.
(2) If the MPRC votes to rescind the existing privileging modification and not replace it with a
different privilege modification, the MPRC may still refer the matter for a Peer Review Formal
Investigation and reinstate the medical provider’s privileges, or refer the matter back to the
institution for a Professional Practice Evaluation, with a reinstatement of privileges.
(3) If the MPRC votes to uphold and retain the initial privileging modifications, the MPRC shall
refer the matter for Peer Review Formal Investigation. All of the records and proceedings of the
Informal Hearing shall become part of the record for consideration within the Peer Review Formal
Investigation.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.141 is adopted to read:
3999.141. Peer Review Formal Investigations.
(a) Peer Review Formal Investigations are impartial fact-finding reviews into:
(1) Clinical practice concerns involving quality of care issues, including, but not limited to,
patient care and decision-making and shall be conducted by a provider of the same discipline and
to the extent possible the same licensure as the subject medical provider.
(2) Professional misconduct concerns including, but not limited to, disruptive conduct, behavior,
or ethical issues and may be conducted by a clinical provider of the same discipline and licensure
as the subject provider or by a non-clinical investigator. A non-clinical investigator shall not reach
any conclusions or make any findings regarding issues involving clinical decision-making, patient
care decision-making, or direct patient care issues which involve clinical decision-making.
(b) A Peer Review Formal Investigation shall be initiated when suspected substandard clinical
practices and/or professional misconduct occurs which is likely to be detrimental to patient safety
or the delivery of health care including, but not limited to, the following:
(1) Failure to perform required standards of care.
(2) Evidence of disruptive behavior or conduct.
(3) Unethical conduct.
Text of Adopted Regulations – NCHCR 19-02

March 25, 2020

25

(4) Failure to practice within known competencies.
(5) Failure to notify management or the Medical Peer Review Committee (MPRC) that
substandard care is being provided by another individual or that circumstances exist in particular
instances that may result in preventing access to care.
(c) Within five business days of the MPRC initiating a Peer Review Formal Investigation, written
notification to the licensed medical provider shall be personally served or served by overnight mail
to the last known address of the licensed medical provider with a Proof of Service and return
receipt requested. The notification shall include copies of all documents relied upon by the MPRC
in making the determination to initiate the Peer Review Formal Investigation.
(d) The Peer Review Formal Investigation may include, but is not limited to, the following:
(1) An examination of documents relating to the event in question.
(2) A review of the licensed medical provider’s patient charts to assess either overall quality of
clinical care, a more focused aspect of the quality of clinical care, or a combination of both as
based on the clinical practice issue(s).
(3) Interview with the subject medical provider.
(A) The licensed medical provider may be interviewed.
(B) The licensed medical provider may be accompanied by a representative of their own choosing
who shall not disrupt or interfere with the interview. The licensed medical provider or the
investigator may end the interview at any time.
(C) The investigator and the licensed medical provider may record the interview.
(4) Interviews with staff possessing knowledge about the licensed medical provider’s clinical
performance or conduct issues.
(e) A copy of the investigation report shall be sent to the licensed medical provider at their last
known home address by overnight mail with a return receipt requested. The investigation report
shall contain the investigator’s factual findings including all documents and evidence and
explanations as to why the clinical performance deviates from or adheres to the applicable standard
of care.
(f) The licensed medical provider shall have ten calendar days from service of the investigation
report to submit a written rebuttal to the MPRC via the Professional Practice Evaluation Support
Unit (PPESU) via email to CDCRPRSCSupport@cdcr.ca.gov. In the absence of email availability,
the written rebuttal shall be sent to CDCR/CCHCS, P.O. Box 588500, Elk Grove, CA, 95758, to
the attention of PPESU, Bldg. E.
(g) The licensed medical provider shall be offered an opportunity to provide a response to the
allegations outlined in the investigative report through a scheduled interview with the reviewer(s).
(1) The licensed medical provider may be accompanied by a representative of their own choosing
who shall not disrupt or interfere with the interview. The licensed medical provider or the
investigator may end the interview at any time.
(2) Both the investigator and the licensed medical provider may record the interview.
(h) The MPRC may take any of the following actions in response to the investigative report and
the licensed medical provider’s rebuttal, if any:
(1) Request additional information by a specified date.
(2) Take remedial action including, but not limited to, education, proctoring, performance
monitoring, referral for physical or mental evaluation and/or treatment.
(3) Modify or restrict clinical privileges including, but not limited to, restricting privileges to
prescribe particular medications and/or to perform particular procedures.
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(4) Issue letters of admonition, censure, reprimand, or warning, although, nothing herein shall be
deemed to preclude the licensed medical provider’s direct supervisor from issuing informal written
or oral warnings outside of the mechanism for corrective action, nor shall it preclude the
hiring/contracting authority from taking adverse action.
(5) Take no action against the medical provider.
(6) Suspend privileges.
(7) Revoke privileges.
(i) If the MPRC recommends a privilege modification of any kind, the recommendation shall be
in the form of a Final Proposed Action.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.142 is adopted to read:
3999.142. Formal Appeal of a Final Proposed Action.
(a) An appeal of a Final Proposed Action is an appeal of the privileging action. Appeals must be
in writing and filed with the State Personnel Board (SPB) pursuant to the California Business and
Professions Code section 800, et seq., within 30 calendar days of service of the Notice of Final
Proposed Action.
(b) The medical provider shall also serve a copy of the appeal to the Professional Practice
Evaluation Support Unit at CDCR/CCHCS, P.O. Box 588500, Elk Grove, CA, 95758, to the
attention of the Professional Practice Evaluation Support Unit, Bldg. E.
(c) Failing to timely appeal shall be deemed a failure to exhaust administrative remedies and a
waiver of all rights to challenge the Final Proposed Action before an administrative or judicial
tribunal including, but not limited to, the Judicial Review Committee, the SPB, or a court of law.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.143 is adopted to read:
3999.143. Nursing Services Leadership.
(a) The Department shall provide nursing care services planned, organized, and directed by a
licensed professional Registered Nurse.
(b) Nursing Services leadership shall oversee the delivery of nursing care in all areas of the
Department including inpatient, outpatient, specialty care, patient scheduling, Triage and
Treatment Area, Receiving and Release, and Reception Center.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.144 is adopted to read:
3999.144. Nursing Professional Practice Model.
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(a) The Department shall deliver nursing care services utilizing established protocols and diseasespecific standards of care to assist the patient in regaining the ability to provide self-care.
(b) The following licensures shall be utilized in the delivery of nursing care: Registered Nurses,
Licensed Vocational Nurses, Psychiatric Technicians, Certified Nursing Assistants, and Medical
Assistants.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.145 is adopted to read:
3999.145. Nursing Professional Practice Program.
(a) The Department shall maintain a program to evaluate nursing care and professional practice
to include a statewide Nursing Professional Practice Council (NPPC) and organized processes for
surveillance of professional nursing practice at all levels of the organization.
(b) The NPPC shall monitor and identify professional practice concerns that trend across
institutions, regions, and the state; analyze common causal factors and root causes; and make
recommendations for improvement activities.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Sections
2069-2071, 2761, 2776, 2878 and 4521, Business and Professions Code; Sections 1337-1338.5
and 1366-1366.4, Health and Safety Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District
Court, Northern District of California.
New section 3999.146 is adopted to read:
3999.146. Professional Nursing Standards.
(a) The Department nursing standards shall follow the Nursing Practice Act and American
Nurses’ Association Standards.
(b) Department Registered Nurses shall comply with the following standards of practice:
(1) Assessment.
(2) Diagnosis.
(3) Outcome Identification.
(4) Planning.
(5) Implementation.
(6) Evaluation.
(c) Department nursing staff shall:
(1) Practice nursing ethically.
(2) Attain knowledge and competence that reflect current nursing practice.
(3) Integrate evidence and research findings into practice.
(4) Contribute to quality nursing practice.
(5) Communicate effectively in a variety of formats and in all areas of practice.
(6) Demonstrate leadership in the professional practice setting.
(7) Collaborate with the patient, correctional facility administration, and other health care
professionals in their conduct of nursing practice.
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(8) Evaluate their own nursing practice in relation to professional practice standards and
guidelines, relevant statutes, and rules and regulations.
(9) Utilize appropriate resources to plan and provide nursing services that are safe, effective, and
financially responsible.
(10) Practice in an environmentally safe and healthy manner.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Sections
2700 – 2838.4, Business and Professions Code; and Plata v. Newsom (No. C01-1351 JST), U.S.
District Court, Northern District of California.
New section 3999.147 is adopted to read:
3999.147. Nursing Competency Program.
(a) The Department shall maintain a nursing competency program including, but not limited to,
educational programs and competency validation.
(1) Licensed and unlicensed Department nursing staff shall demonstrate the knowledge, skills,
and abilities required to achieve an appropriate level of competency and perform within their scope
of practice. Nursing staff competency shall comply with federal and state laws and regulations and
nationally accepted nursing standards.
(2) Competency validation shall occur on a continuum and include assessment of competencies
during the hiring process, during the orientation period, and throughout employment.
(b) Educational trainings and competencies shall be developed by headquarters’ Nursing Services
based upon internal and external requirements.
(c) Licensed Vocational Nurses must practice under the direction of a physician or Registered
Nurse at all times. Such direction may be provided verbally, telephonically, or by written order.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; 2700 et
seq., 2840, 4500 et seq., Business and Professions Code; and Plata v. Newsom (No. C01-1351
JST), U.S. District Court, Northern District of California.
Subchapter 2. Patient’s Entitlements and Responsibilities
Article 1. Provisions of Health Care Services
New section 3999.201 is adopted to read:
3999.201. Effective Communication.
(a) The California Department of Corrections and Rehabilitation (CDCR) shall ensure effective
communication (EC) is reached and documented when there is an exchange of health care
information involving patients with a hearing, vision, and/or speech impairment; learning
disability, developmental disability, and/or functional disability; Test of Adult Basic Education
(TABE) reading score of 4.0 or less, which includes zero or no TABE score; and/or Limited
English Proficiency (LEP), and in health care grievance communications with such patients.
(1) In the exchange of health care information and health care grievance communications with
such patients, the patient’s primary method of communication shall be used. If necessary, the
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patient’s secondary method of communication shall be used with the exception of patients needing
a Sign Language Interpreter (SLI).
(b) Health care staff shall provide the necessary accommodation or assistance to reach EC at each
exchange of health care information with patients requiring EC. Accommodations may be
facilitated by sign language interpretation, certified bilingual health care staff, certified bilingual
CDCR staff, other certified contracted language interpreters, assistive devices, or other methods
of assistance and accommodation.
(1) Assistive devices.
(A) Health care staff shall, in the presence of the patient, determine the need for any assistive
device(s). These assistive devices include, but are not limited to, sound amplification devices,
corrective lenses and reading magnifier.
(B) During an exchange of health care information with a patient, health care staff shall determine
and document the presence and the efficacy of the assistive device(s).
(C) When a patient presents without his or her prescribed assistive device, health care staff shall
document the reason and provide alternate methods of accommodation.
(D) A patient reporting malfunctioning or lost assistive devices shall be referred to designated
staff to assess or discuss repair or replacement of the assistive devices.
(2) A patient with hearing, vision, speech impairments and/or those with a TABE reading score
of 4.0 or less, which includes zero or no TABE score, may require accommodations or assistance
to reach EC. Assistance or accommodations shall be documented and may include one or more of
the following:
(A) The patient is given additional time to respond or complete a task.
(B) Special equipment is used to facilitate EC.
(C) SLI.
(D) The provider speaks louder.
(E) The provider speaks slower.
(F) The provider uses basic language.
(G) Communication is written down.
(H) Any other tool that is used to facilitate EC.
(3) A patient with a documented learning disability; a TABE reading score of 4.0 or less, which
includes zero or no TABE score; or determined LEP shall be queried to determine his or her
cognitive ability to engage in conversation and understand information presented during an
exchange of health care information, health care grievance interview, or health care grievance
communication. Through the query, health care staff shall determine the patient’s ability to
understand and participate in the exchange of health care information. If no assistance or
accommodation is needed, the reason shall be documented.
(4) Reading assistance may be provided (e.g., documents read aloud in the presence of the patient)
and a determination made as to whether the patient understood during exchanges of health care
information, health care grievance interviews, or when providing health care grievance
communication where the patient has a developmental disability, is visually impaired, has a
documented learning disability, or a TABE reading score of 4.0 or less, which includes zero or no
TABE score.
(5) SLIs are required for exchanges of health care information with patients whose primary
method of communication is American Sign Language.
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(A) If the patient refuses the assistance of an SLI, or if the patient waives the assistance of an
SLI, staff shall employ the most effective form of communication available, including written
notes.
(B) In locked units, during daily Psychiatric Technician rounds, if sign language interpretation is
accomplished via video remote, custody staff shall escort patients to a private setting, away from
the cell front where the patient can clearly visualize the SLI. If the patient refuses, the Psychiatric
Technician shall refer the patient to a mental health clinician.
(6) LEP services shall include:
(A) Interpretation and translation services to patients who have a limited ability to speak, read,
write, and/or understand English.
(B) A designated LEP coordinator to ensure interpretation and translation services are available,
current, and operational.
(7) LEP services shall be made available through the following:
(A) Telephonic interpretation service available 24 hours a day, seven days a week for staff
requiring interpretation services for most commonly spoken languages used by non-English
speaking patients.
(B) A list of certified bilingual staff and other local interpreters or interpreters from neighboring
institutions or agencies competent to interpret and translate.
(C) Forms and documents translated into commonly spoken languages available to staff.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Plata v.
Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California; Armstrong v.
Newsom (No. C94-2307 CW), U.S. District Court, Northern District of California; and Clark v.
California (No. C96-1486 CRB), U.S. District Court, Northern District of California.
New section 3999.205 is adopted to read:
3999.205. Over-the-Counter Products.
(a) The Department shall provide and distribute approved Over-the-Counter (OTC) health care
products through the inmate canteen services system process pursuant to section 3091 without cost
to the patient or a need for a health care provider’s prescription.
(b) All patients housed within CDCR institutions shall have access to OTC products.
(c) Patients shall access OTC products as a function of normal programming.
(d) Patients in the Reception Center shall have access to OTC products through the canteen within
30 calendar days of arrival.
(e) Patients admitted to an Acute or Intermediate Care Facility, Correctional Treatment Center,
Skilled Nursing Facility, Psychiatric Inpatient Program, or Mental Health Crisis Bed shall have
access to all non-medicated comfort products only. All other medicated OTC products shall be
provided by Pharmacy Services as ordered by licensed health care providers.
(f) Patients shall utilize the standard canteen pick list which shall include the approved OTC
products.
(1) Patients shall be allowed to receive up to three OTC units per canteen period, but shall not be
permitted to receive more than two units of any single OTC product.
(g) Patients unable to receive their OTC products during their first canteen draw shall be allowed
to receive their OTC products during open line of the current month.
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(h) A patient may be restricted from access to OTC product(s) on the basis of a documented
health care concern or a documented custody (i.e., safety and security) concern.
(1) Restoration of access to restricted OTC product(s) for a health care concern shall be made by
a licensed health care clinician, as the result of a documented assessment of the patient.
(2) Restriction from OTC product(s) for safety and security concerns shall be supported by a
guilty finding in a disciplinary hearing for a serious rule violation involving the misuse of an OTC
product or its packaging.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.215 is adopted to read:
Article 3. Confidentiality and Privacy
3999.215. Protected Health Information and Personally Identifiable Information.
(a) Protected Health Information (PHI) maintained by the California Department of Corrections
and Rehabilitation (CDCR) is private and confidential. CDCR shall not use or disclose PHI, except
as permitted or required by law.
(b) CDCR may use or disclose PHI for Treatment, Payment, or Health Care Operations (TPO)
purposes without patient authorization as follows:
(1) For CDCR’s own TPO.
(2) For treatment activities of another health care provider.
(3) To another covered entity or health care provider for its payment activities.
(4) To another covered entity for its health care operations activities, if CDCR and the other
covered entity has or had a relationship with the patient who is the subject of the PHI being
requested, and the disclosure is for the purpose of health care fraud and abuse detection or
compliance.
(c) CDCR shall not use and disclose PHI for non-TPO purposes, unless the disclosure is pursuant
to a valid authorization for disclosure of PHI from the patient or the personal representative of the
patient or unless the disclosure meets one of the following exceptions:
(1) To a coroner or medical examiner, for the purpose of identifying a deceased person,
determining a cause of death, or other duties authorized by law.
(2) To organ procurement organizations or other entities engaged in procuring, banking, or
transplantation of cadaver organs, eyes, or tissue, for the purpose of facilitating transplantation.
(3) A Limited Data Set only if the receiving entity enters into a written Data Use Agreement
(DUA) with CDCR. A DUA is to ensure such entity shall use or disclose the PHI only as specified
in the written agreement.
(4) If a business associate is required by law to perform a function, activity, or service on behalf
of CDCR, CDCR shall disclose the minimum necessary PHI to comply with the legal mandate.
(d) Minimum necessary use or disclosure. CDCR shall limit PHI/Personally Identifiable
Information (PII) to the minimum necessary to accomplish the intended purpose of the use,
disclosure, or request when disclosure of a patient’s PHI/PII is permitted or when requesting
PHI/PII from another entity.
(1) The minimum necessary uses or disclosures of PHI does not apply to the following:
(A) Disclosures to or requests by a health care provider for treatment.
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(B) Disclosures to the patient who is the subject of the information.
(C) Uses and disclosures based upon a valid authorization to use and disclose PHI.
(D) Uses or disclosures required by law.
(e) CDCR shall provide patients the following rights related to the use and disclosure of their PHI
and PII:
(1) The right to inspect their PHI/PII and to obtain a copy of it with the following exceptions:
(A) Mental health records when the health care provider determines there is a substantial risk of
significant adverse or detrimental consequences to the patient in seeing or receiving a copy of the
requested records.
(B) Documents protected by attorney work-product privilege.
(C) When obtaining such information would jeopardize the health, safety, security, custody, or
rehabilitation of the individual or of other inmates, or the safety of any officer, employee, other
person at the correctional facility, or individual responsible for the transporting of the patient.
(2) The right to request an amendment to their PHI/PII.
(3) The right to an accounting of PHI disclosures made by CDCR for up to six years prior to the
date of request except for disclosures:
(A) To carry out TPO activities.
(B) Made to the patient.
(C) Authorized by the patient.
(D) To persons involved in the patient’s care.
(E) For national security or intelligence purposes.
(F) Made to correctional facilities or law enforcement officials having lawful custody of a patient.
(4) The right to an accounting of PII disclosures made by CDCR for up to three years after
disclosure or until the disclosed information is destroyed, except for disclosures:
(A) Made to the patient or the patient’s duly appointed guardian, representative, or conservator.
(B) Authorized by the patient.
(C) To CDCR where disclosure is necessary for the performance of official duties and is related
to the purpose for which the information was acquired.
(D) Pursuant to the California Public Records Act.
(5) The right to request restrictions on the uses and disclosures of their PHI/PII made by CDCR.
(6) The right to request that CDCR communicate with them about their PHI/PII at an alternative
location or via alternative means.
(7) The right to file complaints, if they believe their PHI/PII has been improperly disclosed,
through the standard health care grievance process.
(f) General use and disclosure of PII. CDCR shall only disclose PII in a manner that would not
link the information disclosed to the individual to whom it pertains unless the information is
disclosed as follows:
(1) To the individual to whom the information pertains.
(2) With the prior written voluntary consent of the individual to whom the record pertains, when
consent has been obtained within 30 calendar days before the disclosure, or in the time limit agreed
to by the individual in the written consent.
(3) To the duly appointed guardian or conservator of the individual or a person representing the
individual.
(4) To a governmental entity when required by state or federal law.
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(5) To a person who has provided the agency with advance, adequate written assurance that the
information shall be used solely for statistical research or reporting purposes, and only if the
information to be disclosed is in a form that shall not identify any individual.
(6) To any person pursuant to a subpoena, court order, or other compulsory legal process if, before
the disclosure, CDCR reasonably attempts to notify the individual to whom the record pertains,
and if the notification is not prohibited by law.
(g) The Department shall take steps to protect the privacy of all verbal exchanges or discussions
of PHI/PII including, but not limited to, the use of enclosed offices or interview rooms.
(1) In work environments with few offices or closed rooms such as facilities with open office
environments, uses or disclosures that are incidental to an otherwise permitted use or disclosure
could occur. Such incidental usage or disclosure is not considered a privacy violation provided
that the minimum necessary use requirements were met.
(2) The Department shall promote employee awareness of the potential for inadvertent verbal
disclosure of PII and PHI.
(h) Privacy breach notifications to patients, or others as applicable, shall be made by the
Department as follows:
(1) Notifications shall be written in plain language and meet the following requirements if the
information is available at the time the notice is provided:
(A) Name and contact information of CDCR.
(B) A list of the types of personal information reasonably believed to have been the subject of a
breach.
(C) The date of the breach, the estimated date of the breach, or the date range within which the
breach occurred, the date of discovery of the breach, and the date of the notice.
(D) Whether the notification was delayed as a result of a law enforcement investigation.
(E) A general description of the breach incident.
(F) CDCR actions related to gathering facts and/or investigating the breach, mitigating harm to
individuals, and protecting against further breaches.
(G) Any steps individuals should take to protect themselves from potential harm.
(H) If the breach exposed a social security, driver's license, or California identification card
number, CDCR shall provide toll-free telephone numbers and addresses of the major credit
reporting agencies.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Plata v.
Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California; Clark v.
California (No. C96-1486 CRB), U.S. District Court, Northern District of California; and
Armstrong v. Newsom (No. C94-2307 CW), U.S. District Court, Northern District of California.
Article 4. Access and Disclosure of Health Information
New section 3999.216 is adopted to read:
3999.216. Health Information.
(a) The California Department of Corrections and Rehabilitation (CDCR) shall:
(1) Store, maintain, and destroy patient health information in a secure environment.
(2) Provide access to patient health information to the extent possible.
(3) Retain patient health information for ten years after discharge from CDCR.
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(b) Health care records consist of paper-based records, electronic records, and other media that
documents the patient’s health care and provides a chronological account of a patient’s
examinations and treatments. Health care records shall be maintained in such a manner which
supports the continuity of care.
(c) CDCR staff shall safeguard both the health record and its contents against loss, defacement,
tampering, and from disclosure or use by unauthorized individuals.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Plata v.
Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California; Clark v.
California (No. C96-1486 CRB), U.S. District Court, Northern District of California; and
Armstrong v. Newsom (No. C94-2307 CW), U.S. District Court, Northern District of California.
New section 3999.217 is adopted to read:
3999.217. Authorization for Release of Information.
(a) Patients may authorize the release of their health care information by completing the CDCR
7385, Authorization for Release of Protected Health Information, to allow a family member or
friend to request and receive an update when there is a significant change in the patient’s health
care condition. A CDCR 7385 and instructions can be obtained in the medical clinics and in health
care settings. A CDCR 7385 will remain in force until its expiration date or until it is updated,
changed, or revoked by written request of the patient at any time.
(b) A patient’s (or their personal representative’s) authorization is considered valid if it contains
at least the following elements:
(1) A description of the information to be used or disclosed that identifies the information in
specific terms.
(2) The name or other specific identification of the persons(s) authorized to make the requested
use or disclosure.
(3) The name or other specific identification of the person(s) to whom the California Department
of Corrections and Rehabilitation (CDCR) may make the requested use or disclosure.
(4) A description of each purpose of the requested use or disclosure and the specific uses and
limitations on the use of the health information by the persons or entities authorized to receive it.
The statement “at the request of the individual” is a sufficient description of the purpose when a
patient initiates the authorization and does not, or elects not to, provide a statement of the purpose.
(5) An expiration date or an expiration event (e.g., conclusion of litigation, completion of surgery)
that relates to the patient or the purpose of the use or disclosure after which disclosure is no longer
authorized.
(6) A signature which serves no other purpose than to execute the document and date. If the
authorization is signed by a personal representative of the patient, a description of such
representative's authority to act for the patient must also be provided.
(7) A statement that the patient has the right to revoke the authorization in writing and a
description of how the individual may revoke the authorization.
(8) A statement that CDCR may not condition treatment on whether the patient signs the
authorization.
(9) A statement concerning the potential for the information disclosed to be subject to redisclosure by the recipient and no longer protected by federal or state law.
(10) A statement advising the patient of their right to receive a copy of the authorization.
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(11) The authorization is in writing in at least 14 point type and clearly separate from any other
language present in the same document.
(c) Other Release of Information authorization forms may be accepted if they conform to all of
the requirements as specified in subsection (b).
(d) An authorization is considered defective and invalid if any material information in the
authorization is known to be false by CDCR, or if any of the following defects exist:
(1) The expiration date or expiration event has passed.
(2) The authorization has not been filled out completely or lacks a required element as specified
in subsection (b).
(3) The authorization is known to have been revoked.
(A) A patient may revoke an authorization at any time in writing. No such revocation shall apply
to information already released while the authorization was valid and in effect.
1. Exception: Alcohol and drug treatment participants may verbally revoke authorization to
disclose information obtained from alcohol and drug treatment programs. Verbal authorizations
and revocations must be documented and maintained in the patient’s health record.
(e) Special authorization is required for Human Immunodeficiency Virus (HIV) test results. A
valid written authorization to disclose HIV test results shall be obtained before making such a
disclosure. Written authorization is required for each separate disclosure of the test results. A
general authorization by a patient to release medical information is not sufficient to release HIV
test results; the authorization form must specifically indicate that HIV test results may be released.
(1) HIV test results may be disclosed to the following persons without written authorization:
(A) The patient’s legal representative, or to any person authorized to consent to the test.
(B) The patient’s health care provider.
(C) The Warden or designee pursuant to California Health & Safety Code section 121070.
(D) As otherwise permitted or required by law; for example, to certain individuals as a result of
occupational exposure. Legal counsel shall be consulted related to such disclosures.
(f) Information about a patient may not be disclosed pursuant to a written authorization without
verifying the identity of the person receiving the information.
(g) A CDCR 7385 from the patient, a court order, or a search warrant specifically requesting the
information is required for disclosure of:
(1) Psychotherapy notes.
(2) Substance abuse or alcohol treatment records.
(3) Substance abuse treatment program records provided by a contracted service.
(4) Genetic testing.
(5) Communicable diseases.
(6) Mental health records.
(A) If the patient's written request is to review their mental health records, authorization of the
Chief of Mental Health or attending mental health clinician shall be obtained.
(B) The Chief of Mental Health or attending mental health clinician may deny a request to review
mental health records if there is a substantial risk of significant adverse or detrimental
consequences to the patient in seeing or receiving a copy of the mental health records requested
by the patient.
(C) If the provider grants access to the mental health records in whole or in part, the patient shall
be notified of the acceptance of the request and provided the records within 15 calendar days.
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(D) If the provider denies access to the mental health record, the patient shall be informed of the
denial within 30 calendar days and will only be denied access to the information for which the
provider has a basis to deny access. The denial must contain:
1. The basis of the denial.
2. A description of how the patient may submit a complaint.
(E) Health Records staff shall obtain a written statement from the attending clinician to be added
to the patient’s health record explaining the reason for denial. The statement shall:
1. Explain why access to this information is harmful to the patient or to the patient-therapist
relationship.
2. State how access is to be granted, e.g., to a licensed mental health clinician or to a social worker
selected by the patient.
(F) Health care staff shall notify the patient that access will be granted to a licensed mental health
clinician or to a social worker of their choice.
(G) The patient shall notify Health Records staff of the appropriate person to access their
information.
1. If the request is for records that are needed to support an appeal regarding eligibility for a
public benefit program (e.g., Medi-Cal program, Social Security Disability Insurance benefits, or
Supplemental Security Income/State Supplementary Program for the Aged, Blind and Disabled
benefits), the following applies:
a. The patient or patient’s representative shall be entitled to one copy, at no charge, of the relevant
portion of the patient's records, upon presenting to the health care provider a written request, and
proof that the records are needed to support an appeal. These copies shall be transmitted within 30
calendar days after receiving the written request.
b. This process shall not apply to any patient who is represented by a private attorney who is
paying for the costs related to the patient's appeal pending the outcome of that appeal.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Plata v.
Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California; Clark v.
California (No. C96-1486 CRB), U.S. District Court, Northern District of California; and
Armstrong v. Newsom (No. C94-2307 CW), U.S. District Court, Northern District of California.
New section 3999.218 is adopted to read:
3999.218. Patient Health Care Inquiry Response.
(a) The California Department of Corrections and Rehabilitation (CDCR) shall provide responses
to health care inquiries pursuant to section 3999.217.
(b) Patient submitted health care inquiries are limited to issues that cannot be addressed through
the health care grievance process and must be submitted through written correspondence.
(c) Health care inquiries from other parties may be received through written correspondence or
verbal messages left on the Patient Health Care Inquiry Line (Hotline).
(d) Within one business day of receipt, health care inquiries shall be reviewed by health care staff
at a level no less than a Registered Nurse, utilizing clinical expertise within their licensure, to
determine whether an urgent/emergent health care issue may require clinical intervention.
(e) Health care inquiries commence upon the date of receipt by CDCR and every effort shall be
made to respond to:
(1) Hotline messages within 15 business days.
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(2) Correspondence within 45 business days.
(f) General health care information shall be provided to those with a valid Release of Information
in the patient’s health record.
(g) No response shall be provided to inquiries that contain threatening, obscene, demeaning, or
abusive language.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.219 is adopted to read:
3999.219. Release of Information Access Line.
(a) The Department shall maintain a dedicated telephone to serve as a Release of Information
(ROI) Access Line or extension at each institution for the use of an authorized family member,
friend, or legal representative of the patient to request health care information relating to a
significant change in the patient’s health care condition or status.
(b) All verbal requests for health care information shall be referred to the ROI Access Line at the
local institution or the Patient Health Care Inquiry Line at headquarters.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Plata v.
Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California; Clark v.
California (No. C96-1486 CRB), U.S. District Court, Northern District of California; and
Armstrong v. Newsom (No. C94-2307 CW), U.S. District Court, Northern District of California.
Article 6. Health Care Directives
New section 3999.240 is adopted to read:
3999.240. Advance Directive.
(a) California Department of Corrections and Rehabilitation (CDCR) shall promote the utilization
of advance directives to determine patients’ health care preferences, including, but not limited to
treatment decisions regarding medications, surgeries, and life support treatments.
(b) Patients may request a CDCR 7421, Advance Directive for Health Care, at any time.
(c) Patients shall be given an opportunity to complete or revise the CDCR 7421 during admission
to a CDCR health care setting including Correctional Treatment Center, Outpatient Housing Unit,
Skilled Nursing Facility, hospice, or an outside medical facility.
(d) A patient may orally designate an agent or legally recognized decision-maker to make health
care decisions by personally informing the supervising health care staff.
(1) This appointment is only effective during the course of treatment, illness, stay in the health
care facility, or for 60 calendar days, whichever period is shorter.
(2) An oral designation of an agent or legally recognized decision-maker supersedes a previous
written directive, including a designated agent or legally recognized decision-maker.
(e) The agent or legally recognized decision-maker is not authorized to consent on behalf of the
patient to any of the following:
(1) Abortion.
(2) Sterilization.
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(3) Psychosurgery (as defined in the Welfare and Institutions Code section 5325).
(4) Convulsive treatment (as defined in the Welfare and Institutions Code section 5325).
(5) Commitment to or placement in a mental health treatment facility.
(f) Patients may amend or revoke any aspect of the CDCR 7421 at any time either orally or in
writing.
(1) If amendments are made, the patient shall complete a new CDCR 7421 as soon as practicable.
(g) A copy of the CDCR 7421 shall accompany the patient when transported to an outside hospital
for emergency care or admission or transfer to other health care facilities.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Plata v.
Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.241 is adopted to read:
3999.241. Physician Orders for Life Sustaining Treatment.
(a) The California Department of Corrections and Rehabilitation (CDCR) shall make the CDCR
7465, Physician Orders for Life Sustaining Treatment (POLST), available to all patients. CDCR
health care staff shall discuss end of life decision-making and goals of care, as well as patients’
right to name a legally recognized decision-maker and to specify their end of life preferences with
patients who are elderly, frail, have serious medical or surgical conditions, or who have less than
six months life expectancy.
(b) In the event a patient requests medical treatment contrary to accepted medical standards, or if
the requested medical care would be medically ineffective, or for reasons of conscience, the health
care provider or facility may decline to comply with the preferences of the patient or the patient’s
legally recognized decision-maker.
(c) If a patient with a completed POLST transfers to or from another CDCR institution or outside
health care facility, the receiving institution or facility shall accept the POLST.
(d) Do not resuscitate.
(1) If the patient requests “Do Not Attempt Resuscitation/Do Not Resuscitate (DNR)” status,
every effort shall be made to relieve the patient’s suffering and maintain comfort (e.g., palliative
treatment for pain, dyspnea, major hemorrhage, or other medical conditions).
(2) In the absence of a CDCR 7465 specifying DNR, full Cardiopulmonary Resuscitation shall
be initiated for any patient experiencing cardiac or respiratory arrest unless otherwise indicated.
(3) If there is suspicion that a patient’s cardiorespiratory arrest is not a part of a natural or expected
death (e.g., attempted suicide or possibly suffering harm by another), then resuscitation shall be
attempted despite the presence of a CDCR 7465 stating no attempt at resuscitation.
(4) The PCP shall be responsible for discussing with the patient and, if necessary,/or legally
recognized decision-maker and documenting in the health record whether the POLST/DNR orders
are to be maintained or suspended during anesthesia and surgery.
(5) A DNR order written without a POLST means only that the patient is not to receive
resuscitative measures in the event of a full arrest. Any other limits on medical interventions, such
as “do not intubate” or “no blood products,” must be specifically ordered.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Sections
4600 et seq., Probate Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court,
Northern District of California.
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Subchapter 3. Health Care Operations
Article 1. Complete Care Model
New section 3999.300 is adopted to read:
3999.300. Complete Care Model.
(a) The California Department of Corrections and Rehabilitation (CDCR) shall manage and
deliver medically necessary health care services to the CDCR patient population.
(b) The Complete Care Model shall serve as the foundation for health care services delivery and
shall include continuous care, comprehensive care, coordination of care, patient-centered care,
preventive care, accessible care, use of health information, and continuous improvement.
(c) The Department shall maintain interdisciplinary care teams at each institution, accountable
for the care of defined patient panels.
(d) The Department shall maintain programs for patients by risk stratification, provide care
management services to patients commensurate with their individual needs and risk levels, and
identify and manage subpopulations of patients per evidence-based guidelines.
(e) Health care staff shall provide preventive care to the patient population based on age, gender,
and clinical community standards.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.301 is adopted to read:
3999.301. Scope of Patient Care Services.
(a) The Primary Care Team (PCT) shall be responsible for coordinating care for patients within
the assigned panel, including other health care staff, as necessary, to meet the needs of the patient.
(1) The Department shall ensure patients are provided timely access to laboratory services that
are medically necessary to assist the PCT in establishing diagnoses and making recommendations
for additional diagnostic work-up.
(2) The Department shall ensure patients are provided timely access to safe and cost-effective
medical imaging services that are medically necessary in order to establish diagnoses, make
recommendations for additional diagnostic work-up, and establish treatment plans.
(b) The PCT shall provide the full scope of primary care services to patients within an assigned
patient panel including, but not limited to:
(1) Care coordination.
(2) Initial and ongoing health risk assessment.
(3) Preventive services, such as health screenings, health promotion, and health maintenance
services.
(4) Diagnosis and treatment of acute and chronic illness.
(5) Allied health services required for diagnosis and treatment of acute and chronic illness such
as diagnostic testing, medication administration, nutritional services, and health care equipment
and supplies.
(6) Emergency response.
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(7) Planning for end-of-life care such as advance directives, physicians’ orders for life-sustaining
treatment, and palliative care.
(8) Referrals to higher levels of care and follow-up.
(9) Facilitating handoffs between providers in health care settings or between care teams to ensure
care for the patient and continuity of planned care, pending appointments or services, medications,
medical equipment and supplies, and all other necessary treatment.
(c) Outpatient specialty services.
(1) The Department shall ensure access to safe and cost-effective specialty services that are
medically necessary in order to establish diagnoses, make recommendations for diagnostic workup, provide therapy, and establish treatment plans that include frequency of follow-up
appointments with the specialist and/or the Primary Care Provider (PCP).
(2) Specialty services shall be ordered by PCPs who practice within the California Department
of Corrections and Rehabilitation and shall indicate the timeframe in which the service is
necessary:
(A) Emergent: immediately referred for emergency care.
(B) High priority: provided within 14 calendar days of the PCP order.
(C) Medium priority: provided between 15-45 calendar days of the PCP order.
(D) Routine: provided within 46-90 calendar days of the PCP order.
(3) If a patient is approved for a medium priority or routine specialty service and is transferred to
another institution before the service occurs, the receiving institution shall not cancel or void the
specialty service unless the PCP at the receiving institution examines the patient and determines
that it is no longer medically necessary or can be rescheduled to a later date.
(4) The patient shall be seen by the PCP within five calendar days after a high priority specialty
services appointment.
(5) Following a medium priority or routine specialty services appointment, the PCT shall review
the clinical documentation and schedule the patient for a follow-up appointment with the PCP or
Registered Nurse, as clinically indicated. Specialty providers may not directly order follow-up
consultations, diagnostic studies, or treatments.
(6) If a specialty service request is denied, the PCP shall provide the patient with alternate
treatment strategies during the next patient encounter which shall be within 30 calendar days of
the denial of the specialty service.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.302 is adopted to read:
3999.302. Care Team and Patient Panels.
(a) Each patient shall be assigned a care team and informed of their assigned care team members
at intake or upon request.
(b) The care team shall:
(1) Monitor changes to the patient panel, such as transfers to and from the panel, and take action
to continue and/or coordinate care for patients.
(2) Discuss recent health care events, problems, and trends that impact patients within the
assigned patient panel, identify services that may need to be provided to patients, and determine
how and when services will be provided.
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NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.303 is adopted to read:
3999.303. Scheduling and Access to Care.
(a) The Department shall maintain an effective and efficient scheduling system to ensure timely
patient access to health care services.
(b) Access to health care services.
(1) All California Department of Corrections and Rehabilitation (CDCR) inmates shall have
access to medically necessary health care services 7 days per week, 24 hours per day.
(A) Registered Nurses (RN) shall be onsite at the institution 7 days per week, 24 hours per day.
(B) Each institution shall establish hours of operation for Primary Care Clinics.
(2) At any time, patients with health care needs may submit a CDCR 7362, Health Care Services
Request Form. Patients with urgent health care needs may complete a CDCR 7362 or notify any
institutional staff, including correctional staff for assistance. Patients with life-threatening
conditions shall receive immediate medical attention.
(3) If a patient is unable to complete a CDCR 7362, health care staff shall complete the form on
behalf of the patient.
(4) Institutions shall ensure the CDCR 7362 is available to patients in the housing units, clinics,
and Reception Centers. Housing unit staff and health care staff shall make the CDCR 7362
available upon request. Each institution shall have at least one locked box on each yard designated
for patients to deposit the CDCR 7362.
(5) Initial review and triage of a CDCR 7362 on normal business days.
(A) Patients who submit CDCR 7362s that describe symptoms shall be seen by the Primary Care
RN within one business day.
(B) If the Primary Care RN determines a PCP referral is necessary, the patient shall be seen based
on the following timeframes:
1. Emergency: immediately.
2. Urgent: within 24 hours.
3. Routine: within 14 calendar days.
(6) Initial review and triage of a CDCR 7362 on non-business days.
(A) All CDCR 7362s shall be sent to the Triage and Treatment Area (TTA) RN for triage.
(B) The TTA RN shall determine whether the patient requires emergency, urgent, or routine care
and shall take direct action to coordinate care for patients with emergency or urgent conditions.
(7) Patients with life-threatening medical symptoms shall receive immediate medical attention
pursuant to section 3999.400.
(8) Patients with urgent medical symptoms shall be scheduled for a same day face-to-face
encounter with the Primary Care RN and other members of the care team as indicated by
symptoms.
(c) Scheduling.
(1) Health care staff shall ensure that lists for scheduled appointments are communicated to
custody staff no later than one business day prior to the scheduled encounter.
(2) Custody staff shall ensure delivery of priority health care ducats to patients prior to their
scheduled appointment.
(3) Failure to report for a medical or dental appointment.
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(A) If the patient, including patients who are in the Mental Health Services Delivery System, fails
to report to a scheduled medical or dental appointment, the assigned health care access clinic
officer shall immediately contact the designated housing unit or work/program assignment to
locate the patient and have the patient escorted or have the patient report to the scheduled medical
or dental appointment.
(B) Custody staff shall locate the patient and escort the patient to the appointment or direct the
patient to report to the scheduled medical or dental appointment.
1. If the reason the patient did not report as ducated was due to the patient refusing to report as
directed, custody staff shall escort the patient to the health care area. Licensed health care staff
shall counsel the patient and have the patient sign the CDCR 7225, Refusal of Examination and/or
Treatment, if the patient continues to refuse treatment after the counseling.
2. Patients who are insistent in their refusal to report shall not be subject to cell extraction or use
of force to gain compliance with the priority health care ducat. In these instances, licensed health
care staff must respond to the patient’s housing unit to provide the necessary patient education
regarding the refusal. Custody staff cannot accept refusals on behalf of the patient, nor can refusals
be taken over the phone.
3. Custody staff shall be responsible to document the patient’s refusal to report to the priority
health care ducat on a CDC 115, Rules Violation Report.
(4) If a patient in the Mental Health Services Delivery System refuses to report for a mental health
appointment in person, custody staff shall not complete a CDC 115 or a Counseling Only Rules
Violation Report.
(5) When scheduling patients, health care staff shall consider patient preferences regarding
access, such as providing appointment times that do not interfere with the patient’s work shifts or
classes.
(6) Primary Care Clinics shall designate specific times each day as open access times for the care
team.
(7) An additional health care staff shall be present during all examinations of patients involving
genital, rectal, or breast examinations.
(A) Upon patient request, an additional health care staff mayshall be present during other
examinations, if staff availability permits.
(d) Security concerns and precautions.
(1) Health care services shall continue to be provided during alarms/incidents not occurring on
the clinic yard.
(2) During a lockdown, health care staff shall coordinate with custody staff to facilitate continuity
of care. Custody personnel staff shall escort patients to scheduled clinic appointments; lockdown
shall not prevent the completion of scheduled medical appointments.
(3) In restricted housing units and housing units on lockdown status, a system shall be maintained
to provide patient access to health care services. Access to health care services shall be
accomplished via daily cell front rounds by health care staff for the collection of the CDCR 7362.
(4) During health care encounters.
(A) Health care encounters shall be provided in a manner that affords both auditory and visual
confidentiality consistent with security and safety concerns of patients and health care providers.
(B) Health care screenings, evaluations, interviews, and treatment shall be held in a private setting
unless the security of the institution or safety of staff will be compromised, or unless health care
staff in the presence of the patient requests the presence of custody staff. Custody staff is not
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required during a health care encounter with a patient who is not maximum custody or whose
current behavior does not present a threat to the safety of staff or other patients.
1. A patient shall not be placed in mechanical restraints during a health care encounter unless
they are a safety concern for staff or others as determined by custody staff.
(C) A treatment module shall be utilized for the duration of encounters with patients who are a
safety and security risk. If it is necessary to perform a procedure, the patient shall be removed from
the treatment module and placed in waist restraints while being treated outside the module.
(D) When health care staff are in housing units or on the tiers, custody staff shall maintain visual
surveillance.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.304 is adopted to read:
3999.304. Population and Care Management Services.
(a) The Department shall maintain an automated system that continuously updates a patient’s risk
status based on the most current clinical information, including demographic, diagnostic,
medication, specialty services, and inpatient data.
(b) The Department shall offer four levels of population management services.
(1) Primary prevention: services to promote health, prevent onset of disease, and maintain current
health status such as immunization and screening.
(2) Secondary prevention: services to treat one or more well-controlled diseases to avoid serious
complications.
(3) Tertiary prevention: services to treat the advanced stages of one or more diseases and
minimize disability and includes complex care management services.
(4) Catastrophic/complex care: services may range from restoring health to only providing
comfort care and includes complex care management services.
(c) Each member of the Primary Care Team (PCT) is accountable to ensure the overall health
care needs of the patient are met. The PCT shall follow the patient through the systems of care to
ensure their needs are met and improve patient outcomes.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.305 is adopted to read:
3999.305. Reception Center Health Care.
(a) The Department shall conduct a Reception Center (RC) health care assessment as part of the
RC initial intake process for each person newly committed to the Department’s custody.
(b) Reception center initial health screening and triage.
(1) Each patient newly committed shall have an RC initial health screening and triage conducted
by licensed health care staff upon arrival at the RC to identify immediate needs and to ensure
continuity of care, including medications, treatments, and accommodations. Patient interviews and
assessments shall be conducted pursuant to section 3999.303.

Text of Adopted Regulations – NCHCR 19-02

March 25, 2020

44

(A) The RC initial health screening and triage shall be accomplished prior to the patient being
placed in housing.
(2) If portions of the RC initial health screening and triage are accomplished by licensed health
care staff other than a Registered Nurse (RN), an RN shall review each screening prior to the
completion of the RC focused health assessment and approve the patient’s plan of care.
(3) Each patient shall be offered the following screening tests based on the Opt-Out screening
method:
(A) Gonorrhea/Chlamydia urine (all males and females if less than or equal to 35 years old).
(B) Human Immunodeficiency Virus antibody screening.
(C) Serum pregnancy test (females less than 60 years old).
(D) Varicella Immunoglobulin G.
(E) Coccidioidomycosis delayed-type hypersensitivity skin test (males 18 to 64 years of age,
unless prior documented positive result).
(F) Rapid Plasma Reagin.
(G) Pap smear (all females as clinically appropriate).
(H) Hepatitis C Virus (HCV) antibody with reflex to HCV viral load.
(I) Interferon-Gamma Release Assays blood test.
(4) If a patient declines a routine Opt-Out test, the refusal shall be documented in the health record
and signed by the patient. The patient shall be scheduled with the Primary Care RN within 14
calendar days for additional patient education.
(5) Patients who have been receiving prescription medications shall have their prescription
medications ordered within eight hours of arrival to prevent an interruption in receiving
medication.
(c) Each patient newly committed shall have a focused health assessment performed by a Primary
Care Provider within seven calendar days of arrival at the RC to identify patients who are acutely
ill, infectious, or those with clinically significant health care needs to ensure continuity of care.
(d) Continuity of health care shall be maintained pending the patient's assignment and transfer to
an endorsed institution. Each RC patient shall be assigned to a Primary Care Team (PCT) while
awaiting transfer to an endorsed institution. The PCT shall be responsible for ensuring timely
access to health care services.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Plata v.
Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California; Clark v.
California (No. C96-1486 CRB), Northern District of California; and Armstrong v. Newsom (No.
C94-2307 CW), U.S. District Court, Northern District of California.
New section 3999.306 is adopted to read:
3999.306. Health Care Transfer.
(a) The Department shall perform each patient transfer in a manner that ensures the continuity of
care.
(b) Each transfer of care within California Department of Corrections and Rehabilitation (CDCR)
shall be facilitated through a handoff process where information is provided by the designated
sending care team member to the designated receiving care team member.
(1) Handoffs shall occur prior to the time of transfer.
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(c) Transfers of care shall be accomplished by verbal communication between the sending and
receiving care teams, with written documentation accompanying the patient.
(1) Transfers between CDCR institutions.
(A) Custody staff at the sending institution shall notify health care staff via a bus list of a patient’s
imminent transfer at least seven calendar days prior to the date of transfer.
(B) Within 24 hours prior to the transfer, the Receiving and Release (R&R) Nurse shall conduct
a face-to-face interview and assess the patient for contraindications to transfer.
(C) The receiving institution shall ensure the patient is scheduled for an initial new arrival
assessment encounter as clinically indicated.
(2) Transfers to non-CDCR facilities.
(A) Within 24 hours prior to the transfer, the R&R Nurse shall conduct a face-to-face interview
and assess the patient for contraindications to transfer.
(B) Release from custody. Custody staff shall notify health care staff of pending transfers via the
Parole/Transportation List.
(C) Out-to-Court.
1. Classification and Parole Representative staff shall notify health care staff in advance of
scheduled court dates.
2. The R&R Nurse shall screen the health record for contraindications to transfer and contact the
Primary Care Team to resolve.
(3) Transfers within a CDCR institution.
(A) The sending care team shall verbally communicate the following alerts or other significant
health care information to the receiving care team and other necessary care providers:
1. Unusual medications, unusual treatments, and missing medications.
2. Pending appointments.
(4) Non-mental health level of care changes.
(A) A handoff shall be completed for each level of care change.
(B) Patients transferring to or from a higher level of care shall go through the Triage and
Treatment Area (TTA).
(C) Patients discharged to an outpatient setting from the TTA who are clinically high risk shall
be seen by their Primary Care Provider (PCP) within five calendar days of discharge. Patients
discharged to an outpatient setting from the TTA who are clinically low or medium risk shall be
seen by their Primary Care Registered Nurse (RN) or PCP as clinically indicated.
(D) Patients discharged to an outpatient setting from a community hospital, emergency
department, or any non-mental health CDCR health care bed shall be seen by their PCP within
five calendar days of discharge.
(5) Mental health level of care changes.
(A) A handoff shall be completed for each level of care change.
(B) Patients transferring to or from a higher level of care shall go through the TTA.
(C) Patients discharged to an Enhanced Outpatient Program level of care from a Mental Health
Crisis Bed (MHCB) or Psychiatric Inpatient Program (PIP) bed shall be seen by the mental health
RN Care Manager within 3 calendar days of discharge and by a psychiatrist within 14 calendar
days of discharge.
(D) Patients discharged from an MHCB or PIP bed to a Correctional Clinical Case Management
System level of care, and on psychiatric medications at present or in the last 6 months shall be seen
by a psychiatrist within 14 calendar days of discharge.
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(E) Notwithstanding subsections (c)(5)(C) and (D), if the MHCB or hospital psychiatrist orders
that a patient be seen sooner than 14 calendar days after discharge, the psychiatrist’s order shall be
followed.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Penal
Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of
California.
New section 3999.307 is adopted to read:
3999.307. Specialized Health Care Housing.
(a) The Department shall ensure appropriate specialized health care housing is available to meet
the level of care needed for each patient. These services shall include access to both community
and institution-based specialized health care housing.
(b) Nursing, medical, and mental health services shall be:
(1) Available 24 hours per day, 7 days per week.
(c) Medical and mental health services shall be provided in person, telephonically, or via
telehealth, provided by the Department or a Department contractor.
(d) Dental services shall be available at least eight hours per day, Monday through Friday,
excluding holidays.
(1) Emergency dental services shall be available 24 hours per day, 7 days per week.
(2) Services shall be provided in person or telephonically.
(e) Pharmacy services shall be available 24 hours per day, 7 days per week.
(f) Ancillary and allied health services shall be available to patients within the specialized health
care housing units.
(g) Patients shall be admitted to a specialized health care housing unit only upon the order of a
health care provider granted admitting privileges for the admitting facility. The admitting health
care provider shall be responsible for ensuring that all admission orders are written within 24 hours.
(21) Patients admitted to a specialized health care housing unit shall have an initial assessment at
the time of admission performed by a Registered Nurse (RN).
(12) Patients admitted to a specialized health care housing unit shall have an admitting history
and physical performed by a medical provider within 24 hours of admission.
(2) Patients admitted to a specialized health care housing unit shall have an initial assessment at
the time of admission performed by a Registered Nurse.
(3) An interdisciplinary care plan shall be completed within 72 hours of the patient’s admission
and updated as the patient’s condition changes, treatments change, and interventions change.
(4) The RN shall provide and document patient education that includes, at a minimum:
(A) Frequency of provider visits.
(B) Frequency of nursing rounds.
(C) How to use the call light, if applicable.
(D) How to request care.
(45) Patients being admitted to a specialized health care housing unit for urgent mental health
treatment shall be evaluated by a mental health clinician within 24 hours.
(56) Patients being admitted to a specialized health care housing unit for dental treatment shall
be examined by a dental provider pursuant to section 3999.367.
(h) Patient stay.
Text of Adopted Regulations – NCHCR 19-02

March 25, 2020

47

(1) Patients admitted to a specialized health care housing unit shall be assessed by a member of
their care team through rounds at least daily.
(2) Specialized health care housing units that utilize the CDCR 7362, Health Care Services
Request Form, shall provide the form to patients upon request.
(3) For specialized health care housing units that do not utilize the CDCR 7362, daily nursing
documentation shall include:
(A) Patient’s requests for care.
(B) Patient’s concerns or complaints.
(C) Nursing interventions provided.
(i) Transfers.
(1) Patients shall only be transferred between specialized health care housing units upon the
written order of a privileged health care provider.
(2) Verbal transfer orders shall not be given except in emergencies.
(j) Patients shall only be discharged from a specialized health care housing unit upon the written
order of a privileged health care provider.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Penal
Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of
California.
New section 3999.308 is adopted to read:
3999.308. Outpatient Dietary Intervention.
(a) The Department shall provide meals based on a California Department of Corrections and
Rehabilitation (CDCR) Standardized Master Menu consistent with the California Department of
Corrections and Rehabilitation (CDCR) Heart Healthy Diet. Diet instruction, texture modified
diets, nourishments, supplements, and outpatient therapeutic diets shall be provided if medically
or clinically indicated. and Outpatient therapeutic diet meals may not be modified for religious
reasons pursuant to section 3054(d) or for other personal requests.
(1) If a patient is allergic or intolerant to readily identified food, including lactose intolerance and
peanuts, the patient shall be educated to avoid the food, but no food substitution shall be given.
(2) Patients may refuse an ordered therapeutic outpatient therapeutic diets and the refusal shall
be documented in the health record. Patients who refuse an ordered diet shall be offered the CDCR
Heart Healthy Diet.
(3) Patients requiring an outpatient therapeutic diet or texture modified diet shall be housed at
institutions that have the capability to prepare therapeuticthese diets under the direction and
supervisions of a Registered Dietitian and trained dietary staff.
(A) Patients receiving an outpatient therapeutic diet or texture modified diet shall not be housed
in a Correctional Treatment Center, Skilled Nursing Facility, hospice, or any other medically
licensed bed or Outpatient Housing Unit due solely to the fact that they are for the sole purpose of
receiving a therapeutican ordered diet unless medically indicated as ordered by a provider.
(4) The patient shall meet one or more of the following criteria to qualify for nourishments or
supplements, unless otherwise approved by the institution Chief Medical Executive or Supervising
Dentist.:
(A) Pregnancy and lactation.
(B) Patients with type one diabetes mellitus or brittle diabetes.
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(C) Patients with impaired mastication or dysphagia.
(D) Moderate to severe protein/calorie malnutrition due to metabolic deficiency or metabolic
response to injury/illness evidenced by:
1. Significant weight loss of ten percent or more over the prior six months.
2. Body Mass Index less than 18.
(E) Decompensated end stage liver disease.
(F) Bariatric surgery.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Section
3203 Probate Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern
District of California.
New section 3999.309 is adopted to read:
3999.309. Patient Care During Pregnancy and Childbirth.
(a) The California Department of Corrections and Rehabilitation (CDCR) shall provide
obstetrical (OB) services, to include care for women with high-risk pregnancies. CDCR shall
provide OB services 24 hours per day including, but not limited to:
(1) Emergency treatment and management of preterm and/or precipitous delivery.
(2) Hospital, surgical, and neonatal services.
(3) Social and educational services pertaining to pregnancy, childbirth, and health promotion.
(b) CDCR shall conduct a health screening, including a pregnancy screening, for all female
inmates upon reception.
(c) All newly identified pregnant patients shall be referred for transfer to a designated institution
for pregnant patients.
(d) The Primary Care Provider (PCP) shall evaluate patients within seven calendar days of selfreporting a suspected pregnancy or when pregnancy is suggested by the patient's physical
appearance, and/or signs and symptoms of pregnancy are present.
(e) Upon confirmation of pregnancy, the Primary Care Team shall provide and/or coordinate OB
and health care services to include a written plan of care.
(1) A patient may request to receive medical services from the physician of her choice who is
credentialed and trained in obstetrics. Any expenses incurred by the services of a non-CDCR
physician shall be the responsibility of the patient.
(f) Pregnant patients shall be provided the following:
(1) An initial OB visit scheduled to occur within seven days of pregnancy diagnosis.
(2) Diagnostic studies ordered as medically necessary.
(3) The option to be tested for human immunodeficiency virus.
(4) Education by the PCP or Obstetrician regarding the patient’s choice of pregnancy options,
including, but not limited to:
(A) Continuing pregnancy and childcare plans.
(B) Adoption.
(C) Termination services.
(D) Emergency contraceptives.
(E) Obtaining pregnancy information pamphlets or other pertinent educational material.
(g) Pregnant patients shall be prescribed or issued:
(1) Prenatal vitamins (which contain iron and folic acid).
Text of Adopted Regulations – NCHCR 19-02

March 25, 2020

49

(2) Dietary supplementation pursuant to section 3050(a)(3).
(3) Lower bunk and lower tier housing if housed in a multi-tier housing unit, and any other
necessary medical clearances or restrictions in their third trimester or earlier, if medically or
clinically indicated.
(4) Dental care for patients in the second trimester of gestation shall be provided pursuant to
section 3999.367(t).
(h) Unless otherwise indicated by the Obstetrician, pregnant patients shall be scheduled for their
OB visits as follows:
(1) Every four weeks in the first trimester and up to 24-26 weeks gestation.
(2) Every three weeks up to 30 weeks gestation.
(3) Every two weeks up to 36 weeks gestation.
(4) Weekly after 36 weeks gestation up to delivery.
(i) Every pregnant patient electing to continue her pregnancy shall be referred to a Medical Social
Worker for case management to discuss placement of her child and options available for placement
and care of the child after delivery.
(j) If clinically appropriate, patients shall be provided opioid maintenance therapy during
pregnancy.
(k) Emergency transport. A pregnant patient in labor shall be treated as an emergency and be
transported immediately via ambulance.
(l) Postpartum care.
(1) Postpartum patients who deliver a child via cesarean section shall be admitted to the
Outpatient Housing Unit or Correctional Treatment Center upon return to the institution.
(2) All postpartum patients who deliver a child vaginally shall be assessed to initiate postpartum
care and determine appropriate housing.
(3) Patients shall be offered family planning services if their release and/or parole date falls within
12 to 16 weeks after delivery.
NOTE: Authority cited: Section 5058, Penal Code. Reference: 3406, 3409, and 5054, Penal Code;
and Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.310 is adopted to read:
3999.310. Patient Health Care Education.
(a) The Department shall provide health care orientation information to each patient within 14
business days upon arrival at any institution and the information shall be available in each
institution law library pursuant to section 3124.
(b) The Department shall determine the patient's specific health educational requirements and
provide health education materials to patients regarding disease prevention, recommended
treatment modalities, and available health care resources.
(c) Health care staff shall utilize every patient visit for therapeutic intervention and education.
(1) Health care staff who provide patient education shall document in the health record the
education provided, the patient’s understanding of the information provided, and any effective
communication accommodations used.
(d) Each institution shall develop a Patient Education Program, to include Peer Health Care
Education (PHE), designed to improve overall health literacy based on the needs identified by their
patient population.
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(1) Patients may be referred to a PHE group by any staff member, or they may request enrollment
by submitting a CDCR 22, Inmate/Parolee Request for Interview, Item or Service, or CDCR 7362,
Health Care Services Request. The patient shall be notified of the results of the request in writing
via institutional mail within 14 business days of the request.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Sections 3407, 3409, and 5054,
Penal Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of
California.
Article 2. Medication Management
New section 3999.315 is adopted to read:
3999.315. Medication Management.
(a) The California Department of Corrections and Rehabilitation (CDCR) shall provide
prescribed medically necessary medications to all patients.
(b) Medication orders and renewals. All medications shall be ordered as Keep-on-Person (KOP),
unless the prescriber specifically orders Nurse Administered (NA) or Directly Observed Therapy
(DOT).
(1) An order shall be obtained from a health care provider before any prescribed medication is
withheld from a patient, unless administration is clinically contraindicated. Blanket orders
withholding medications from groups of patients are not permissible.
(2) When prescribing medications, the prescriber shall explain to the patient how to take the
medication.
(3) The prescriber shall renew medication orders to facilitate medication continuity.
(4) Patients may request medication renewals by submitting a CDCR 7362, Health Care Services
Request Form.
(5) Non-urgent new medication orders received by pharmacy on any business day shall be
available to the patient no later than three business days later unless otherwise ordered (e.g., order
specifies medication to start today).
(6) Non-urgent renewed medication orders received by pharmacy on any business day shall be
available to the patient no less than one business day prior to exhaustion of medication supply
unless otherwise ordered (e.g., order specifies medication to start today).
(c) Medication for new arrivals.
(1) Patients arriving at an institution from a site other than a CDCR institution who are on
prescription medications shall be seen by a health care provider or have their prescription
medications ordered within eight hours of arrival. The medication shall be administered at the next
dosing time and no later than the next day.
(2) Patients arriving from CDCR institutions shall have at least five days of all current KOPs and
NA/DOTs (excluding narcotics). If a patient arrives with an insufficient supply of prescribed
medication:
(A) Pharmacy staff shall provide medications for the patient, during working hours, if a
medication order is active.
(B) Licensed nursing staff shall obtain medication from after-hours medication supplies for the
patient, after-hours, if a medication order is active.
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(3) New arrivals with an insufficient supply of routine medications whose orders are at or near
expiration shall be seen by a health care provider or have their prescriptions renewed within eight
hours of arrival.
(d) Medication administration. Licensed health care staff shall issue, administer, monitor, and
document administration or delivery of all medications.
(1) General population.
(A) General Population (GP) patients shall receive all medications at a pill window. Cell front
medication delivery shall not occur in a GP setting unless there is no other reasonable alternative
available as determined by the Chief Executive Officer (health care) or designee in consultation
with the Warden or designee.
(B) Patients shall bring a cup of water to the pill window.
(C) Medication lines shall continue until the last patient in line has received their prescribed
medication, or all patients who have not received their medications have been contacted either via
custody or face-to-face.
(2) Locked units.
(A) Licensed health care staff shall provide the patient’s oral medication through the opened cell
door, food port, or bars of the cell door.
(B) Medication administration shall continue until all patients in the unit with prescribed
medications have received or refused the prescribed medication.
(3) During lockdown or modified program when no movement is permitted, medication
administration shall occur at the cell front or podium pass until patients are permitted access to the
pill window.
(4) DOT is required for patients:
(A) With Penal Code (PC) section 2602 or Probate Code section 3200 court orders.
(B) Receiving any narcotic or controlled medications.
(C) Receiving crush and float medications.
(D) Receiving medications for active Tuberculosis (TB) or suspected TB disease.
(E) Receiving medications for latent TB infection.
(F) Whenever specified by the prescriber.
(5) NA is required for patients:
(A) Who cannot safely or properly self-administer medications.
(B) Who are receiving medications required to be administered NA.
(C) Whenever specified by the prescriber.
(6) Keep-on-Person.
(A) Patients receiving prescribed KOP medications shall be able to produce a valid current label
for each medication and may be required to return medication containers prior to receiving refills
or additional medication.
(B) Patients shall be notified that their KOP medications are available for pick-up.
(C) In the event a patient does not pick up the KOP medications within four business days of the
medication becoming available, licensed health care staff shall ensure the patient reports to the
medication line to accept or refuse the medication.
(D) Patients who refuse KOP medications shall be referred to the Primary Care Team (PCT).
(7) Injectable medications shall not be administered through the food port or cell bars.
(8) Institutions shall ensure that patients receiving insulin receive meals within a consistent
timeframe to avoid the possibility of hypoglycemia.
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(e) Medication refusals. Licensed health care staff shall provide and document medication nonadherence counseling as determined by the PCT (for medical prescriptions) or the Mmental
Hhealth prescriber (for mental health prescriptions).
(1) The prescriber shall interview the patient and provide education regarding the
implications/consequences of not taking the medication and consider modification to the
medication regimen.
(2) If the patient refuses life-sustaining medications, the prescriber shall assess the patient’s
decision-making capacity. If the patient has significant mental illness, the prescriber shall seek
assistance from mental health clinicians regarding the patient’s decision-making capacity. If a
mental health referral is made, the Primary Care Provider shall inform the patient of the reason for
the referral.
(3) When a patient has decision-making capacity and continues to refuse medication, the
prescriber may discontinue the medication and have the patient sign a CDCR 7225, Refusal of
Examination and/or Treatment.
(4) All refusals shall be signed by the patient and co-signed by licensed health care staff. If the
patient refuses to sign the CDCR 7225, two licensed health care staff shall sign; in circumstances
where the patient is in an Administrative Segregation Unit or Mental Health Crisis Bed, the CDCR
7225 may be signed by two staff members, one of whom shall be a licensed health care staff.
(f) Critical medication adherence. Patients who are no-shows for critical medications shall be
called or escorted to the medication administration area to receive or refuse the medication.
(1) Critical medications include, but are not limited to:
(A) Active TB disease medication (not prophylaxis).
(B) Clozapine.
(C) Antirejection medications post-transplant.
(D) PC section 2602 medications.
(2) Refusal of critical medications. Patients shall be seen by licensed health care staff within 24
hours when being referred for missing or refusing doses of critical medications.
(A) Any patient who refuses one dose of TB medication for active disease shall be immediately
referred to the PCT.
(B) Any patient who refuses one dose of Clozapine shall be referred for an urgent mental health
evaluation.
(C) Any patient who refuses one dose of antirejection medications post-transplant shall be
immediately referred to the PCT.
(D) Any patient who refuses one dose of PC section 2602 medications shall be immediately
referred to the mental health clinician for medication follow-up counseling.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
Article 3. Health Care Classifications
Section 3999.320 is amended to read:
3999.320. Medical Classification System.
(a) California Department of Corrections and Rehabilitation shall utilize a Medical Classification
System to match patients’ medical needs with the capabilities of facilities and programs.
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(b) A Medical Classification Chrono (MCC) shall be issued:
(1) At the time of the physical examination at a Reception Center.
(2) Whenever the patient’s medical condition changes in a way that would change their medical
classification.
(3) Upon admission to or discharge from an outside hospital.
(c) A permanent MCC indicates the factors affecting the patient’s medical classification are not
expected to change in the next six months and does not require automatic or periodic
reclassification.
(d) A temporary MCC indicates the factors affecting the patient’s medical classification are
expected to change in the next six months and:
(1) Will either become invalid on the defined expiration date unless a new MCC is issued; or
(2) If an expiration date is not defined on the MCC, it must be reviewed within six months of
issuance.
(e) Camp Assignment. Patients shall be screened by health care staff before receiving medical
clearance for assignment to a camp or firefighting assignment. The patient shall be in generally
good health and physically capable of strenuous and prolonged heavy labor without danger to the
patient's health and safety or the safety of others when involved in hazardous work such as forest
firefighting. Exceptions: patients may be assigned to light duty non-hazardous work in camp if a
Department physician specifically approves such assignment.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
Article 4. Nursing Care
New section 3999.325 is adopted to read:
3999.325. Nursing Scope of Service.
(a) Registered Nurses (RN) within the Department assume accountability and responsibility for
delivering care as defined by the California Nurse Practice Act and professional standards.
(b) Licensed Vocational Nurses (LVN) within the Department assume responsibilities, duties,
and performance of care within the scope of the LVN license as defined in the Business and
Professions Code (BPC) and Title 16 of the California Code of Regulations (CCR), within their
educational background, delegated by and under the supervision of the RN. These nursing
activities include, but are not limited to:
(1) Performing basic assessment/data collection (e.g., obtaining patient histories).
(2) Communicating findings to the RN or a higher licensure.
(3) Following and contributing to the interdisciplinary plan of care.
(4) Providing patient education.
(5) Providing patient interventions (e.g., dressing changes, emergency response, medication
management, phlebotomy, and skin tests).
(c) Psychiatric Technicians (PT) within the Department assume responsibilities, duties, and
performance of care within the scope of the PT license as defined in the BPC and Title 16 of the
CCR, within their educational background, delegated by and under the supervision of the RN.
These nursing activities include, but are not limited to:
(1) Performing basic assessment/data collection (e.g., obtaining patient histories).
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(2) Communicating findings to the RN or a higher licensure.
(3) Following and contributing to the interdisciplinary plan of care.
(4) Providing patient education.
(5) Providing patient interventions (e.g., group therapy, emergency response, medication
management, and skin tests).
(d) Medical Technical Assistants (MTA) within the Department assume duties, and performance
of care within the scope of their nursing license as defined in the BPC and Title 16 of the CCR,
within their educational background, delegated by and under the supervision of the RN. This civil
service classification requires a nursing license such as an LVN or PT license. The scope of
services provided by the MTA shall be consistent with the level of their licensure by the State of
California.
(e) Certified Nurse Assistants (CNA) within the Department assume responsibilities, duties, and
performance of care within the scope of the CNA certificate as defined by Health and Safety Code
sections 1337-1338.5 and as outlined by the California Department of Public Health, Professional
Certification Branch; within their educational background; delegated by and under the supervision
of a licensed nurse. These nursing activities include, but are not limited to:
(1) Providing personal care and comfort measures.
(2) Performing basic, nursing care procedures including, but not limited to, feeding, vital signs,
measuring intake and output, assistance with activities of daily living, toileting assistance,
bladder/bowel retraining, application of non-sterile dry dressing to intact skin, application of nonlegend ointments, creams, lotions and solutions to intact skin, etc.
(3) Observing patient responses to treatment and environment.
(4) Reporting changes to a licensed nurse or higher licensure.
(5) Communicating with the patient.
(f) Medical Assistants (MA) are not nursing in function; however, the performance of their
functions contributes to nursing services. MAs are unlicensed individuals who perform noninvasive routine technical support services under the specific authorization (specific written order)
and supervision of a licensed physician, Podiatrist, Advanced Practice Provider (APP), or Nurse
Midwife in a medical office or clinic setting without the need of receiving a certification as outlined
under the Medical Practice Act in the BPC, sections 2069-2071. These activities include, but are
not limited to:
(1) Administering medication by intradermal, subcutaneous, or intramuscular injections.
(2) Performing skin tests, but not interpreting the results.
(3) Applying and removing bandages and dressings.
(4) Removing sutures.
(5) Performing ear lavage.
(6) Preparing patients for examinations.
(7) Shaving and disinfecting treatment sites.
(8) Other technical supportive services upon the specific authorization (specific written order)
and supervision of a licensed Physician and Surgeon, Podiatrist, APP, or Nurse Midwife.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.326 is adopted to read:
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3999.326. Nursing Standardized Protocols and Order Sets.
(a) The Department shall maintain standardized procedures, protocols, order sets, clinical
pathways, guidelines, and standing orders to allow nursing staff to perform direct and indirect
patient care utilizing evidence-based nursing practices consistent within the scope of practice of
each nursing classification.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
Article 6. Dental Care
New section 3999.368 is adopted to read:
3999.368. Dental Urgent/Emergent Medication Process.
(a) Medications shall be available to patients with acute dental conditions in the dental clinic
when medication delivery by the Triage and Treatment Area nursing or medical staff is not
possible.
(1) The dentist may act as a dispensing dentist. A dispensing dentist must assume all the
requirements and responsibilities of a dispenser of medications pursuant to California Business
and Professions Code section 4170.
(2) The dispensing dentist may provide the patient with one bottle of over-the-counter consumerready packaged analgesic medication in solid oral dosage forms, prescription medications for
patients with urgent/emergent conditions, and/or emergency medications for medical emergencies
that occur within the dental clinic.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Sections
4040(a)(2), 4076, 4170, 4171(b), Business and Professions Code; Section 11150, Health and
Safety Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of
California.
Article 7. Telehealth
New section 3999.375 is adopted to read:
3999.375. Telemedicine and Telepsychiatry.
(a) The California Department of Corrections and Rehabilitation (CDCR) shall provide
telemedicine and telepsychiatry services in CDCR institutions to provide care to the patient
population.
(1) Primary care telemedicine services shall be used as a resource for institutions with
recruitment and retention issues and when providers are unavailable.
(b) Telemedicine and telepsychiatry services shall be utilized by institutions to reduce custodial
costs for specialty services delivered outside of the institution, increase community safety by
reducing transports to outside facilities, and optimize availability of specialty care for facilities
where specialists in the community are not readily accessible.
(1) Institutions shall direct specialty consultations, office visits, and follow-ups to telemedicine
any time the institution does not have medical specialists or consultants available onsite to conduct
Text of Adopted Regulations – NCHCR 19-02

March 25, 2020

56

those encounters and when the clinical nature of the service does not warrant an in-person
encounter.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
Article 8. Pharmacy
New section 3999.380 is adopted to read:
3999.380. Pharmacy Services.
(a) The pharmacy shall be open a minimum of five days per week (Monday through Friday,
except for holidays) for at least eight hours per day.
(b) Pharmacy services shall be available after normal business hours to ensure that critical
information and medication are available on a 24-hour basis.
(c) Prescribers shall be allowed to change therapy, and the patient shall be notified of the change.
(d) Each pharmacy shall maintain a quality assurance program to document and assess pharmacyrelated medication errors.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.381 is adopted to read:
3999.381. Rescue Medications.
(a) All prescribed self-administered rescue medications including, but not limited to,
nitroglycerin sublingual tablets and bronchial inhalers, shall be available to patients at all times.
(1) In inpatient areas, medications shall not be kept at the patient’s bedside except for prescribed
self-administered rescue medications on order of a health care provider.
(A) Prior to prescribing any medication to be allowed at bedside, health care providers shall
evaluate the patient’s mental and physical capacity to self-administer medication.
(B) Nursing staff shall instruct the patient on the proper use and storage of the medications.
(2) In outpatient housing areas, including restricted housing, prescribed rescue medications shall
be provided as Keep-on-Person to all patients.
(A) Health care providers or nursing staff shall instruct the patient on the proper use and storage
of the medication at each chronic care visit as indicated and on request when the medication is
provided to the patient.
1. The patient’s ability to self-administer rescue medication shall be re-evaluated at each visit, a
mental health referral made as indicated, and treatment adjusted accordingly.
2. Rescue medications may only be provided as Nurse Administered when a medical provider
finds there is clinical justification to do so including, but not limited to, physical/mental inability
to self-administer or danger to self.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
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New section 3999.382 is adopted to read:
3999.382. Investigational Medications.
(a) The Department shall allow the use of investigational medications if:
(1) The investigational medication is medically necessary and is only available through an
investigational treatment protocol.
(2) The investigational protocol is used (active drug, not placebo).
(3) Drug information about the investigational medication is acquired by the physician and
distributed to the pharmacy and nursing staff.
(4) The nonformulary medication process is followed.
(5) The investigational medication is administered as Directly Observed Therapy medication.
(6) The investigational medication is included in the patient’s medication profile.
(7) The physician obtains informed consent from the patient prior to prescribing the
investigational medication.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 312, Code of Federal
Regulations; Sections 3500 – 3524 3502.5 and 5054, Penal Code; and Plata v. Newsom (No. C011351 JST), U.S. District Court, Northern District of California.
New section 3999.383 is adopted to read:
3999.383. Medication Brought into California Department of Corrections and Rehabilitation
by a Patient.
(a) When a patient from an outside facility (e.g., community hospital, clinic, physician’s office)
arrives in the outpatient or licensed inpatient area of a California Department of Corrections and
Rehabilitation (CDCR) institution with outside medication, a physician shall assess the
appropriateness of the medication, determine the availability of a formulary alternative, if
indicated, and write a medication order for the continuance of medication brought into the
institution.
(b) Outside medications shall be used for a patient only after the medications have been examined
and positively identified upon admission to an outpatient or a licensed inpatient setting within
CDCR by a physician or pharmacist and ordered and approved for use by a Primary Care Provider
or psychiatrist if it is a psychotropic medication.
(c) Outside medication must be Directly Observed Therapy or Nurse Administered unless
specifically approved by a physician.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.384 is adopted to read:
3999.384. Handling of Confiscated Medications.
(a) Medication found in the possession of a patient which meets the criteria below shall be
confiscated:
(1) Prescription medications found outside of an approved container.
(2) Medication where the prescription is past the “stop date” on the label.
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(3) A mixture of medications in any labeled or unlabeled container.
(4) Prescription medications which are not prescribed to the patient.
(5) Unauthorized medications from an outside source.
(6) Over-the-counter medications which are not in consumer-ready packaging or otherwise
properly labeled by pharmacy.
(7) Any medications which are expired and/or adulterated.
(8) Medications not used as prescribed, including, but not limited to:
(A) Medications passed to other patients or inmates.
(B) Alterations of an inhaler or other medication container.
(C) Hoarded.
(D) Crushed or altered.
(b) Approved medication containers shall bear a California Department of Corrections and
Rehabilitation (CDCR) pharmacy label which lists:
(1) Patient name.
(2) CDCR number.
(3) Name of the medication as well as strength, dosing instructions, and quantity supplied.
(4) “Stop date” of the medication order.
(c) Nursing staff may return confiscated medications to the patient if all of the following criteria
are met:
(1) The medication was found in an approved container as referenced in subsection (b).
(2) The contents of the container were verified by a pharmacist to be accurate according to the
label on the container.
(3) There is an active order in the patient’s health record for the medication.
(4) There is no evidence of hoarding.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Section
4076, Business and Professions Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District
Court, Northern District of California.
New section 3999.385 is adopted to read:
3999.385 Floor Stock Orders.
(a) Licensed units and health care treatment areas shall have a limited supply of floor stock
medications for immediate administration to ensure timely availability of medications for
urgent/emergent administration.
(1) Health care treatment areas which are not licensed units shall only maintain rescue
medications needed for urgent/emergent use and routine vaccines.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
Article 9. Durable Medical Equipment/Supplies and Accommodations
New section 3999.390 is adopted to read:
3999.390. Durable Medical Equipment and Medical Supplies.
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(a) The Department shall provide Durable Medical Equipment (DME) and medical supplies to
patients as medically necessary to ensure patients have equal access to prison services, programs,
and activities.
(b) Patients shall not have the option to order DME from third party vendors.
(c) Timeframes for delivery of prescribed DME, including nonformulary requests, and medical
supplies are as follows:
(1) Same day.
(2) Expedited: within five calendar days.
(3) High priority: within 14 calendar days.
(4) Routine: within 90 calendar days.
(5) For patients returning to institutions from hospitals, medically necessary DME shall be
available upon arrival at the institution.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code;
Armstrong Remedial Plan. Armstrong v. Newsom (No. C94-2307 CW), U.S. District Court,
Northern District of California; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court,
Northern District of California.
New section 3999.391 is adopted to read:
3999.391. Maintenance of Durable Medical Equipment and Medical Supplies.
(a) Patients shall not be financially responsible for the cost to purchase medically necessary
Durable Medical Equipment (DME).
(b) Medical supplies are provided at Department expense and at no cost to the patient.
(c) Patients may receive a temporary loan of DME when:
(1) The permanent DME is not available for use (e.g., ordered and not delivered, being repaired)
and an interim accommodation is required.
(2) The need for DME is time-limited due to the nature of the condition requiring the need for
DME (e.g., crutches during a healing fracture of the leg).
(d) When the indication for temporary DME no longer exists, the DME shall be returned in good
working condition with reasonable, expected wear and tear.
(e) Patients shall not be required to pay for temporary DME but shall be held financially
responsible for damage that is intentionally caused by the patient.
(f) Receipt, refusal, or rescinding of DME and medical supplies shall be documented on a CDCR
7536, Durable Medical Equipment and Medical Supply Receipt, and a copy provided to the patient
for each DME or medical supply provided.
(g) If a patient refuses DME, the staff that delivers the DME shall make a referral to the
requesting provider for the patient to be seen to determine and provide an appropriate interim
accommodation if needed.
(h) It is the joint responsibility of the Department and the patient to maintain all DME in good
repair and operation.
(i) Patients that have been issued DME or medical supplies shall be advised to submit a CDCR
7362, Health Care Services Request Form, or CDCR 1824, Reasonable Accommodation Request,
to discuss issues regarding the DME or medical supply.
(1) Department staff shall determine whether DME should be repaired or replaced.
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(2) The patient shall not be financially responsible for necessary repair, and replacement of DME
and parts resulting from normal use of this item.
(j) Repeated deliberate actions resulting in damage to the patient’s DME shall be treated as a
refusal of that DME.
(k) Damage to DME by another inmate shall be the responsibility of the inmate who caused the
damage.
(l) The Department shall accept liability for the loss or destruction of DME resulting from
employee action.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code;
Armstrong Remedial Plan. Armstrong v. Newsom (No. C94-2307 CW), U.S. District Court,
Northern District of California; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court,
Northern District of California.
New section 3999.392 is adopted to read:
3999.392. Patient Transfer, Release, or Parole with Durable Medical Equipment.
(a) All Durable Medical Equipment (DME) from outside of the Department arriving with a
patient to an institution shall be subject to inspection, review, and acceptance by custody for safety
and security concerns and health care staff for medical necessity.
(1) If custody staff determines a safety or security concern with a particular item of DME either
generally or in the possession of a particular patient, the Chief Medical Executive or designee shall
be consulted immediately to determine appropriate action to accommodate the patient's needs.
(b) Patients transferred from one California Department of Corrections and Rehabilitation
(CDCR) institution to another shall be allowed to maintain possession of DME and medical
supplies unless it poses a threat to safety and security as determined by custody staff and as
supported by documented evidence.
(c) Patients transferred or assigned to higher levels of security within an institution shall be
allowed to maintain possession of DME unless it poses a threat to safety and security as determined
by custody staff.
(1) If custody staff retains the DME, it shall be stored in a designated location in the unit and
provided to the patient if needed when released from their cell.
(d) Medically necessary DME shall accompany patients when transferred to any outside facility
and must accompany the patients upon return.
(e) The Department shall provide 30 days of prescribed medical supplies upon release or parole.
(f) Patient-owned DME shall accompany the patient upon release or parole.
(g) DME that is loaned or issued to the patient shall accompany the patient upon release or parole
unless a Primary Care Provider determines at the time of the release or parole that the DME is no
longer medically necessary.
(h) Pre-ordered DME received by an institution after the patient is paroled shall be forwarded to
the parole unit supervising the parolee.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code;
Armstrong Remedial Plan. Armstrong v. Newsom (No. C94-2307 CW), U.S. District Court,
Northern District of California; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court,
Northern District of California.
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New section 3999.393 is adopted to read:
3999.393. Hygiene and Miscellaneous Supplies.
(a) Hygiene supplies shall not be considered medical supplies or Durable Medical Equipment
(DME) and are not prescribed by health care staff.
(1) Patients shall request hygiene supplies from custody staff who shall be responsible for
distribution of requested supplies.
(b) Mobility, hearing, and vision-impaired disability identification vests are miscellaneous
supplies that are included as standard items of DME. Disability identification vests shall be
prescribed, purchased, and issued by health care staff.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code;
Armstrong Remedial Plan. Armstrong v. Newsom (No. C94-2307 CW), U.S. District Court,
Northern District of California; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court,
Northern District of California.
New section 3999.394 is adopted to read:
3999.394. Comprehensive Accommodation.
(a) The Department shall provide medically necessary accommodations to patients to ensure
equal access to prison services, programs, and activities.
(b) The following are not medically necessary accommodations and shall not be ordered by health
care staff:
(1) Bedding including standard-issued custody mattresses, extra pillows, and blankets.
(2) Housing including single cells, cell housing and dormitory housing, except for control of
infectious disease or for mental health reasons as recommended by a Mental Health
Interdisciplinary Treatment Team.
(3) Clothing; shoes, including tennis shoes, with the exception of physician-ordered orthotic
shoes; specific sizes of clothing; thermal underwear; hats; and long-sleeved shirts.
(4) Shower chairs.
(5) Extra toilet paper.
(c) Patients shall request an accommodation by using the process for requesting health care
services or the process for requesting a disability accommodation.
(d) A Primary Care Provider (PCP) may initiate a request for an accommodation based on medical
necessity.
(e) Custody or other staff may refer the patient for consideration of an accommodation.
(f) Specialty providers may provide recommendations for an accommodation through
consultation reports to be evaluated by the PCP.
(g) Accommodations designated as permanent do not require further review or renewal but may
be revised or removed by the PCP as indicated by the patient’s status.
(h) Temporary accommodations shall remain in force until the documented timeframe has
expired.
(i) The accommodation remains valid and in force, if clinically indicated, even if the patient
transfers to a different institution.
(j) A copy of the accommodation chrono shall be provided to the patient.
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NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code;
Armstrong v. Newsom (No. C94-2307 CW), U.S. District Court, Northern District of California;
and Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.396 is adopted to read:
3999.396. Reading Glasses.
(a) The Department shall provide and distribute approved reading glasses through the inmate
canteen services system process without cost to the patient or a need for a health care providers’
prescription.
(b) Patients in the Reception Center shall have access to reading glasses through the canteen
within 30 calendar days of arrival.
(c) Patients unable to receive their reading glasses during the first canteen draw shall be allowed
to receive their reading glasses during open line of the current month.
(1) If a patient loses canteen privileges as the result of a serious disciplinary hearing, the patient
shall not be excluded from obtaining reading glasses.
(d) Reading glasses shall be considered a portion of each patient’s personal property and shall
not be exempted from the property volume restrictions specified in the Authorized Personal
Property Schedule.
(e) If a clinician determines that a specific patient does not possess the ability to utilize reading
glasses responsibly and/or safely, the patient shall be restricted from access to any reading glasses
deemed unsafe in their professional opinion.
(f) If custody places a restriction for safety and security reasons it must be supported by a guilty
finding in a disciplinary hearing for a serious rule violation involving the misuse of reading glasses.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code;
Armstrong Remedial Plan. Armstrong v. Newsom (No. C94-2307 CW), U.S. District Court,
Northern District of California and Plata v. Newsom (No. C01-1351 JST), U.S. District Court,
Northern District of California.
Article 10. Emergency Medical Response
New section 3999.400 is adopted to read:
3999.400. Emergency Medical Response.
(a) The California Department of Corrections and Rehabilitation (CDCR) shall ensure that
medically necessary emergency medical response, treatment, and transportation is available, and
provided 24 hours per day to patients, employees, contract staff, volunteers, and visitors.
(b) Material and equipment required for patient support during a medical emergency shall be
available and operational at all times at every Triage and Treatment Area and licensed inpatient
unit.
(c) Patients may request medical attention for urgent/emergent health care needs from any CDCR
employee. The employee shall, in all instances, notify health care staff without delay. Direct
contact with the patient by a Registered Nurse (RN), Advanced Practice Provider, or physician,
either in person or by telephone, shall be provided for all patients requesting urgent/emergent
medical attention or who are referred by staff.
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(d) Preservation of a crime scene shall not preclude or interfere with the delivery of emergency
medical care.
(e) Custody requirements shall not delay medical care during a medical emergency unless the
safety of staff, patients, or the general public would be compromised.
(f) At least one RN shall be available on-site at each institution 24 hours a day, 7 days a week for
emergency health care.
(g) A Medical Provider On-Call shall be available 24 hours a day, 7 days a week to provide
consultation and on-site care as necessary.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.401 is adopted to read:
3999.401. Response and Treatment.
(a) A First Responder shall:
(1) Evaluate the situation and initiate appropriate First Aid and/or Basic Life Support measures.
(2) Immediately notify health care staff of a possible medical emergency and summon the
appropriate level of assistance.
(3) Inform the health care staff of the nature of the emergency and the general status of the patient
including, but not limited to, whether the patient is conscious, breathing, bleeding, or other
observable patient conditions and complaints.
(4) Immediately initiate Cardiopulmonary Resuscitation if appropriate.
(5) Initiate community Emergency Medical Services activation if necessary.
(b) All peace officers who respond to a medical emergency shall provide immediate life support
until medical staff arrives to continue life support measures.
(c) The Health Care First Responder shall begin medical treatment and assume responsibility for
directing any medical care already in progress.
(d) The official pronouncement of death is the responsibility of the physician or Advanced
Practice Provider.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
Article 11. Public Health
New section 3999.410 is adopted to read:
3999.410. Disease and Virus Testing.
(a) Human Immunodeficiency Virus (HIV) antibody testing. The California Department of
Corrections and Rehabilitation (CDCR) shall provide HIV testing of patients in compliance with
applicable state law. HIV testing shall be routinely provided to all patients upon entry or reentry
to CDCR, unless the patient declines. HIV testing shall also be provided at the patient’s request
throughout incarceration but not more frequently than once a month unless recommended by a
clinician. HIV testing shall also be provided during health care encounters when recommended by
a clinician.
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(1) Prior to testing for HIV, the patient shall be:
(A) Provided information about the test.
(B) Informed that there are numerous treatment options available for a patient who tests positive
for HIV.
(C) Informed that a person who tests negative for HIV should continue to be routinely tested.
(2) Patients with a positive HIV test result shall be notified confidentially in person of the results
by a health care provider and referred for initial evaluation and treatment.
(3) Patients with a negative result may receive information in person or through confidential
written notification that does not specify the test.
(b) Coccidioidomycosis Skin Test (CST) screening, administration, and evaluation shall be
provided to identify a patient’s risk for contracting coccidioidomycosis (cocci). Patients who
decline the CST shall continue to be educated about the benefits of testing. Patients with a
documented positive CST result shall not be re-tested. Patients who decline the CST may be
medically restricted from the Cocci 2 area based on other criteria.
(1) The CST shall be offered to male patients:
(A) 18 to 64 years of age, upon entry or reentry to the CDCR.
(B) Designated as high priority for testing.
(C) That have not been offered the CST.
(D) That have consented to the CST, but have not been tested or had an incomplete test.
(E) Upon request throughout incarceration but not more frequently than once a month unless
recommended by a clinician.
(F) During health care encounters when recommended by a clinician.
(2) Prior to administration of a CST, educational information shall be provided.
(3) Patients shall be screened by licensed nursing staff prior to administration of the CST.
(4) Consent or declination.
(A) Consent for the CST shall be incorporated into the general informed consent for medical
diagnostic services. If a patient declines the test, the health care provider shall document the refusal
in the health record using the CDCR 7551, Administration or Declination of Coccidioidomycosis
Screening.
(B) Patients who have declined, were not offered, or did not complete testing may request a CST
using a CDCR 7362, Health Care Services Request Form.
1. Within a week of receipt of the CDCR 7362, a clinic nurse shall counsel the patient about the
test and the meaning of the results, place and read the CST.
(5) The CST shall be read within 44 to 52 hours.
(A) Patients with a negative CST shall be advised that they will be medically restricted from the
Cocci 2 area unless they have a documented history of cocci disease.
(B) The Public Health Nurse shall only be required to provide education once to patients who
initially declined the CST.
(c) The Department shall maintain a process for management of patients with Hepatitis C virus
(HCV) to ensure they receive proper treatment and monitoring.
(1) Testing of patients for HCV is voluntary, except in certain circumstances provided by law.
(2) Testing for HCV infection may be requested by a patient or recommended by a clinician based
on the patient’s history of high risk behavior, exposure, or evidence of possible liver disease.
(da) The CDCR shall assess, screen, treat, and contain Tuberculosis (TB).
(1) Reception Centers. Patients shall be immediately screened for TB symptoms upon arrival at
the Reception Center (RC) as part of the RC screening process.
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(A) Asymptomatic patients with a prior negative Interferon-Gamma Release Assays (IGRA) test,
negative Tuberculin Skin Test (TST), or unknown or inadequate documentation of TB infection
status shall have an IGRA test drawn at the RC.
1. Asymptomatic patients known to be HIV infected shall also receive a chest X-Ray within 72
hours of arrival unless their records contain documentation of a normal or stable chest X-Ray
within the preceding 30 days. The chest X-Ray shall be read within 24 hours. Any HIV infected
patient with a chest X-Ray abnormality that cannot be documented as stable for 60 or more days
by previous records, shall be isolated and evaluated by a clinician even if asymptomatic.
(B) Patients with signs or symptoms of TB shall wear a surgical mask and be sent to the Triage
and Treatment Area to be evaluated for active TB disease.
(C) Patients with written documentation of a positive IGRA test or a positive TST with a written
record of a positive interpretation shall:
1. Within 72 hours of arrival at an RC, have a chest X-Ray and further workup as clinically
indicated to rule out TB disease.
2. Have a repeat chest X-Ray, if the prior chest X-Ray was taken more than six months before
entry or re-entry into CDCR.
(D) Patients with a history of prior TB disease shall be evaluated by a health care provider and
should have a baseline chest X-Ray.
(2) Patients arriving at a CDCR institution shall immediately receive symptom screening pursuant
to subsection (da)(1) for TB disease as part of the transfer screening process. This includes patients
who are transferred between CDCR institutions, who return from out-to-court, who return from a
higher level of care, or who are short stay (enroute/layover) patients with no known recent
exposure to an active TB patient.
(3) Annual and other periodic screening. Patients housed in a CDCR institution shall receive a
TB evaluation annually. In addition, a patient may receive periodic screenings based on the status
of TB infection treatment.
(A) All patients shall be educated about TB infection and disease.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Sections 5008.2, 5054, and 75707576, Penal Code; Section 121060, Health and Safety Code; and Plata v. Newsom (No. C01-1351
JST), U.S. District Court, Northern District of California.
New section 3999.411 is adopted to read:
3999.411. Waiver of Disease and Virus Screening.
(a) Coccidioidomycosis Waiver. Patients who are medically restricted from the
Coccidioidomycosis (Cocci) 2 area, who are not medical high risk and do not have a negative cocci
skin test are permitted to waive the medical restriction from residence in the Cocci 2 area.
(1) Patients meeting these criteria may waive their medical restriction at any time and may do so
regardless of their current housing location.
(2) Waivers for medical restrictions from the Cocci 2 area shall become invalid when patients
either have a negative cocci skin test or become medical high risk.
(3) Patients with a history of cocci are not restricted from residing in the Cocci 2 area and thus
do not need to sign waivers to reside in the Cocci 2 area.
(4) Patients requesting a waiver of the medical restriction from the Cocci 2 Area shall be
scheduled for an evaluation by a health care provider.
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(5) At the encounter, patient education and information regarding the health care risks of waiving
the medical restriction, including the risk of morbidity and mortality from cocci exposure, shall be
discussed.
(6) If the patient still wishes to waive the medical restriction at the conclusion of the encounter,
the health care provider shall complete the CDCR 128-C ASP and PVSP, Coccidioidomycosis
Waiver, and provide a copy to the patient.
(7) All waivers shall be honored until rescinded by the patient or until the patient develops a
condition which prevents medical restriction from the Cocci 2 area from being waived.
(A) Patients shall be transferred to an intermediate institution out of the Cocci 2 area within 60
business days from the date the patient rescinds the waiver.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
Article 12. Palliative and Hospice Care
New section 3999.415 is adopted to read:
3999.415. Palliative Care and Treatment.
(a) The Department shall provide palliative care and treatment when the patient’s terminal
condition results in pain or disability to such an extent that the Primary Care Provider (PCP) and
the patient determine that only palliation shall be provided pursuant to section 3999.200.
(b) Criteria for hospice admission are as follows:
(1) The hospice PCP or Chief Medical Executive or designee certifies a prognosis of six months
or less if the disease follows its expected course.
(2) The patient or designated legal representative agrees to palliative goals/philosophy of hospice
services.
(3) The custody level is appropriate and there cannot be any other precluding custody
considerations.
(4) The hospice has the ability to meet the needs of the patient according to the level and intensity
of care required.
(5) The patient follows safety measures and the plan for medical and non-medical emergencies.
(c) Patients receiving palliative care shall continue to receive medically necessary treatment for
other medical conditions that may occur or coexist, such as injuries, infections, and chronic
conditions (e.g., hypertension, diabetes).
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
Article 13. Inmate Deaths
New section 3999.418 is adopted to read:
3999.418. Inmate Death Reporting.
(a) All patient deaths shall be reported to headquarters regardless of whether the death occurred:
(1) On institution grounds.
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(2) In a fire camp.
(3) At a contracted facility.
(4) While out-to-court and housed in a county facility.
(5) In an outside hospital.
(6) In a Skilled Nursing Facility or other long-term care facility.
(b) Patient deaths are not required to be reported from:
(1) Sacramento Central Office.
(2) Western Interstate Conference Compact.
(3) Parole, including medical parole.
(4) Compassionate release.
(c) The Chief Medical Executive and Chief Nursing Executive, or their designee(s), shall submit
an initial report to headquarters within five calendar days of the date of death summarizing the
health care provided to the deceased while in their institution.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.419 is adopted to read:
3999.419. Inmate Death Records.
(a) The Department shall ensure that federal and state privacy protections apply to a deceased
patient’s Protected Health Information. These protections require the release of records to those
people either appointed by the patient or who are deemed a personal representative by state law.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Sections
3200-3212, Probate Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court,
Northern District of California.
Subchapter 4. Special Circumstances
Article 1. Health Care
New section 3999.427 is adopted to read:
3999.427. Hunger Strike.
(a) Inmates who are participating in an individual or mass organized hunger strike shall be
provided health care (including assessment, monitoring, and treatment) regardless of the reason
for their strike.
(b) The Warden or designee and Chief Executive Officer (health care) or designee shall determine
when a mass organized hunger strike exists.
(c) Response to hunger strikes.
(1) Health care staff shall not prescribe meal replacements, including milk, juice, or nutritional
supplements to patients participating in a hunger strike unless medically necessary.
(2) Designated licensed health care staff shall observe all participants daily and determine any
need for immediate medical attention.

Text of Adopted Regulations – NCHCR 19-02

March 25, 2020

68

(3) When custody staff identifies an inmate as a participant in a hunger strike, staff shall adhere
to the following timelines:
(A) Within 24 hours, health care staff shall notify each participant in a mass hunger strike that
they are eligible for sick call evaluations during the hunger strike.
(B) Within 72 hours, mental health staff shall conduct a mental health evaluation for patients in
the Mental Health Services Delivery System (MHSDS) or Developmental Disability Program
(DDP). After the initial 72-hour evaluation, patients in the MHSDS or DDP shall have a mental
health evaluation scheduled at least every 14 calendar days.
(C) Within seven calendar days, the participant shall be scheduled for a face-to-face triage
assessment by a Registered Nurse who shall provide education on the adverse effects and risks of
fasting and the refeeding syndrome.
(D) After 14 calendar days, and at least weekly thereafter, health care staff shall schedule
identified participant(s) (even if not in a high-risk group) for a Primary Care Provider visit which
will include a Body Mass Index determination.
(E) After 21 calendar days, participant(s) shall be provided with written information about
advance directives including, but not limited to, the following forms; CDCR 7421, Advance
Directive for Health Care, and CDCR 7465, Physician Orders for Life-Sustaining Treatment
(POLST).
(d) A hunger strike participant may not refuse placement or housing for medical needs.
(e) Informed refusal.
(1) The participant shall receive information about their medical condition, the proposed course
of treatment (including nutrition support), and their prospects for recovery. If the participant
refuses recommended medical care, the participant shall be asked to sign a CDCR 7225, Refusal
of Examination and/or Treatment, and complete a POLST to delineate the care they will accept.
(2) Health care staff shall grant participants autonomy in health care decisions.
(A) If the participant refuses to indicate their wishes regarding medical management including
questions of refeeding and resuscitation if required, then all necessary interventions including
artificial nutrition to protect life and limb shall be carried out.
(B) If the participant is deemed unable to give informed consent as defined in section 3999.203,
the Department shall obtain a court order to treat the participant.
(3) Health care staff shall not participate in forced feeding of patients.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Sections
3200-3212, Probate Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court,
Northern District of California.
New section 3999.428 is adopted to read:
3999.428. Hygiene Intervention.
(a) The DepartmentHealth care staff shall evaluate patients who are identified, reported, and
documented by any staff member as having poor hygiene or whose hygiene compromises the
sanitation of their personal and immediate housing area.
(b) Any staff who observes a patient displaying behavior such as refusing to shower, fecal
smearing, urinating on the floor, food smearing, or other similar behavior shall notify the facility
clinic Registered Nurse (RN) or Triage and Treatment Area RN.
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(c) The RN or designee shall conduct an evaluation within one business day of notification and
shall refer the patient to a physician or mental health clinician if indicated.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.430 is adopted to read:
3999.430. Controlled Use of Force Medical Evaluations.
(a) A Primary Care Provider, Licensed Mental Health Practitioner, or Licensed Nursing Staff
(LNS) shall be notified by custody staff prior to controlled use of force, including, but not limited
to, chemical agents.
(b) Prior to the controlled use of force pursuant to section 3268(i), the LNS shall review the
patient’s health record, identify, and document any medical or psychiatric condition or disability
which may predispose a patient to increased risk of an adverse outcome from exposure to chemical
agents. LNS shall immediately contact the Incident Commander and explain the medical risks if
chemical agents are used.
(c) Controlled use of force shall not be accomplished without the physical presence of LNS to
facilitate an immediate medical response.
(d) Health care staff shall perform medical evaluations of all patients involved in an assault, cell
extraction, or use of force including, but not limited to, necessary medical care, decontamination
advice, and monitoring of patients who refuse decontamination from chemical agents and/or
referrals following controlled use of force pursuant to section 3268(l).
(1) Monitoring shall occur at least three times, every 15 minutes, for no less than 45 minutes,
starting from the time the patient was last exposed to chemical agents.
(e) In all situations that may require controlled use of force, mental health shall be consulted. A
Licensed Mental Health Practitioner shall evaluate the patient and provide intervention, as
appropriate, during a cool down period.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; and
Plata v. Newsom (No. C01-1351 JST), U.S. District Court, Northern District of California.
New section 3999.431 is adopted to read:
3999.431. Foreign Body Exams and Contraband Surveillance.
(a) The DepartmentA licensed medical providers shall order a medical imaging foreign body
examination when medically necessary.
(1) All clothing (except shorts) and jewelry shall be removed from the patient.
(b) Patients undergoing Contraband Surveillance Watch (CSW) shall be provided clinical
observation, assessment, and management.
(1) An initial nursing assessment shall be performed by a Registered Nurse (RN) and documented
in the patient’s health record.
(2) Patients with normal vital signs, no complaints, and no physical findings may be released to
CSW housing. All other patients shall be referred to a licensed medical provider for further
assessment and orders.
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(3) The licensed medical provider shall determine any health care risks or special
accommodations needed for CSW, including possible placement in a medical bed.
(4) All patients placed on CSW shall be provided written and verbal information informing them
of the risks of ingesting and/or inserting contraband as well as recommendations for elimination
of such item(s).
(5) During the course of the CSW, if custody staff observes a decline in the patient’s health, or
believes that the patient’s health is affected by the concealed contraband, medical personnelhealth
care staff shall be immediately contacted to reassess the patient’s condition.
(6) For the duration of the CSW, cell front observation shall be performed on second watch by
nursing staff daily.
(A) Patients with physical complaints or abnormal physical findings during the RN assessment
shall be referred to a licensed medical provider for further evaluation and orders.
(B) If a licensed medical provider determines evaluation is required more frequently than once
per day, the patient shall be placed in a medical bed.
(c) A patient may refuse an examination or diagnostic test study (e.g., X-Ray for contraband)
when ordered or recommended by a licensed medical provider. Medical Health care staff shall not
perform a diagnostic examination without the cooperation of the patient. The refusal shall be
documented and filed in the patient’s health record.
(1) Custody staff may seek a court order for the patient to comply, if the patient refuses the
examination or diagnostic test study recommended by the licensed medical provider or an
examination was not ordered by a licensed medical provider due to the absence of a medical
indication for the study.
(2) When obtained, a copy of the court order to compel the patient to comply with the examination
or diagnostic study must be provided to medical health care staff.
(3) Refusal to comply with a court-ordered examination shall be managed by custody staff.
NOTE: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code; Sections
3200-3212, Probate Code; and Plata v. Newsom (No. C01-1351 JST), U.S. District Court,
Northern District of California.
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FINAL TEXT OF REGULATIONS
In the following, strikethrough indicates deleted text and underline indicates added,
amended, or moved text.
California Code of Regulations, Title 15, Division 3, Adult Institutions, Programs, and Parole
Chapter 1. Rules and Regulations of Adult Operations and Programs
Subchapter 4. General Institution Regulations
Article 8. Medical and Dental Services
Section 3352 is repealed:
3352. Institutional Utilization Management Committee.
(a) An Institutional Utilization Management (IUM) committee shall be established within each
facility. The committee shall meet as often as necessary to approve or disapprove requests for
medical services otherwise excluded by these regulations, review and manage referrals for
specialty medical services, review and manage institutional and community hospital bed usage,
review other available utilization management data, and report requested utilization management
data to the Headquarters Utilization Management (HUM) committee. Committee decisions
concerning the approval or disapproval of requests for medical services shall be rendered within
21 calendar days of the request of the treating physician.
(b) The committee shall:
(1) Consist of, but not be limited to, representatives from the health care staff of each institution.
(2) consist of not less than three staff physicians.
(c) Committee decisions concerning the approval or disapproval of requests for medical services
otherwise excluded by these regulations shall be based on criteria established in Section 3350.1(d).
Only licensed physicians may vote on the approval or disapproval of a request for medical services.
Committee decisions shall be documented in the inmate's health record. Those cases that receive
committee approval, shall be forwarded along with all supporting documentation to the HUM
committee. The treating physician shall notify the inmate of the committee's decision.
Note: Authority cited: Section 5058, Penal Code. Reference: Sections 5023.2 and 5054, Penal
Code; and Perez, et al. v. Cate, et al., USDC no. 3:05-cv-05241-JSW (No. Cal.).
Section 3352.1 is repealed:
3352.1. Headquarters Utilization Management Committee.
(a) The Headquarters Utilization Management (HUM) committee shall meet as often as necessary
to review cases approved by the Institutional Utilization Management (IUM) committee for
otherwise excluded medical services, develop objective, evidence-based medical necessity criteria
and utilization guidelines, provide oversight of referrals to specialty medical services, provide
oversight of community hospital bed usage, develop case management processes for high medical
risk and high medical cost patients, and develop policies and procedures to ensure statewide
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employment of a utilization management program. HUM committee decisions concerning the
approval or disapproval of requests for medical services otherwise excluded by these regulations
shall be based on criteria established in Section 3350.1(d).
(b) The HUM committee shall consist of, but not be limited to, the following:
(1) Deputy Director, Healthcare Operations or their designee.
(2) Statewide Medical Executive, or their designee.
(3) Deputy Medical Executive, Utilization Management,
(4) Physician representatives.
(5) Nursing representatives.
(6) Mental health representatives.
(c) Only licensed physicians may vote on decisions to approve or deny a request for an excluded
service. Committee decisions concerning the approval or disapproval of requests for medical
services shall be rendered within 60 calendar days of the initial request from the treating physician.
All decisions shall be documented in the inmate's health record. The treating physician shall notify
the inmate of the committee's decision regarding medical services.
Note: Authority cited: Section 5058, Penal Code. Reference: Sections 5023.2 and 5054, Penal
Code; and Perez, et al. v. Cate, et al., USDC no. 3:05-cv-05241-JSW (No. Cal.).
Section 3355 is repealed:
3355. Health Care Examinations.
(a) Initial Examination. Every person newly committed or returned to the custody of the Secretary
of the California Department of Corrections and Rehabilitation shall be examined by health care
staff for contagious diseases, illness, or other health conditions within 24 hours of arrival. In
addition, female inmates will also be screened for pregnancy.
(b) Transfers. Inmates received on transfer from other facilities shall be interviewed by health
care staff at the receiving facility within 24 hours of arrival. The health record of each new arrival
shall be reviewed to determine the need for previously prescribed medications or continuing
treatment for unusual or chronic health problems. Sending facility health care staff shall notify the
receiving facility and any anticipated layover facilities regarding any inmate's need, as in the case
of diabetics, for maintenance medications while en route and after arrival.
Note: Authority cited: Section 5058, Penal Code. Reference: Section 5054, Penal Code.
Sections 3355.2 is repealed:
3355.2. Treatment for Pregnant Inmates.
(a) Inmates identified as possibly being pregnant during the initial health examination will be
scheduled for laboratory work to verify the pregnancy within three business days of arrival at the
institution.
(b) Confirmed pregnant inmates, within seven days of arrival at the institution, will be scheduled
for an obstetrics (OB) examination by an Obstetrical Physician or Obstetrical Nurse Practitioner
(NP) wherein:
(1) A term of pregnancy and a plan of care will be determined.
(2) Diagnostic studies will be ordered, if needed.
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(c) Pregnant inmates shall be scheduled OB visits as follows, unless otherwise indicated by the
OB physician or NP:
(1) Every 4 weeks in the first trimester up to 24-26 weeks gestation.
(2) Every 3 weeks thereafter up to 30 weeks gestation.
(3) Every 2 weeks thereafter up to 36 weeks gestation.
(4) Weekly after 36 weeks up to delivery.
(d) Pregnant inmates housed in a multi-tier housing unit will be issued a CDC Form 7410 (Rev.
08/04), Comprehensive Accommodation Chrono, which is incorporated by reference, for lower
bunk and lower tier housing.
(e) Pregnant inmates who have used heroin within three days prior to incarceration, either by her
own admission or written documentation by a parole agent, or are currently receiving methadone
treatment, shall be enrolled in the Methadone Maintenance Program and recommended for
immediate transfer to the California Institution for Women.
(f) Community treatment programs. Any community treatment program developed for eligible
pregnant and/or parenting female inmates in addition to the Family Foundations Program, shall
include, but not be limited to:
(1) Prenatal care.
(2) Access to prenatal vitamins.
(3) Childbirth education.
(4) Infant care.
(g) Any inmate who gives birth after her receipt by the Department shall be provided notice of,
and a written application for, a community treatment program. At a minimum, the notice shall
contain:
(1) Guidelines for qualification.
(2) Timeframe for application.
(3) Process for appealing a denial of admittance.
(h) A pregnant inmate who is not eligible for a community treatment program shall have access
to complete prenatal health care, which shall include:
(1) A balanced, nutritious diet per subsection 3050(a).
(2) Prenatal and postpartum information and health care, including, but not limited to, necessary
vitamins as prescribed by a doctor.
(3) Information pertaining to childbirth education and infant care.
(4) Dental care pursuant to subsection 3355.1(c).
(i) Each pregnant inmate shall be referred to a Medical Social Worker. The Medical Social
Worker shall:
(1) Discuss with the inmate, the options available for the placement and care of the child after
delivery.
(2) Assist the pregnant inmate with access to a phone in order to contact relatives regarding
newborn placement.
(3) Oversee the placement of the newborn child.
(j) A pregnant inmate may be temporarily taken to a hospital outside the institution for the
purposes of childbirth and shall be transported in the least restrictive way pursuant to the rules
provided in subsections 3268.2(b) and (d). A pregnant inmate in labor shall be treated as an
emergency and shall be transported via ambulance to the outside facility, accompanied by custody
staff.
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(k) A pregnant inmate may elect to have a support person present during child birth. The support
person may be an approved visitor or the institution's staff designated to assist with prenatal, labor
and postpartum care. The approval for the support person will be made by the institution's Warden
or designee. If a pregnant inmate's request for an elected support person is denied, reason for the
denial shall be provided in writing to the inmate within 15 working days of receipt of the request.
The written denial must address the safety/security concerns for the inmate, infant, public, and/or
staff. Upon receipt of a written denial, the pregnant inmate may then choose the approved
institution staff to act as the support person.
(l) Postpartum care. Upon return to the institution, any inmate who delivers a child via C-Section,
shall be admitted to the Outpatient Hospital Unit (OHU) or Correctional Treatment Center (CTC).
Any inmate who delivers a child vaginally shall be assessed in the Triage and Treatment Area
(TTA) to determine the appropriate housing and to initiate postpartum care.
(1) Orders for routine postpartum care shall be initiated by the Registered Nurse (RN) in the TTA,
CTC, or OHU.
(2) The Supervising Obstetrician or RN/NP shall:
(A) Determine when the inmate is cleared for housing in the general population.
(B) Complete the medical lay-in.
(3) The inmate shall have a six week postpartum examination. At the examination, the
Supervising Obstetrician or RN/NP shall determine whether the inmate may be cleared for full
duty or if medical restrictions are still warranted.
Note: Authority cited: Section 5058, Penal Code. Reference: Sections 3419, 3423, 3424, 5007.7
and 5054, Penal Code.
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STATE OF CALIFORNIA

DEPARTMENT OF CORRECTIONS AND REHABILITATION

REASONABLE ACCOMMODATION REQUEST
CDCR 1824 (Rev. 09/17)

Page 1 of 1

INSTITUTION (Staff use only)

LOG NUMBER (Staff Use Only)

DATE RECEIVED BY STAFF:

***********TALK TO STAFF IF YOU HAVE AN EMERGENCY***********
DO NOT use a CDCR 1824 to request health care or to appeal a health care decision. This
may delay your access to health care. Instead, submit a CDC 7362 or a CDCR 602-HC
INMATE’S NAME (Print)

CDCR NUMBER

ASSIGNMENT

HOUSING

INSTRUCTIONS:
• You may use this form if you have a physical or mental disability or if you believe you have a physical or mental disability.
• You may use this form to request a specific reasonable accommodation which, if approved, will enable you to access and/or
participate in a program, service or activity. You may also use this form to submit an allegation of disability-based discrimination.
• Submit this form to the Custody Appeals Office.
• The 1824 process is intended for an individual’s accommodation request. Each individual’s request requires a case-by-case review.
• The CDCR 1824 is a request process, not an appeal process. All CDCR 1824 requests will receive a response.
• If you have received an 1824 decision that you disagree with, you may submit an appeal (CDCR 602, or CDCR 602-HC if you are
disagreeing with a medical diagnosis/treatment decision).

WHAT CAN’T YOU DO / WHAT IS THE PROBLEM?

______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
______________________________________________________________________________________
WHY CAN’T YOU DO IT?

ADOPT

_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
WHAT DO YOU NEED?
_______________________________________________________________________________________________

_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
_______________________________________________________________________________
______________________________________________ (Use the back of this form if more space is needed)
DO YOU HAVE DOCUMENTS THAT DESCRIBE YOUR DISABILITY?

Yes

No

Not Sure

List and attach documents, if available:

______________________________________________________________________________________
______________________________________________________________________________________
I understand that staff have a right to interview or examine me, and my failure to cooperate may cause this request to be disapproved.
____________________________________________________________

INMATE’S SIGNATURE

______________________________

DATE SIGNED

Assistance in completing this form was provided by:
_____________________________
Last Name

_______________________
First Name

______________________________________
Signature

DEPARTMENT OF CORRECTIONS AND REHABILITATION

STATE OF CALIFORNIA

REFUSAL OF EXAMINATION AND/OR TREATMENT
CDCR 7225 (Rev. 03/19)

PAGE 1 OF 1

REFUSAL OF EXAMINATION AND / OR TREATMENT

PATIENT NAME (TYPE OR PRINT CLEARLY)

INSTITUTION

CDCR NUMBER

Having been fully informed of the risks and possible consequences involved in refusal of the
examination and/or treatment in the manner and time prescribed for me, I nevertheless refuse to accept
such examination and/or treatment. I agree to hold the Department of Corrections and Rehabilitation,
the staff of the medical department and the institution free of any responsibility for injury or
complications that may result from my refusal of this examination and/or treatment, specifically:
Describe the examination and/or treatment refused as well as the risks and benefit of the intervention:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

ADOPT

__________________________________________________________________________________________
__________________________________________________________________________________________
PATIENT SIGNATURE

DATE

NAME OF WITNESS (PRINT/TYPE)

DATE

1. Disability Code:

2. Accommodation:

3. Effective Communication:

 TABE score ≤ 4.0
 DPH  DPV  LD
 DPS  DNH
 DDP
 Not Applicable

 Additional time
 Equipment  SLI
 Louder  Slower
 Basic  Transcribe
 Other*

 Patient asked questions
 Patient summed information
Please check one:
 Not reached*  Reached
*See chrono/notes

4. Comments:

DATE

WITNESS

NAME OF WITNESS (PRINT/TYPE)
WITNESS SIGNATURE

PATIENT REFUSES TO SIGN

WITNESS SIGNATURE

DATE

CDCR #:
Last Name:
First Name:

MI:

DOB:

Unauthorized collection, creation, use, disclosure, modification or destruction of personally identifiable information and/or protected health information may subject individuals
to civil liability under applicable federal and state law.

STATE OF CALIFORNIA

ADVANCE DIRECTIVE FOR HEALTH CARE

DEPARTMENT OF CORRECTIONS AND REHABILITATION

CDCR 7421 (Rev. 06/18)

Page 1 of 7

Advance Directive for Health Care
Patient Name (Last, First, Middle): ___________________________________ Date: _____________
CDCR Number: ___________ Date of Birth __/__/____ Institution: _______________

What is an Advance Directive for Health Care?
Advance directive is a general term used for documents that traditionally include:
1. A “Power of Attorney for Health Care” which allows you to choose someone to make
medical decisions for you when you are unable to make them yourself. This person is
called your “Agent” or “Legally Recognized Decision-Maker.”
2. A “Living Will” which allows you to state your goals or desires for the type(s) of
health care you want or do not want. Also called “Instructions for Health Care Form.”
What are the parts of this form?
Part 1:
Selecting someone to speak for you. Who do you want to make decisions for
you if you are unable to make your own decisions? You may choose up to three
people or choose not to select anyone at this time.
Part 2:
What type of health care do you want if you are very sick and unable to tell
your wishes to the doctors and nurses? This usually refers to what are called
“End-of-Life” decisions. If you have a condition that is so serious that you are
dying, do you want your doctors and nurses to do everything possible to
prolong your life or do you only want treatments to keep you comfortable?
Part 3:
This allows you to choose whether or not you are willing to donate organs or
other tissues.
Part 4:
Before you sign this Advance Directive, a health care staff person must
document that you have been fully informed and understand this form. After
you sign and date the form, two people need to witness that you willingly
signed the form and completed it according to your wishes. (In rare
circumstances the form can be notarized instead of using two witnesses.)

ADOPT

After completing the form what should I do? A copy will be placed in your health record.
Keep a copy for yourself and give a copy of the advance directive for health care to any
agents or legally recognized decision-makers you have named (up to four copies). You
should talk to the person you have named as an agent or legally recognized decision-maker
to make sure that he or she understands your wishes and is willing to take the responsibility.
How long is this form valid? It does not have an expiration date, but you have the right to
cancel this advance directive for health care or amend this form at any time. Also, a copy of
this form is as effective as the original. (If you wish to amend/cancel, tell your health care
provider).
Unauthorized collection, creation, use, disclosure, modification or destruction of personally identifiable information and/or protected health information may subject
individuals to civil liability under applicable federal and state law.

Distribution: Original – Health Record, Copy Patient

STATE OF CALIFORNIA

ADVANCE DIRECTIVE FOR HEALTH CARE

DEPARTMENT OF CORRECTIONS AND REHABILITATION

CDCR 7421 (Rev. 06/18)

Page 2 of 7

PART 1: Power of Attorney for Health Care
Optional: Naming of Primary Agent/Legally Recognized Decision-Maker: I choose
the following person to make health care decisions for me in the event that I am unable to
make them myself. This person is called my agent/legally recognized
decision-maker.
I understand that this designation may be revoked by me at any time by verbal or written
instruction.
(Name of the person you choose as an agent/legally recognized decision-maker)
(Address)

(City)

(Home and/or Cell Phone)

(State)

(Zip Code)

(Work phone or a phone number of someone
who can always reach the agent/legally
recognized decision-maker)

ADOPT

Optional: Naming of First Alternate Agent/Legally Recognized Decision-Maker: If
the person named above is not willing, able, or reasonably available to make health care
decisions for me, I revoke their authority and choose the following person instead to act
as my agent/legally recognized decision-maker.
I understand that this designation may be revoked by me at any time by verbal or written
instruction.
(Name of the person you choose as the first alternate agent/legally recognized
decision-maker)
(Address)

(City)

(Home and/or Cell Phone)

(State)

(Zip Code)

(Work phone or a phone number of someone
who can always reach the agent/legally
recognized decision-maker)

Unauthorized collection, creation, use, disclosure, modification or destruction of personally identifiable information and/or protected health information may subject
individuals to civil liability under applicable federal and state law.

Distribution: Original – Health Record, Copy Patient

STATE OF CALIFORNIA

ADVANCE DIRECTIVE FOR HEALTH CARE

DEPARTMENT OF CORRECTIONS AND REHABILITATION

CDCR 7421 (Rev. 06/18)
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Optional: Naming of Second Alternate Agent/Legally Recognized Decision-Maker:
If the two persons named above are not willing, able, or reasonably available to make
health care decisions for me, I revoke their authority and choose the following person
instead to act as my agent/legally recognized decision-maker.
I understand that this designation may be revoked by me at any time by verbal or written
instruction.
(Name of the person you choose as the second alternate agent/legally recognize
decision-maker)
(Address)

(City)

(Home and/or Cell Phone)

(State)

(Zip Code)

(Work phone or a phone number of someone
who can always reach the agent/legally
recognized decision-maker)

ADOPT

Agent/Legally Recognized Decision Maker’s Authority: The person I choose to make
health care decisions for me (my agent/legally recognized decision-maker) is authorized
to make all health care decisions for me including decisions to provide, withhold, or
withdraw artificial nutrition and hydration and all other forms of health care to keep me
alive, except as I state here:
________________________________________________________________________
________________________________________________________________________
(Add additional sheets if needed)

When does my agent/legally recognized decision-maker’s authority become effective?
My agent/legally recognized decision-maker’s authority becomes effective when my
Primary Care Provider determines that I am unable to make my own health care decisions.
If I check this box □, I indicate that I want my agent/legally recognized decision-maker’s
authority to be effective immediately* (*Please see CDCR 7421, Patient Fact Sheet and
Instructions for details).
What is my agent/legally recognized decision-maker obligated to do? My agent/legally
recognized decision-maker shall make health care decisions for me in accordance with this
power of attorney for health care, any instructions or wishes I write in this form, and my
other wishes to the extent known to my agent/legally recognized decision-maker. To the
extent my wishes are unknown, my agent/legally recognized decision-maker shall make
health care decisions for me in accordance with what my agent/legally recognized
decision-maker determines to be in my best interests. In determining my best interest, my
agent/legally recognized decision-maker shall consider my personal values to the extent
known to my agent/legally recognized decision-maker.
Unauthorized collection, creation, use, disclosure, modification or destruction of personally identifiable information and/or protected health information may subject
individuals to civil liability under applicable federal and state law.
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After I die what authority does my agent/legally recognized decision-maker have? My
agent/legally recognized decision-maker is authorized to make anatomical donations,
authorize an autopsy, and direct disposition of my remains, except as I state on this form:
__________________________________________________________________________
__________________________________________________________________________
(Add additional sheets if needed)

PART 2: Instructions for Health Care (Optional – but strongly recommended)
End-of-Life Decisions: If I am suffering from a terminal condition and death is expected in
a matter of months, or if I am suffering from an irreversible condition that leaves me unable
to make decisions and life-support treatments are needed to keep me alive, I choose the
following statement as closest to my wishes: (initial A, B, or C if you agree).
________

A.

________

B.

________

C.

If I am at the end of my life as described above, I request that all
treatments other than those needed to keep me comfortable be
discontinued or not started and that my doctor allows me to die as
peacefully as possible.

ADOPT

If I am at the end of my life as described above, I request that my life be
prolonged as long as possible within the limits of generally accepted
health care standards.

Other wishes: (If you do not agree with any of the optional choices above
and wish to write your own, or if you wish to add to the instructions you
have given above, you may do so here.) I direct that:
________________________________________________________
________________________________________________________
(Add additional sheets if needed)

Relief from pain: In all cases except as I state in the following space, I direct that treatment
for alleviation of pain or discomfort be provided at all times, even if it quickens my death:
__________________________________________________________________________
__________________________________________________________________________
Specific health care instructions: (examples: will you accept blood transfusions, feeding by
a tube in your stomach, kidney dialysis, mechanical ventilation):
__________________________________________________________________________
__________________________________________________________________________

Unauthorized collection, creation, use, disclosure, modification or destruction of personally identifiable information and/or protected health information may subject
individuals to civil liability under applicable federal and state law.
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PART 3: Donation of Organs at Death (Optional)
Upon death, (check the box that applies to your wish):
(a) I give any needed organs, tissues, or parts, OR
(b) I give the following organs, tissues, or parts only. (List organs, tissues or parts
you want to donate). _____________________________________________________
(c) I choose not to donate.
My donation is for the following purposes (cross out any of the following you do not
want):
(1) Transplant
(3) Research
(2) Therapy
(4) Education
PART 4: Verification of Understanding, Signature, Witnesses
Verification of Effective Communication
(To be completed by health care staff)

ADOPT

I have met with this patient and communicated the purpose of this Advance Directive and
discussed the decisions he/she is making regarding his/her future health care and he/she:
Has no identified effective communication assistance needs and appears to understand.
Has the following effective communication need: ___________________________

(i.e., Developmental or Learning Disability, physical or mental disability impacting communication, hearing, vision, or
speech)

1. Disability Code:
 TABE score ≤ 4.0
 DPH  DPV  LD
 DPS  DNH
 DDP
 Not Applicable

2. Accommodation:
 Additional time
 Equipment  SLI
 Louder  Slower
 Basic  Transcribe
 Other*

3. Effective Communication:
 Patient asked questions
 Patient summed information
Please check one:
 Not reached*  Reached
*See chrono/notes

4. Comments:_______________________________________________________________________________

________________________________________________________________________
________________________ ____________________________ ________________
Staff Name (Print)
Staff Signature
Date

Unauthorized collection, creation, use, disclosure, modification or destruction of personally identifiable information and/or protected health information may subject
individuals to civil liability under applicable federal and state law.
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Signature of patient: Sign and date the form here:
Name (Print)

Institution

City

State

Signature

Date

Current Housing

Statement of Witnesses
“I declare under penalty of perjury under the laws of California (1) that the individual who
signed or acknowledged this advance health care directive is personally known to me, or
that the individual’s identity was proven to me by convincing evidence, (2) that the
individual signed or acknowledged this advance directive in my presence, (3) that the
individual appears to be of sound mind and under no duress, fraud or undue influence, (4)
that I am not a person appointed as an agent by this advance directive, and (5) that I am not
the individual’s health care provider, an employee of the individual’s health care provider,
the operator of a community care facility, an employee of an operator of a community care
facility, the operator of a residential care facility for the elderly, nor an employee of an
operator of a residential care facility for the elderly.”
 One witness may be a family member if available, but at least one witness must be
someone who is not related to the patient (witness 2).
 Correctional staff, other CDCR employees, or health care staff not directly involved
with the care of this patient may act as witnesses to the patient’s signature.
 As stated above, your agent may not be a witness.

ADOPT

Witness 1 Signature:

Name (Print):

Title:

Date:

"I further declare under penalty of perjury under the laws of California that I am not related
to the individual executing this advance directive for health care by blood, marriage, or
adoption, and, to the best of my knowledge, I am not entitled to any part of the individual's
estate upon his or her death under a will now existing or by operation of law."
Witness 2 Signature:

Name (Print):

Title:

Date:

Unauthorized collection, creation, use, disclosure, modification or destruction of personally identifiable information and/or protected health information may subject
individuals to civil liability under applicable federal and state law.
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Notary: In unusual circumstances a notary may be used to verify the signature of the patient.
If so, please see below.
Notary - Not required if two witnesses have signed document
In unusual circumstances, such as two witnesses are not available, a notary may be used to
verify the patient’s signature on this document.
Notary Public - State of California
County of _____________________
On _______________________ before me, _________________________________
(Insert the name of the notary public)
personally appeared __________________________________________________,
(Insert the name of the principal)
personally known to me (or proved to me on the basis of satisfactory evidence) to be the
person whose name is subscribed to the within instrument and acknowledged that he/she
executed the same in his/her authorized capacity and that by his/her signature on the
instrument the person upon behalf of which the person acted, executed the instrument.

ADOPT

WITNESS my hand and official seal.

NOTARY SEAL ____________________________________
(Signature of notary)

Statement of Patient Advocate or Ombudsman
If the patient is currently residing in a Skilled Nursing Facility, the following must be
completed by a patient advocate or ombudsman (This does not apply to an Outpatient
Housing Unit, Correctional Treatment Center, or Hospice).
I declare under penalty of perjury under the laws of California that I am a patient advocate or
ombudsman as designated by the State Department of Aging and that I am serving as
witness as required by Section 4675 of the Probate Code.
_________________________________
Name (Print)
_________________________________
Address

___________________________________
Signature
___________________________________
Date

Unauthorized collection, creation, use, disclosure, modification or destruction of personally identifiable information and/or protected health information may subject
individuals to civil liability under applicable federal and state law.
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Patient Fact Sheet/ Instructions
CDCR 7421, Advance Directive for Health Care
What is a CDCR 7421, Advance Directive for Health Care?
 You have the right to control all of your health care decisions.
 By completing a CDCR 7421, Advance Directive for Health Care, you can
choose a family member, friend, or other person of your choice to be your
health care agent or legally recognized decision-maker.
 Your agent or legally recognized decision-maker makes your health care
decisions if you are ever too ill or too injured to do so yourself.
 By completing a CDCR 7421, you may indicate your choice not to have your
life prolonged or saved in certain end-of-life situations.

ADOPT

 You may choose to donate some or all of your tissues and/or organs.
 California Correctional Health Care Services (CCHCS) encourages you to
complete a CDCR 7421 and to discuss your wishes with your Primary Care
Provider (PCP).
Who should have an Advance Directive for Health Care?
 Everyone! Because illness or injury can affect us unexpectedly, the medical
community recommends that everyone complete an Advance Directive for
Health Care.
 Completing an advance directive is important if you become ill or are
diagnosed with a condition that might shorten your life.
When should you complete this form?
 You may request a CDCR 7421 at any time. You may ask your PCP or
clinic nurse for the form.
 It is important to fill out a CDCR 7421 indicating your wishes when you
are diagnosed with a serious medical condition and/or are going to be
admitted to a prison medical unit or outside hospital.

CDCR 7421
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How do you complete the CDCR 7421? (You should complete all of the gray
boxes.)
 On the first page include your name, CDCR number, date of birth, and current
institution.
Part 1: Power of Attorney for Health Care
 You may choose to appoint someone to make medical decisions for you if you
become unable to make or communicate your own decisions.
 If you choose someone, they are called your agent or legally recognized
decision-maker.
 You are not required to choose an agent or legally recognized decision-maker.

ADOPT

 You may choose up to three people to make medical decisions for you, should
you be unable to make your own decisions.
1. Primary Agent/Legally Recognized Decision-Maker: your first choice.
2. First Alternate Agent/Legally Recognized Decision-Maker: your second
choice.
3. Second Alternate Agent/Legally Recognized Decision-Maker: your third
choice.
 If you become too sick to speak for yourself, your PCP and nurses will first try
to contact the person you have chosen as primary agent/legally recognized
decision-maker.
 If the person chosen as primary agent/legally recognized decision-maker is not
willing, able, or reasonably available to speak for you, the first alternate
agent/legally recognized decision-maker will be contacted.
 If the people chosen as primary agent/legally recognized decision-maker and
first alternate agent/legally recognized decision-maker are not willing, able, or
reasonably available to speak for you, the second alternate agent/legally
recognized decision-maker will be contacted.
Choosing an agent or legally recognized decision-maker. Who should you pick?
 With some exceptions, you may select any person as your agent or
legally recognized decision-maker including, but not limited to, the following:
1. Family member, including one who is also incarcerated.
2. Friend in the community.
CDCR 7421
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Who is not allowed to be your agent or legally recognized decision-maker?
 Employees of CDCR.
 Operator/employee of community care or residential care facility.
What things should you think about when choosing a person to be your agent or
legally recognized decision-maker?
 The person should know you well. Specifically the person should know your
values and wishes regarding end-of-life health care.
 The person should be reasonably available. This means the person should be
someone who is able to be reached by phone at any time.
 It is advised that you list another phone number of someone who will know
how to contact the person you choose as agent or legally recognized
decision-maker in case phone numbers provided have changed.

ADOPT

 It is best if the person you choose is someone who you keep in contact with so
he or she knows about any changes in your health or health care wishes.
 The person you choose should be willing to assist you. You should talk with the
person(s) you are considering choosing as your agent(s) or legally recognized
decision-maker(s).
 When you can no longer speak for yourself and the person you select as your
agent or legally recognized decision-maker is making decisions for you, he or
she will have access to confidential information about your medical history;
however, you may provide the agent or legally recognized decision-maker with
confidential health care information prior to that time by completing a written
authorization for release of health information.
What is my agent or legally recognize decision-maker allowed to do?
 Unless you state limitations on what your agent or legally recognized
decision-maker can do, he or she can make all health care decisions for you,
including whether to use a feeding tube, breathing machine, Cardiopulmonary
Resuscitation or any other treatment needed to keep you alive.
 Unless you state limitations, your agent or legally recognized decision-maker
can agree to an autopsy and/or donation of your organs.
CDCR 7421
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Does your agent or legally recognized decision-maker have to follow your
wishes?
 Yes, the agent or legally recognized decision-maker must follow your wishes if
your wishes are known.
 You can make your wishes known by completing the “Instructions
for Health Care” section of the CDCR 7421 and sharing your wishes with your
agent(s) or legally recognized decision-maker(s) ahead of time.
What if your wishes are not known?
 If your wishes are not known, the agent or legally recognized decision-maker is
supposed to make health care decisions based on what he or she thinks are in
your best interest. They are supposed to consider your personal values when
making the decisions.

ADOPT

When does my agent or legally recognized decision-maker begin to speak for
me?
 Your agent or legally recognized decision-maker will begin to speak for you if
you become so ill or injured that you are not able to make medical decisions for
yourself. As long as you can communicate with your PCP, he or she will
follow your instructions.
 There is a place to check if you want your agent’s or legally recognized
decision-maker’s authority to start right away. In general, even if you have
checked this box, your PCP will continue to discuss your health care decisions
with you until you are unable to make those decisions, at which time your agent
or legally recognized decision-maker will be given the decision-making
authority.
Part 2: Instructions for Health Care
What type of health care instructions can you write?
 The CDCR 7421 is used mainly when you can’t speak for yourself so most of
the instructions are about what type of health care treatment you want if you are
very sick and dying. This is called end-of-life treatment.
What are my choices for end-of-life treatment?
 When some people have a health problem and are so sick they have only a few
months to live or they have a condition that has no cure, they choose to ask the
CDCR 7421
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doctors to only use treatments that are needed to keep them comfortable. They
ask to be allowed to die as comfortably as possible.
 Other people, when they have a medical problem and are so sick they have only
a few months to live or they have a condition that has no cure choose to ask the
doctors to prolong their life as long as possible within the limits of generally
accepted health care standards.
 The CDCR 7421 allows you to make one of these choices if it fits what your
wishes are, and if not, you may write in your specific wishes.
What if I am worried about being in pain when I die?


The CDCR 7421 has a section that tells your PCP and nurses to treat your pain
or discomfort when you are dying, even if the treatment they use makes your
death come sooner. If you do not agree with this, you may write in your
specific wishes.

ADOPT

What if I am okay with some treatments, but do not want others?


The CDCR 7421 allows you to give specific health care instructions. These
instructions may say such things as “no blood transfusions,” “I do not want to
be kept alive with a feeding tube,” or “I do not want kidney dialysis.”



If you have concerns about specific medical treatments you should talk with
your health care provider to be sure that you have all the information needed to
make a decision to agree or not agree with the treatment.
Part 3: Donation of Organs at Death (Optional)

 You may choose to donate any organs, tissues, or parts when you die.
 If you choose to donate, you may specify any organ, tissue or part, or may
specify only certain ones.
 If you choose to donate, you can decide whether the donated material can be
used for transplant, therapy, research, and/or education.
Part 4: Verification of Understanding, Signature, Witnesses
 It is important that you completely understand the CDCR 7421 and that any
questions you have about the form have been answered.
CDCR 7421
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 Your PCP is required to sign the CDCR 7421 to confirm that you understand
the form and that any help you may need has been given to you.
 After you fill out the CDCR 7421, you sign and date it. (If you are physically
unable to sign, another adult may sign for you.)
 Two witnesses must sign the CDCR 7421 (or a notary will sign). This is to
prove that it was you who completed the form and that no one forced you to fill
it out.
What happens after the CDCR 7421 is completed and signed by the witnesses?
 The original will be scanned in your health record.
 You will be given a copy.

ADOPT

 A copy should go with you whenever you are transferred to an outside hospital
or emergency room.
 You should give a copy to each of your agents or legally recognized
decision-makers.
How will the people I choose as agents or legally recognized decision-makers
know I chose them?
 It is your responsibility to notify the agent(s) or legally recognized
decision-maker(s) that you have chosen them and that he or she may be called
upon to make future health care decisions for you. It is your responsibility to
provide a copy of your CDCR 7421 to your agents or legally recognized
decision-maker(s).
How can I change or cancel the CDCR 7421?
 You may cancel or change any part of the CDCR 7421 at any time either
verbally or in writing. Contact your PCP or member of your health care team if
you need assistance.
CCHCS encourages you to complete an Advance Directive for Health Care and to
discuss your wishes with your PCP. If you have any questions regarding the CDCR
7421, please ask your PCP or any member of your health care team.

CDCR 7421
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HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTHCARE PROVIDERS AS NECESSARY

Physician Orders for Life-Sustaining Treatment (POLST)

EMSA #111 B
(Effective 1/1/2016)*

A

Check
One

B

Check
One

First follow these orders, then contact
Physician/NP/PA.
A copy of the signed POLST form is a legally valid
physician order. Any section not completed implies
full treatment for that section. POLST complements
an Advance Directive and is not intended to
replace that document.

Patient Last Name:

Date Form Prepared:

Patient First Name:

Patient Date of Birth:

Patient Middle Name:

Medical Record #: (optional)

CARDIOPULMONARY RESUSCITATION (CPR):
If patient has no pulse and is not breathing.
If patient is NOT in cardiopulmonary arrest, follow orders in Sections B and C.
Attempt Resuscitation/CPR (Selecting CPR in Section A requires selecting Full Treatment in Section B)
Do Not Attempt Resuscitation/DNR (Allow Natural Death)

MEDICAL INTERVENTIONS:
If patient is found with a pulse and/or is breathing.
Full Treatment - primary goal of prolonging life by all medically effective means.
In addition to treatment described in Selective Treatment and Comfort-Focused Treatment, use intubation,
advanced airway interventions, mechanical ventilation, and cardioversion as indicated.
Trial Period of Full Treatment.
Selective Treatment - goal of treating medical conditions while avoiding burdensome measures.
In addition to treatment described in Comfort-Focused Treatment, use medical treatment, IV antibiotics, and IV
fluids as indicated. Do not intubate. May use non-invasive positive airway pressure. Generally avoid intensive care.
Request transfer to hospital only if comfort needs cannot be met in current location.

ADOPT

Comfort-Focused Treatment - primary goal of maximizing comfort.
Relieve pain and suffering with medication by any route as needed; use oxygen, suctioning, and manual treatment
of airway obstruction. Do not use treatments listed in Full and Selective Treatment unless consistent with comfort
goal. Request transfer to hospital only if comfort needs cannot be met in current location.
Additional Orders:______________________________________________________________________________________________
_________________________________________________________________________________________________________________

C

Check
One

D

ARTIFICIALLY ADMINISTERED NUTRITION:

Long-term artificial nutrition, including feeding tubes.
Trial period of artificial nutrition, including feeding tubes.
No artificial means of nutrition, including feeding tubes.

Offer food by mouth if feasible and desired.

Additional Orders:________________________________________
________________________________________________________
________________________________________________________

INFORMATION AND SIGNATURES:
Discussed with:

Patient (Patient Has Capacity)

Legally Recognized Decisionmaker

Advance Directive dated ________, available and reviewed → Healthcare Agent if named in Advance Directive:
Advance Directive not available
Name: ______________________________________________________
No Advance Directive
Phone: ______________________________________________________

Signature of Physician / Nurse Practitioner / Physician Assistant (Physician/NP/PA)

My signature below indicates to the best of my knowledge that these orders are consistent with the patient’s medical condition and preferences.

Print Physician/NP/PA Name:

Physician/NP/PA Phone #:

Physician/NP/PA Signature: (required)

Physician/NP/PA License #:
Date:

Signature of Patient or Legally Recognized Decisionmaker

I am aware that this form is voluntary. By signing this form, the legally recognized decisionmaker acknowledges that this request regarding
resuscitative measures is consistent with the known desires of, and with the best interest of, the patient who is the subject of the form.

Print Name:

Relationship: (write self if patient)

Signature: (required)

Date:

Mailing Address (street/city/state/zip):

Phone Number:

Office Use Only:

SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED
*Form versions with effective dates of 1/1/2009, 4/1/2011 or 10/1/2014 are also valid.
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HIPAA PERMITS DISCLOSURE OF POLST TO OTHER HEALTHCARE PROVIDERS AS NECESSARY
Patient Information
Name (last, first, middle):

Date of Birth:

NP/PA’s Supervising Physician
Additional Contact

F

Preparer Name (if other than signing Physician/NP/PA)

Name:

Name/Title:

None

Name:

Gender:
M

Relationship to Patient:

Phone #:

Phone #:

Directions for Healthcare Provider

Completing POLST

• Completing a POLST form is voluntary. California law requires that a POLST form be followed by healthcare providers, and
provides immunity to those who comply in good faith. In the hospital setting, a patient will be assessed by a physician, or a nurse
practitioner (NP) or a physician assistant (PA) acting under the supervision of the physician, who will issue appropriate orders that
are consistent with the patient’s preferences.
• POLST does not replace the Advance Directive. When available, review the Advance Directive and POLST form to ensure
consistency, and update forms appropriately to resolve any conflicts.
• POLST must be completed by a healthcare provider based on patient preferences and medical indications.
• A legally recognized decisionmaker may include a court-appointed conservator or guardian, agent designated in an Advance
Directive, orally designated surrogate, spouse, registered domestic partner, parent of a minor, closest available relative, or person
whom the patient’s physician/NP/PA believes best knows what is in the patient’s best interest and will make decisions in accordance
with the patient’s expressed wishes and values to the extent known.
• A legally recognized decisionmaker may execute the POLST form only if the patient lacks capacity or has designated that the
decisionmaker’s authority is effective immediately.
• To be a valid POLST, the form must be signed by (1) a physician, or by a nurse practitioner or physician assistant acting under the
supervision of a physician and within the scope of practice authorized by law and (2) the patient or decisionmaker. Verbal orders are
acceptable with follow-up signature by physician/NP/PA in accordance with facility/community policy.
• If a translated form is used with patient or decisionmaker, attach it to the signed English POLST form.
• Use of original form is strongly encouraged. Photocopies and FAXes of signed POLST forms are legal and valid. A copy should be
retained in patient’s medical record, on Ultra Pink paper when possible.

ADOPT

Using POLST

• Any incomplete section of POLST implies full treatment for that section.
Section A:
• If found pulseless and not breathing, no defibrillator (including automated external defibrillators) or chest compressions should be
used on a patient who has chosen “Do Not Attempt Resuscitation.”
Section B:
• When comfort cannot be achieved in the current setting, the patient, including someone with “Comfort-Focused Treatment,” should
be transferred to a setting able to provide comfort (e.g., treatment of a hip fracture).
• Non-invasive positive airway pressure includes continuous positive airway pressure (CPAP), bi-level positive airway pressure
(BiPAP), and bag valve mask (BVM) assisted respirations.
• IV antibiotics and hydration generally are not “Comfort-Focused Treatment.”
• Treatment of dehydration prolongs life. If patient desires IV fluids, indicate “Selective Treatment” or “Full Treatment.”
• Depending on local EMS protocol, “Additional Orders” written in Section B may not be implemented by EMS personnel.

Reviewing POLST

It is recommended that POLST be reviewed periodically. Review is recommended when:
• The patient is transferred from one care setting or care level to another, or
• There is a substantial change in the patient’s health status, or
• The patient’s treatment preferences change.

Modifying and Voiding POLST

• A patient with capacity can, at any time, request alternative treatment or revoke a POLST by any means that indicates intent to
revoke. It is recommended that revocation be documented by drawing a line through Sections A through D, writing “VOID” in large
letters, and signing and dating this line.
• A legally recognized decisionmaker may request to modify the orders, in collaboration with the physician/NP/PA, based on the
known desires of the patient or, if unknown, the patient’s best interests.
This form is approved by the California Emergency Medical Services Authority in cooperation with the statewide POLST Task Force.
For more information or a copy of the form, visit www.caPOLST.org.

SEND FORM WITH PATIENT WHENEVER TRANSFERRED OR DISCHARGED

Content 360: Document Type – POLST, Grouper – Miscellaneous Patient Care, Sub Grouper – N/A
eUHR Scanning Location: Outpatient; POLST, Main tab - PIAlert, Inpatient; POLST, Subtab – Alert
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DURABLE MEDICAL EQUIPMENT AND MEDICAL SUPPLY RECEIPT
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Form: Page 1 of 1
Instructions: Page 2

Section A (Approved DME/Medical Supply To Be Issued/Discontinued):
I have received, arrived with, or have had the following item discontinued:
DME/Medical Supply

Quantity:

DME/Medical Supply (if not listed in drop down):

Quantity:

Make:

N/A

Model:
Serial Number:

N/A

Type of Order:
Cost of DME:

Permanent

Size:

Other:

Temporary (List Expiration Date):

Discontinued

Purchased - CDC 193, Trust Account Withdrawal Order, Completed. (List Price Here):
N/A

Loaned

One-for-One Exchange

Item Discontinued

Comments:

Section B:
Date of CDCR-7221-DME:

Ordering Provider's Name:

Section C:
Received DME/Medical Supply

Arrived with DME/Medical Supply

Discontinued-DME/Medical Supply Returned
Refused DME/Medical Supply

(Custody Informed)

Discontinued-DME/Medical Supply not in possession

(Custody Informed)

(Initiate referral to provider to complete CDC 7225, Refusal
PATIENT REFUSED TO SIGN RECEIPT
of Examination and/or Treatment, and discuss Patient
*WITNESS NAME/SIGNATURE REQUIRED IF PATIENT REFUSED TO SIGN
Education)
RECEIPT

Date

Patient Signature
Issuing Staff (Print Name and Title)

Issuing Staff Signature

Date

Witness (Print Name and Title)

Witness Signature

Date

1. Disability Code:
TABE score < 4.0
DPH
DPV
DPS
DNH
DNS
DDP
Not Applicable
Comments:

2. Accommodation:
3. Effective Communication:
Additional Time
Patient asked Questions
LD
Equipment
SLI
Patient summed information
Please check one:
Louder
Slower
Basic
Not Reached*
Reached
Transcribe
Other*
*See chrono/notes

CDCR #:
Last Name:
First Name:

M.I.:

DOB:
Housing:

Institution:

Distribution: Original - Health Record; Copies-Patient,C&PR/RC CCIII, Assistant C&PR, ADA Coordinator, Class Action Management Unit CCII, Institutional Healthcare
Compliance Analyst, R&R Property, Trust Office
Content 360: Event Code/Doc Type-DME/Health Care Appliances-Scan; Grouper-Procedures/Interventions; Sub Grouper-Durable Medical Equipment
Scanning Location: Outpatient; Property Receipts; Receipts-Misc; Misc\OF-Main Tab, Inpatient; Property Transfer Receipt, Sub Tab; Admin
Unauthorized collection, creation, use, disclosure, modification or destruction of personally identifiable information and/or protected health information may subject
individuals to civil liability under applicable federal and state law.

STATE OF CALIFORNIA

DEPARTMENT OF CORRECTIONS AND REHABILITATION

DURABLE MEDICAL EQUIPMENT AND MEDICAL SUPPLY RECEIPT
CDCR 7536 (Rev. 05/17)
INSTRUCTIONS

A separate CDCR 7536, Durable Medical Equipment and Medical Supply Receipt, shall be generated for each
DME or Medical Supply issued. Enter identifying information about the patient and document the date the form
was initiated.
Check the appropriate box if issuing or discontinuing DME/Medical Supply and fill out the associated sections.
SECTION A: Complete all areas in Section A to include in detail the quantity of DME/Medical Supply received/
discontinued.
- DME/Medical Supply: Utilize the drop down box to document the type of DME or Medical Supply. If DME/Medical Supply is not
listed in drop down, list below.
- Type in the quantity of the DME or Medical Supply.
- Make: Document the Make of the DME or Medical Supply. If there is no Make, type Not Applicable (N/A).
- Model: Document the Model of DME or Wheelchair (W/C). If there is no Model Number, select N/A.
- Serial Number: Document the Serial Number of the DME or Medical Supply. If there is no Serial Number, select N/A.
- Size: Type in the appropriate DME or Medical Supply size. For wheelchairs, the W/C seat width open (widest point) must be
documented in inches.
- Type of Order: Check the box to document the type of order of the DME or Medical Supply, i.e., Permanent, Temporary (list
expiration date), or Discontinued. One box must be checked.
- Cost of DME: Check Purchased if required. If DME/Medical Supply is not purchased, check N/A. One box must be checked.
List the cost of DME if required.
CDC 193, Trust Account Withdrawal Order Completed. Check the box if a CDC 193 has been completed.
SECTION B:
- CDCR 7221-DME: Staff shall document the date the CDCR 7221-DME was completed.
- Ordering Provider's Name: Staff shall document the name of the provider ordering the DME or Medical Supplies.
SECTION C: Check all appropriate boxes in Section C to properly document the patient's actions.
- Ensure one of the following five boxes is checked:
- Received DME/Medical Supply
- Arrived with DME/Medical Supply
- Discontinued - DME/Medical Supply Returned
- Discontinued - DME/Medical Supply not in possession
- Refused DME/Medical Supply: If patient refused a DME/Medical Supply, initiate a CDC 7225, Refusal of Examination and/or
Treatment, and refer to provider to discuss Patient Education.
- Ensure patient signs the receipt. If patient refuses to sign receipt, check the box. Staff completing the form shall sign stating
the patient refused the DME/Medical Supply and have an additional staff sign as a witness to the patient's refusal of the DME or
Medical Supply.
The Armstrong Remedial Plan requires staff to document the use of Effective Communication (EC) when interacting with
Americans with Disabilities Act of 1990 (ADA) designated patients during clinically relevant encounters. Additionally, since the
standard for equally effective communication is higher when the delivery of health care is involved, and based on the critical
importance of communication related to clinical encounters, staff is required to establish and document EC during all clinical
encounters involving patients with a Tests of Adult Basic Education (TABE) reading score of 4.0 or less, and DPP codes of,
DPH, DNH, DPS, DNS, DPV, LD, and DDP patients. All four (4) sections of the EC label must be correctly documented. Staff
must document all applicable disabilities on the EC label.
Staff shall complete the patient demographic box on the bottom right of Section C to include patient's CDCR number, Last
Name, First Name, Date of Birth (DOB), Middle Initial (MI), Housing, and Institution.
DISTRIBUTION: Original-HIM: to be scanned into the electronic health record; Copies: Patient; C&PR/RC CCIII; Assistant
C&PR; ADA Coordinator: to be entered into SOMS; Class Action Management Unit CCII: to be retained for future records;
Institutional Health Care Compliance Analyst: to be retained for future records; R&R: Property to be placed on a CDC-160-H,
Inmate Property Control Card; Trust Office: to ensure the cost of the DME is deducted from the patient trust, if applicable.

STATE OF CALIFORNIA

DEPARTMENT OF CORRECTIONS AND REHABILITATION

ADMINISTRATION OR DECLINATION OF COCCIDIOIDOMYCOSIS
SCREENING

Page 1 of 1

CDCR 7551 (01/16)

Patient Name (Print):

CDCR #:

Institution:

Part A: ADMINISTRATION CONSENT
As an inmate while in custody in California, I am at risk for contracting Coccidioidomycosis (cocci). I have read or been read to, the
Coccidioidomycosis (Valley Fever) Questions and Answers patient education information provided by the California Correctional Health
Care Services (CCHCS) and understand the information that was given to me. I was also allowed the opportunity to ask questions. I am aware
that CCHCS provides the cocci skin test (CST) free of charge to me and recommends that I obtain this skin test.
I accept the cocci skin test (CST) Patient Name (Print):
Patient Signature:

Date:

Time:

CHECK IF PATIENT REFUSES TO SIGN

Part B: DECLINATION STATEMENT
As an inmate while in custody in California, I am at risk for contracting Coccidioidomycosis (cocci). I have read or been read to, the
Coccidioidomycosis (Valley Fever) Questions and Answers patient education information provided by the California Correctional Health
Care Services (CCHCS) and understand the information that was given to me. I was also allowed the opportunity to ask questions. I am aware
that CCHCS provides the cocci skin test (CST) free of charge to me and recommends that I obtain this skin test, but I choose not to have the
CST for personal or medical reasons. I understand the risks associated for my declination to be tested for cocci.
I have read and fully understand the information on this declination form.

ADOPT

I decline CST at this time. I reserve the option to change my mind and receive the test at a later date, using the CDC 7362, Health Care
Services Request Form.
Patient Name (Print):

Date:

Patient Signature:

Time:

CHECK IF PATIENT REFUSES TO SIGN

HEALTH CARE STAFF WITNESSES (IF PATIENT REFUSED TO SIGN FOR EITHER PART A OR B)
Print Name of Witness 1:

Print Name of Witness 2:

Signature of Witness 1:

Date:

Time:

Signature of Witness 2:

Date:

Time:

1. Disability Code:
TABE score ≤ 4.0
DPH
DPV
LD
DPS
DNH
DNS
DDP
Not Applicable

2. Accommodation:
Additional time
Equipment
SLI
Louder
Slower
Basic
Transcribe
Other*

3. Effective Communication:
Patient asked questions
Patient summed information
Please check one:
Not reached*
Reached
*See chrono/notes

4.Comments:

CDCR #:
Last Name:
First Name:
DOB:

MI:
Housing:

Distribution: Original - Health Record, Copy - Patient
Content 360: Public Health-Grouper, Cocci-Sub-Grouper
Scanning Location: Public Health tab, Cocci Sub-tab
Unauthorized collection, creation, use, disclosure, modification or destruction of personally identifiable information and/or protected health information may subject individuals to civil
liability under applicable federal and state laws.

