
INMATE MEDICATION INFORMATION FORM 
 

INMATE INFORMATION 
 
FULL LEGAL NAME OF INMATE: _____________________________________________________________________________________ 
 
STREET ADDRESS: ____________________________________________CITY: ___________________ 
STATE: _____ ZIP CODE: ____________________ 
 
DOB: _______________________ BOOKING ID#:_________________________PACK#:_______________________________________ 
HOUSING UNITY: TOWER: ___________________________ FLOOR: __________________________________  
 
FAMILY CONTACT INFORMATION 
FAMILY CONTACT NAME: ________________________________________________________________ RELATIONSHIP 
___________________________ 
STREET ADDRESS: ____________________________________________CITY: ___________________  
STATE: _____ ZIP CODE: ____________________ 
DAYTIME PHONE: _______________________________________ EVENING PHONE: _______________________________________ 
 
CONTACT SIGNATURE: 
x__________________________________________________________________________________________________________ 
 
PSYCHIATRIST/TREATMENT FACILITY INFORMATION 
 
PSYCHIATRIST/LAST TREATMENT FACILITY: _______________________________________ DATE LAST TREATED: ______________ 
STREET ADDRESS: _________________________________________CITY: ___________________  
STATE: _____ ZIP CODE: _______________ 
PHONE: _______________________________________________ FAX: ______________________________________________________ 
 
MEDICAL PROVIDER/CLINIC INFORMATION 
 
MEDICAL DOCTOR’S NAME: _______________________________________________ OFFICE PHONE: ___________________________ 
STREET ADDRESS: ____________________________________________CITY: ___________________ 
STATE: _____ ZIP CODE: ____________________ 
 
MEDICAL INFORMATION 
DIAGNOSIS: (if known) _____________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
 
From Prescription Bottles: 
CURRENT PHARMACY: _______________________________________________   PHONE: ___________________________________ 
STREET ADDRESS: ____________________________________________                FAX: #   ___________________________________ 
CITY: _______________________ STATE: _____ ZIP CODE: __________________ Last Date filled: _____________________________ 
 
DAYTIME MEDICATIONS: 
________________________________________________________________________________________________________________ 
________________________________________________________________________________________________________________ 
 
NIGHTTIME MEDICATIONS: 
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
 
Other Important Information: 
PRIOR ADVERSE MEDICATION EFFECTS (i.e. side effects, allergies, poor efficacy):_____________________________________________ 
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
 
IS SUICIDE A CONCERN? NO ______YES ______ IF YES, WHY? ___________________________________________________________ 
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 
 
OTHER MEDICAL CONCERNS: 
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________ 
_________________________________________________________________________________________________________________ 

 
MEDICAL & MENTAL HEALTH FAX NUMBER: 

Fax: 864-467-2386 


