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2025 Correctional TB Screening Plan
Training Dates

Thursday, Monday, Wednesday,
August 22, 2024 August 26, 2024 September 4, 2024
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2:00-3:00 p.m. 3:00-4:00 p.m. 9:30-10:30 a.m.
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Learning Objectives

* Understand the purpose of the Correctional
Tuberculosis Screening Plan (TB-805)

* Understand the process for renewing and approving
TB-805

* Recognize key information listed in each section of TB-
805

* Understand new changes to TB-805




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

* Framework for documenting
legally required TB prevention
and care standards for Texas

Texas Department of State
Health Services

CORRECTIONAL TUBERCULOSIS SCREENING PLAN (TB-805)

3 S
The Correctional Tuberculosis (TB) Screening Plan 5) is required of all jails designated as Texas
Health and Safety Chapter 89. Refer to publication #TB-805-I for instructions on filling out this
e a a n a e y O e form. Type in each box using the fillable electronic form. All sections of the plan must be filled out
compl ly and must be legible or the ill be rned. Do not e questions blank (type
- MN/A if needed). The electronically signed orig plan must be emailed al or Regional
Health Department with a copy to the Texas Department of State Health Services (DSHS)
a p e r - e S I g n a e Tuberculosis and Hansen's Disease Unit at CongregateSettings@dshs.texas.gov.
1. Facility Name

faCiIitieS ooooooooooooooo

* Requirement of the Texas T =

Adm i n ist rative Code (TAC) 3.3all Administrator’s Name | 5. Title (Captain, Lieutenant, etc.] 6. Phone Number

» Title 25, Part 1, Chapter 97,

S u bC ha pter H Name Credentials (MD, DO, NP, or PA-C

Mational Provider Identifier (NPI) Email Address

M TEXAS » Title 37, Part 9, Chapter 273 — -

é‘,’ i Health and Human

#°  Services
S 0000000 . e ey ey s@e  ZipCode

 Determine compliance with

Texas Department of State

Health Services HSC an d TAC IEIZSIZTO




Revised Renewal Process for TB-805

e The facility will submit TB-805 to their local or regional TB program for first-line
review with a copy to CongregateSettings@dshs.texas.gov.

* Local or regional TB programs will send TB-805 for second-line review to
CongregateSettings@dshs.texas.gov .

* Revised renewal process flow chart for the 2025 TB-805:

Request Revisions
y i
/ N\
Chapter 89-
P LH D/P.HR el Tea.m TB Controller
Designated > TB-805 »  First Line » Second Line > . APPROVAL
. : . Final Reviewer
Facility Reviewer Reviewer
AN /
| ) Lo [}
Request Revisions Request Revisions



mailto:CongregateSettings@dshs.texas.gov
mailto:CongregateSettings@dshs.texas.gov

TB-805 Important Dates

m  SUDMiSssion Period

e September 16, 2024, to November 1, 2024

s Approval Period

e January 1, 2025, to December 31, 2025

e Delinquent screening plans will have a truncated
approval period




Submission and Reminder Process

for TB-805

* Facilities must submit screening plans to their regional or local health
departments by November 1, 2024, with a copy to
CongregateSettings@dshs.texas.gov.

* Chapter 89-designated facilities will receive reminder emails on the

following dates:
» September 3, 2024: 58-day notification
» October 1, 2024: 30-day notification
» October 14, 2024: 15-day notification



mailto:CongregateSettings@dshs.texas.gov

Section A. Contact Information
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Section A. Contact Information

A. CONTACT INFORMATION

1. Facility Name

2. Physical Address (Jist additional sites in Section F) _ City State Zip Code
3. Mailing Address (if different from physical) City State Zip Code
4. Jail Administrator's Name 5. Title (Captain, Lieutenant, etc.) 6. Phone Number

_—
Y / .
W 8. Fax Number Credent|a|

must be MD,

Update: Examples Of _Iall 9. Medical Director (MD, DO, NP, or PA-C) ‘/-V DO NP PA
Name Credentials (MD, DO, NP, or PA-C) -
administrator’s title. c » N, Of

National Provider Identifier (NPI) Email Address
Phone Number Address
City State Zip Code

Ji Health and Human

Services

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

Texas DePar.tme“t of State I:l YES I:l NO If NO, complete question 11 below.
Health Services

10




Section A. Contact Information

You can list up to two
contact persons.

11. Contact Person (if different from jail administrator) You may list up to two contact persons. We recommend that at least one
person listed is the nurse supervisor or person responsible for overseeing TB screening and reporting.
Name: Title:
Phone Number: Email Address:
Name: Title:
Phone Number: Email Address:
Health and Human
*  Services

Texas Department of State
Health Services
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Section B. Facility Information

{¢cpy TEXAS
Health and Human | Texas Department of State
WS Services Health Servi




Health and Human
Services

Texas Department of State
Health Services

Section B. Facility Information

B. FACILITY INFORMATION

1. Facility operated by:

| l County | | Private | l Other (Specify):

Language update: List
the total number of

facility the previous
calendar year (2023).

inmates booked into the

2. Name of the operating agency/company:

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

|:|YES l:l NO Regulatory agency, if applicable:

/

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

P,
Wﬁumher of inmates booked into the facility in the previous calendar year:

Check all applicable
federal inmates housed
in your facility.

\

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

%(Seffcf all that apply): I:l Immigration and Customs Enforcement l:l Bureau of Prisons |:| U.S. Marshals

|:|Out—of—County (Please list the counties that you have a contract, memorandum of agreement (MOA), or memorandum of
understanding (MOU) with):

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

13



If the medical director
listed in A9 does provide
TB care for inmates, check
YES and leave provider
name and NPI blank.

Texas Department of State
Health Services

Section B. Facility Information

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

I:lYES l:lno

below and attach a copy of the contract.

I:l YES I:l NO Contracted entity, if applicable:

Is the health care team contracted? If contracted, pl indicate who ploys the health care team in the space

N

Wheo is the health care team employed by?

[ Joouny [ Jhospia
|:|Private Bther {please specify):

Ensure medical
contracts are

name of the t ician and their Nati
y.‘rd and current hcense to practice in Texas with one of the following credentials: MD, DO, NP, or PA-C.

DYESI:'NO

Provider name(s):

10. Does the Madlcal Director, listed in J\9 provide TB medical care services for inmates? If no, please provide the
I Provider Identifier (NPI). Note: A TB medical provider must have a

attached to the
screening plan.

National Provider Identifier (NPI):

Does the facility maintain a contract with the TB medical provider? If contracted, pl indicate the

entity in the space below and attach a copy of the contract.

Ij YES |:| NO Contracted entity, if applicable:

Wheo is the dical p id d by?

[ Jeowey [ Jhosprn
|:|Private I:|Other {please specify):

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

12. Number and ials of staff trained on TB sy

ptom screening (ex: RN—1, LVN—2, Jailers—3, etc.)

14
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Sample Contracts

Automatic Renewal

ARTICLE Vi: TERM AND TERMINATION OF AGREEMENT

6.1 Termm. This Agreement shall commence on October 1, 2021. The initial
term of this Agreement shall end on September 30, 2022, and this Agreement shall
thereafter be automatically extended for additional periods of twelve months each,
beginning on October 1 of each year, subject to County funding availability, unless
either party provides written notice to the other of its intent to terminate, or non-renew,
in accordance with the provisions of Section No. 6.2 of this Agreement.

Expires Mid-Year

Contract Period: October 1, 2022, through September 30, 2023
Base annualized fee: $221,335.92 ($18,444.66 per month)
Per diem greater than 130 inmates: | $1.57
Annual outside cost pool limit: $40,000.00 (includes 100% pool refund provision)

15
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Section B. Facility Information

13. List names and credentials of all staff the medical director or TB medical provider has authorized to administer,
read, and interpret the TB skin test. (Attach a separate sheet if necessary).

14. Types of TB tests performed at your facility (Select
all that apply)

I:'Quam iFERON-TB Gold (QFT)

[:lT—SPOT
DTuherculin Skin Test (TST)

15. If your facility uses a blood test (QFT and/or T-
SPOT) to screen for TB, please answer the questions
below. Please indicate N /A if your facility only uses TST
to screen.

Please specify who provides the QFT and/or T-SPOT to your
facility (e.g., Quest Diagnostics)?

In what instances is the blood test used (e.g., confirmatory
testing, testing of refusals, etc.)?

If your facility only uses
TST, please indicate N/A in
both spaces.

16. Are chest x-rays performed at the facility?

I:lYES |:| NO

Please provide the information of the chest x-ray
provider:

Name (provider of x-rays):

Phone Mumber:

Address:

17. Are chest x-rays interpreted by the same x-ray
facility listed in question 16?7 If NO, please provide the
information below?

YES I:IND

Mame {provider of x-rays):

Phone Number:

Reminder: Your local or regional health
department cannot provide state-purchased
blood tests to your facility.

Address:

MNote: Routine chest x-rays are not required for asymptomatic persons who have negative TB skin test results. After the initial
chest radiograph is taken, persons with positive tuberculin skin test reactions do not need repeat chest radicgraphs, unless
symptoms develop that may be or are suspected to be due to tuberculosis disease.

tip://statutes.capitol.texas.gov/Docs/HS/htm/HS.89. htm

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

I:lYES I:’ NO

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

l:l YES I:’ NO Location:

16




check N/A.

% TEXAS

\A¥: Health and Human
Services

Texas Department of State
Health Services

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

DYESI:lNO

If NO, provide the name and job title of the person mpunﬂbla for your facility's TB fecti . This
person may be responsible for generating and ng reports, mai ies, and il
necessary referrals.

Mame: Title:

Email Address: Phone Number:

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

l:lYES I:lNO Number of individual rooms:

Section B. Facility Information

NEW! If facility does
not have AlIRs, please

21. If your facility has fewer than two (2) AIIRs, where will an inmate with symptoms suggestive of TB be isolated
Please attach a copy of the contract or ag t with the h ital / facility.

|:] MN/A Hospital/facility name:

22. Are AIIRs tinel cted and i ined? If YES, who oversees i ion and ?

D YES D NO l:l N/A If NO, please indicate the reason:

Mame: Title: Phone Number:

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

Please see the screening algorithm for incarcerated individuals for reference. Please check all that apply.

l:llmrnediahehf isolate the individual in an AIIR or send |:] Report to the local or regional health department within
them to the hospital for isolation one working day

I:lPerform chest x-ray within 72 hours l:l Order a Nucleic Acid Amplification Test (NAAT) (i.e.,

rapid PCR)

D Order acid-fast bacilli (AFB) testing on sputum Provide treatment for TB
smear/culture within 72 hours

l:] Ensure thorough medical evaluation l:l Conduct a Contact Investigation (CI)

l:lPrnvide surgical mask to the inmate and ensure l:l Perform TST for symptomatic inmates

staff/personnel wear N-95 or equivalent

|:| Other (Specify):

NEW! If facility has fewer
than two AlIRs, please
attach a copy of the
contract or agreement
with the hospital or facility
where you will isolate the
inmate.

17




NEW! Please add
the contact
person’s title.

Ensure the listed contact
persons are accurate. Reach
out to your local health
department, if needed!

Health and Human
Services

Texas Department of State
Health Services

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

Health department name:

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

Name:

Name:

Title:

Title:

Phone Number:

Email Address:

Address:

Name:

Title:

Phone Number:

Email Address:

Address:

Phone Number:

Email Address:

Name:

Title:

Phone Number:

Email Address:

26. Who ies purified protein derivati (PPDs) for
inmate TB testing at your facility?

I: Pharmacy (Specify name and address)

Cl Health Department {Specify full name and address)

27. Who supplies syringes for inmate TB testing at

facility?
address) /

:I Pharmacy (Specify nai
D Health Department (Specify full name and address)

:I Other (Specify name and address)

I:I Other (Specify name and address)

Section B. Facility Information

Please ensure full spelling
of the health department, if
applicable.

18




medications to your
facility.

Section B. Facility Information

Please list the pharmacy
or entity providing TB /

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

Name:

Address:

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

None

Reminder: DSHS-purchased
medications cannot be
distributed to jails unless the
health department serves as

the TB medical provider.

TB Testing at Intake

TB Annual Screenings

Other (Specify):

Education and/or Training

Contact Investigation

TB Medication

ealth and Human
" Services

Texas Department of State
Health Services

AN

Ensure services checked
are in alignment with
services provided by the TB

rogram.
prog e




Section C. Inmate Screening
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Section C. Inmate Screening

C. INMATE SCREENING

1. On which days and shifts are TSTs administered, or Interferon Gamma Release Assays (IGRAs) drawn? Select all

I Saturdayl:, Sunday

|Fridav|

that apply.
l |Mondav| |Tuesday| IWednesdav l |Thur5day|
Facility shift hours when tests are done: from _to

pd

2. How soon after incarceration are inmates given a TST
or IGRA?

Within hours or days

3. How long after placing a TST is it read? Please ipdicate a
range.

Within to hours

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

I:lves I:lmo

If YES, when are symptom screenings conducted? R S

v

Ensure you read TSTs 48
to 72 hours after
placement.

If you select “YES,”
attach the TB symptom
screening form.

5. For inmates with newly positive IGRA/TST results,
when are chest x-rays done? Select all that apply.

I:IWithin 24 hours I:l Within 4-7 days
|:|Within 48 hours DOther (Please specify below):
|:|Within 72 hours

6. Does your facility offer treatment for TB infection?

|:| YESI:l NO

If NO, please explain the circumstances why.

Note: According to Figure: 25 TAC §97.175(a), a chest x-ray shall always be done within 72 hours of a positive TB skin test
reading. A chest x-ray and sputum smear and culture shall always be done within 72 hours of identification of symptoms of TB.

Note: The TB screening form
must be specific to TB or
include TB-specific symptoms.

21
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Section C. Inmate Screening

7. When do annual screenings of long-term inmates take
place?

I:lu months after the last test
I:]On a designated month (Please specify): |

I:l Other (Please specify):

8 Do yuu have a wrltten continuity of care plan for

d or pected with TB scheduled for
release into l:he community or transferred? If YES, please
attach a copy of the plan.

I:l YES I:lNO

L

Ensure you attach the continuity of
care plan, when applicable.

9. Who maintains i te scr

g records?

Name:

Title:

Phone Number:

Email Address:

10. Who is ible for ding transfer records to
Texas Department of Criminal Justice (TDCJ) or other
correctional facilities on inmates with TB infection or
suspected/confirmed TB disease?

Name:

Title:

Phone Number:

Email Address:

11. Who is responsible for notifying the local or regional health department when an inmate with TB infection or

suspected/confirmed TB disease is transferred or released?

Name: Title:

Phone Number:

Email Address:

Note: All inmates shall be evaluated for TB infection and disease. All treatment must be documented. A record of treatment (TB-

400A and TB-400B) must be completed and submitted to the local

county of the facility. Form TB-400A, TB-400B, and other forms are available at dshs.texas.gov/disease/t

or regional health department TB prngram located in the
/forms.shtm.

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

Texas Uniform Health Status Update

I:l Other (Please specify):

Prisoner in Transit Medical Summary Form (USM-553)

Remember to attach
these forms!

22



Examples of Continuity of Care Plans

[ R bkl - L LN LRTRVLVETL T ¥ Y

\ fram Jail duri k
provided with the patient's release incation and/or the paﬁ:fl.g‘;’;%;m ':gg:al;lgalth Department will be nolified and

When an iiﬁ:mta—-paﬁent has been diagnosed with achive TB or LTBI
and upon notification of an. inmate-patient’s pending release before
completion the following occurs:

a. When an inmate-patient on LTBI treatwent is released

before completion of TB therapy, the inmate-patient is
Transfers/Release provided a prescription for a month’s supply of INH tablets
" . . . o with instructions to take 1 tablet (300mg INH) a day.
I Inmate-patients with active TB are not transfemed to other correctional facilities b. A review of the medication record confirms current
without prior notification and planning. All transfers include copies of transfer prescribed medications.
sheets identifying "['8 status and medication usage sent with them. c.  The inmatepatient is provided with any medication
. X ) requirements as deemed necessary per order by a responsible
Al When an inmate-patient on LTBI freatment is transferred to an outside physician or designee. All discharge medications must be
facility before completion of TB treatment, notification is made to the clearly documented in the medical record including release,
receiving correctional facility of the inmate-patient’s current TB medication ?ﬁ:iﬁi;n SR S G MRS TUE
T and requirements for completion of therapy. d. When an inmate-patient is non-insured, medication
x A . . . . requirements ave called into the back-up pharmacy.
He]aEI:th an dSHuman B. A copy of an matﬂ‘Paﬂmlt’s medl_cal records Or ducumﬁutai:l‘(m of 6. When an inmate-patient has insurance, medication
¥ Services screenings or treatment received during confinement accompanies an requirements are called into the pharmacy of their choice.
inmate transferred from a correctional facility to another and is available for f The facility administrator or designee arcanges
medical review upon ival o & inmate. transpottation fo a community provider.
Texas Department of State upon arival of th g The inmate-patient is also provided the name and address of
Health Services the health department where treatment can be obtained.
h. The inmate-patient is counscled to seek medical consultation

as clinically indicated and to seek prompt medical attention
if signs or symptomns are clinically indicated. 23




Section D. Employee Screening
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Section D. Employee Screening

D. EMPLOYEE SCREENING

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

[ Jves[no [ Jves

If YES, when do initial screenings take place? » when do annual screenings take place?

l:IPrior to employment |:|12 months from date of hire

EIWithin 7 days of starting I:IOn a designated month (Please specify):

,:lOther (Please specify): I:lOther (Please specify):

Please specify when
screenings take
place, if you check
“YES”

3. Are employee screenings performed onsite or through referral?

I:I Onsite at facility I:]Referral (Please specify):

Note: According to Figure: 25 TAC §97.175(a), a chest x-ray shall always be done within 72 hours of a positive TB skin test
reading. A chest x-ray and sputum smear and culture shall always be done within 72 hours of identification of symptoms of TB.

4. If an employee has a positive reaction (10 mm or greater), a chest x-ray and medical evaluation must be done.
Chest x-rays must be done immediately if TB symptoms are present or within three (3) days of a positive Interferon Gamma
Release Assay (IGRA) or skin test if the person is asymptomatic. The employee must provide a physician certification indicating
“no active disease” before returning to work.

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

5. Who is responsible for keeping employee certification records?

Name: Title: Phone Number:

25



Section E. Volunteer Screening

{¢cpy TEXAS
Health and Human | Texas Department of State
WS Services Health Servi




Services

Texas Department of State
Health Services

Section E. Volunteer Screening

E. VOLUNTEER SCREENING

1. Do volunteers provide services in your facility?

If VO I u n te e rs d O I:IYES I:l NO (If marking NO, please skip the rest of the section.)

. 2. Do volunteers in this facility work more than 30 hours a month? Note: According to TAC §97.173, “All volunteers who
n Ot p rOV|d e share the same air space with inmates on a regular basis (more than 30 hours per month) shall be screened prior to becoming a
volunteer and at least annually thereafter according to this section unless the volunteer is exempt as described in clauses (ii), (iii),
services, plea se

or (iv) of this subparagraph.”
' ” |:| YES |:| NO (If marking NO, please skip the rest of the section.)
mark “NO” and ’

3. Does your facility perform initial volunteer 4. Does your facility perform annual volunteer

skip the rest of the screenings? screenings?
section. L_Ivesl__Inollwa L fveslInolJwm

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

I:IPrinr to becoming a volunteer I:IIZ months from date of hire

If VO I u n te e rs d O I:IWithm 7 days of starting |:|On a designated month (Please specify):
n Ot WO r k m O re I:IOther (Please specify): |Other (Please specify):

t h a n 3 0 h O u rS p e r 5. Are volunteer screenings performed onsite or through referral?
m O nt h p I e a Se |:| N/A |:|Onsite at facility l:lReferral (Please specify):
’

Note: According to Figure: 25 TAC §97.175(a), a chest x-ray shall always be done within 72 hours of a positive TB skin test

k o N OII d reading. A chest x-ray and sputum smear and culture shall always be done within 72 hours of identification of symptoms of TB.
m a r a n 6. If a volunteer has a positive reaction (10 mm or greater), a chest x-ray and medical evaluation must be done.
Chest x-rays must be done immediately if TB symptoms are present or within three (3) days of a positive Interferon Gamma

k‘ th t f th Release Assay (IGRA) or skin test if the person is asymptomatic. The volunteer must provide a physician certification indicating
S I p e reS O e "no active disease” before returning to work.

SeCtIO n N/A  How many days are allowed for the volunteer to submit this certification? days

7. Who is responsible for keeping volunteer certification records?

[ Jwa

Name: Title: Phone Number:

27



Section F. Additional Sites
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Section F. Additional Sites

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

|:|YES |:| NO

2. Facility Name

3. Physical Address City State Zip Code Add information
on additional

4. Mailing Address (if City State Zip Code

different from physical) S i t e S
5. Jail Administrator's Name 6. Title 7. Phone Number

8. Email Address 9. Fax Number

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

Name: Title:

Use the “ADD” button to
Phone Number: Email Address: add more than One

% TEXAS . .
/S’ Health and Human Name: Title: d d d Itiona | site.

Services

Phone Number: Email Address:

Texas Department of State
Health Services

ADD 29




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

G. PLAN SUBMISSION AND ACKNOWLEDGEMENT

Submission type (select one)

:I ANNUAL PLAN

:IAM ENDED PLAN (Please specify date of original submission): E . .
nsure the jail

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

and dates.

Texas Administrative Code, Title 25, Part 1, Chapter 97, Subchapter H, Sec. 97.173, C, ii requires that every inmat

administrator signs

screening test for tuberculosis on or before the seventh day of incarceration and at least annually thereafter i inmate is not
known to be a previous positive reactor. More frequent TB screening is recommended when a specific si lon indicates an
increased risk of transmission. Texas Health and Safety Code Chapter 89 Sec. 89.102 also requi orrections facilities to report
to the local health department the release of an offender who is receiving treatment for t ulosis. The local health department
shall arrange for inmate continuity of care.

By signing this form, I acknowledge that I understand the above requi nts. This plan may be electronically signed using Adobe

Sign and may be locked after being signed.

ORIGINAL SIGNATURE - Jail Administrator Date

Amended plans are needed when there are administrative or operational changes that
negate the information on the approved screening plan. Amended screening plans require
the amended pages and the last page with the jail administrator’s signature.
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How to Add an Electronic Signature




Texas Department of State
Health Services

How to Add an Electronic Signature

Please read the following state
understanding and acceptance

Texas Administrative Code, Title 25, Part 1, Chapter 97, Subchg
screening test for tuberculosis on or before the seventh day of |
known to be a previous positive reactor, More frequent TB screg
increased risk of transmission. Texas Health and Safety Code C
to the local health department the release of an offender who ig
shall arrange for inmate continuity of care.

By signing this form, I acknowledge that I understand the abov
glan.and may be Jocked. after being signed

ﬂRlﬁmﬂL SIGMATURE - Jail Adrinistrator (Click to iig"JkE = Jail Administrator

Step 1: On page 12, there is a place to sign
electronically. Click on the signature field.

Configure a Digital ID for signing

S&bacl the by pe of Degitsl 1D

A Ciginal IG5 requined o

craata u dig e

sgrature The most seose

M U@ b i naluré Ciedlicn Cavels
Dkl 1D e issuiesd b = H| i

tahcata

e b Dhgetal 1B irGms & hile

btsined s p fil=

W Creale 4 rerw’ Digital ID
o

meate your sef-tigned Digital

['-;; mport an existing Cigka that you hay

= orégune a smark card or foken connected 1o your
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Step 2: This window pops up. Click “create

new digital ID”. Then click continue.
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Select the destination of the new Digital 1D

EEuid by tnsted providan

¥l e the vl of gital ID to a file in your computer

Zave o Windows Certificate Slones

} ko Windows Certificate Store 1o

with other applications

Health and Human continue.

Step 3: Click “Save to File.” Then click

How to Add an Electronic Signature

Craate a salf-signed Digital ID 4
Erter the identty Marme Enfer Nanme
formatian to be use
e "gl:-' e Organizational Unit Enfer Orpanirationsl Unit
Diigital L.

Organization Namea Enm Mz
Email Addrecs

DuntryfRegicn S - UNITED STATES w
Ky Algarithm 048-hit RSA w
Use Digtal ID far Drigital Signatures hd

Services

Texas Department of State

Health Services

Step 4: Fill out the name, organizational unit,
organization name, and email address fields.
Then click continue.

34




Ji Health and Human
" Services

Texas Department of State
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nasoward again to use the
Digital IC» for signing.

Save the Digital 10 file in &
known location so that you

Save the self-signed Digital ID to a file

Your Digital ID will ba saved at the fellowing lecation :

CAUsers')Guzman? 1MApplata\RoaminglAdobet Acrok

Apply a password to protect the Digital 1D:

can copy of backup it

Confirm the password:

@

Step 5: Create a password to use this
signature. Then click continue.

How to Add an Electronic Signature

Sign with a Digital ID

Choose the Digital 10 that you want to use far signing: Refresh

Jenna Guzman [Digit: ile
o E; [Digital 1D file)

lssued by Jenna Gueman, Expires: A029.01.04

View Details

( Configure Mew Digital 1D _) ( Cance| )

Step 6: It will show up like this. Click
continue.
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How to Add an Electronic Signature

Sign as "Jenna Guzman" X

Appearance = Standard Text v . . .
Now the document is signed, and it should

Digitally signed by look like this!
Jen na Jenna Guzman

Date: 2024.08.15

Guzman 11:32:57 -05'00"

View Certificate Details Reason none - Texas Administrative Code, Title 25, Part 1, Chapter 97, Subchapter H, Sec. 97.173, C, ii req

screening test for tuberculosis on or before the seventh day of incarceration and at least ann
known to be a previous positive reactor. More frequent TE screening is recommended when :
Contact Info increased risk of transmission. Texas Health and Safety Code Chapter 89 Sec. 89.102 also re

to the local health department the release of an offender who is receiving treatment for tube
shall arrange for inmate continuity of care.

Please read the following statement carefully ai
understanding and acceptance by signing in the

Location

Review document content that may affect signing .. . . .
By signing this form, I acknowledge that I understand the above requirements. This plan ma

Sign and may be locked after being signed.
q Jen na Guzman Digitally signed by Jenna Guzman 08/15/2024

Drate: 2024 08.15 11:36:59 -05'00°

ORIGINAL SIGNATURE - Jail Administrator Date
) Heal_thand Human
i Step 7: This is the preview of your electronic

e signature. To use it, type the password you
Health Services created in Step 5 and click “Sign.”
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TB-805 Checklist for Jails

Texas Department of State
Health Services

* NEW! Please complete the TB-805B @MEMS

o
~
|‘.‘-3 Health and Human
Checklist
The checklist is a tool for jail administrators or designees to use when completing the correctional tuberculosis

) S ig n a n d d at e t h e C h e C k I i St a fte r screening plan. Please note the checklist is not comprehensive for all form questions and/or situations.

Ensure the screening plan is complete before submitting for review and approval. If you have any questions, please

Completion and Send it to your Iocal email your local or regional health department.

Services

Correctional Tuberculosis Screening Plan (TB-805) Checklist

Or regional health department With Facility Name: Date Completed:
yo u r SC re e n i n g p |a n Q“ES::“ : Does the medical direeto?h:.:l :::i::the following = = - -

credentials: MD, DO, NP, or PA-C?

I ° All If the contact person is not the same as the jail administrator
= N O E ° Th e re a re tWO ty p eS Of (refer to question A10), is at least one contact person listed?

Q Q Q Section A Is Section A complete (i.e., no missing information)?
checklists available on the website:
B1 If "Other (Specify),” is selected, is the information provided?

| 4 TB'8 OSA (Ch e Ckl i St A fo r Ioca I a n d B3 If "Federal,” is selected, is at least one facility type (ICE, BOP,

USMS) selected?

reg i O n a I TB p rog ra m S) B8 g}:lguit—of—(:ounty” or “Out-of-State,” is selected, are the

Olg|og|o|d
Olg|Oog|o|d
O oo oo

» TB-805B (Checklist B for Jails)

Health and Human

* Services

TB-805A Correctional TB Screening Plan - Checklist (for health departments) 8/2024

Texas Department of State

Health Services https://www.dshs.texas.gov/tuberculosis-tb

TB-805B Correctional TB Screening_Plan - Checklist | (for jails) 8/2024



https://www.dshs.texas.gov/tuberculosis-tb

Knowledge Check
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Credential is

Section A, Question #9

Knowledge Check: Question 1

Did not provide

not MD, DO, NP, the street
or PA-C. address.
9. Medical Director (MD, DO, NP, or PA-C)
Mame \ Credentials (MD, DO, NP, or PA-C)
June Smith LVN
Mational Provider Identifier (NPI) Email Address
N/A June. Smith@ TexasCountyJail_go

Phone Number Address
(512) 369-2247
#* Services City State Zip Code
Texas Department of State AI.I 5t| n TE:’:E S TE 552
40

Health Services




Section B, Question #8

Knowledge Check: Question 2

Did not check the

categories of inmates.

8. Which category of inmate is the facility auth-ld? (Select all that apply)

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

>< County

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

Garza, Trinity, Gonzales, Presidio, Van Zandt

Out-of-State (Please list the states that you have a contract, memorandum of agreement (MOA), and/or memorandum of
Healthand HuRIS! understanding (MOU) with):

" Services

Texas Department of State
Health Services

41




Section B, Question #9

Knowledge Check: Question 3

Did not specify the health care

team.

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

X YES NO

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

>< YES NO Contracted entity, if applicable:

Who is the health care team employed by?

Health and Human

" Services County Hospital
Texas Department of State
pendakin X Private Other (please specify):

42
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Services

Texas Department of State
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Knowledge Check: Question 4

Did not specify the location.

Section B, Question #18

18. In the event of a hurricane or other natural or man-made disaster, do yo

>< YES

NO

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

X YES

NO Location:

have a written evacuation plan on file?

43




Section D, Questions #1-2

Knowledge Check: Question 5

Did not specify the month.

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

Lavil




General Guidance

Do not leave any applicable questions
blank.

Ensure you submit clean and legible
copies of all documents.

Complete, sign, date, and submit the
checklist with your screening plan.




Supporting Documents (as applicable)

e Health care team provider contract (Question B9)

* Medical provider contract (Question B10)

 Names and credentials of additional staff authorized to perform TB skin tests (Question
B13)

e Contract or agreement with hospital or facility where AllIRs are used (Question B21)

* Facility’s TB symptom screening form (Question C4)

 Facility’s continuity of care plan (Question C8)

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

e TB-805 Checklist
e, e,



Helpful Tips

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

* Jail administrators: Communicate with your local or regional health

department’s point of contact for questions regarding TB activities.

e TB programs: Communicate with jail administrators and points of contact for

revisions or missing information or documents.
e Submit the plan at least 60 days before expiration to ensure timely review and

approval.

e TB Programs: Your assigned Program Evaluation Consultant (PEC) is ready to

assist if additional help is needed!



Questions?

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

CQlTeam@dshs.texas.gov

texastb.org



mailto:CQITeam@dshs.texas.gov
https://www.dshs.texas.gov/tuberculosis-tb

Thank you!

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

CQlTeam@dshs.texas.gov

texastb.org
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