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2026 Correctional TB Screening Plan
Training Dates

Wednesday, August Tuesday, August 26, Friday, September
20, 2025 2025 5, 2025
4 ) 4 ) 4 )
9:00 -10:00 AM 1:00 - 2:00 PM 9:00 -10:00 AM
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Learning Objectives

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

. Understand the process for screening plan renewal
and approval

. Recognize key information listed in each section
J Understand the new changes to the 2026 TB-805
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Purpose of the Correctional
Tuberculosis Screening Plan (TB-805)

Framework for the
implementation and monitoring
of legally required TB prevention
and care standards for Chapter
89-designated facilities

Requirement of the Texas
Administrative Code (TAC)

e Title 25, Part 1, Chapter 97,
Subchapter H

e Title 37, Part 9, Chapter 273
Determine compliance with the

Texas Health and Safety Code
(HSC) and the TAC

@0\ TEXAS

\ 1 _' Health and Human
=4 Services

Texas Department of State
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CORRECTIONAL TUBERCULOSIS SCREENING PLAN (TB-805)

INSTRUCTIONS

The Cor nal Tuberculosis (TB) S ing Plan (TB-805) is d F Il jai I d g ated a

Health a d rtych pt BQRf t phl t #TBBOSIf tructi n fillin goutth

frm Type hb zing the fillable electro frm All s ctons ftheplnmu th filled out
mpletel Iv d lb Ieg ble or the form W|Ilhe returned. Do not lea blank (type

N.-’A, if needed). The electronically signed on g al plan must b e emaile d to Iocal or reg nal

health department with a copy to the Texas Department of State He Ith Services (DSHS}

Tuberculosis and Hansen's Di: Unit at CongregateSettings@dshs texas go

A. CONTACT INFORMATION

[ 1. Facility Name
2. Physical Address [Jist additional sites in Section ] City State Zip Code
3. Mailing Address (if different from physical] City State Zip Code
4. Jail Administrator's Name 5. Title (Captain, Lisutenant, etc.) 6. Phone Number
7. Email Address 8. Fax Number

9. Medical Director (MD, DO, NF, or PA-C)

Name Credentials (MD. DO, NP, or PA-C)

National Provider Identifier (NPT} Email Address
Phone Number Address
City State Zip Code

10. Is the contact person the same as the jail admini:

D\-‘ESD NO Tf NO, complete question 11 below.




Renewal Process for TB-805

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

* Local or regional TB programs will send screening plans to

CongregateSettings@dshs.texas.gov
o Health departments have two weeks to review and submit to the CQl Team

* Renewal process flow chart for the 2026 TB-805:

Request Revisions

y Y
/ N
Chapter 89- LHD/PHR CQl Team
Designated > TB-805 > First Line » Second Line > T.B Contljoller APPROVAL
e . . Final Reviewer
Facility Reviewer Reviewer
AN /
N _____ } Lo [

Request Revisions Request Revisions



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

TB-805 Important Dates

e Submission Period

e September 8, 2025 to November 7, 2025

m  Approval Period

e January 1, 2026 to December 31, 2026

e Delinquent screening plans will have a truncated
approval period




Submission & Reminder Process for TB-805

* Facilities must submit screening plans to their regional or local health
departments by November 7, 2025, with a copy also sent to
CongregateSettings@dshs.texas.gov

* Chapter 89-designated facilities will receive reminder emails on the
following dates:
» September 8, 2025: 60-day notification
e October 8, 2025: 30-day notification
 October 24, 2025: Two-week notification
 October 31, 2025: One-week 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 (list additional sites in Section F) City State Zip Code
3. Mailing Address (if different from physical) City State Zip Code
4. Jail Administrator’s Name 5. Title (Captain, Lieutenant, etc.) 6. Phone Number
]
7. Email Address 8. Fax Number CI"Ed e ntl a I m USt

»| be MD, DO, NP,

Exa m p I es Of ja | I },Heﬁal Director (MD, DO, NP, or PA-C)
L , . | Name Credentials (MD, DO, NP, or PA-C)‘ or PA_C
administrator’s title.

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

ealth and Human

Services

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

Texas DEPaf_tment of State I:l YES I:l NO If NO, complete question 11 below.
Health Services




Section A. Contact Information
(continued)

Up to two contact persons
can be listed.

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

Texas Department of State
Health Services




Section B. Facility Information
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Section B. Facility Information

B. FACILITY INFORMATION

1. Facility operated by:

| |'E'DLII'I1.‘5" | | Private | | Other (Specify):

List the total number of
inmates booked into the
facility in the previous
calendar year.

2. Name of the operating agency,/company:

3. Is this faclity regulated by Texas Commission on Jail Standards [ TL05)? If marking NQ, who is the regulatory
agency?

D ¥ES D NO Regulatory agency, if applicable:

Facility should check all [« |

applicable federal
inmates that they
house.

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

7. Total numke' of inmates booked into the facility in the previous calendar year:

8. Which category of inmate is the fadility authorized to hold? [ Select 2/l that apply)
I:’Fad-eml (Selecr all that apoly): I:' Immigration and Customs EnFurcerrvent|:| Bureau of Prisons I:' .S, Marshals
County

I:Iﬂutﬂf-munt'f (Please list the counties that you have a contract, memorandum of agreement (MOA), or memarandum af
understanding [MOU) with):

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




Section B. Facility Information
(continued)

0. Does the faclity maintain a healthcare team (RN, LVN, MA)?

DYESDND

Is the healthcare team contracted? If contracted, please indicate who employs the healthcare team in the space

below and attach 2 copy of the contract.
DYESDND Contracted entity, if applicable: \

Wha is the healthcare team employed by? \

[ Jeoumy [ Jrospen Ensure that medical
[ Towvate [ Jother (plasse specit: contracts are

10, Does the Medical Director, listed in AD, provide TB medical care services for inmates? If no, please provide the attached to the
name of the treating physician and their National Provider Identifier (NPI). Note: A TB medical provider must have a
valid and current license ta practice in Texas with one of the following credentials: MD, DO, NP, or PA-C.

/

If the medical director screening plan.

E YESD MO (If marking YES, please leave provider name and NPI blank below.)

listed in A9 does provide
TB care for inmates, check
YES and leave provider aciona rovidr dlar ()

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

n a m e a n d N P I b I a n k- entity in the space below and attach a copy of the contract.
D YES D NO  Contracted entity, if applicable:

Whao is the medical provider employed by?

Provider name(s):

TEXAS

Health and Human

Services |:|cD . Dml
u

Texas Department of State _ .
Health Services e el

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




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
thereafier 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. 8.2 of this Agreement.

Expires Mid-Year

Contract Period: October 1, 2022, through September 30, 2023

? Health and Human

7 Somicer Base annualized fee. $221,335.92 ($18,444.66 per month)

Per diem greater than 130 inmates: | $1.57
Texas Department of State Annual outside cost pool limit: $40,000.00 (includes 100% pool refund provision)

Health Services




Health and Human
Services

Texas Department of State
Health Services

Section B. Facility Information
(continued)

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

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

14, Types of TBE tests performed at your facility (Select
all that apply)

I:I QuantiFERON-TE Gold (QFT)

D T-SPOT
D Tuberculin 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 M/ 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 (=.g., confirmatory
testing, testing of refusals, etc.)?

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

16. Are chest x-rays performed at the facility?
YES NO

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

Name (provider of x-rays):

Phone Number:

Address:

17. Are chest x-rays interpreted by the same x-ray
facility listed in question 167 If NO, please provide the
information below?

EI YES D NO (If marking YES, please skip the rest

of this question.)

Name (provider of x-rays):

Phone Number:

Address:

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

hittp://statutes.capitol. texas, gov/ Docs/HS (him/HS. 85. hitm

Mote: 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 radiographs, unless
symptoms develop that may be or are suspacted to be due to tuberculosis disease.

e
D YES D NO Location:

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

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




If facility has fewer than 2
AlIRs, please attach a copy
of the contract or
agreement with the
hospital/facility where
inmate will be isolated.

If facility does not have
AlIRs, please check
N/A.

Ji Health and Human
F°  Services

Texas Department of State
Health Services

19, Is the TBE infection control person the same as the contact person listed in Section A?

Section B. Facility Information
(continued)

Language update: If

A\ 4

EIYESD NO (If marking YES, please skip the rest of this question.)

If N, provide the name and job title of the person responsible for your facility's TB infection control measures. This
person may be responsible for generating and submitting monthly reports, maintaining supplies, and making
necessary referrals.

Title: N

AN

MName:

Email Address: Phone Mumber:

marking YES, please
skip the rest of this
guestion.

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

:]*res Dmo

Number of individual rooms:

1. If your facility has fewer than two (2) AIIRs, where will an inmate with symptoms suggestive of TB be isolated?
ease attach a copy of the contract or agreement with the hospital f facility.

s

Hospital/facility name:

N Please do not use any
abbreviations or
acronyms for titles.

\QJ‘E AIIRs routinely inspected and maintained? If YES, who oversees inspection and maintenanca?
™~
LJvesl

INDI IN.-"A If NO, please indicate the reason:

MName: Title: Phone Mumber:




Ji Health and Human
F°  Services

Texas Department of State
Health Services

Section B. Facility Information

(continued)

Please sea the

Immediately isolate the individual in an AIIR or send
tham to the hospital for isolation

Perform chest x-ray within 72 hours

Order acid-fast bacilli (AFB) testing on sputum
smearoculture within 72 hours

Ensure thorough medical evaluation

Provide surgical mask to the inmate and ensure
staff/personnel wear N-35 or eguivalent

Other (Specify):

23. Whidh of the fullﬂwmg actlun5 :Iure5 yuur ’fai:lllt'mI take |n the event a suspected or confirmed TB case is identified?

for reference. Please chedk all that apply.

Report to the local or regional health department within

ona warking day

Order a Nucleic Acd Amplification Test (NAAT) (i.e.,

rapid PCR)

Pravide treatment for TB

Conduct 3 Contact Investigation [CI)

Parform TST for symptomatic inmates

Reminder for health departments: Please ensure that the infection control
measures checked in this question are in alignment with the facility’s practices.




Be sure to add the
contact person’s
title.

Ensure the listed contact

persons are accurate. Reach
out to your health

department if needed!

Ji Health and Human
F°  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:

Mame:

Title:

Phone Number:

Email Address:

Address:

Phone Number:

Email Address:

Name:

Title:

Phone Number:

Email Address:

Section B. Facility Information
(continued)

26. Who ies purified protein derivati
inmate TB testing at your facility?

(PPDs) for

I: Pharmacy (Specify name and address)

:I Health Department {Specify full name and address)

27. Who supplies syringes for inmate TB testing at
facility?

:I Pharmacy (Specify nai

I: Health Department (Specify full name and address)

:I Other (Specify name and address)

I:I Other (Specify name and address)

7’

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




Section B. Facility Information
(continued)

Please list the pharmacy
or entity that you obtain
TB medications from.

]

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:

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

the TB medical provider.

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

None Education and/or Training

TB Testing at Intake Contact Investigation

TB Annual Screenings TB Medication \
Other (Specify):

~

Health and Human
*  Services

Texas Department of State
Health Services

o~

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




Section C. Inmate Screening
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Section C. Inmate Screening

C. INMATE SCREENING

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

that apply.

[T ey [T ruestiy [ Jwvecnestay [T ursday [T sy [T saturaey [T s

Facility shift hours when tests are done: from to

o

read 48 to 72 hours
/ after placement.

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? indicata a
range.

Within to hours

| specified when

4, Are symptom screenings conducted? If YES, attach a copy of your facility's TB symptom screening fornt, ——

DYE‘SDNO

If YES, when are symptom screenings conducted?

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

D Within 24 hours D Within 4-7 days

D Within 42 hours D Other (Flaase specify balow):

D Within 72 hours

6. Does your facility offer treatment for TB infection?

DYE‘SDNO

If NO), please explain the circumstances why.

Ensure that TSTs are

Ensure that if YES is
selected that it is

symptom screenings are
performed AND the
symptom screening
form is attached.

G7 175

Mote: According to Figure: 25 TAC 557.175(a1, a chest x-ray shall always be done within 72 hours of a positive TB skin test
reading. A chest x-ray and spul:urn smear and culture shall always be done within 72 hours of identification of symptoms of TB.

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




Texas Department of State
Health Services

Section C. Inmate Screening

(continued)

7. When do annual screenings of long-term inmates take 8 Do you have a written continuity of care plan for

place? gnosed or pected with TB scheduled for
release into the community or transferred? If YES, please
attach a copy of the plan.

|:|12 months after the last test

l:l YES |:|N0

DOI‘I a designated month (Please specify): | —

|:| Other (Please specify):

Ensure that the continuity of care
plan is attached.

9. Who maintains inmate screening records? 10. Who is responsible for sending transfer records to
Texas Department of Criminal Justice (TDCJ) or other
correctional facilities on inmates with TB infection or

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

Phone Number: Title:

Email Address: 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-4008) must be completed and submitted to the local or regional health department TB program located in the
county of the facility. Form TB-400A, TB-400B, and other forms are available at dshs.texas.gov/disease/tb/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 Prisoner in Transit Medical Summary Form (USM-553)

I:l Other (Please specify):

Remember to attach
these forms!




Examples of Continuity of Care Plans

BT T v memrepmwr IO W H W Bl

) fram Jail duri :
provided with the patisnt's releass lncation andfor the paﬁ:gl'mr:tpl:ﬁc::; :al'slgalth SeRersAtasibeinoiyed iand

When an inmate-patient has been diagnosed with active 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 treatment is released

before completion of TB therapy, the inmate-patient is
Transfers/Release provided a prescription. for a month’s supply of INH tablets
- . . . I with instructions to take 1 tablet (300mg INH) a day.

L. In-'_mate‘Patfmm with active TB are not transferred to other correctional facilities b. A review of the medication tecord confirms current

without prior notification and planning. All wansfers include copies of transfer prescribed medications. _ ) .
sheets identifying TB status and medication usage sent with them, c. The inmate-patient 1s provided with any medication
requirements as deemed necessary per order by a responsible
Al When an inmate-patient on. LTBI treatment is transferred to an outside physician or designee. All discharge medications must be
facility before cumplﬂﬁw of TB treatment, notification is made to the clearly documented in the medical record including telease,

A . i : .. dicati and t, and of 1vi
receiving correctional facility of the inmate-patient’s current TB medication ﬁ:rﬁign s amownl S BATD o SRS
and requirements for completion of therapy. d. When an inmate-patient is non-insured, medication

x A . " . ; requirements are cafled into the back-up pharmacy.

'}I{'EI: h S B. A copy of an inmate-patient’s medical records or documentaiion of e When an inmote-paticnt has insurance, medicstion

/ S:ravitce:“d Human screenings or treatment received during confinement accompanies an requirements are celled into the pharmacy of their choice.
inmate transferred from a correctional facility to another and is available for £ The facility —administrator oyd designee  aranges

H H : : transpottation to a copmunity provider.,
Texas Department of State mmedical review upon amival of the Jnwate. ¢ Theinmate-patient is also provided the name and address of
Health Services the health department where treatment can be obtained.

h. The inmate-patient is counseled to seek medical consultation

ag clindcally indicated and to seek prompt medical attention
if signs or symptoms are clinically indicated.




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?

I:IYEsl:INO I:IYES I:INO T

If YES, when do initial screenings take place? If YES, 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): |:lOther (Please specify):

If you check YES,
please specify when
screenings take place.

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:




Section E. Volunteer Screening
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Section E. Volunteer Screening

If volunteers do
not provide
services, please
mark NO and skip
the rest of the
section.

NEW: If volunteers
do not work more
than 30 hours a
month, please
mark N/A for the
rest of the section.

E. VOLUNTEER SCREENING

1. Do volunteers provide services in your facility?

L~
DYE‘S D NO (If marking NO, please skip the rest of the section.)

2. Do volunteers in this fadlity work more than 30 hours a month? Mote: According to TAC §97.173, "All volunteers whe
share the same air space with inmates on a regular basis (more than 30 hours per month) shall be screened prior to becoming a
waoluntesr and at least annually thereafter according to this section unless the voluntzer is exempt as describad in dauses (i), (i),
ar (iv) of this subparagraph.”

DYE‘S D NO (If marking NO, please check N/A for the rest of this section)

/ Does your facility perform initial volunteer 4. Does your facility perform annual volunteer
screenings? screenings?

I I‘r'ESI |NOI |N,J".ﬂ I |YE5I |NOI IN)’A

If YES, when do initial screenings take place?

I:I Pricr to becoming a velunteer
D Within 7 days of starting
\:I Other (Please specify):

If YES, when do annual screenings take place?

D 12 months from date of hira

D On a designated meonth (Please specify):

| | Other (Please specify):

5. Are volunteer screenings performed onsite or through referral?

D N,"hD Omsite at facility D Referral (Flease specify):

Mote: According to Figure: 25 TAC 75(z], a chest x-ray shall always be done within 72 hours of a positive TE skin test
reading. A chest x-ray and sputum smear and culture shall always be done within 72 hours of identification of symptoms of TB.

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
Release Assay (IGRA) or skin test if the person is asymptomatic. The voluntesr must provide a physician certification indicating
"no active disease” before retuming to work,

MN/A  How many days are allowed for the volunteer to submit this certification? days

7. Who is responsible for keeping volunteer certification records?

YA

Name: Title: Phone Number:




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 additional facilities.

I:IYEsl:I NO

2. Facility Name

3. Physical Address City State Zip Code Ad d I nfo rm atio n
on additional

4. Mailing Address (if City State Zip Code

different from physical) S It es
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
: TEXAS Phone Number: Email Address: a d d m O re th a n O n e
/s' Health and Human Name: Title: additional site.
Services
Phone Number: Email Address:

Texas Department of State
Health Services

ADD




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

G. PLAN SUBMISSION AND ACKNOWLEDGEMENT
Submission type (salact one)

D ANNUAL PLAN

D AMENDED PLAN (Pleass specify date of original submission):

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

Texas Administrative Code, Title 25, Part 1, Chapter 97, Subchapter H, Sec. 97.173, C, ii requires that every inmate shall have a N EW: J a I |
scresning test for tuberculosis on or before the seventh day of incarceration and at lzast annually thereafter if the inmate is not
known to be a previcus positive reactor. More frequent TB screening is recommended when a specific situation indicates an e . )
increased risk of transmission. Texas Health and Safety Code Chapter 89 Sec. 35.102 also requires corrections facilities to report a d m I n Ist rato r S
to the local health department the release of an offender who is receiving treatment for tuberculosis. The local health department

printed/typed name

shall arrange for inmate continuity of care.
serves as the legal

Jail Administrator Name Diate Signatu r‘e Of this
H. APPROVAL

Email the signed eriginal plan to Texas Department of State Haalth Sarvices, Tuberculosis and Hansen's Disease Unit, at m
Longregatecettings@dshs texas goy where the plan, once approved, will be maintained. dOCU ent'

By signing this form, I acknowledge that I understand the above requirements and the form is accurate and complets to the best
of my knowledge. By printing your name below, you acknowledge and agree that it serves as your legal signature,

If any sections are left blank, are answered incorrectly, or required supporting documentation is missing, the form
will be returned with requested revisions.

Texas Department of State Health Services Tuberculosis and
Hansen's Disease Unit

dshs.texas.gov/tuberculosis-tb/th-prevention-care-correctiona

Health and Human
Services

Amended plans are needed when there are administrative or operational changes that
Lee’:::gzxitc:':"tt'fsmte negate the information on the approved screening plan. Amended screening plans require
resubmission of all pages and an updated jail administrator signature and date.




TB-805 Checklist

Y

TEXAS
A Health and Human | TexasDepartment of State
Services Health Services



TB-805 Checklist for Jails

Texas Department of State
Health Services

* Both jails AND health departments @\;mm
a re req u i red to fu I Iy co m p I Ete t h ei r Correctional Tuberculosis Screening Plan (TB-805) Checklist
res pective TB-805 C h ec kI ists R The checklist is a tool for jail administrators or designees to use when completing the correctional tuberculosis

Services

[
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

° Sig n a n d d ate t h e C h ec kI iSt afte r email your local or regional health department.

completion and send it to your local | ="

or regional health department with Question ® e

A9 Does the medical director have one of the following
credentials: MD, DO, NP, or PA-C?

your screening plan

If the contact person is not the same as the jail administrator
(refer to question A10), is at least one contact person listed?

° N OTE: Th e re a re tWO C h ec kl ists Section A | Is Section A complete (i.e., no missing information)?

B1 If "Other (Specify),” is selected, is the information provided?

ava i I a b | e O n t h e We bS ite : B3 If "Federal,” is selected, is at least one facility type (ICE, BOP,

USMS) selected?

* TB-805A (Checklist A for health I T

Og|omf o) f
O|a|of| oo
O Oojd| oo

departments)

i Health and Human

g Services ° T B_80 5 B ( C h ec kl |St B fo r J a i I S) TB-805A Correctional T8 Screening_Plan - Checklist [ (for health departments) 8/2024

Texas Department of State
Health Services

TB-805B Correctional TB Screening Plan - Checklist |4 (for jails) 8/2024

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



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

Knowledge Check

Texas Department of State
Health Services




Section A, Question #9

Knowledge Check: Question 1

Credential is Street address
not MD, DO, NP, . .
or PA-C is not provided
9. Medical Director (MD, DO, NP, or PA-C)
Name \ Credentials (MD, DO, NP, or PA-C)
June Smith LWVN
Mational Provider Identifier (NPI) Email Address
N/A June.Smith@ TexasCountyJail.go
Phone Number Address
(212) 369-2247
Sonices " City State Zip Code
Texas 78552

Austin

Texas Department of State
Health Services




Section B, Question #10

Knowledge Check: Question 2

Re-entered provider name
and NPI

10. Does the Medical Director, listed in A9, provide TB medical care services for/ihmates? If no, please provide the
name of the treating physician and their National Provider Identifier (NPI). Ngte: A TB medical provider must have a
valid and current license to practice in Texas with one of the following credghtials: MD, DO, NP, or PA-C.

X YES NO (If marking YES, please leave provider name and NPI blank below.)

Dr. Jane Doe

Provider name(s):

1234567890

National Provider Identifier (NPI):

Ji Health and Human
*  Services

Texas Department of State
Health Services




Section B, Question #8

Knowledge Check: Question 3

Did not check the

categories of inmates

8. Which category of inmate is the facility authrld? (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
understanding (MOU) with):

J; Health and Human
*  Services

Texas Department of State
Health Services




Section B, Question #9

Knowledge Check: Question 4

Did not specify whom the

health care team is contracted
Y

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

X YES NO

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

X YES NO Contracted entity, if applicable:

Who is the health care team employed by?

TEXAS County Hospital

J Health and Human
*  Services

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




Section B, Question #18

Knowledge Check: Question 5

Did not specify the location

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

X YES NO

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

X YES NO Location:

i Health and Human
*  Services

Texas Department of State
Health Services




Section B, Question #19

Knowledge Check: Question 6

Re-entered contact person’s

information

et

19. Is the TB infection control person the same as the contact person Iiﬁtedw
X YES NO (If marking YES, please skip the rest of this question.)
If NO, provide the name and job title of the person responsible for your facility’s TB infection control measures. This

person may be responsible for generating and submitting monthly reports, maintaining supplies, and making
necessary referrals.

_ John Smith

_ Captain
123-456-73890

Nam Titl

johnsmith@email.com

Email Address: Phone Number:

? Health and Human

F°  Services

Texas Department of State
Health Services




Section B, Question #28

Knowledge Check: Question 7

Used an unknown acronym

and abbreviation

/

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

.. UMCD Pharmacy Intl.

Address: \

\

"  Services

Did not provide the

Texas Department of State
Health Services

pharmacy’s address




Section D, Questions #1-2

Knowledge Check: Question 8

Did not specify the month

D. EMPLOYEE SCREENING \
1. Does your facility perform initial employee 2. Does your facility perform annual employee
screenings? screenings?
>< 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 X Within 7 days of starting >< On a designated month (Please specify):
*  Services
Texas Department of State Other (Please specify): Other (Please specify):
Health Services




General Guidance

Do not leave any applicable questions blank.

Do not use any acronyms or abbreviations (unless they are preapproved
abbreviations or acronymes).

Ensure you submit clean and legible copies of all documents electronically.

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

Electronically re-sign and date the last page of the screening plan when re-
submitting your screening plan with revisions.

NEW: The TB-805 will only be accepted if it is completed and signed electronically.
Copies that have been manually filled out and signed will not be accepted.




Acceptable Acronyms

e Doctor of Medicine: MD * Licensed Vocational Nurse: LVN
* Doctor of Osteopathic Medicine: DO ¢ Emergency Medical Technician: EMT

* Nurse Practitioner/Family Nurse * Advanced Emergency Medical
Practitioner: NP/FNP/FNP-C Technician: AEMT

* Physician Assistant- Certified: PA-C * Certified Nursing Assistant: CNA

* Registered Nurse: RN * Certified Medical Assistant: CMA

For all other acronyms please spell out the full word on each use, or spell it
out on the first use and provide the acronym in parentheses. It is then
acceptable to use the acronym in subsequent answers.

Example: Certified Clinical Medical Assistant (CCMA)




Supporting Documents (as applicable)

* Medical provider contract (Question B10)

Health care team provider contract (Question B9)

* Names and credentials of additional staff authorized to perform TB skin tests (Question B13)
* Contract or agreement with hospital/facility where AlIRs 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
S Y



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 TB

Program point of contact for questions regarding TB activities

e TB Programs: Communicate with jail administrators/points of contact for revisions or

missing information/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

you need additional help!



Questions?

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

cqiteam@dshs.texas.gov

texastb.org



mailto:CQITeam@dshs.texas.gov

Thank you!

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

cqiteam@dshs.texas.gov

texastb.org



mailto:CQITeam@dshs.texas.gov
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