
INMATE HEALTH INFORMATION FORM 

INMATE INFORMATION 

FULL LEGAL NAME OF INMATE: __________________________________________________________________________________ 

STREET ADDRESS: ____________________________________ CITY: _________________ STATE: ______ ZIP CODE: ______________ 

DOB: ___________________________ BOOKING #: __________________________________________________________________ 

FAMILY CONTACT INFORMATION 

FAMILY CONTACT NAME: _________________________________________________ RELATIONSHIP: _________________________ 

STREET ADDRESS: _______________________________________ CITY: __________________ STATE: _____ ZIP CODE: ___________ 

DAYTIME PHONE: _________________________________________ EVENING PHONE: _____________________________________ 

CONTACT SIGNATURE: x________________________________________________________________________________________ 

DOCTORS INFORMATION 

PSYCHIATRIST/LAST TREATMENT FACILITY: ____________________________________________ DATE LAST TREATED: ___________ 

STREET ADDRESS: ____________________________________ CITY: ______________________ STATE: ______ ZIP CODE: _________ 

PHONE: _______________________________________________ FAX: _________________________________________________ 

 

MEDICAL DOCTOR’S NAME: _________________________________________________ OFFICE PHONE: ______________________ 

STREET ADDRESS: _________________________________________ CITY: __________________ STATE: ______ ZIP CODE: ________ 

 HEALTH INFORMATION 

PSYCHIATRIC DIAGNOSIS: _______________________________________________________________________________________ 

MEDICAL DIAGNOSIS: __________________________________________________________________________________________ 

ALLERGIES: __________________________________________________________________________________________________ 

MEDICATIONS TAKING (INCLUDE DOSAGE AND FREQUENCY): __________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

IS SUICIDE A CONCERN? NO _____  YES _____ IF YES, WHY? ___________________________________________________________ 

____________________________________________________________________________________________________________ 

OTHER CONCERNS: ____________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

____________________________________________________________________________________________________________ 

**Please feel free to provide additional sheets to provide more information or details.** 

CLACKAMAS COUNTY JAIL MEDICAL SERVICES FAX NUMBER 

Fax: 503-722-6766 
 

Clackamas County Jail 
         2206 Kaen Road    Page ___of ___ 
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