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MEDICAL SERVICES FOR SEDGWICK COUNTY DIVISION OF CORRECTIONS
#17-0004
ADDENDUM 1

January 31, 2017

The following is to ensure that vendors have complete information prior to submitting a response. Below are some
clarifications regarding Publication of Legal Notices:

Questions and/or statements of clarification are in bold font, and answers to specific questions are italicized.

1. Isthe county interested in retaining the current medical staff?
Answer: No

2. Can you provide the current licensure of the staff and length of service at the facilities?
Answer: APRN and LPN

3. Does the current staff have a non-compete clause?
Answer: Not in the County’s contract

4. Arethe JAIC, JDC, JRF and SCYP located on the same campus? If not, how far apart are the
facilities?
Answer: All facilities are on the same campus, with the exception to SCYP. SCYP is 3 miles away.

5. Would the residents of the JRF and SCYP be transported to JDF for sick call visits and
assessments? Or are sick calls and assessments conducted on site at each facility separately?
Answer: Conducted on site

6. Please define the licensure level required of a “Physician-Extender.”
Answer: MD

7. May a Registered Nurse, trained by a physician or physician-extender complete the physical
exam?
Answer: No, MD Only

8. Please provide a copy of the Kan-Be-Health screening.
Answer: Please see attachment

9. Are the nurse and practitioner expected to visit each facility? If so, how often and approximately
how many hours is preferred at each facility?
Answer: The APRN and LPN currently work 8-5pm Monday-Friday. The MD comes once a week and
oversees all operations. JRF and SCYP are checked once a week.

10. Who is responsible for ordering medication (new and refills) from the pharmacy?
Answer: Medical staff orders the prescriptions and corrections staff administer

11. Who sets-up and then who passes the medications in each facility?
Answer: Corrections staff administers


http://sedgwickcounty.org/finance/purchasing.asp

12. Is TB testing required on every resident within 10 days or only those who answer positively to the
screening questions?
Answer: All residents and staff are tested

13. About how much time does it take for the facility to complete a criminal back ground and adult
registry check for potential applicants?
Answer: 2 weeks

14. Please provide a copy of the current staffing schedule. If that is not possible, please describe the
hours and scope of service (physician, practitioner, RN, LPN, CMA) of each position.
Answer: See question 9

15. Do you believe the current staffing levels are sufficient to meet the facility’s needs? If not, what
type of improvements would you recommend?
Answer: Yes

16. Who is the current medical vendor?
Answer: KU Medical

Firms interested in submitting a proposal must respond with complete information and deliver on or before
1:45 p.m. February 7, 2017. Late proposals will not be accepted and will not receive consideration for final award.

“PLEASE ACKNOWLEDGE RECEIPT OF THIS ADDENDUM ON THE PROPOSAL RESPONSE PAGE.”

Kara Kingsley
Purchasing Agent
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MEDICAL RECORD FOR CHILDREN IN 24 HOUR CARE FACILITIES
(School Health Form or the KAN Be Healthy Form May Be Used)

Name: Birthdate: [0 Male [J /Female
Address: City: Zip:

Parent/Guardian: Work Phone: Home:

Child lives with: Work Phone: Home:

Number in household: Type of family housing:

Physician: Date of last examination:

Dentist: Date of last examination:

Eye Doctor: Community Services:

School:

FAMILY HEALTH HISTORY

)
/]

Response Codes: M= Maternal Paternal S = Sibling N/A = Not Applicable

Code Comment

1 Are there any chronic illness problems in your family such as heart disease, diabetes,

2 Does any family member have a vision defect, hearing loss or spinal deformity? Comment.

CHILD/ADOLESCENT HISTORY
Response Codes: Y =Yes N=No NA = Not applicable

1. Birth weight Were there any pre-natal or delivery problems with the child?

2. Did this child walk, talk and develop at the usual time?

3. Does this child/adolescent:

a See a health care provider regularly?

b Use any medication, drugs or alcohol?

¢ Have a history of any hospitalizations, surgeries or emergency room visits?
d Have a history of any childhood diseases/illnesses?

e Have a history of other communicable diseases?

f Age menarche Have a history of menstrual problems?

g Have a history of vision, speech, hearing or communication problems?

h Have a problem with being tired or overactive?

i Have any emotional or behavioral problems?

i Need any special help in school or day care?

k Have sexuality concerns?

I Have any chronic iliness or disabling problems with:

Headache _ Convulsions Diabetes Earaches Back/spine/
Colds/sore throat _ Rheumatic fever Genitalia Oral/dental extremity problems
Heart/lung disease  __ Allergies/Asthma Digestive Urinary/bowel Other

List present concerns of child/parent/guardian/foster parent:

3.1401.4 PS-1518



Immunization: Record date of each dose received (mmi/dd/yy) *Required **Recommended
1st 2nd 1 4th 5th 1st 2nd 3rd
t%szgehtheria' AT, MMR (Measles, Mumps, Rubella) *
Td/DT * HBV (Hepatitis B) **
OPV or IPV (Polio) * TB (Skin Test) * Date Result
Immunization: Record date of each dose received (mm/dd/yy) *Required **Recommended
PHYSICAL EXAMINATION: To be completed by health care provider approved to perform health assessments.
Height Weight Hgb or Hct
Pulse Blood Pressure Lead
Urinalysis Sickle Cell Other

Tuberculosis

Head Circumference

Code Each Item as Follows:
0 = No significant findings
1 = Significant findings

Code

Description of Findings

General Appearance
Integument
Head - Neck
EENT

Oral - Dental
Thorax

Breasts
Cardiovascular
Abdomen
Musculoskeletal
Genitourinary

Neurological

SCREENING

1. Nutritional Evaluation (all ages - each screen) (v if applicable)

[ Enrolled in WIC
Food intake review. Results:

milk/milk products (breast-fed/type of formula)

fruit/vegetables

O Receiving Vitamin Supplement with iron

Nutrition/WIC Questionnaires available from (785) 296-0092.

O without iron

[ Fluoride Supplement

meat, beans, eggs

breads, cereals

Tvoe of screen

2. Developmen Result
3. Speech Result
4. Hearina Result
5. Vision Result

Significant Assessment Findings:

Recommendations: (include referrals)

Follow Up:

Additional Information may be attached

3.1401.4

NouswN

Safety/poisons
Nutrition
Parenting
Family Planning
Discipline
Immunizations
Hygiene

Comments:

Date of last screen

Date of last screen

Anticipatory Guidance: (circle those discussed)

8. Lifestyle 9. Development
10. Behavior

11. Sexuality
12. Dental
13. Other

PS-1518



Signature of Licensed Phys <ian or Nurse approved to perform health assessments Date

3.14014 PS-1518
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