
B-14.26 Attachment A 
CORRECTIONAL MANAGED HEALTH CARE 

GASTROINTESTINAL ILLNESS 
OFFENDER PATIENT REPORT 

Unit Name    
 

Report for new-onset (not cumulative) patients for 24-hour period beginning 6AM / / to 6AM / /   
Date sent / /   
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Onset Symptoms  
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Fax: 936-437-3572  **at onset of symptoms 
Subject line: Unit name, Gastro log, and Date sent 
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