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DEFINITIONS

1.     “Administrative review” means a case analysis of a suicide or an attempted suicide by the Director of Mental Health Services, or a designee, or a multi-disciplinary panel. 

2.     “Agency” means an organization, institution, division, or unit established by statute or created by the Secretary of Public Safety and Correctional Services (Secretary) within the Department.

3.     “Agency head” means the highest authority of a Department agency.

4.     “Assistant Secretary” means the Assistant Secretary for Treatment Services.

5.     “Continuous observation” means staff maintains an at-risk inmate in constant view. 

6.     “Correctional employee” means an individual employed by the Department working in a correctional facility with responsibilities that include the care, custody and control of an inmate under the control of the Department.

7.     Correctional Mental Health Center.

a.     “Correctional Mental Health Center (CMHC)” means an inpatient mental health unit at a Department facility where an inmate requiring acute mental health services is placed.

b.     “Correctional Mental Health Center (CMHC)” includes:

i.
CMHC – Baltimore located in the Baltimore City Detention Center where a Division of Pretrial Detention and Services (DPDS) inmate may be placed for mental health treatment; and

ii.
CMHC – Jessup located at the Patuxent Institution where a Division of Correction inmate may be placed for mental health treatment.

8.     “Inmate” means an individual in the custody of the Department.

9.     “Lethality” means the likelihood that an action will lead to death.

10.
Licensed Health Care Professional.

a.
“Licensed health care professional” means an individual in the medical or mental health field duly licensed, registered, or certified according to State requirements.

b.
“Licensed health care professional” includes, but is not limited to, a:

i.
Licensed medical health care professional, such as a physician, dentist, nurse, physician’s assistant, nurse practitioner, medical assistant, or pharmacist; and

ii.
Licensed mental health care professional, such as a psychiatrist, psychologist, psychology associate, social worker, professional counselor, or psychiatric nurse.

11.   “Mental health unit” means an organization within a Department facility responsible for providing mental health services.

12.   “Program” means the Department’s Suicide Prevention Program.

13.   Safe Cell.

a.
“Safe cell” means a place of confinement within a facility approved by the Director of Mental Health Services and from which all items that an inmate could use for self-harm have been removed to safely confine and monitor a suicidal inmate until alternate placement can be arranged.

b.
“Safe cell” includes provisions for administrative segregation when a facility is unable to use a safe cell.

14.
“Self-harm status” means an inmate is not considered actively suicidal, but continues to demonstrate behaviors not intended to cause death, but that are potentially harmful to the inmate.

15.
Special Status.

a.
“Special status” means an inmate requires additional attention because an inmate displays suicidal or self-harm behaviors.

b.
“Special status” is determined by the degree of lethality and includes:

i.
Suicide watch;

ii.
Suicide precaution; or

iii.
Self-harm.

16.   “Standard progress report” means written information about a clinical encounter with an inmate.

17.
“Suicide attempt” means an action that is self-harming and has a high likelihood of resulting in death.

18.
“Suicide gesture” means an action that is self-harming, but has a very low likelihood of resulting in death. 

19.
“Suicide ideation” means a verbal statement indicating the thought about self-harm or the desire to be dead.

20.
“Suicide precaution status” means an inmate has exhibited an indication of actual or potential self-harm that identifies the inmate as a candidate for protection under the Program.

21.
“Suicide watch” means an inmate, determined to be actively suicidal, is under continuous observation until transferred to the medical unit.

SUICIDE PREVENTION TRAINING

I.
Purpose:
To ensure that staff are provided with information and strategies needed to decrease the occurrence of suicide.

II.
Scope:
Applies to all correctional employees and licensed health care professionals with responsibility for providing care, custody and control of inmates in a Department correctional facility.

III.
Policy:
It is the policy of DPSCS to provide suicide prevention training that will: improve identification of potentially suicidal inmates; effectively assess suicide risk factors; and provide timely and appropriate interventions.

IV.
References:
SDD 06-2005

V.
Procedure: 


A. There shall be three levels of suicide prevention training:  

1.
Entrance-Level - Every employee shall receive training in the principles of suicide prevention as part of the pre-service training program.  This training shall be designed to instruct the individual on the: nature of suicide, prevalence of suicide, and indicators of potential suicide.  This training shall consist of the following:

a. Basic issues about the nature of suicide;

b.
An understanding and awareness about the factors that represent a high risk of self-harm;

c. 
An awareness of the indicators that signal the potential for         suicide;

d. An awareness of the management strategies for preventing suicide;

e. An awareness and familiarity with the Department’s policy and procedure in regard to suicide prevention.

2.
Orientation - An agency head, or a designee, shall provide information concerning the facility’s procedures related to suicide prevention as part of the employee’s orientation.

3.
In-Service - Each institution shall provide annual in-service modules on suicide prevention to all staff.  The purpose of this training will be to reinforce the concepts learned during entrance-level training and to review the suicide prevention policies and procedures. Several short training modules shall be created and provided on a rotational basis to avoid repetition.  These modules shall contain the following elements:

a. Signs and symptoms of predisposing factors of potentially suicidal inmates;

b. Risk factors in the evaluation of suicide potential;

c. Management of suicidal inmates;

d.
Review of institutional procedures regarding suicide prevention.

B.
All training module curricula shall be developed in collaboration with the Director of Mental Health, or designee.

C.
To the extent possible, all levels of training shall be provided by a licensed mental health care professional.

SUICIDE ASSESSMENT AND MANAGEMENT 

I.
Purpose:
To provide a process for assessment and management of inmates in order to prevent suicide.

II.
Scope:
Applies to all correctional employees and licensed health care professionals with responsibility for providing care, custody and control of inmates in a Department correctional facility.

III.
Policy:
A comprehensive system of screening, assessment and appropriate inmate management reduces the occurrence of suicide.

IV.
Reference:
SDD 06-2005

V.
Procedure:

A. Intake Screening 

1.
Within the first  (24) hours of incarceration at any intake facility, a licensed health care professional shall screen all incoming inmates to determine their potential for self-harm or suicide in accordance with the policies and procedures relating to intake processing.
a. This suicide screening shall be conducted utilizing the Suicide Screening Inventory form (DPSCS Form OTS 124-420-1) attached as Appendix A to this manual.

b. The suicide screening shall include an interview to determine self-report of the following:
i.
Previous statements indicating self-harm or suicide;
ii.
Previous attempts to self harm or commit suicide;

iii. Research based suicide factors;
iv.
Current suicidal thoughts or plans.
2.
If, during the suicide screening, factors of current suicide risk are identified, the licensed health care professional shall:

a. Immediately place the inmate under continuous observation until a suicide risk assessment is conducted. Document the placement on continuous observation using a Close Observation Initiation form (DPSCS Form OTS 124-420-2) (attached as Appendix B); 

b. Refer the inmate, utilizing the Referral for Mental Health Services Form (DPSCS Form 124-400-1), to the institutional mental health department for a suicide risk assessment by a licensed mental health professional;

c. Ensure that the original Suicide Screening Inventory Form (DPSCS Form OTS 124-420-1), a copy of Referral for Mental Health Services Form (DPSCS 124-400-1), and the original of the Close Observation Initiation Form (DPSCS Form OTS 124-420-2) are placed in the medical file.

3.
If, during the suicide screening, suicide risk factors are identified but no current suicide thoughts or plans are present, the licensed health care professional shall:

a. Refer the inmate, utilizing the Referral for Mental Health Services Form (DPSCS 124-400-1), to the institution’s mental health department for a suicide risk assessment by a licensed mental health care professional;

i.
If the referral is made during normal business hours, the mental health professional in the institution’s mental health department shall conduct the assessment within two (2) hours of receipt of the referral;

ii.
If the referral is made after normal business hours, the licensed health care professional conducting the screening shall contact the on-call psychiatrist;

iii.
The on-call psychiatrist shall either conduct a telephone consultation within two (2) hours of receipt of the referral or, if necessary, go to the institution to conduct a face-to-face suicide risk assessment; 

b. Make every effort to avoid isolating the inmate and place the inmate in a safe cell and maintain that status until the licensed mental health professional conducts the suicide risk assessment;

c. Ensure that the Close Observation Initiation form (DPSCS Form OTS 124-420-2) is used to document the safe cell status;

d. Document the suicide screening results on the Suicide Screening Inventory form (DPSCS Form OTS 124-420-1); and

e. Ensure that the original of the Suicide Screening Inventory Form (DPSCS Form OTS 124-420-1), the Close Observation Initiation form (DPSCS Form OTS 124-420-2), and a copy of the Referral for Mental Health Services form (DPSCS 124-400-1) are placed in the medical file.

B. Institutional Transfer Screening

1.
When inmates are transferred from one DOC or DPDS institution to another, a licensed health care professional in the receiving institution shall conduct a new suicide screening within 5 days of arrival.

2.
If, during the suicide screening, suicide risk factors are identified, the licensed health care professional shall follow the procedure set forth in Section A.2.b. or A.3. above.

C. Post-Intake Screening

1.
If, at anytime after intake processing, an offender displays signs of self-harm or suicide, the correctional employee making the observation shall immediately report the observation to the shift commander who shall:

a.
Ensure that the facility’s licensed health care professional is notified; and

b.
Arrange for the inmate to be placed under continuous observation using a Close Observation Initiation form (DPSCS Form OTS124-420-2) to document that action until the suicide risk assessment is conducted.

2.
A licensed health care professional receiving notification under §C.1.a. above shall:

a.
Coordinate with the shift commander to arrange for continuous observation;

b.
Conduct a suicide screening within one hour of being notified using a Suicide Screening Inventory form (DPSCS Form OTS 124-420-1); 

c.
Follow the procedure set forth in Section A.2.b. or A.3. above if, during the suicide screening, suicide risk factors are identified.

d. Ensure that the original of Suicide Screening Inventory form (DPSCS Form OTS 124-420-1) and the Close Observation Initiation form (DPSCS Form OTS 124-420-2) are completed, dated, signed and placed in the inmate’s medical file. 

D. Assessment

1.
A suicide risk assessment shall be conducted by a mental health professional within two hours of:  receipt of the Referral form (124-400-1) or notification of the need for an assessment for suicide risk. 

2.
The assessment shall include:

a. 
A structured interview where a detailed investigation is conducted to gather information from the offender on the following factors:

i. Past suicidal ideas and/or attempts;

ii. Current suicidal ideas, threats or plans;

iii. Homicidal ideas or threats

iv. Prior mental health treatment including hospitalization;

v. Recent significant loss (i.e. change in loved one’s health, death of a loved one, major change in own health status, change in marital or significant relationship status, additional sentence, loss of appeal, termination from a special program);

vi. History of suicidal behavior by family members or significant other;

vii. Suicide risk during previous incarceration, and/or at most recent sending institution (including county facility);

viii. Current health status according to offender (i.e. insomnia/hypersomnia, mood, health concerns, feelings); 

b. Information gathering from others, such as:

i.
Observations by transporting officer(s) or other staff, where appropriate (i.e., agitated, hostile, bizarre or out of character behavior, crying, uncommunicative);

ii.
Observation by the mental health professional conducting the assessment;

iii.
Medical status from medical record;

iv. 
Institutional adjustment record;

c. Assignment of risk level according to the following guidelines:

i.
High – high intent and high lethality

ii.
Medium – high intent and low lethality or low intent and high lethality

iii.
Low – low intent and low lethality

3. Upon completion of the assessment, the mental health professional shall document the results of the assessment in a standard progress note and ensure that the note is placed in the patient’s health record.  The note shall indicate the level of risk and recommendations on the appropriate management of the offender as to the following issues:

a.
Need for placement on special status;

b.
Housing requirements (i.e. safe cell, inpatient unit);

c.
Property restrictions (i.e. personal clothing items, razors, bed linens);

d.
Need for follow-up care (i.e. emergency treatment, appointment with psychiatrist, psychologist, or somatic physician; observation frequency).

4.
The mental health professional shall provide the recommendations to the following individuals:

a.
The shift commander, immediately;

b.
The correctional facility’s licensed medical health care professional, immediately;

c.
The facility’s chief psychologist as soon as possible, if he/she is not the assessor in this case;

5.
The assessing licensed mental health care professional shall notify the Director of Mental Health, or a designee, of all incidents of suicide ideations, gestures, attempts and completed suicides by completing and forwarding, by facsimile, immediately after the incident, a Suicide Notification form (DPSCS Form OTS 124-420-4).

E.
Management of offenders at-risk of self-harm or suicide.

1.
A licensed mental health care professional shall act as a consultant to an agency head, or a designee, in the implementation of intervention strategies to manage an offender determined to be at risk of self-harm or suicide that will appropriately respond to the inmate’s needs in accordance with the assessed level of risk.

2.
The intensity of intervention is based on the level of risk as follows:

a.
High Risk requires that the offender be:

i.
Placed on suicide watch;

ii.
Placed in a safe cell;

iii.
Provided with a suicide smock;

iv.
Continually observed as a cooperative effort between custody staff and health care professionals; and 

v.
Immediately processed for transfer to a Correctional Mental Health Center.

b.
Medium Risk requires that the offender be:

i.
Placed on suicide precaution status;

ii.
Placed in a safe cell;

iii.
Provided with a suicide smock;

iv.
Observed at a frequency determined to be appropriate by a licensed mental health care professional with observations noted on the Safe Cell Observation Log (DPSCS From OTS 124-420-3); and

v.
Referred to a Correctional Mental Health Center if deemed appropriate by a licensed mental health care professional.

c.
Low Risk requires that the offender be:

i.
Placed on self-harm status;

ii.
Placed in a safe cell if determined to be appropriate by a licensed mental health care professional; 

iii.
If placed in a safe cell, provided with a suicide smock; and

iv.
If placed in a safe cell, observed with the frequency deemed appropriate for the circumstances by a licensed mental health care professional.


3.
Consideration shall be given to the following to ensure the offender’s safety:

a.
Placement in a safe cell means that the offender is not isolated from other offenders while in a safe cell unless circumstances (i.e., combativeness; agitation) require other arrangements;

b.
If isolation of an offender is necessary, the location of the offender shall be based on the proximity to staff and the observation frequency shall be sufficient to ensure the offender’s safety;

c.
Any offender placed in a safe cell shall wear a suicide smock;

d.
Restrictions on property, clothing and bedding shall be based on the risk level.

F.
Out-of-Facility Transfers of At-Risk Offenders

1.
If it is determined that an offender must be transferred to a Correctional Mental Health Center, the following steps shall be taken:

a.
A licensed mental health care professional shall complete a Referral to Acute Unit form and fax it to the appropriate Correctional Mental Health Center.

b.
The Correctional Mental Health Center shall make determination on whether admission of the offender is possible and on what date and advise the referring licensed mental health professional.

c.
Upon notification of the granting of admission, the licensed mental health care professional shall notify case management to assist in effectuating the transfer.

d.
If admission is denied, the Correctional Mental Health Center shall notify the referring individual in writing, within 24 hours of receipt of the referral, of such denial.  

e.
The referring licensed mental health care professional receiving such denial shall notify the Director of Mental Health, or a designee, of such denial so that an alternative placement can be identified.

2.
If it is determined that an offender must be transferred to a medical facility outside the Department, the individual initiating the transfer shall notify a licensed mental health care professional of the transfer.

3.
If it is determined that a federal detainee must be transferred to a Correctional Mental Health Center, the procedure set forth in § F.1 above shall be followed.  When the Director of Mental Health, or a designee, is notified that admission to the Correctional Mental Health Center is denied, he shall consult with the U.S. Marshal to coordinate an alternative placement.

G.
Aftercare for at-risk offenders shall include the following:

1.
Removal from Special Status:

a.
Only a licensed mental health care professional may authorize the removal of an offender from special status;

b.
In conjunction with the authorized removal from special status, a licensed mental health care professional shall: 

i.
Make determinations on return to a regular housing assignment and what property shall be returned to the offender; and

ii.
Complete the termination portion of the Close Observation Initiation form (DPSCS Form OTS 124-420-2); 

c.
The licensed mental health care professional removing the offender from special status shall provide follow-up care as follows:

i.
Within 24 hours of the inmate being removed from special status;

ii.
A second time within three days after the first consultation;

iii.
A third time within one week after the inmate was removed from special status;

d. Document the determinations for removal and the results of each follow-up intervention in a progress note and place it in the health record of the offender.

QUALITY ASSURANCE

I.
Purpose:
To ensure that staff are performing in accordance with the procedures set forth in this manual and to improve process to ensure the safety of all offenders.

II.
Scope:
Applies to all correctional employees and licensed health care professionals with responsibility for providing care, custody and control of inmates in a Department correctional facility.

III.
Policy:
It is the policy of DPSCS that case reviews and process and record audits are conducted to ensure that quality of the suicide prevention activities.

IV.
References:
SDD 06-2005

V.
Procedure: 


A.
Administrative Review

1.
The Director of Mental Health Services, or a designee, shall conduct an administrative review of incidents of attempted suicide or suicide.

2.
The Director of Mental Health Services shall chair an administrative review panel and call the following to participate as members:

a.
The Department Medical Director;

b.
The chief psychologist at the offender’s correctional facility;

c.
A representative of the offender’s correctional facility’s correctional staff; and

d.
Other staff with an interest in the incident.

3.
A correctional facility’s chief psychologist is responsible for:

a.     Providing the panel with:

i.
The inmate’s mental health file;

ii.
Related serious incident reports;

iii.
Other documents related to the incident; and

iv.
Related medical records; 

b.
Presenting the case to the panel; and 

c.
Recording the findings of the administrative review panel.

4.
To the extent possible, the administrative review panel shall determine what:

a.
Precipitated the act;

b.
Mental health interventions or other actions were taken to identify and address the problem before it occurred; and

c.
Could have been done to prevent the occurrence.

5.
A correctional facility’s chief psychologist, on behalf of the administrative review panel, shall complete a written report of the findings and submit the original report to the Director of Mental Health Services and a copy to the respective agency head.

6.
The Director of Mental Health Services shall:

a.
Provide a report of an administrative review with recommendations for improvement to the Assistant Secretary; 

b.
Collect and maintain data concerning incidents of suicide ideations, gestures, attempted suicide, and suicide;

c.
When requested by the Assistant Secretary, provide a written report on the information required; 

d.
Provide quarterly reports on suicide statistics to the Assistant Secretary; and

B.
Process and Record Audits

1.
The Director of Mental Health shall:

a.
Develop an audit tool to measure compliance with the suicide prevention activities as well as the record-keeping requirements set forth herein;

b.
Develop a schedule of auditing activities so that every facility is reviewed at a minimum of once every two years; and

c.
Form an audit team from State mental health professionals across the state that allows for peer review of suicide prevention activities;

d.
Collect the reports of the audits from the audit team, review the results, and disseminate those results to the Managing Official of the correctional facility and to the Assistant Secretary. 

2. The peer audit teams shall:

a. Conduct the process and record audits in accordance with the schedule determined by the Director of Mental Health;

b. At the completion of each audit, create a report of the results and findings and forward it to the Director of Mental Health. 


Forms List

Suicide Screening Inventory Form tc \l2 "Referral to Acute Unit Form (Appendix A) 

Close Observation Initiation Form (Appendix B)

Referral for Psychological Services Form (Appendix C)

Suicide Notification Form (Appendix D)

Observation Log (Appendix E)

 Suicide Screening Inventory




Suicide Risk Factors


	#
	
	Risk Factor
	
	Yes
	No

	
	
	
	
	

	1
	
	Has anyone in your family committed suicide?
	
	

	2
	
	Have you ever thought about killing yourself?
	
	

	3
	
	Have you ever attempted to kill yourself?
	
	

	4
	
	How many times?              Method?
	
	

	5
	
	When was the most recent attempt?
	
	

	6
	
	Have you ever been hospitalized as a result of an attempt?
	
	

	7
	
	When and where was this hospitalization?
	
	

	8
	
	Have you ever been diagnosed with depression?
	
	

	9
	
	Have you ever been diagnosed with major depression?
	
	

	10
	
	Do you have, or have you had, a drug or alcohol problem?
	
	

	11
	
	Have you experienced significant loss?
	
	

	12
	
	Do you have a supportive family?
	-1
	1

	
	
	Total
	

	
	
	Suicide Risk Factor Index (any score over 3 is given a referral and the SPS)
	
	








Notes:






Health Care Professional Signature
_________________________________________________
Date:  _______________________
CLOSE OBSERVATION

Initiation Form

	Name
	Number:
	Institution:

	Last                                                          First                                        MI
	
	

	Date of Placement:
	Time: _________AM/PM
	Official Authorizing Placement:

	Frequency of Observation:
	Authorizing Mental Health Professional:

	Property?    ( Y  ( N  If yes, what:
	

	Clothing?    ( Y  ( N  If yes, what:
	

	Bedding?    ( Y  ( N  If yes, what:
	

	Meals?   ( Bag   ( Regular
	Specific Behaviors to Look For:


RATIONALE FOR INITIATION OF CLOSE OBSERVATION

 Bizarre Behavior
 Severe Agitation

 Recently received bad news
 Significant change in hygiene
 Significant change in attitude
 Threatening others
  Appears depressed

 Bizarre verbalizations

 Serious Hygiene problem
 Inmate isolating self

 Significant change in behavior
 Other: _______________
Events which led to current situation:________________________________________________                                                                                                                                                                                                                                                                                                                                       
Unusual Circumstances: __________________________________________________________                                                                                                                                                        
Check if Known:

History:
 History of Mental Health issues

 History of Aggressive / Hostile Behavior

 History of suicidal behavior

 History of psychiatric admissions

 Recent transfer to institution
`
 History of Psychotropic medication
Symptoms:
 Incoherent speech
 Tearful
 Poor Hygiene


 Bizarre appearance
 Withdrawn
 Disoriented


 Agitated

 Oppositional
 Angry / hostile


 Restless

 Scared
 Looks or acts in an irrational fashion


 Yelling / Screaming
 Pacing
 Does not relate to Staff


 Refusing medication
 Restless
 Banging Door

 Other : __________________________________________
Termination Form

Rationale for termination of Close Observation: ______________________________________________

_____________________________________________________________________________________
Name of authorizing Mental Health Professional ____________________  Date: __________ Time: _____
REFERRAL FOR PSYCHOLOGICAL SERVICES

________________ Institution










DATE:       /       /       
Name:                                            ID #:                                     DOB: _____________
 
Housing Location:                                                 Current Release Date:  __/ __/ __ 

Reason for Referral:
 Appears Depressed 
 Threatening Self Harm

 Recently received bad news

 Significant change in behavior  

 Significant change in attitude 
 Threatening others

 Bizarre Behavior                        

 Bizarre verbalizations 

 Serious Hygiene problem

 Inmate Isolating self                   
 Received additional time 
 Was refused parole

 Screening                             

 MSE 


 Adjustment problems

 Suicide Assessment                   

 SNU placement

 MHU Admission

 Psychological Evaluation          

 Risk Assessment
Other:                                                                                                                                              
Events which led to current situation:    







                                                                                                                                                 
 










                                                                                                                                       
Unusual Circumstances:  





















                                                                                                                                                         

Check if Known:

History:
 History of Mental Health issues

 History of Aggressive / Hostile Behavior

 History of suicidal behavior
 History of psychiatric admissions

 Recent transfer to institution
 History of Psychotropic medication

Symptoms:
 Incoherent speech 

 Tearful
 Poor Hygiene

 Bizarre appearance
 Withdrawn
 Disoriented

 Agitated
 Oppositional
 Angry / hostile

 Restless
 Scared
 Looks or acts in an irrational fashion

 Yelling / Screaming
 Pacing
 Does not relate to Staff

 Refusing medication
 Restless
 Banging Door

Other   









                                                                                                                                         
Summary of reason for referral:   








  












 












                                                                                                                                                                 

Name:                                                Position:                                                  Location / extension  

                                   
Date Received:                       Received by:                                                Verbal Referral

Date seen:                     
 Progress note attached.

Suicide Notification Form

Psychology Department

__________________ Institution

Date: ______________

To:
Assistant Director of Mental Health

From: _______________________________

The attached report is being sent to you for the following reason:

	____ Suicide:  When an inmate has died as a result of suicide, this notification form shall be sent within 24 hours with preliminary documentation about the event.  A post mortem report summarizing the situation and all contacts with mental health professionals shall be sent as soon as complete.
	____ Suicide Attempt: When an attempt has been made, a summary of the situation and a

ssessment by the Chief Psychologist shall accompany this form.

	____ Suicidal Gesture:  A suicidal gesture is an action which has very little chance of lethality. In these cases, a brief summary is sufficient and shall accompany this form.
	____ Suicidal Ideation:  In these situations the inmate has discussed his/her thoughts of suicide, but has not acted.  In these cases, a brief summary of the situation is sufficient and shall accompany this form.


Comments (or attach progress note): ________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

OBSERVATION LOG

	Name
	Number:
	Institution:

	Last                                                          First                                        MI
	
	

	Date of Placement:
	Time: _________AM/PM
	Official Authorizing Placement:

	Frequency of Observation:
	Authorizing Mental Health Professional:

	

	Date/Time
	Observer’s Initials/Title
	Comments/Observations

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Attach Additional Pages as Necessary       

Distribution:  
Inmate Medical File
Inst:





ID #:





Name:





DOB:   xx/xx/xxxx    





III.





High Suicide Risk





Over 5 indicators





II.





Medium Suicide Risk





3 to 5 positive factors





I.





Medium Suicide Risk





3 to 5 positive factors
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