	Suicide Risk Assessment for Certified Holding Facility
	Detainee’s Name
	
	

	
	Date of Birth
	
	

	
	Date and Time
	
	

	
	Name of Facility
	
	

	
	Screening Officer
	
	

	

	FEMALE     (       MALE        (                                          
	Most serious charge:

	Check YES or NO for each numbered item below.  Each YES response requires support documentation

	Personal Data Questions
	YES
	NO
	Support Documentation

	1.
Individual lacks support of family of friends
	
	
	

	2.
Individual has a history of drug or alcohol abuse
	
	
	

	3.
Individual is very worried about problems other than legal issues (financial, family, medical condition, other)
	
	
	

	4.
Individual has experienced a significant loss within the last 6 months (loss of job or relationship, death of a close family member)
	
	
	

	5.
Individual is expressing feelings of hopelessness
	
	
	

	6.
Individual is thinking about killing himself/herself
	
	
	

	7.
Individual has previous suicide attempt(s)
	
	
	

	8.
Attempt occurred within last month
	
	
	

	Total number of YES checks
	
	

	Officer’s/Staff’s Comments/Impressions:

	Action:  If total number of YES checks is 4 or more or if item # 6 is checked or if screener believes it is necessary, notify the supervisor and initiate Constant Watch for the individual.
Supervisor Notified

(  Yes
(  No
Constant Watch Initiated
(  Yes
(  No

	
	
	
	
	

	
	Signature of Screening Officer
	
	Badge Number
	

	Medical/Mental Health Personnel Actions

(to be completed by medical/MH staff):
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