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Hours of Sleep: | = Restful - Restless o Frequent Waking o Report Night Dreams o Enuresis o Snoring o Other
Ordered: o CPAP/BIPAP o Wedae o Other o N/A 3 Used ordered intervention(s)
’ | 0 Refused ordered Intervention(s) o N/A
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Orientation =

Affect U Flat O Blunted O Restricted O Labile O Congruent U Flat O Blunted O Restricted Labile O Congruent Affect
O Incongruent O Bright Ol Incongruent O Bright
Mood 0 Angry O Irritable O Fearful O Anxious O Withdrawn 0 Angry O Iitable O Fearful O Anxious O Withdrawn Mood
0 Depressed O Agitated O Euthymic O Hyperthymic My L1 Depressed O Agitated 0J Euthymic O Hyperthymic
Speech M Appropriate O Rapid O Slow O Pressured O Loud 0 Appropriate O Rapid O Slow 0] Pressured O Loud S
O Soft O Garbled O Mute O Rambling 0 Soft O Garbled O Mute O Rambling peech
Thought O Organized OJ Flight of |deas I Racing O Blocking 0 Organized O Flight of Ideas 0 Racing O Blocking Thought
Process LILoose Associations [ Obsessive O Disorganized OLoose Associations [ Obsessive OO Disorganized Process
Thought U Goal Criented S| O HI O Delusions OHyper Religious 0 Goal Oriented OSI O HI O Delusions OHyper Religious Thought
Content 0 Phobias O Parancia O Grandiose 0 Phobias O Paranoia 0 Grandiose Content
Hallucinations | O Auditory O Olfactory O Visual O Tactile 0 Gustatory U Auditory O Olfactory O Visual O Tactile O] Gustatory Hallucinations
O Command G.N/A 0 Command O N/A
ehaviors O Withdrawn O Isolative O Guarded O Provoking O Withdrawn O Isolative [ Guarded O Provoking Behaviors
3 O Intrusive O Self-injurious O Manic U Agitated L Intrusive O Self-injurious O Manic O Agitated |
‘ U Demanding O Tearful O Somatic O Pacing U Demanding O Tearful O Somatic O Pacing
O Acaressive O Hyperactive OJ Impulsive O Compulsive 0 Agaressive O Hyperactive O Impulsive O Compulsive
Aggressive U Verbal Threats OPhysical Threats [ Physical Aggression 1 Verbal Threats OPhysical Threats O Physical Aggression Aggressive
Behaviors 0 Sexual Aggression JA 0 Sexual Aggression OO N/A Behaviors
Interaction @\pprocnate 0 Selective O Isolative O Inappropriate O Appropriate O Selective 0] Isolative O Inappropriate Interaction
Group Attendance | [ Attends O Selective OJ Refused O Attends O Selective O Refused Group Attendance
Insight Si?;ood O Fair O Poor 0 Good O Fair O Poor Insight
Judgement iGood O Fair O Poor 0 CGood O Fair O Poor Judgement
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ONo O Yes 4 |_In the time since your last assessment: Have you wished you were dead or wished you could go to sleep and not wake up?
Wish to be Dead: Person endorses thoughts about a wish to be dead or nct alive anymore, or wish to fall asleep and not wake up.

[ ONo OVYes T In the time since your last assessment. Have you actually had any thoughts of killing yourself?
(fno,skipto#6) | 2 Thoughts: General non-specific thoughts of wantin s life/

@'No O Yes

No 0O Yes
g to end one's life/commit suicide, */'ve thought about killing myself” without general (¥ no, skip to #6)
thougnts of ways o ill oneself/associated methods, intent, or plan
r | T inthe time since your last assessment: Have you been thinking about how you might do this?

ONo OVYes 3 Thoughts with Method (without specific plan or intent to act): Person encorses thoughts of suicide and has thought of a least one Q’No O Yes 1
metnoc duning the assessment period. This is different than a specific plan with time, place or method details worked out thought about

faking &n overdose but | never made a specific plan as to when where or how | would actually do it _and | would never go through with it *
ONo O Yes | [ Inthe time since your last assessment Have you had these thoughts and had some intention of acting on them?

| . 0 AY
4 | Intent (without specific plan): Active suicidal thoughts of killing oneself and patent reperts having some intent to act on such thoughts, as % =
[ 0PPCsed to “/ have the thoughts but | definitely will not do anything about them.”

In the time since your last assessment Have you started to work out or worked out the details of how to kill yourself? Do you intend to
ONo OVYes .
5 | _carry out this plan?

_Intent with Specific Plan: Thoughts of killing oneself with details of olan fully or partially worked out and person has some intent to carry out.

in the time since your last assessment: Have you done anything, started to do anything, or prepared to do anything to end your life?
ONo [OVYes Examples: Collected pills, obtained a gun, gave away valuables, wrote a will or suicide note. took out pills but didn't swallow any, held a gun ONo O Yes

out changed your mind or it was graobed from your hand, went to the roof but didn’t jump; or actually took pills, tried to shoot yourself, cut

r | yourself, tried to hang yourself etc.
6:% ‘.S: If screens YES, initiate suicide precautions, contact physician
Fnysician Name:
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~—— Ask the patient:

~
1. In the past few weeks, have you wished you were dead? QYes %N 0
2. In the past few weeks, have you felt that you or your family
would be better off if you were dead? QYes '&No

3. In the past week, have you been having thoughts
about killing yourself?

4. Have you ever tried to kill yourself?

If yes, how?

QYes

Q Yes }4No

—— T e
When?

If the patient answers Yes to any of the above, ask the following acuity question:
5 Are you having thoughts of killing yourself right now? QYes
If yes, please describe:
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— Next steps:

* If patient answers “No” to all questions 1 through 4, screening is complete (not necessary to ask question #5),
No intervention is necessary (*Note: Clinical judgment can always override q negative screen).

* If patient answers “Yes" to any of questions 1 through 4, or refuses to answer, they are considered a
positive screen. Ask question #5 to assess acuity:

[ “ves" to question #5 = acule positive screen (imminent risk identified)

* Patientrequires a STAT safety/full mental health evaluation.
1 Patient cannot leave until evaluated for safety.

* Keep patient in sight. Remove all dangerous objects from room. Alert physician or clinician
responsible for patient’s care.
L1 “No" to question #5 = non-acute positive screen (potential risk identified)

* Patient requires a brief suicide safety assessment to determine if a full mental health evaluation
is needed. Patient cannot leave until evaluated for safety.

% * Alert physician or clinician responsible for patient’s care. 5

~— Provide resources to qll patients D
m * 24/7 National Suicide Prevention Lifeline 1-800-273-TALK (8255) En Espafol: 1-888-628-9454

i 24/7 Crisis Text Line: Text “HOME" to 741-741 &)

asQ Suicide Risk GRS NATIONAL INSTITUTE OF MENTAL HEALTH (NIMH) 4 m) 7/1/2020




