Study ID# ______________	Date Completed: _______________	Staff member: __________
Risk Assessment Form

The following document is used to a) collect additional information from a participant of MODERATE or HIGH risk to help the supervisor and/or clinician make a determination of any action steps that may need to be taken to keep a participant safe (Action Step 1), and b) to document all of the action steps that were taken to ensure participant safety (Action Step 2)

Action Step 1

1) Current suicidal ideation or intent during the past 2 weeks? 	 Yes		  No 
Describe frequency, duration, controllability, etc.: _____________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

2) Current plan? 		 Yes		  No 
Describe:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
- Current or easy access to plan/method/means to end their life?         Yes	  No
- Current access to a firearm? 	 Yes		  No

3) Past suicide attempt? 	 Yes		  No
Describe type of attempt, how long ago, etc.: __________________________________________________________________________________
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
4) Current emotional/physical problems (e.g. mood changes, trouble sleeping, feeling anxious?) 	 Yes 	  No
Describe:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
- Currently seeing or hearing things that others cannot?         Yes	  No
- Currently on any medications?	  Yes	  No
-Recently stopped any medications? 	  Yes	  No

5) Any increased alcohol or drug use in past 2 weeks?    Yes		  No
Describe:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

6) Current supportive systems (family, friends, recovery community, doctors, therapists, etc.)?  Yes		  No
Describe:_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________











Action Step 2
a. Was the participant informed of the need to consult with a supervisor? 		 Yes  		  No

b. Was the supervisor or designated senior clinician contacted immediately? 	 Yes  		  No

c. Was a recommendation made for urgent evaluation (clinician, hotline, ED?)	  Yes  		  No
	- Did the participant agree with the recommendation plan for evaluation?	  Yes  		  No
	- Did the participant take steps to follow through with the evaluation?	  Yes  		  No
		
Preferred Action Steps:
1. Was the participant’s doctor or clinician contacted? 	 	 Yes  		  No
2. Was the participant connected to the Veteran’s Crisis line? 	 Yes  		  No
3. Was the participant taken to the ED, PES, or other service?	 Yes  		  No
4. Were the police contacted?					 Yes  		  No

d. Did someone remain with the participant until the supervisor or designated senior clinician indicated it was safe? 									 Yes  		  No

e. Was an incident report completed?						 Yes  		  No

NOTES/RECORD OF CONTACTS: __________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Staff Risk Assessor Signature: __________________________________________________	Date: ____________________________

Clinician Signature: _______________________________________________________________	Date: _____________________________

Supervisor Signature: ___________________________________________________________	Date: _____________________________
