
                                                                                

                                                                    
[bookmark: _GoBack]Secondary Suicide Prevention Support 
Action Plan
Student: 	Date of Initiation:	
School: 	Grade:	

Primary School Supports:______________________________________________________
      (School employees with whom the student identifies.  They will inform Primary/Secondary Contacts of concerns)
Primary School Contact:_______________________________________________________
      (A school professional, who will meet regularly with the student and monitor the Plan of Action)
Secondary School Contact:_____________________________________________________	
      (A school professional, who will meet regularly with the student and monitor the Plan of Action)
 

(Complete relevant sections of this form)
Identified School Stressors/Areas of Concern:
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Interventions/Actions: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Staff to be used as resources for the student: ____________________________________________________________________________________________________________________________________________________________
Additional Recommendations/Processes: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Date of Distribution: ___________ 
Distributed to: (List all parties)______________________________________________________
Follow Up Date: ______________ 
Progress: ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
The following people attended and participated in the development of this Plan of Action.
In addition to a school administrator, at least two other school support staff members must participate in the reentry meeting.

	Position
	Signature
	Date

	Parent
	
	

	School Administrator
	
	

	School Counselor
	
	

	School Social Worker
	
	

	School Psychologist
	
	

	Classroom Teacher (must teach this student)
	
	

	
	
	

	
	
	

	
	
	


INFORMATION FROM PEOPLE NOT IN ATTENDANCE
	Position
	Name
	Date

	
	
	

	
	
	




CC: Parent/Guardian
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