[bookmark: _GoBack]Suicide Risk Assessment
Student Name___________________________	DOB _______________	Date _______________
Presenting Problem: (How was the student referred? Use quotations when possible.) ____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Never leave a potentially suicidal student alone. Provide a safe, supportive environment. Listen carefully. The student needs to be heard. Remain neutral.
Depression Symptoms: (Check all symptoms that apply)
	Have you been feeling?
· Sad/Crying	________________________
· Worthless (Do you feel important to others such as family or friends?)	________________________
· Lonely (Feel all alone) ______________________
· Empty		________________________
· Hopeless	________________________

	
· Agitated or Listless ________________________
· Irritable/ Worry	   ________________________
· Angry		   ________________________
· Tired/ Sleepy (No energy) ____________________
· Guilt		  ________________________



How often do you have these feelings? _________________________________________________________________
Do you take medication? Do you know what it is for? _____________________________________________________
Suicidal Ideation: Tell me about any thoughts that you are having or have had about the following:
	Have you had thoughts about death or wished that you were dead? ____________________________________
_________________________________
	Have you ever tried to kill yourself?
_________________________________

	
Have you had thoughts about hurting yourself? ________
_________________________________
	
Have these feelings become worse lately?
_________________________________

	
Have you ever tried to hurt yourself? ________________
_________________________________
	
Is there something that has happened recently that has increased your desire to want to die, hurt or kill yourself? 
_________________________________


	Have you ever thought about killing yourself? ________
_________________________________
	_________________________________

	
Risk Factors:

	

	Past Suicide Attempt: (Refer to suicidal section above)
When? ____________________________
How?   ____________________________
	Substance Use/ Abuse: Have you taken anything that could harm your body? (Drugs, Medication, Alcohol)
· Yes
· No
What? _____________________________________
How often? _________________________________




	Psychiatric History: Has the student ever been in counseling, hospitalized or on medication? __________
______________________________________
	Have you taken any drugs, medications or alcohol in the past?
· Yes
· No
What? ______________________________________
How often? __________________________________

	
Has the student ever been diagnosed with a mental health condition? _____________________________________ ______________________________________
	
Family History of Suicide/Suicide Attempts: _____________
_________________________________________

	
Depression: (based on the depression symptoms above)
______________________________________
	
Abuse Issues: (Check all of the following)
· Verbal                          Sexual
· Neglect                        None
· Physical

	
	

	Intent:
	

	What are the thoughts going through your head about hurting yourself?
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________

	At this moment, has the student verbalized a desire to kill themself?
· Yes           No

Has the student stated he/she wants to escape the situation (pain, anger, feelings)?  
· Yes           No

Has the student stated that he/she intends to kill himself/herself? (Higher risk)
· Yes           No

Does the student have a plan of action? If yes, please explain.
· Yes           No
______________________________________
______________________________________
______________________________________
______________________________________



Have you noticed? (Parent or Teacher Observation)
· Appetite or Weight Changes ________________________
· Changes in Sleep Patterns	   ________________________
· Anxiety                                 ________________________
· Difficulty Concentrating/ Indecisive __________________
· Loss of Interest in Regular Activities _________________
Assessment Notes: _________________________________________________________________________________________
________________________________________________________________________________________________________
________________________________________________________________________________________________________
This risk assessment was completed based on information provided by the student, parent, and/or school staff member(s) and is represented as accurately as possible.
______________________________	______________________________	__________________________
Signature				Job Title/School				Date

