FLORIDA DEPARTMENT OF CORRECTIONS
RISK ASSESSMENT FOR INPATIENT TREATMENT

Instructions: Risk assessment for inpatient treatment is to be completed on each inmate (after review of record) as follows – initial within three business days of CSU admission and seven business days of CMHTF or TCU admission, every 90 days thereafter, and within three business days of an occurrence of a critical event. The original is to be filed in the classification file, a copy provided to the RAT leader, and a copy in the inpatient record in the “Other Documents” section. 

Date Completed: _______________ 
Check one:   ☐ Initial   ☐ 90 days   ☐ Following DR   ☐ Other
Date of next Risk Assessment Team meeting: _______________
☐ TCU   ☐ CSU  ☐ CMHTF:   Date Admitted: _______________ End of Sentence: _______________
Status at time of admission (check one):  ☐ General Population  ☐ Administrative Confinement   
☐ Disciplinary Confinement ☐ Protective Management ☐ Close Management-1  ☐ Death Row  
☐ Close Management-2 ☐ Close Management-3 ☐ Maximum Management ☐ Other (describe)_________________
														

Mental Health Section (to be completed by a psychologist):
The results of the clinical assessment, using a validated risk assessment instrument, indicate that the inmate’s threat of violence risk is:  ☐ Low    ☐ Moderate   ☐ High
Comments:																																																																																			

Psychologist: ________________________________________  _________________________
     Signature				     Date
														

Classification Section:
Escape history in past 6 months:   ☐ No   ☐ Yes
Disciplinary history: Total DRs this incarceration: __________ # of DRs within the past 90 days: __________
History of verbally and/or physically assaultive behavior within the past 90 days:  ☐ No  ☐ Yes
Comments:																																																																																			

The Risk Assessment Team has met in accordance with Rule 33-404.112(2), F.A.C., and has decided the following regarding the inmate’s security restrictions/restraints:

 	 No restrictions on the inmate’s freedom of movement
 Restrictions on the inmate’s freedom of movement through application of security
   restraints any time s/he is outside of her/his cell or outside of a therapeutic unit
 Single cell housing[footnoteRef:1] [1: This restriction may be used only in the initial Risk Assessment Team meeting. After the initial Risk Assessment Team meeting, this restriction will be determined by the Multidisciplinary Services Team based on input from mental health, medical/nursing, classification, and security staff.

] 

 Small group of 3-4 inmates1
 Other restrictions as follows:1__________________________________________________

NOTE: Each Risk Assessment Team shall be comprised of a psychologist, a classification officer, and a security representative holding the rank of Major or above with responsibilities in the inpatient unit. Security and classification shall determine the level of security restraints and restrictions. The role of the psychologist is to provide information to security and classification and to communicate with security and classification whether the recommended restraints/restrictions are or are not contraindicated by the inmate’s current mental/behavioral functioning. Under no circumstances shall the psychologist decide whether an inmate shall be subjected to security restraints.

Team Members:__________________________  _________________________  _________________________
			(Signature)		   Classification (Title)			(Date)

		_________________________  _________________________  _________________________
			(Signature)		    Security (Title)			(Date)

Security restraints/restrictions ☐ are ☐ are not contraindicated by the inmate’s current mental/behavioral functioning. 

		_________________________  _________________________  _________________________
			(Signature)		  Psychologist (Title)			(Date)
						    			
														

If the psychologist determines there is a contraindication, but security and classification determine the security restraints/restrictions must still be applied, the recommendation must be forwarded to the Warden for a final determination as set forth in Rule 33-404.112(7), F.A.C.

Decision of the Warden:												

		_________________________  _________________________  _________________________
(Signature)		Warden/Acting Warden			(Date)		  
Comments:																																																																																			
Inmate Name ___________________________________________	
DC#	Race/Sex	
Date of Birth	 
Institution					
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