Youth Crisis Assessment
Date:_______________
  







Time:___________________

Student’s Name:__________________________________________________Date of Birth: ______/______/____________
School District: ________________________________ Building: ____________________________________________
Parents’ Name(s):___________________________________
Telephone Number________________________________
Parents’ Name(s):___________________________________
Telephone Number________________________________

Assessor’s Name: _____________________________________ Title: ___________________________________________

Telephone Number: _____________________________ After Hour Telephone Number: ____________________________ 
School based services receives: __________________________________________________________________
Outside school mental health services:___________________________________________________________

1. Behavior of concerns: _________________________________________________________________________________________
__________________________________________________________________________________________
2.  Student response to precipitating event: 
____________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________
4.  Is this time the first times this has happened for this student? 
 
⁭ yes 

⁭ no 

5. If suicidal comments or threats go to page 2
6.  If homicidal/threatening behavior is present go to page 3
Completed by: _____________________________________________
Date: ____________________

---------------------------------------------------------------------------------------------------------------------------------------

Outcome of Crisis Evaluation 

Please fax the results and attach safety plan to the following: 
Name: _________________________________Title:_____________________
Fax Number:_______________

Comments:__________________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Completed by:____________________________Title:___________________ Telephone # :_________________
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Suicidal Risk Assessment 

(If possible, quote directly) 

Student’s Name: ____________________________________School District:___________________________________
Precipitant:   ⁭ Action / Behavior  

⁭ Statement/ Threat
General feeling statement (today/ currently):
⁭ worry
⁭ sad

⁭ angry
⁭ out of control

⁭ sense of future   ⁭
other:__________
Psychological stressors: 

⁭  family 
⁭ boyfriend/ girlfriend
  ⁭ friend 
⁭school 
⁭ health 
⁭ other:_______________
Describe:______________________________________________________________________________________
A tragic or humiliating past event in the past several months? 
⁭ yes 

⁭ no 

If yes, what? ___________________________________________________________________________________
Alcohol/ drugs:

Taken in the last few hours? 
 yes 
no      
 If yes, what? ______________When? _________ Quantity? _______

Taken in the last few days? 
 yes 
no   
 If yes, what? ______________When? _________ Quantity? _______
Suicidal Ideation & Intent:
Do you want to kill yourself?



⁭ yes 

⁭ no
Think about dying often?



⁭ yes 

⁭ no

Feeling associated with these thoughts:______________________________________________________________
Will dying solve problems?



⁭ yes 

⁭ no

Told anyone?





 ⁭ yes
 
⁭ no

Told parents? 





⁭ yes 

⁭ no

Better solutions? 




⁭ yes 

⁭ no

Death as permanent concept 



⁭ yes

⁭ no
What will happen when student dies?

______________________________________________________
Getting even with someone? 



⁭ yes 

⁭ no

Written anything down about it?



⁭ yes 

⁭ no

Given things away? 




⁭ yes 

⁭ no

What can friends tell you about this?

______________________________________________________
Suicidal Means & Plans:
Plan exists?





⁭ yes 

⁭ no

Means chosen?





⁭ yes 

⁭ no   Means________________________
Means available? 




⁭ yes 

⁭ no

Plan begun?





⁭ yes 

⁭ no

Will plan work? 




⁭ yes 

⁭ no

Prior attempts?





⁭ yes 

⁭ no
How many:___________________
Student knew someone who tried or completed suicide?  
⁭yes 

⁭ no

Someone important has died in the last year or so? 
⁭yes 

⁭ no
What prevented you from acting on it? _______________________________________________________________________________
_______________________________________________________________________________
On a scale of 1-10, 10 being the highest, how much emotional pain were you feeling at the time of the event? ____  Now ? ____________
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Homicidal Risk Assessment 

(if possible, quote directly) 

Student’s Name: ____________________________________School District _____________________________
Precipitant:   ⁭ Action Behavior  

⁭ Statement/ Threat

General feeling statement (today/ currently):
⁭worry
⁭ sad

⁭ angry
⁭ out of control

⁭ sense of future   ⁭other:_________

Psychological stressors: 

⁭ family 
⁭ boyfriend/ girlfriend
   ⁭ friend 
⁭school 
⁭ health   
⁭ other:__________________
Describe: __________________________________________________________________________________________
A tragic or humiliating past event in the past several months? 
⁭ yes 

⁭ no 

If yes, what? ___________________________________________________________________________________
Alcohol/ drugs:

Taken in the last few hours? 
yes 
no      
If yes, what? ______________When? _________ Quantity? _______

Taken in the last few days? 
 yes 
no   
 If yes, what? ______________When? _________ Quantity? _______
Homicidal Ideation & Intent:
Do you want to kill other(s)? 



⁭ yes 

⁭ no

Think about killing other often?



⁭ yes 

⁭ no

Feeling associated with these thoughts:______________________________________________________________
Will killing others solve problems?


⁭ yes 

⁭ no

Told anyone? 

 



⁭ yes 

⁭ no

Told parents? 





⁭ yes 

⁭ no

Better solutions? 




⁭ yes 

⁭ no

Holding a grudge toward others?


⁭ yes 

⁭ no 
What will happen when person dies?

______________________________________________________
Getting even with someone? 



⁭ yes 

⁭ no

Written anything down about it?



⁭ yes 

⁭ no

Given things away? 




⁭ yes 

⁭ no

What friends can tell you about this?

______________________________________________________
Homicidal Means & Plans:
Plan exists?





⁭ yes 

⁭ no

Means chosen? 





⁭ yes 

⁭ no   Means________________________
Means available? 




⁭ yes 

⁭ no

Plan begun?





⁭ yes 

⁭ no

Will plan work? 




⁭ yes 

⁭ no

Prior attempts?





⁭ yes 

⁭ no
How many:___________________
Student knew someone who tried or completed a homicide? ⁭ yes 
⁭ no

Someone important has died in the last year or so?
  ⁭ yes

⁭ no
What prevented you from acting on it? __________________________________________________________________________________________

__________________________________________________________________________________________

On a scale of 1-10, 10 being the highest, how much anger were you feeling at the time of the event? ________  Now ? ____________
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Internal Report of School Outcome 
Administrator notified: __________________________________________
   Referred to:   


Parent(s) notified: ______________________________________________
⁭ CST/ IST __
Other informed: _______________________________________________
⁭ DSS __


   _______________________________________________
⁭ Guidance Counselor __
Mental Health Provider: _________________________________________
⁭ School Social Worker __











⁭ School Psychologist __
Mental Health Law 
⁭   9.41 






⁭ MCAT __
⁭ Mental Health Provider __
⁭ Other:____________

Hospital:   St Luke’s ______ 
St. Elizabeth ______ 
Rome Memorial______


St Elizabeth Emergency Room:  

fax number: 801-8542


phone number: 798-8111

St Luke’s Emergency Room:  

fax number: 624-6308


phone number: 624-6112

Rome Memorial Emergency Room:  

fax number: 338-7293


phone number: 338-7035  

Comments:___________________________________________________________________

