[bookmark: _GoBack]Sunnyside Unified School District Crisis Intervention for Suicidal Individual 
Person Intervening: ___________________________________ Title: _______________________________________
Date:__________________  Time:_______________________ School:______________________________________
Students:___________________________ Matric:________________ Date of Birth:__________________________
Address:____________________________________________ Phone:______________________________________
Grade:_________________ M ____ F____ Home Language:_______________________________________________
ASSESSMENT
___ Level 1: Suicide Attempt 			___ Level : Suicide Ideation 		___ Level 3: Suspect Suicidal 
SUICIDE PLAN: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Does he/she have the means?_________________________________________________________________________
Past History: _______________________________________________________________________________________
Precipitating Event: _________________________________________________________________________________
COMMUNICATIONS 
List name and time when or if the following people have been notified:
__ Counselor _______________________________________________________________________________________
__Psychologist _____________________________________________________________________________________
__ School Nurse ____________________________________________________________________________________
__ Building Administrator ____________________________________________________________________________
__ District Administrator _____________________________________________________________________________
__ Parents ______________________________________________ Permission to call SAMHC ____________________
__ DCS (1-888-767-2445 or online form www.azdes.gov) __________________________________________________
__ Translator ______________________________________________________________________________________
__ SAMHC (622-6000) _______________________________________________________________________________
__ 911____________________________________________________________________________________________
ACTION TAKEN
__ Return to Parent/Legal Guardian 		__ Transported to Hospital 		__ Mental Health Facility 
__ To Shelter 					__ Law Enforcement Agency 		__ DCS		
__Other _______________________________  __ Safety Plan Signed _________________________________________
TRANSPORTATION 
Time left school ___________________________ Copy of Emergency Form Sent ______________________________
Via _____________________________________  Accompanied by _________________________________________
Received by ______________________________ Time Arrived ____________________________________________
FOLLOW UP 
Date of return to school ________________ Regular Classroom ________________ Alternative Class ______________
Mental Health Counseling? _____________ Where? _________________________ Frequency ____________________
Release of Medical Record Requested? ____  Letter on file from Mental Health Professional? _____________________
Copies sent to:	 _____ Student Services 	_____ School Nurse	 ____ School Counselor
