The Cairnmillar Institute
Suicide / Self Harm Risk Assessment

	[bookmark: Text1]Date:      
	[bookmark: Text2]Client Name:      
	[bookmark: Text3]Case No:      

	[bookmark: Text4]Person completing assessment - Name:      
	[bookmark: Text5]Role:      

	
Client Details:

	[bookmark: Text6]Date of Birth:      
	[bookmark: Text7]Age:      
	[bookmark: Check1][bookmark: Check2]Sex: M |_| F |_|
	

	[bookmark: Text8]Address:      
	
	
	

	[bookmark: Text9]Telephone:      
	[bookmark: Text10]Mobile:      
	[bookmark: Text11]Other:     
	

	Person at Risk (if different to client named above):

	Date of Birth:      
	Age:      
	Sex: M |_| F |_|
	

	[bookmark: Text13]Relationship to Client:      

	[bookmark: Text14]Details if Different Above:      

	
Type of Risk (tick all that apply, fill out relevant template/s and attach):

	Suicide/Self Harm
	|_|
	Harm to Others
	|_|

	Family Violence
	|_|
	Child at Risk
	|_|

	Acute Mental Health
	|_|
	
	

	Other (specify)
	[bookmark: Text12]|_|      

	
Checklist:
	
	
	

	Consult supervisor/manager
	[bookmark: Check3]|_|

	Complete and attach specific risk assessment forms
	[bookmark: Check4]|_|

	Safety plan completed
	|_|

	Advise other internal programs
	|_|

	Copy to client file
	|_|

	Copy to Supervisor 
	|_|

	Copy to Manager/CEO
	|_|

	Recorded on IRIS (Include place where case notes / forms are filed). 
	|_|

	
[bookmark: Text15]Medications:      





	Other Professional Involved: (Eg. GP, Psychiatrist, caseworker) 
Tick box if they have been consulted.

	[bookmark: Text17]Name:      
	Role:      
	Tel:      

	[bookmark: Text18]Agency Name:      
	[bookmark: Check5]|_|

	Agency Address:      

	
Name:      
	
Role:      
	
Tel:      
	

	Agency Name:      

	Agency Address:      
	[bookmark: Check6]|_|

	
Name:      
	
Role:      
	
Tel:      

	Agency Name:      

	Agency Address:      
	[bookmark: Check7]|_|

	
Client Presentation / Mental State: (Include mood, anxiety, depressive symptoms, other mental illness, aggression, impulsivity, presence of polarized thinking and/or thought constriction / tunnel vision, energy levels and motivation, sleep patterns). 
[bookmark: Text16]     


	Physical Health Status:      



	Alcohol and / or Other Drug Use:      



	Losses: (Recent loss? Anniversary of loss?)      



	[bookmark: Check8][bookmark: Check9]Abuse History and / or Family Violence: Y |_|  N |_|       



	Suicide / Self Harm:

	Describe Client’s Suicidal Ideation or Self Harm Behaviour:      



	[bookmark: Check10][bookmark: Check11]Does the client have a current suicide plan? Y |_| N |_| (If yes, give details)      



	Does the client have a means to enact the suicide plan? Y |_| N |_| (If yes, give details)
     





	Past Suicidal / Self Harm Behaviour:

	Has the client ever attempted suicide in the past? Y |_| N |_| (If yes, give details)
     




	Has the client ever engaged in self harm and/or rick taking behaviour? Y |_| N |_| 
     




	Has anyone in the client’s network attempted or completed suicide? Y |_| N |_| 
     




	Resources / Supports: (Eg. Employment, quality of relationship with family/friends). 
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	Level of Risk:

	[bookmark: Check12]Very High |_|
	[bookmark: Check13]High |_|
	[bookmark: Check14]Moderate |_|
	[bookmark: Check15]Low |_|

	
Suicide:

	Actions Taken      






	Safety Plan      






	Other Relevant Information      






	Recommendation      






	Name of person completing assessment:      

	Date:      
	Sign:_________________________________
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	Date:      
	Sign:_________________________________
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