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 Section II-A; revise as follows: 

 

1. At all reception and intake centers, DOCCS will make inmates available for OMH 
to conduct a suicide screening on the day of their arrival.  If OMH is not available 
to screen the inmate on the day of their arrival, DOCCS Health Services staff will 
be responsible for completing Form #3152RC, “Reception/Suicide Prevention 
Screening Guidelines.”  .   

In cases where Form #3152RC is completed by DOCCS Health Services staff, 
OMH is responsible for additionally screening the inmate for suicidal risk within 
48 hours of the inmate’s arrival.  

2. As part of the reception process, other formal screening will be provided.  Health 
Services staff will complete the Department’s standardized Form #3278RC, 
“Health Screening for Reception/Classification,”Form #3278MED, “Health 
Screening for Reception/Classification, Transfers, SHU or Separate KL Unit or 
Adolescent Offender Admissions,” Form #3278MH, “Mental Health Screening for 
Reception/Classification, Transfers, SHU, Separate KL Unit or Adolescent 
Offender Admissions,” and Form #3278PREA, “PREA Screening for 
Reception/Classification, Transfers, SHU, Separate KL Unit or Adolescent 
Offender Admissions,” and Classification staff will complete the Department’s 
standardized “Reception Assessment Worksheet,” Form #2900. 

   

 Section II-B; revise as follows: 

 

B. Upon Transfer:  Health Services will complete the Department’s standardized Form 
#3278TR, “Health Screening for Intrasystem/SHU Transfer,”Form #3278MH, Form 
#3278MED, and Form #3278PREA for inmates being transferred within the DOCCS 
system.  This form is also used by Health Services staff for inmates being segregated or 
moved from an assigned correctional facility’s general population to the same 
correctional facility’s Special Housing Unit (SHU), SHU 200, or Separate Keeplock Units 
at designated facilities. 

 

http://www.doccs.ny.gov/directives/3278MED.pdf
http://www.doccs.ny.gov/directives/3278MH.pdf
http://www.doccs.ny.gov/directives/3278PREA.pdf
http://www.doccs.ny.gov/directives/Frm2900.pdf
http://www.doccs.ny.gov/directives/3278MH.pdf
http://www.doccs.ny.gov/directives/3278MED.pdf
http://www.doccs.ny.gov/directives/3278MED.pdf
http://www.doccs.ny.gov/directives/3278PREA.pdf
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 Section II-C; revise as follows: 
 

C. Admission to Special Housing Unit (SHU), or Separate Keeplock (KL) Unit or 
Adolescent Offender Supervision Unit (AOSU) 

1. Placement in a Special Housing Unit/Separate Keeplock Unit/AOSU may be a 
time when an inmate/Adolescent Offender experiences an increased level of 
agitation, anxiety, or feelings of depression.  Staff should be especially alert for 
signs and symptoms of the potential for self-harm or suicidal behavior at this 
time.   

2. Health Services will complete the Department’s standardized Form #3278MH, 
Form #3278MED, and Form #3278PREA for all inmates/Adolescent Offenders 
admitted to a SHU, KL/AOSU as soon as possible, but not later than 24 hours 
after admission. 

2.3. DOCCS Evaluation:  Upon placement of an inmate into … 

 

Section III-A-2; revise as follows: 
 

2. In-Service Training:  At least annually, all security and civilian staff with direct 
inmate contact will receive a one hour formal Suicide Prevention and 
Intervention training.  Areas covered will include, but not be limited to:  
symptoms and predisposing factors of potentially suicidal inmates; risk factors in 
the evaluation of suicidal potential; management of potentially suicidal inmates; 
and completion of DOCCS Form #3150.  All DOCCS Sergeants will receive 
training on the proper completion of Form #3152-SHU/KL.  The video which 
details the completion of this form should be shown to all new Sergeants as a 
part of their orientation at their first facility assignment.  The Regional Training 
Office should prepare an RTF-SLMS with the appropriate code to indicate the 
individual has completed this training.  In addition, security staff attending the 
DOCCS Sergeant and Lieutenant School will also be trained in their role in the 
prevention of inmate suicides, including the proper completion of Form #3150 
and the various suicide prevention screening forms used in the Department.  
Medical staff will receive in-service training regarding the proper completion of 
Form #3150, Form #3278TR, and Form #3278RC,”Health Screening for 
Intrasystem/SHU Transfer”Form #3278MH, Form #3278MED, Form 
#3278PREA. 

http://www.doccs.ny.gov/directives/3278MH.pdf
http://www.doccs.ny.gov/directives/3278MED.pdf
http://www.doccs.ny.gov/directives/3278PREA.pdf
http://www.doccs.ny.gov/directives/Frm3150.pdf
http://www.doccs.ny.gov/directives/Frm3152s.pdf
http://www.doccs.ny.gov/directives/Frm3150.pdf
http://www.doccs.ny.gov/directives/3278MH.pdf
http://www.doccs.ny.gov/directives/3278MED.pdf
http://www.doccs.ny.gov/directives/3278PREA.pdf
http://www.doccs.ny.gov/directives/3278PREA.pdf


STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION
Health Screening for Reception/Classification, Transfers, SHU, Separate KL Unit,

or Adolescent Offender Admissions

Name ________________________ DIN ____________ DOB ___________ Facility____________________
Date of Assessment_________________ Allergies ______________________________________________

Section A:  General Health- Inquiry and Response from the inmate (Adolescents only: Height:____ Weight:____)

Section B:  General Health Appearance- Observations

      

Comments: __________________________________________________________________________________
                                                                                                                                                                                                        
____________________________________________________________________________________________

Referrals: No referrals needed at this time       Referral to Dentist        Referral to Clinician:_____________________ 
(For all transfers or SHU/Separate KL Unit admissions)                                                                                                               

       

___________________________    _____________________ ____________           ___________                                                                                                         
                 Signature of RN                                     Provider #                                Date                                 Time

Form 3278MED   10/2018                   Original:  AHR Section            Yellow:  Mental Health Unit Chief -when referral indicated on 3278MH

Questions- Check each box with the appropriate response No Yes If yes, MUST be specified
Do you have any current health problem or complaints?
Do you take any medications, prescribed or OTC? 
Have you ever had chicken pox?  
Do you have any 

problem with 
your...

Vision or your eyes?
Hearing or your ears?
Teeth or your mouth? 

Do you presently 
have any of these          

symptoms…

Cough/phlegm? 
Blood in phlegm? 
Weakness?
Weight loss?
Loss of appetite?
Sweating at night?
Other?

Do you have a living will/health care proxy/ advance directive?                            
             If no, would you like information?

Have you ever 
had…

TB?
Hepatitis? 
Any sexually transmitted disease?
HIV?
Do you want an HIV test or information? 

Are you currently being treated, or have ever been treated for 
gender dysphoria or have a desire to become or be treated as 
another gender?   
Have you ever abused alcohol or other drugs?
If yes, have you had alcohol or substance abuse treatment?
For females only: Is there a possibility that you are pregnant?  

Questions: No Yes If yes, MUST be specified
Are there any body deformities or amputations? 
Does the inmate need an assistive device to ambulate?   
Are there any skin discolorations (e.g. bruises)/lack of turgor?
Are there any lesions or rashes? 
Are there any cuts or evidence of trauma? 
Are there any recent tattoos? 
Are there any needle marks? 



STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION
Mental Health Screening for Reception/Classification, Transfers, SHU or Separate KL Unit or

Adolescent Offender Admissions

Comments: ___________________________________________________________________________________
____________________________________________________________________________________________
___________________________________        ___________________       ______________        _______________

                           Signature of RN                                           Provider #                                Date                                  Time

The source of a mental health referral and information provided on the referral may be protected from disclosure under Section 33.13
and 33.16 of the Mental Hygiene Law, if such disclosure could be detrimental to the referral source, to the patient, or other persons.

Form 3278MH 12/2018     Original: Health Record (Mental Health Section) Yellow: OMH

Name:                                                   DIN:                              DOB: Facility:
Type of Referral

Questions and Observations: Regular None

Currently, 
are you...

Seeing a mental health provider (psychologist/psychiatrist/social worker etc.)?  Yes
 Refused  No 

Having a mental health problem/complaint?  Yes
 Refused  No 

Have you... Experienced a significant loss within the last 6 months (e.g. loss of relationship, 
death of a close family member)?

 Yes
 Refused  No 

Do you
have...

A complaint that you would like to see a social worker, counselor, psychologist, 
psychiatrist?)

 Yes
 Refused  No

Have you... At any time in your life tried to commit suicide?  Yes
 Refused  No

Does … The inmate appear to have poor hygiene?  Yes  No

Have you 
ever…

Received mental health or psychiatric services or have been diagnosed with a 
mental health disorder (received counseling regularly, taking psychotropics?)

Not 
applicable

 Yes 
 No
 Refused  

Abused alcohol or drugs? Not
applicable

 Yes 
 No
 Refused  

Immediate None

Do you feel 
you have…

Nothing in your life to look forward to?  Yes
 Refused  No

Thoughts, now or recently, about wanting to hurt yourself or commit suicide?  Yes
 Refused  No

Have you... Tried to commit suicide within the last year?  Yes
 Refused  No

Does the 
inmate

appear to...

Show signs of depression (crying, withdrawn)?  Yes  No
Be confused, does not follow directions or respond appropriately?  Yes  No
Be excessively: anxious, scared, suspicious, hyperactive, irritable or angry?  Yes  No
Be under the influence of drugs/alcohol?  Yes  No 

Referral Needed (check one):
Immediate Referral: If you have checked any box for an Immediate Referral above, take these steps:

Step #1 Place an immediate referral to Mental Health    Phoned  In person Time:
Referred to (name): Title: 

Step #2
If there is imminent risk for self-harm or injury to others, notify Mental Health immediately & consult 
with the Watch Commander to determine appropriate safety precautions & if a suicide watch is required.
Name of Watch Commander:    Phoned   In person Time: RN initials:

Step #3 Send yellow copy of this form to Mental 
Health (in lieu of Form 3150)  Faxed   In person Time: RN initials:

Regular Referral: If you have checked any box for a Regular Referral & did not check any box
for an Immediate Referral, send yellow copy of this form to Mental Health (in lieu of Form 3150)

RN Initials:

No Mental Health referral at this time--There is no Immediate or Regular referral indicated per 
above questions and observations

RN Initials:

To be completed by Mental Health Unit Staff (If Mental Health referral is required):

_____________________ was seen on _________ at _______ by OMH staff _____________     __________                                                                                                                     
            Name                                                                     Date                 Time                                                  Name                               Phone #                        



STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 
PREA Screening for Reception/Classification, Transfers, SHU, Separate KL Unit or 

Adolescent Offender Unit Admissions

Name_______________________ DIN__________________ DOB___________ Age____ Facility______________ 

Part A: Reception PREA Questions- Inquiry and Response from the inmate          Today’s date:
1. Have you ever been sexually abused or victimized?           No (go to question #2)   

    Yes, while incarcerated
       Yes, in the Community AND inmate is under the age of 18
       Yes, in the Community AND inmate is over the age of 18  ❖ Go to PREA Consent below
2. Have you ever been forced, extorted or solicited to have sex while incarcerated?       Yes          No

(go to next question)                                                                                                    
3. Have you ever been approached to have sex with a staff person while incarcerated? Yes         No

❖ PREA Consent to Report Community Abuse
(for inmates over the age of 18)

I,                                         do hereby give my consent to report that I have been sexually abused or                       
                   (Name of Inmate)           

  victimized while in the community. I understand that this information will be reported to the Assistant Deputy     
  Superintendent (ADS) PREA Compliance Manager/PREA Point Person for appropriate follow-up. 

                                                                                                                                
  

Signature of Inmate                             DIN#                                    Date  
 

 Inmate did NOT consent to report sexual abuse or victimization while in the community.
Note:  Informed consent is not needed for an incident that occurred in an institutional setting or if the victim is under the age of 18.

Part B:  Transfer PREA Questions-Inquiry and Response from the Inmate
1. Have you been sexually abused or victimized since your last transfer?                            
     (go to next question)                                                                                                 Yes       No 

2.  Have you been forced, extorted or solicited to have sex since your last            
     transfer?   (go to next question) Yes        No 

3. Have you been approached to have sex with a staff person since your last     
    transfer?    (go to Part C) Yes        No 

Part C:  For all “Yes” responses from either Part A or Part B
➢ Report any incident of sexual abuse or victimization while incarcerated to the Watch Commander in accordance     
   with the agency’s policy and procedures on reporting sexual abuse. 
   
➢ Provide a copy of this form to the ADS PREA Compliance Manager/PREA Point Person if the inmate reports     
   any incident of sexual abuse or victimization in the community, is under the age of 18 or is over the age of 18     
   AND has given their consent.  The Watch Commander does not require notification in this instance. 
 
➢ Use the yellow copy of this form to notify Mental Health in place of a Mental Health Referral Form #3150 
   (immediate or regular referral).   
 
➢ If there is imminent risk for self-harm or injury to others, notify Mental Health immediately and consult 

with the Watch Commander to determine appropriate safety precautions and if an inmate requires a 
suicide watch.

Name of Watch Commander who received report:                                            Date:                              Time: 
  

Comments:  _________________________________________________________________________________ 
 
 ____________________________________________________________________________________________ 
 

__________________________        _________________        _____________           _______________ 
               Signature of RN                         Provider #                 Date                             Time 

  References:  Health Services Policy 1.60 Sexual Assault/Policy, 1.12B Inmate Bloodborne Pathogens Significant Exposure  
                       Facility Coordinated Response Facility Operation Manual- for appropriate action 

 3278PREA 10/2018        Original:  Health Record- Mental Health Section            Yellow:  OMH- when referral is indicated, include 
      yellow copy of 3278MED and 3278MH 


