


















































Form 1140 CGPF-AO (09/18) 
 

STATE OF NEW YORK –  
DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

REPORT OF CROSS GENDER PAT FRISK – ADOLESCENT OFFENDER 
 
INMATE NAME: DIN: DATE: TIME: 

LOCATION OF PAT FRISK: 

REASON FOR THE PAT FRISK: 

This form is to be used whenever an opposite gender officer conducts an emergency cross gender pat frisk 
of an adolescent offender (AO).  An officer may perform an emergency pat frisk of an opposite gender AO 
when exigent circumstances exist, and a same gender officer is not present at the location where the frisk is 
to be conducted or, if present, is not available to perform the pat frisk.  Exigent circumstances are any set of 
temporary and unforeseen circumstances that require immediate action in order to combat a threat to the 
security or institutional order of a facility.  The pat frisk shall be conducted in a location where there is regular 
access and traffic by staff, AOs, or both, rather than in a more remote or less traveled area.  In facilities with 
CCTV capabilities, pat frisks should also be conducted in the area where a camera is present.     
 
 

 
EXIGENT CIRCUMSTANCES FOR FRISK:  

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 
 
 
RESULTS OF FRISK:  
_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 
 
 
 
 
 
__________________________________________       _________________________________________ 
PRINT NAME/RANK OF OFFICER CONDUCTING PAT FRISK                                                SIGNATURE 
 
 
 
 
 
 
Orig. IRC (Adolescent Offender File)      cc: Captain (Retain 1 Yr.)     cc: DSS     cc: ADS PREA Compliance Manager 
 



□

                 NEW YORK STATE - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION

					                     CONTRABAND RECEIPT

			            _____________________________ CORRECTIONAL FACILITY

OFFICER CONDUCTING SEARCH
SIGNATURE

INMATE NAME: DIN#

        NO CONTRABAND FOUND               NO PROPERTY DAMAGED DURING SEARCH PRINT NAME

  ITEMS CONFISCATED OR DAMAGED          WHERE FOUND                         COMMENTS

DISPOSITION OF ITEMS LISTED PERSON RECEIVING ITEMS
SIGNATURE

YOU MAY WRITE TO THE DEPUTY SUPERINTENDENT FOR SECURITY WITHIN 7 DAYS
OF THIS RECEIPT REGARDING THE CONFISCATION OR DISPOSITION OF THESE ITEMS.

PRINT NAME

FORM #2077 (Rev. 7/11)

DATE/TIME

LOCATION

Original - Inmate
Copy     - D.S.S.

□



STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

DRUG/SPECIAL WATCH ISOLATION REPORT 
 

 

INMATE NAME: _________________________________________________________________  NUMBER: __________________________ 

 

DATE: ____________________  TIME: ______________________  LOCATION: _________________________________________________ 

 

AUTHORIZED BY:  __________________________________________________________________________________________________ 

       Name and Title 

BASIS OF PROBABLE CAUSE:  ________________________________________________________________________________________ 

 

__________________________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________________________ 

 

MEDICATION ADMINISTERED (IF ANY):   ________________________________________________________________________________ 

 

CONTRABAND RECOVERED (IF ANY):   ________________________________________________________________________________ 

 

NAME/TITLE OF PERSON(S) CONDUCTING INSPECTION: _________________________________________________________________ 

 

__________________________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________________________ 
 
 
 
IF TEMPORARY ISOLATION EXCEEDS TWENTY HOURS, A MEMBER OF THE FACILITY HEALTH SERVICES STAFF SHALL VISIT THE  
 
INMATE AT LEAST ONCE EVERY 24 HOURS.  SUCH VISITS SHALL BE DOCUMENTED ON A CHRONOLOGICAL LOG MAINTAINED AT  
 
THE SITE OF THE TEMPORARY ISOLATION. 
 
 
 
 
RELEASE AUTHORIZED BY:  ________________________________________________________     _______________________________ 
      Name and Title     Date 
 
 
 
 
RELEASED:  ________________________________________                    __________________________ 
    Date           Time 

 FORM 2147 (7/11) 

DISTRIBUTION:        White     - Superintendent
Yellow    - Guidance and Counseling Folder



6.   Inmate shows signs of depression (e.g. crying,  
withdrawn) 

 ***              

7    Inmate appears anxious, scared or suspicious  ***              

8.   Inmate appears excessively irritable, angry or 
hyperactive 

 ***              

9.   Inmate appears to have poor hygiene                 

10. Inmate appears confused, not following direction or 
responding appropriately (If YES, please refer the 
inmate to DOCCS Medical immediately. Inmate must 
be seen by Medical prior to Mental Health) 

               

11. Inmate appears to be under the influence of alcohol 
or drugs. (If YES, please refer the inmate to DOCCS 
Medical immediately.  Inmate must be seen by 
Medical prior to Mental Health) 

               

 

NAME 
 

DIN DATE TIME                  

Name of Facility 
 

Name of Screening Person Length of SHU/KL Sentence 
 

Reason Inmate is admitted to SHU/KL unit 
 

 

NEW YORK STATE DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION
SUICIDE PREVENTION SCREENING GUIDELINES - SHU/KEEPLOCK (KL) ADMISSION

This form will be completed immediately upon admission or readmission to SHU or a separate KL unit.  The form will be filled out by the SHU/KL Security 
Supervisor.  The #3152 SHU/KL form will function as the mental health referral.

FORM 3152 SHU/KL (8/16)

Check appropriate YES or NO Response for Each Question 
Observations of Escorting Officer   YES    NO NOTE: COMMENTS/OBSERVATIONS/REPONSES 

Escorting Officer observed bizarre behavior or behavior 
that may be a sign of suicide risk. 

 ***    

SHU/KEEPLOCK Screening Questions 

Actions:
•     If any box marked with *** is checked, make an immediate referral to Mental Health and notify the Watch Commander.  If
      the inmate refuses to answer any of the screening questions where *** is marked note that fact in the comments section
      and make an immediate referral to OMH.
•     If any of the other YES boxes are checked, make a regular referral to Mental Health.

Type of Mental Health Referral needed:	                  None	  Regular 	              Immediate 
How was notification made?                                            Phone	  In-writing	               In-person

Name and title of clinician contacted is required:

______________________________________________________              _____________________________________________
                                           Name                                                                                                               Title
•       If for any other reason you feel there is a significant problem with the inmate, notify Mental Health and call the Watch Commander.
The source of a mental health referral and information provided on the referral may be protected from disclosure under Mental 
Health Law, 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.

Distribution:  White    – OMH *If no OMH referral was required or the facility does NOT have OMH staff, white copy to Guidance file
                     Canary – SHU/KL Supervisor (for the SHU/KL file)  Pink–Watch Commander  Goldenrod–Medical/Mental Health Section

Behaviors/Appearance 

 Inmate appears confused, not following direction or 
 responding appropriately (If YES, please refer the 
 inmate to DOCCS Medical immediately.  Inmate must 
 be seen by Medical prior to Mental Health)

 Inmate appears to be under the influence of alcohol  
 or drugs. (If YES, please refer the inmate to DOCCS 
 Medical immediately.  Inmate must be seen by 
 Medical prior to Mental Health)

1.   Do you have concerns about being able to adjust to         
SHU/KL? If YES, what are your concerns?  

     

2.   Have you tried to commit suicide within the last year?  ***              

2A. At any time in your life have you tried to commit                     
suicide? 

     

3.   Have you had thoughts, either now or recently, about 
wanting to hurt yourself?  

 ***             

4.   Do you feel you have things in your life to live for?   ***             

 
5.

6.

7.

8.

9.

10.

 Do you feel you have nothing in your life to live for? ***

***

***

NOTE: comments/observations/responses 



 

 
STATE OF NEW YORK – DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

 

___________________________________ Correctional Facility 

DAILY SECURITY SUPERVISOR REPORT 

I.  Name/Title _________________________________________________ Date ________________ 

 Signature __________________________________________________ 

Area of Assignment ________________________________________ Tour ________________ 

 A.  Were rounds completed?             Yes ______          No ______ 

If no, explain why rounds could not be completed.   

____________________________________________________________________________________ 

____________________________________________________________________________________    

B. Were rounds unannounced? Yes _____          No ______ 

If no, indicate what action, if any, was taken (Example:  No action, called ahead to interview 
inmate, or discussed with staff the agency policy regarding calling ahead). 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

C. List any other areas you may have visited on your tour of duty. 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

D. Were the rounds you made in the other areas unannounced?    Yes _____     No ______ 

If no, indicate what action, if any, was taken. 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

II. Deficiencies and operational problems (physical plant, cleanliness, health, safety or security, staff 
and/or inmate problems encountered). 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

III. Action taken or corrective action in process (Example:  work orders, work completed, FSO notified, 
emergent conditions that required immediate action). 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

IV. Security Inspections, to include cell integrity, cell frisk, inmate industry work station frisk, counts,       
bar/hammer checks, observed and reported to the Watch Commander/ 
Comments/Recommendations. 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

Submit completed report to the Watch Commander. 

Forward to Deputy Superintendent for Security.  

FORM 4001B (10/18) 
Photocopy Locally 
As Needed 







Form 1140 CGPF (10/16) 

 

STATE OF NEW YORK –  
DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

REPORT OF CROSS GENDER PAT FRISK – FEMALE INMATE 
 
 
INMATE NAME: DIN: DATE: TIME: 

LOCATION OF PAT FRISK: 

This form is to be used whenever a male officer conducts an emergency cross gender pat frisk of a female 
inmate.  A male officer may perform emergency pat frisks of female inmates when exigent circumstances 
exist and a female officer is not present at the location where the frisk is to be conducted or, if present, is not 
available to perform the pat frisk.  Exigent circumstances mean any set of temporary and unforeseen 
circumstances that require immediate action in order to combat a threat to the security or institutional order of 
a facility.  The pat frisk shall be conducted in a location where there is regular access and traffic by staff, 
inmates, or both, rather than in a more remote or less traveled area.  In facilities with CCTV capabilities, pat 
frisks should also be conducted in the area where a camera is present.     
 
 

 
EXIGENT CIRCUMSTANCES FOR FRISK:  

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 
 
RESULTS OF FRISK:  
_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 

 
 
 
 
_______________________________________       ____________________________________________ 
NAME/RANK OF OFFICER CONDUCTING PAT FRISK               Print Name                                 SIGNATURE 

 
 
 
 
 
 
Orig. IRC (Inmate File)      cc: Captain (Retain 1 Yr.)     cc: DSS     cc: ADS PREA Compliance Manager 

 
 



Form 1140 CGPF-T (04/19) 

 

STATE OF NEW YORK –  
DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

REPORT OF CROSS GENDER PAT FRISK – TRANSGENDER INMATE 
 
INMATE NAME: DIN: DATE: TIME: 

LOCATION OF PAT FRISK: 

This form is to be used whenever an Officer conducts an emergency cross gender pat frisk of a transgender 
inmate who presents their permit to possess and wear gender conforming/transgender undergarments and 
requests to be pat frisked by an Officer of a specified gender. An Officer may perform an emergency pat frisk 
of a transgender inmate when exigent circumstances exist and an Officer of the specified gender is not 
present at the location where the pat frisk is to be conducted or, if present, is not available to perform the pat 
frisk. 
 
Exigent circumstances mean any set of temporary and unforeseen circumstances that require immediate 
action in order to combat a threat to the security or institutional order of a facility. The pat frisk shall be 
conducted in a location where there is regular access and traffic by staff, inmates, or both, rather than in a 
more remote or less traveled area. In facilities with CCTV capabilities, pat frisks should also be conducted in 
the area where a camera is present. 

 
 

EXIGENT CIRCUMSTANCES FOR FRISK:  

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 
 
RESULTS OF FRISK:  
_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 

 
 
 
 
_______________________________________       ____________________________________________ 
NAME/RANK OF OFFICER CONDUCTING PAT FRISK               Print Name                                 SIGNATURE 

 
 
 
 
Orig. IRC (Inmate File)      cc: Captain (Retain 1 Yr.)     cc: DSS     cc: ADS PREA Compliance Manager 

 
 



FORM 1140-WRF (11/02)
Ref: Dir.#4910

DATE:  ___________________           

TIME   ___________________

	   FRISK
         INMATE NAME:                                                                                                            DIN#: 	   LOCATION:

           TO BE COMPLETED BY THE PERSON(S) CONDUCTING THE FRISK/ SEARCH.
	

            NAME/RANK OF PERSON(S) CONDUCTING FRISK:
			 
		  1) ____________________________________________________       2)______________________________________________________

       	       -- If Other Staff are Present, List Name/Rank, and Explain Why Their Presence was Necessary and Who Authorized Their Presence:

		  ________________________________________________________________________________________________________________

		  ________________________________________________________________________________________________________________
		

 RESULTS OF SEARCH

  
________________________________________________________________________________________________

 

	 	 ________________________________________________________________________________________________________________
		    

WAS FORCE REQUIRED TO COMPLETE THE SEARCH?
                       

YES
 

�
  
NO

 

�
	 Orig. IRC 	   cc: Captain               cc: DSS 	 SIGNATURE 

_______________________________________________________________
 

STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION

REPORT OF STRIP FRISK ON ADMISSION
RESTRICTION/SECURE UNIT





FORM 2068 (06/18) 
PLEASE PRINT CLEARLY

 

STATE OF NEW YORK – DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 
AUTHORIZATION FOR DISPOSAL OF PERSONAL PROPERTY 

Inmate complete section 1, sections 2, 3, and 4 as applicable and sign at 5.  ___________________________Correctional Facility 
1. Inmate Name DIN Location 

2. I hereby (authorize disposal) (request review) of item (s) not permitted/surplus personal property in the following manner: 
       Quantity                    Article/Bag                                                                             Reason not permitted                                 Circle choice 

    ______  -  ____________________________________________________________________________________    A – B – C - D 

    ______  -  ____________________________________________________________________________________    A – B – C - D 

    ______  -  ____________________________________________________________________________________    A – B – C – D 

    ______  -  ____________________________________________________________________________________    A – B – C - D 

    ______  -  ____________________________________________________________________________________    A – B – C - D 
 
      A*       - Ship at my expense to            ______________________________________  _________________________________ 
                                                                                     NAME                                                                                        ADDRESS 
*If option A is chosen, the inmate must choose a second disposal option in the event that they do not have sufficient available spendable 
funds for instances of excess personal property disposal (Directive #4913) only.   
Circle your second choice for disposition. 

     B**         -Send out via visitor                 ______________________________________  _________________________________ 
                                                                                      VISITOR’S NAME                                                                       ADDRESS 
** The item will be held a maximum of 14 days pending arrival of a visitor.  Circle your second choice for disposition in case visitor does not come or 
accept item. 
     C            -Donate to charitable org.      ______________________________________  _________________________________ 

NAME                                                                                        ADDRESS 

     
    accept item. 

                          
                                                                                

  3. I request to transfer my clear-case ___ radio, ___headphone-radio, ___tape player, ___ radio/ tape combo per Dir. #4920 

         To inmate:           Name ____________________________________________ DIN ______________________ Date ___________ 

    Mfg. ______________________________ Type ________________________________ Ser. # _____________________________ 

   4. Inmate with clear-case televisions must complete BOTH PARTS A&B of this section (See Dir. #4921) 
       A.   If I am transferred to a TV facility I request my TV be shipped to the new facility at my expense    Y __   N __ 
       B.   If “NO” in Part “A” above – OR – if I am not transferred to a TV facility, I request that my TV: (check 1) 
                   ____  Be disposed of as specified in section 2 above OR 

                   ____  Be transferred to inmate:    Name _____________________________________ DIN ___________________ 

                   Mfg. _____________________________   Ser. # _______________________________ 

   5.  ____________________________________________  DIN _____________________________  DATE ____________________ 
            (Inmate’s signature) 

     ____ Inmate refused to make a choice after being informed by employee witness. 

         ___________________________________________  Title _____________________________ DATE _____________________ 
              (Witness’s signature) 
    Items (s) reviewed as requested and ____  allowed    ____ disallowed        Reason ____________________________________________________ 

           (sign) _______________________________________________ Title ________________________________  Date  _____________________ 

  6.  ____ Disposition ordered by DSS, FDS, SUPT    ____ Destroy    ____   Donate to ____________________________________________________ 

           (sign) ______________________________________________  Title ________________________________ Date ______________________ 

       ____  The above articles were disposed of as indicated by:  (sign) ___________________________________________ Date _______________ 

                        Comments:  _________________________________________________________________________________________________ 

       ____  Radio/tape player transfer is    ____  Approved    ____  Denied 

           (sign) ______________________________________________  Title ________________________________ Date ______________________ 

      ____ Received by visitor (visitor’s signature): _______________________________________________________________ 

      ____  Shipped at the inmate’s expense as requested on _____________________________ 

 
DISTRIBUTION:    Original – IRC File      1st Copy – Package Room, Facility File       2nd Copy – Package Room – Inmate File       3rd Copy - Inmate 

     D            -Destroy at facility



FORM 2080 (9/18)                 NEW YORK STATE DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

REQUEST FOR TEST OF SUSPECTED CONTRABAND DRUGS 
 

Inmate Name DIN Cell 

Request made by Date 

Substance suspected Approximate amount 

Circumstances leading to request 

 

 

 

(continue on back if additional space is needed) 

Supervisor receiving request Date 

If a capsule, was it 
Yes 

inspected at pharmacy? 
No 

Inspected by Date Time Identification 

Substance tested by Date Time 

Results 

Method of testing 

Was any of the substance 
Yes 

left after testing? 
No 

Was remaining substance 
Yes 

forwarded to State Police lab? 
No 

Date Time 

Manner Results Date 

CHAIN OF CUSTODY (Starting with the Officer who found the substance) 

 
From   

 
To 

 
   

 
Date   

 
Time   

From   To    Date   Time   

From   To    Date   Time   

From   To    Date   Time   

From   To    Date   Time   

From   To    Date   Time   

From   To    Date    Time    

From     To    Date    Time    

From     To    Date    Time    

From    To    Date    Time    

This form is to be filled out completely. It is to accompany the suspected substance until the substance is tested. After the 
substance is tested, this form is to be delivered to the office responsible for inmate discipline regardless of the results. If the 
substance proves to be a contraband drug, a misbehavior report shall be written. 



FORM 2081 (9/18) NEW YORK STATE DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

CONTRABAND TEST PROCEDURE 
 
 

Inmate Name DIN Cell 

Substance Suspected Approximate Amount 

 
System of Narcotics Identification used:   The NIK® System The NARK® II System 

 

TESTING SEQUENCE 
 

 

Initial Test Resulting Colors/Color Changes 

 Indication 

 

Initial Test Resulting Colors/Color Changes 

 Indication 

 

Initial Test Resulting Colors/Color Changes 

 Indication 

 

Initial Test Resulting Colors/Color Changes 

 Indication 

 

Initial Test Resulting Colors/Color Changes 

 Indication 

 

FINAL TESTING RESULTS        

WAS PROPER AMOUNT OF SUBSTANCE USED? YES NO 

WERE MANUFACTURER'S PROCEDURES FOLLOWED? YES NO 

 
************************************************************************************************************************************************************************** 

OPERATOR NAME   DATE OF TEST   TIME   

OPERATOR TRAINING:  CERTIFIED BY   DATE OF CERTIFICATION    ________ 

**************************************************************************************************************************************************************************   

I CERTIFY THAT THE ABOVE IS TRUE AND CORRECT. 

   

OPERATOR SIGNATURE DATE 

  



STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION

____________________________________ Correctional Facility

INMATE MISBEHAVIOR REPORT ♦ INFORME DE MAL COMPORTAMIENTO DEL RECLUSO

FORM 2171 A (10/14)
Side 1 

1.	 NAME OF INMATE (Last, First) ♦ NOMBRE DEL RECLUSO (Apellido, Nombre) NO. ♦ NÚM. HOUSING LOCATION ♦ CELDA

2.	 LOCATION OF INCIDENT ♦ LUGAR DEL INCIDENTE INCIDENT DATE ♦ FECHA INCIDENT TIME ♦ HORA

3.	 RULE VIOLATION(S) ♦ VIOLACIÓN/ES

4.	 DESCRIPTION OF INCIDENT ♦ DESCRIPCIÓN DEL INCIDENTE

REPORT DATE ♦ FECHA REPORTED BY ♦ NOMBRE DE LA PERSONA QUE HACE EL INFORME SIGNATURE ♦ FIRMA TITLE ♦ TÍTULO

5.	 ENDORSEMENTS OF OTHER EMPLOYEE WITNESSES (if any)	 SIGNATURES:

	 ENDOSOS DE OTROS EMPLEADOS TESTIGOS (si hay)	 FIRMAS:	 1. ______________________________________________________________________

	 2. 	 ______________________________________________________________________	 3. ______________________________________________________________________

NOTE:  Fold back Page 2 on dotted line before completing below.

6.	 WERE OTHER INMATES INVOLVED?	 YES	G	 NO	 G	 IF YES, GIVE NAME & #	 ___________________________________________________________

	 ¿HUBO OTROS RECLUSOS ENVUELTOS?	 SÍ	 G	 NO	 G	 DE SER SÍ DÉ LOS NOMBRES Y DIN	 ________________________________________________

7.	 AT THE TIME OF THIS INCIDENT:  (A) WAS INMATE UNDER PRIOR CONFINEMENT/RESTRICTION?	 YES	G	 NO	 G	 (B) WAS INMATE HOUSED IN A SHU CELL?	 YES	G	 NO	 G
	 ¿ESTUVO EL RECLUSO CONFINADO/RESTRINGIDO PREVIO AL INCENDENTE?	 SÍ	 G	 NO	 G	 ¿ESTUVO EL RECLUSO EN  UNA CELDA DEL SHU?	 SÍ	 G	 NO	 G
		  OR ♦ O

	 (C) AS A RESULT OF THIS INCIDENT, WAS INMATE CONFINED/RESTRICTED?	 YES	G	 NO	 G
	 ¿SE CONFINÓ/RESTRINGÓ AL RECLUSO COMO RESUTADO DE ESTE INCIDENTE?	 SÍ	 G	 NO	 G

8.	 WAS INMATE MOVED AT ANOTHER HOUSING UNIT?	 YES	G	 NO	 G

	 ¿MUDARON AL RECLUSO A OTRA UNIDAD DE VIVIENDA?	 SÍ	 G	 NO	 G

	 IF YES, (a)  CURRENT HOUSING UNIT	________________________________________________	 (b)  AUTHORIZED BY	 ______________________________________________

	 DER SER SÍ, (a)  UNIDAD DE VIVIENDA ACTUAL	 _______________________________________	 (b)  AUTORIZADO POR	 ____________________________________________

9.	 WAS PHYSICAL FORCE USED?	 YES	G	 NO	 G	 (IF YES, FILE FORM 2104) ____________________________

	 ¿SE USÓ FUERZA FISICA?	 SÍ	 G	 NO	 G	 (DER SER SÍ, SOMETA EL FORMULARIO No. 2104) ____________________________

	 AREA SUPERVISOR ENDORSEMENT	 ________________________________________________

	 ENDOSO DEL SUPERVISOR DEL ÁREA	 ______________________________________________

Distribution:  WHITE - Disciplinary Office    CANARY - Inmate (After review)  ♦  Distribución:  BLANCA - Oficina Discipliaria    AMARILLA - Recluso (después de la resión)



STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION

____________________________________ Correctional Facility

INMATE MISBEHAVIOR REPORT ♦ INFORME DE MAL COMPORTAMIENTO DEL RECLUSO

FORM 2171 B (10/14)
Side 2 

1. NAME OF INMATE (Last, First) ♦ NOMBRE DEL RECLUSO (Apellido, Nombre) NO. ♦ NÚM. HOUSING LOCATION ♦ CELDA

2. LOCATION OF INCIDENT ♦ LUGAR DEL INCIDENTE INCIDENT DATE ♦ FECHA INCIDENT TIME ♦ HORA

3. RULE VIOLATION(S) ♦ VIOLACIÓN/ES

4. DESCRIPTION OF INCIDENT ♦ DESCRIPCIÓN DEL INCIDENTE

REPORT DATE ♦ FECHA REPORTED BY ♦ NOMBRE DE LA PERSONA QUE HACE EL INFORME SIGNATURE ♦ FIRMA TITLE ♦ TÍTULO

5. ENDORSEMENTS OF OTHER EMPLOYEE WITNESSES (if any) SIGNATURES:

 ENDOSOS DE OTROS EMPLEADOS TESTIGOS (si hay) FIRMAS: 1. ______________________________________________________________________

 2.  ______________________________________________________________________ 3. ______________________________________________________________________

NOTE:  Fold back Page 2 on dotted line before completing below.

Distribution:  WHITE - Disciplinary Office    CANARY - Inmate (After review)  ♦  Distribución:  BLANCA - Oficina Discipliaria    AMARILLA - Recluso (después de la resión)

DATE AND TIME SERVED UPON INMATE ___________________________________________________ NAME AND TITLE OF SERVER _________________________________________________________

FECHA HORA DADO AL RECLUSO ________________________________________________________ NOMBRE Y TÍTULO DEL QUE ENTREGA _________________________________________________

You are hereby advised that no statement made by you in response to the charges or information derived therefrom may be used against you in a criminal 
proceeding.  ♦  Por este medio se le informa que no se puede usar ninguna declaración hecha por usted como respuesta al cargo o la información derivada de ella 
en una demanda criminal.

NOTICE  ♦  AVISO
REVIEWING OFFICER (DETACH BELOW FOR VIOLATION HEARING ONLY)

You are hereby notified that the above report is a formal charge and will be considered and determined at a hearing to be held.  ♦  Por este medio se le norifica que 
el informe anterior es un carge formal el cual se considerará y determinará en una audiencia a celebrarse.

The inmate shall be permitted to call witnesses provided that so doing does not jeopardize institutional safety or correctional goals.  ♦  Se le permitirá al recluso llamar 
testigos con tal de que al hacerlo no pondrá en peligro la seguridad de la institución o los objectivos del Departamento.

If restricted pending a hearing for this misbehavior report, you may write to the Deputy Superintendent for Security or his/her designee prior to the hearing to make 
a statement on the need for continued prehearing confinement.  ♦  Si está restringido pendiente a una audiencia por este informe de mal compartamiento, puede 
escribirle al Diputado del Superintendente para Seguridad o su representante antes de la audiencia para que haga una declaración acerca de la necesidad de 
continuar bajo confinamiento, previo a la audiencia.



STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION

____________________________________ Correctional Facility

INMATE MISBEHAVIOR REPORT ♦ INFORME DE MAL COMPORTAMIENTO DEL RECLUSO
SUPPLEMENTARY SHEET ♦ HOJA SUPPLEMENTARIA

FORM 2171C (1/12)

1.	 NAME OF INMATE (Last, First) ♦ NOMBRE DEL RECLUSO (Apellido, Nombre) NO. ♦ NÚM. HOUSING LOCATION ♦ CELDA

_________________________	 _______________________________________________________________	 ____________________________________________________	 __________________________
	 REPORT DATE  ♦  FECHA	 REPORTED BY  ♦  NOMBRE DE LA PERSONA QUE HACE EL INFORME	 SIGNATURE  ♦  FIRMA	 TITLE  ♦  TÍTULO

	 ENDORSEMENTS OR OTHER EMPLOYEE WITNESSES (if any)	 1.		  ____________________________________________________	 ___________________________
		  SIGNATURE  ♦  FIRMA	 TITLE  ♦  TÍTULO
	 ENDOSOS DE OTROS EMPLEADOS TESTIGOS (si hay)

		  2.		  ____________________________________________________	 ___________________________
		  SIGNATURE  ♦  FIRMA	 TITLE  ♦  TÍTULO

Distribution:  WHITE - Disciplinary Office    CANARY - Inmate (After review)


