
FAR W EST FAMI LY SERVI CES 
Em ployee Assistance Program  

SUI CI DE/ HOMI CI DE RI SK ASSESSMENT 
 

 

 

CLI ENT NAME:   _______________________________   

EMPLOYER:  __________________________________ 

THERAPI ST:  __________________________________ 

 

 

1. CURRENT BEHAVI OR:  

 DENI ES 

 I DEATI ON 

 THREAT 

 ATTEMPT 

 

2. PLAN:  

 NO PLAN 

 VAGUE PLAN 

 EXPLI CI T PLAN 

 

3.  AVAI LABLE MEANS:  

 NONE 

 EASI LY 

 I N POSSESSI ON  

 

4. PRI OR BEHAVI OR:  

 NONE 

 ONE 

 MULTI PLE 

 FRI END/ FAMI LY 

 

5.  TI ME SI NCE LAST ATTEMPT:  

 DENI ES PRI OR ATTEMPTS 

 1  MONTH OR LESS 

 1-3  MONTHS 

 3-6  MONTHS 

 6-12  MONTHS 

 12+  MONTHS 

 

6. SUI CI DE CONTRACT ON FI LE  

 NO      YES,  DATE ______________________ 

 

7. HOMI CI DE CONTRACT ON FI LE 

 NO     YES,  DATE ______________________ 

 

COMMENTS/ NOTI FI CATI ONS ( I F APPLI CABLE) :  

 

_________________________________________________________________________

_________________________________________________________________________

_________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

_________________________________________________________________ 

THERAPIST’S SI GNATURE:  ____________________________________  DATE ______________________ 

 

 

PLEASE SUBMI T TO THE FAR WEST OFFI CE I MMEDI ATELY BY FAX (206.363.4614)  

OR MAI L TO PO BOX 33788,  SEATTLE,  WA 98133 


