OMB No. 1121-0249 Approval Expires 03/31/2019

- U.S. DEPARTMENT OF JUSTICE
Form NPS-4A DEATHS N GUSTODY=2115 BUREAU OF JUSTICE snmsncs\
(Addendum) STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Ag:::‘:; Telephone
City FAX
Ksme Zip E-mail /

Instructions for Completion

If no deaths occurred in 2015:
¢ You will not need to report anything at this time.

¢ At the beginning of 2016, you will be asked to complete a summary form whether or not you had a death occurrence in 2015.

If you had more than one death in 2015:
e Make copies of this form for each additional death.

e  Complete the entire form for each inmate death.

*  Once your death records are complete, there are several ways to submit a death report:

ONLINE: Complete the report online at: https:/bjsdcrp.rti.org

E-MAIL: bjsdcrp@rti.org
FAX (TOLL-FREE): (866) 800-9179

If you need assistance, call Matt Bensen of RTI International toll-free at (800) 344-1387 or bjsdcrp@rti.org

MAIL: RTI International, Attn: Data Capture
Project Number: 0213149.001.400.402.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

What deaths should be reported?

INCLUDE deaths of ALL persons...

¢ Confined in your correctional facilities, whether housed
under your jurisdiction or that of another state

e Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state

o Under your jurisdiction but in special facilities (e.g.,
medical/treatment/release centers, halfway houses,
police/court lockups, or work farms)

¢ Intransit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...

Executed in your state

Confined in local jail facilities, whether located in or out of
state

Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility

Under probation or parole supervision in your state

Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this

address.
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What was the inmate's name?

Franklin Malcolm

LAST FIRST Mi

On what date did the inmate die?
111 112 210 1]s

MONTH DAY

YEAR

What was the name and location of the
correctional facility involved?

Facility Name:

Dixon Correctional Institute

Facility City:

Facility State:

Jackson LA

What was the inmate’s date of birth?
0|1 210 1191615

MONTH DAY YEAR

What was the inmate’s sex?

Male
O Female

Was the inmate of Hispanic, Latino, or Spanish
origin?

O Yes

No

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

0o0o0oc0o

Please Specify:

your correctional facilities?

o|8||2]|6]]2]|0][1]5

YEAR

MONTH DAY

9. For what offense(s) was the inmate being held?

a. ITheft $500 or more

—

v

Y
8. On what date was the inmate admittm

b.

C.

10. Since admission, did the inmate ever stay
overnight in a mental health facility?

O VYes
No
0O Don't Know

11. Where did the inmate die?

O In a general housing unit in the facility or on
prison grounds

In a segregation unit

In a special medical unit/infirmary within your
facility

In a special mental health services unit within
your facility

In a medical center outside your facility

In a mental health center outside your facility
While in transit

Elsewhere

O ao

000.

Please Specify:

N\
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. Are the results of a medical examiner’s or coroner's evaluation (such as an autopsy, postmortem exam, or
review of medical records) available to establish an official cause of death?

[ YES ——>» CONTINUETO Q13
O Evaluation complete—results are pending

L SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEATH

O No evaluation is planned —» CONTINUE TO Q13

13. What was the cause of death? *** Please SPECIFY cause of death—it is critical information***

lllness—Exclude AIDS-related deaths [Specify] ——— |Heart Attack

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ————»

Accidental injury to self [Describe] »

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] —

>

O 0O O O 0

Suicide (e.g., hanging, knife/cutting instrument,
intentional drug overdose) [Describe]

v

O

v

Homicide [Describe]

(O Other cause(s) [Specify]

v

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

O In the prison facility or on the prison grounds
(O In the inmate's cell/room
0 In atemporary holding area/lockup
0O Ina common area within the facility (e.g., yard, library, cafeteria)
[PLEASE ) Olna special medical unit/infirmary
SPECIFY] O In a special mental health services unit
O In a segregation unit
O On death row, special unit awaiting capital punishment
L0 Elsewhere within the prison facility

LP Please Specify:

O Outside the prison facility (e.g., while on work release or on work detail)
0O Elsewhere

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)

oooo
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medica)
services for the medical condition that caused his/her death after admission to your correctional facilities?

0 NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

YES NO
a. Evaluated by physician/medical staff ....................... N
b. Diagnostic tests (e.g., X-rays, MRI) .............cccc......... |y -
6 MEAICAHONS c.orasessssrsssammssasorsseinsosanssssssssassssgamasionsssonss 3 T
d. Treatment/care other than medications .................... O.......
0. SUPGBTY csesrsissrrusnmmmuenssusnissasssssssssonsssaissisorsbtmmsaasivessssss L locsinies
f. Confinement in special medical unit ......................... I ecsecers

DON'T KNOW

NEEENG

PLEASE PROVIDE A
RESPONSE FOR
EACH ITEM (a-f)

—

17. Was the cause of death t'he result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and any of the conditions were pre-existing, mark

“Pre-existing medical condition.”)

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

O Pre-existing medical condition
O Deceased developed condition after admission
Could not be determined

—

Please add any additional notes regarding this death here:
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L PARTMENT OF JU
Form NeiS-A 2 STATE PRISON INMATE (RGeS A
DEATH REPORT RTIINTERNATIONA
FORM COMPLETED BY:
Name Title
Agg:’:l:t' Telephone
City FAX
&Stah Zip E-mall

Instructions for Completion

If no deaths occurred in 2015:

You will not need to report anything at this time.

At the beginning of 2016, you will be asked to complete a summary form whether or not you had a death occurrence in 2015.

If you had more than one death in 2015:

Make copies of this form for each additional death.
Complete the entire form for each inmate death.

Once your death records are complete, there are several ways to submit a death report:

>
ONLINE: Complete the report online at: https://bjsdcrp.rti.org

E-MAIL: bjsdcrp@nrti.or
FAX (TOLL-FREE): (866) 800-9179

If you need assistance, call Matt Bensen of RTI International toll-free at (800) 344-1387 or bjsdcrp@urti.org

MAIL: RTI International, Attn: Data Capture
Project Number: 0213149.001.400.402.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

What deaths should be reported?

INCLUDE deaths of ALL persons...

Confined in your correctional facilities, whether housed
under your jurisdiction or that of another state

Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state

Under your jurisdiction but in special facilities (e.g.,
medical/treatment/release centers, halfway houses,
police/court lockups, or work farms)

In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...

L]

Executed in your state

Confined in local jail facilities, whether located in or out of
state

Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility

Under probation or parole supervision in your state

Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT w
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The

burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for

reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.

J
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1. What w

STATE PRISON INMATE DEATH REPORT

as the inmate's name?
LAST

FIRST

M

On What date dig the inmate die?

Lo]s] 2 o] s
MONTH DAY

YEAR

What was ¢

he name ang | i
correction Ocation of the

al facility involved?
Facilit Name:

Dixon Correctiona| Institute
Faciliti Citi:

What was the inmate’s date of birth?

Lo [iT8) [4]s s

9]
MONTH DAY YEAR

Facility State:

What was the inmate’s sex?

Male
Female

Was the inmate of Hispanic, Latino, or Spanish
origin?

O Yes
No

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

O0000oEOo

Please Specify:

4

o
$

Q

LN
T A
L@

W
N
8. On what date was the inmate admitted tm\

your correctional facilities?

o3|[1[4] [2]0]0]7

DAY YEAR

MONTH

9. For what offense(s) was the inmate being held?

a. |Forcible Rape

b.

C.

10. Since admission, did the inmate ever stay
overnight in a mental health facility?

O VYes
No
O Don't Know

11. Where did the inmate die?

O Ina general housing unit in the facility or on
prison grounds

In a segregation unit

In a special medical unit/infirmary within your
facility

In a special mental health services unit within
your facility

In a medical center outside your facility

In a mental health center outside your facility
While in transit

Elsewhere

(]

0oooo o

Please Specify:
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> ﬂz. Are the results of a medical examiner's or coroner's evaluation (such as an autopsy, postmortem exam, or
/ review of medical records) available to establish an official cause of death?

O YES ——» CONTINUE TO Q13
O Evaluation complete—results are pending

L SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEATH

No evaluation is planned —» CONTINUE TO Q13

13. What was the cause of death? *** Please SPECIFY cause of death—it is critical information***

liness—Exclude AIDS-related deaths [Specify] —— |Respiratory Failure secondary to Squamou

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ————»

Accidental injury to self [Describe]

v

O O O 0O

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe]

v

O

Suicide (e.g., hanging, knife/cutting instrument,
intentional drug overdose) [Describe]

v

O

Homicide [Describe]

v

O Other cause(s) [Specify]

v

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

O In the prison facility or on the prison grounds

(O In the inmate’s cell/room

0O In a temporary holding area/lockup

0O In a common area within the facility (e.g., yard, library, cafeteria)
[PLEASE 4 O In a special medical unit/infirmary

SPECIFY] O In a special mental health services unit

O In a segregation unit

O On death row, special unit awaiting capital punishment

LO Elsewhere within the prison facility

LP Please Specify:

0 Outside the prison facility (e.g., while on work release or on work detail)
0 Elsewhere

|—> Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)

ooano
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16. Excluding emergency care provided at the time of death, did the inmate receive any of t ectional facilities?
services for the medical condition that caused his/her death after admission to your corr
O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide. Of homicide
YES NO  DONTKNOW IDE A

a. Evaluated by physician/medical staff ...............c.......[To...c.... [ T ] PLEAS spg?ng

b. Diagnostic tests (e.g., X-rays, MRI) ..., I [T ) RO O RESPONEM (a-1)

C. MEGICALONS «.ovvveveeerivssieeesesiessssssssssisnssssesss s oo (Lo Do 0 EACHIT

d. Treatment/care other than medications .................[7).......... I —— O

B SUGE oo ismamssammes oS ciesrsnsy I TSN =1 p—— O

(. Confinement in special medical nit ................. ... g R
-

op the condition

17. Was the cause of death the result of a pre-existing medical condition or did the inmate devel
existing, mark

after admission? (If multiple conditions caused the death and any of the conditions were pre-
“Pre-existing medical condition.”)

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

O Pre-existing medical condition
Deceased developed condition after admission
O Could not be determined

Please add any additional notes regarding this death here:

Changed Q13 from Other Causes to lliness, Q14 from Special Medical Unit to NA, Q15 from
Overnight to NA.

LJACENNV 1IN




OMB No. 1121-0249 Approval Expires 03/31/2019

/" rom wos.an DEATHS I cusTODY—2015 s e
(Addendum) STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

Name Title
Official
Address Telephone
City FAX
\State Zip E-mail /
/'

Instructions for Completion

If no deaths occurred in 2015:
¢ You will not need to report anything at this time.
Atthe beginning of 2016, you will be asked to complete a summary form whether or not you had a death occurrence in 2015.

If you had more than one death in 2015:
¢ Make copies of this form for each additional death.

e Complete the entire form for each inmate death.
*  Once your death records are complete, there are several ways to submit a death report:

ONLINE: Complete the report online at: https://bjsdcrp.rti.orq MAIL: RTI International, Attn: Data Capture
E-MAIL: bjsdcrp@rti.org Project Number: 0213149.001.400.402.100
FAX (TOLL-FREE): (866) 800-9179 5265 Capital Boulevard

Raleigh, NC 27690-1652

If you need assistance, call Matt Bensen of RTI International toll-free at (800) 344-1387 or bjsdcrp@rti.org

What deaths should be reported?

INCLUDE deaths of ALL persons... EXCLUDE deaths of ALL persons...

« Confined in your correctional facilities, whether housed ¢ Executedin your state

under your jurisdiction or that of another state o Confined in local jail facilities, whether located in or out of

o Under your jurisdiction but housed in private correctional state

facilities, whether located in or out of state ¢ Under your jurisdiction but housed in a state-operated

e Under your jurisdiction but in special facilities (e.g., correctional facility in another state or in a federal facility

medical/treatment/release centers, halfway houses, «  Under probation or parole supervision in your state
police/court lockups, or work farms)
o Under your jurisdiction but on AWOL or escape-status at

¢ Intransit to or from your facilities while under your the time of death

supervision

BURDEN STATEMENT
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.

\ P
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1.

LT [oT3) [TeTsTe)
MONTH DAY

STATE PRISON INMATE DEATH REPORT

\

What was the inmate's name?

ohnson o
LAST

L

FIRST

What date diqg the inmate dje?
[oT3] [oT3)
cEiuhng

What was the na

Me and location of the
correctional faci

lity involved?
Facilit Name:

Dixon Correctional Institute

Faciliti Citi: Facility State:

What was the inmate’s date of birth?

YEAR

What was the inmate’s sex?

Male
Female

Was the inmate of His
origin?

O Yes
No

In addition, what was the inmate’s race? Please
select one or more of the following racial

categories:

White .
Black or African American

American Indian or Alaska Native
Asian

Ooooomo

Some other race

Native Hawaiian or Pacific Islander

Mi

Panic, Latino, or Spanish

Please Specify:

8. On what date was the inmate admitted to one of
your correctional facilities?

012

2]8] [2]0]1

5

MONTH

DAY YEAR

9. For what offense(s) was the inmate being held?

a.

b.

_

Sexual Battery

10. Since admission, did the inmate ever stay
overnight in a mental health facility?

0
0

Yes
No
Don't Know

11. Where did the inmate die?

0O

O 0o

oooo

In a general housing unit in the facility or on

prison grounds
In a segregation unit

In a special medical unit
facility

finfirmary within your

In a special mental health services unit within

your facility

In a medical center outside

In a mental health center o
While in transit
Elsewhere

your facility
utside your facility

Please Specify:

.

ZARENAV 1IN
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. ms of a medical examiner's or coroner's evaluation (such as an autopsy, postmortem exam, or
= 12 raview of medical records) available to establish an official cause of death?

0 YES —— CONTINUETO Q13
0 Evaluation complete—results are pending

L skiP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A

& No evaluation is planned —» CONTINUE TO Q13

L

q LATER TIME FOR THE CAUSE OF DEATH
i

—

? 13. What was the cause of death? *** Please SPECIFY cause of death—it is critical information***

i liness—Exclude AIDS-related deaths [Specify] —— |Heart Attack

! O Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ————

Accidental injury to self [Describe] —>

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] —p

O O 0o 0O

Suicide (e.g., hanging, knife/cutting instrument,
intentional drug overdose) [Describe]

v

O

v

Homicide [Describe]

v

O oOther cause(s) [Specify]

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?

NOT APPLICABLE—Cause of death was iliness, intoxication, or AIDS-related

O In the prison facility or on the prison grounds
(O Inthe inmate’s cell/room
0O In a temporary holding area/lockup
O In a common area within the facility (e.g., yard, library, cafeteria)
[PLEASE O In a special medical unit/infirmary
SPECIFY] O In a special mental health services unit
O In a segregation unit
O On death row, special unit awaiting capital punishment
L0 Elsewhere within the prison facility

l—b Please Specify:

0 Outside the prison facility (e.g., while on work release or on work detail)
0 Elsewhere

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)

(o o o

#ACXENICV ING
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medical
services for the medical condition that caused his/her death after admission to your correctional facilities?

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

YES NO  DON'T KNOW

a. Evaluated by physician/medical staff ........................ i — U Jsissesnessnon PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ...............cc......... [o)itinsins U esiisatinesd RESPONSE FOR

C. MediCations ........ccoceerrrreerennens T ST— o - I P EACH ITEM (a-f)

d. Treatment/care other than medications .................... O... | —

8. BUDGO rrersarrsssisssismommssssmssisemsmsspepeesonissseasvs bibes O... | | S

f. Confinement in special medical unit ......................... ... ...

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and any of the conditions were pre-existing, mark

“Pre-existing medical condition.”)
O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

Pre-existing medical condition :
Deceased developed condition after admission

Could not be determined

0ao

Please add any additional notes regarding this death here:
Offender's preexisting medical condition was hypertension----- Also a history of coronary Artery
Disease, Myocardial Infarction x 2, Coronary Stents, Implanted Pacemaker / Defibrillator,

Hypertension

SACENCV ING
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~

U.S, DEPARTMENT @~ "ievin”
Form NPS-4A DEATHS IN CUSTODY—2015 BUREAU OF JUSTICE
(Addendum) STATE PR'SON lNMATE AND ACTING AS COLLE!
DEATH REPORT RTI INTERNATI
FORM COMPLETED BY:
Name Title
Agg:::l Telephone
City FAX
\Smo Zlp E-mall
| -

Instructions for Completion

If no

deaths occurred in 2015:

You will not need to report anything at this time.
At the beginning of 2016, you will be asked to complete a summary form whether or not you had a death occurrence in 2015.

If you had more than one death in 2015:

Make copies of this form for each additional death.
Complete the entire form for each inmate death.

Once your death records are complete, there are several ways to submit a death report:

ONLINE: Complete the report online at: https://bjsdcrp.rti.or

E-MAIL: bjsdcrp@rti.org
FAX (TOLL-FREE): (866) 800-9179

MAIL: RTI International, Attn: Data Capture
Project Number: 0213149.001.400.402.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

If you need assistance, call Matt Bensen of RT! International toll-free at (800) 344-1387 or bjsdcrp@rti.org

What deaths should be reported?

e U

e U

INCLUDE deaths of ALL persons...

¢ Confined in your correctional facilities, whether housed
under your jurisdiction or that of another state

facilities, whether located in or out of state

medical/treatment/release centers, halfway houses,
police/court lockups, or work farms)

¢ In transit to or from your facilities while under your
supervision

nder your jurisdiction but housed in private correctional

nder your jurisdiction but in special facilities (e.g.,

EXCLUDE deaths of ALL persons...

Executed in your state

Confined in local jail facilities, whether located in or out of
state

Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility

Under probation or parole supervision in your state

Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT

Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.

~

J
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STATE PRISON INMATE DEATH PP S
\ _//mm
1. What wag the inmate’s name? 8. Onwhat datewasf“finties?
T N— ST BRI
5 1]
LAST 1
FIRST Mi A?ON TH4 VEAR
2. On what date did the inmate die? |

MONTH

L2 [o 75

3. What was th
i € name and location of
Correctiona| facility involved? e
Facilit Name:
Dixon Correctional Institute
Facility City-
i Clti. Facility State:
4. What Was the inmate’s date of birth?
[1]sT3 9]
MONTH DAY YEAR ‘
5. What was the inmate’s sex?
Male
O Female
6. Was the inmate of Hispanic, Latino, or Spanish
origin?
O Yes
No
7.

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

00000

i being held?
9. For what offense(s) was the inmate being

g ;
“ e
. #
e. I

10. Since admission, did the inmatg ever stay
overnight in a mental health facility?

O Yes
No
0O Don't Know

11. Where did the inmate die?
O

In a general housing unit in the facility or on
prison grounds

In a segregation unit

In a special medical unit/infirmary within your
facility

In a special mental health services unit within
your facility

In'a medical center outside your facility

In a mental health center outside your facility
While in transit

Elsewhere

a0

oooo O

Please Specify:

Please Specify:

# ARENCV NG
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. Are the results of a medical examiner's or coroner’s evaluation (such as an autopsy, postmortem exam, or
review of medical records) available to establish an official cause of death?

O YES —» CONTINUETO Q13
O Evaluation complete—results are pending

L SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A

LATER TIME FOR THE CAUSE OF DEATH

No evaluation is planned —» CONTINUE TO Q13

13. What was the cause of death? *** Please SPECIFY cause of death—it is critical information***

B &0 &8 680 &

O

O

liness—Exclude AlDS-related deaths [Specify] ——» |Cardiac Arrest, Ventricular Arrythmia and

Acquired Inmune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] —————p

Accidental injury to self [Describe]

v

Accidental injury by other (e.g., vehicular accidents

during transport) [Describe]

v

Suicide (e.g., hanging, knife/cutting instrument,
intentional drug overdose) [Describe]

v

Homicide [Describe]

v

Other cause(s) [Specify]

v

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?

0

[PLEASE
SPECIFY]

NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

In the prison facility or on the prison grounds
(O In the inmate’s cell/room
O In a temporary holding area/lockup
O In a common area within the facility (e.g., yard, library, cafeteria)
O In a special medical unit/infirmary
0O In a special mental health services unit
O In a segregation unit
0O On death row, special unit awaiting capital punishment
O Elsewhere within the prison facility

l—> Please Specify:

0 Outside the prison facility (e.g., while on work release or on work detail)
0 Elsewhere

Lb Please Specify:

15. When

00oaa

did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)

#ACENCV ING
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the fgllowmg Medica)
services for the medical condition that caused his/her death after admission to your correctional facilities?

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

YES NO  DONTKNOW

a. Evaluated by physician/medical staff ...................[Z)o.o0..... [ S———— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......................... T [ e RESPONSE FOR

¢, Medieations suwmcmssssmimmsmsmemssasssommmusssiovemsessess B Jpssssssss g [ P——— O EACH ITEM (a-f)

d. Treatment/care other than medications .................[T].......... [ [R— a

8, SOOI, 1ur0epiismmmsmmmmmamsnmedbisisimssesssasion |7 O ] [ O

f. Confinement in special medical unit ......................... 2 PSR 172 O

17. Was the cause of death the result pf a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and any of the conditions were pre-existing, mark
“Pre-existing medical condition.”)

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

Pre-existing medical condition
O Deceased developed condition after admission
O Could not be determined

Please add any additional notes regarding this death here:

Changed Q13 from Other Causes to lliness, Q14 from Elsewhere to NA, Q15 from Overnight to NA.
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OMB No. 1121-0249 Approval Expires 03/31/2019

Form NPS-4A DEATHS IN CUSTODY—2015 sasoemero s,
(Addendum) STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTIINTERNAT)
FORM COMPLETED BY:

Name Title

Agg:,:l:: Telephone
City FAX

\smo Zip E-mail

Instructions for Completion

If no deaths occurred in 2015:
e You will not need to report anything at this time.
+ Atthe beginning of 2016, you will be asked to complete a summary form whether or not you had a death occurrence in 2015.

If you had more than one death in 2015:

e Make copies of this form for each additional death.

e Complete the entire form for each inmate death.

*  Once your death records are complete, there are several ways to submit a death report:

ONLINE: Complete the report online at: https://bjsderp.rti.org MAIL: RTI International, Attn: Data Capture
E-MAIL: bjsdcrp@rti.org Project Number: 0213149.001.400.402.100
FAX (TOLL-FREE): (866) 800-9179 5265 Capital Boulevard

Raleigh, NC 27690-1652

If you need assistance, call Matt Bensen of RTI International toll-free at (800) 344-1387 or bjsdcrp@rti.org

What deaths should be reported?

INCLUDE deaths of ALL persons... EXCLUDE deaths of ALL persons...

« Confined in your correctional facilities, whether housed ¢ Executedin your state

under your jurisdiction or that of another state « Confined in local jail facilities, whether located in or out of

«  Under your jurisdiction but housed in private correctional state

facilities, whether located in or out of state o Under your jurisdiction but housed in a state-operated

me;incal/treatment/release centers, halfway houses, «  Under probation or parole supervision in your state
police/court lockups, or work farms)
e Under your jurisdiction but on AWOL or escape-status at

e In transit to or from your facilities while under your the time of death

supervision

( BURDEN STATEMENT \
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.

S o/
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S
RT ¢ /
ON INMATE DEATH REPO gé’ ; Q%‘E
STATE PRIS I

/ AN
What 8. Onwhat liting? dtoqu “’J
AL Was the inmate's name? ’ yc,u,.(;orrectional facilities N VO
_M |Charles D 5] [o]2] [2]0]1]o

LAST pv - ‘ 0|8 n-

MONTH DAY

YEAR

2. 0O
N What date dig the inmate die?

. b
9. For what offense(s) was the inmate being he|q

YEAR a. |pggravated Incest

S i . —
S th
correctional? e and loca

5 tion of the
acility involveq? o

Facility State:

10. Since admission, did the inmatg gver stay
overnight in a mental health facility?

4. What , 0 Yes
_Was the inmate’s gate of birth? No |
nn -.2 El m O Don't Know
MONTH DAY n.n
11. Where did the inmate die?
S.  What was the inmate’s sex? i
O Inageneral housing unit in the facility or on
Male prison grounds
Female O In a segregation unit
In a special medical unit/infirmary within your
0 facility
. . . In a special mental health s rvices unit within
6. Was the inmate of Hispanic, Latino, or Spanish your fpacility s healh sen
T
origin? O Inamedical center outside your facility
O VYes O Inamental health center outside your facility
N O While in transit
0
O Elsewhere
Please Specify:
7.

In addition, what was the inmate’s race? Please
select one or more of the following racial

categories:
White
Black or African American

American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

Please Specify:

Ooo0o000.
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the results of a medical examiner's or coroner’s evaluation (such as an autopsy, postmortem exam, or
iew of medical records) available to establish an official cause of death?

0 YES —— CONTINUETO Q13
O Evaluation complete—results are pending

SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEATH

No evaluation is planned —» CONTINUE TO Q13

13. What was the cause of death? *** Please SPECIFY cause of death—it is critical information***

lliness—Exclude AIDS-related deaths [Specify) ——p Cardiopulmonary Arrest ---Congestive Hea

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] =——————p

Accidental injury to self [Describe] >

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe]

v

O 0O o g o

Suicide (e.g., hanging, knife/cutting instrument,
intentional drug overdose) [Describe]

v

O

Homicide [Describe]

v

(O oOther cause(s) [Specify]

v

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?

NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

O In the prison facility or on the prison grounds
(O In the inmate’s cell/room
O In a temporary holding area/lockup
0O Ina common area within the facility (e.g., yard, library, cafeteria)
[PLEASE y Olna special medical unit/infirmary
SPECIFY] O In a special mental health services unit
O In a segregation unit
O On death row, special unit awaiting capital punishment
L0 Elsewhere within the prison facility

|—> Please Specify:

0 Outside the prison facility (e.g., while on work release or on work detail)
O Elsewhere

Lb Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)

00oaoo
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the f°i"°W‘ng ’V\Odic;?
services for the medical condition that caused his/her death after admission to your correctional faclllties?

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, o homicide

YES NO  DONTKNOW

a. Evaluated by physician/medical staff ..................[F}.o...... [eeeeereresenesn PLEASE PROVIDE 5
b. Diagnostic tests (€.g., X-rays, MRI) .........ccooovvvriio [Pl N — O RESPONSE FOR

€. MEGICAtIONS ..vvvveeeeeeeeeerseessesssssseneeseceeeceeereereenee (] [ O EACH ITEM (a-1)

d. Treatment/care other than medications ................... | [ ) ——— O

B, ISUNOOTV assesisis inssopmassssmoriamssnsmntoopomsssadramssiyasbatssassn [ IS, ) I— O

f. Confinement in special medical unit ......................... N S ] BS— O

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and any of the conditions were pre-existing, mark
“Pre-existing medical condition.”)

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

Pre-existing medical condition
O Deceased developed condition after admission
O Could not be determined

Please add any additional notes regarding this death here:

Changed Q13 from Other Causes to lliness, Q14 from Special Medical Unit to NA, Q15 from Evening
to NA.
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OMB No. 1121-0249 Approval Expires 03/31/2019
S. TMENT OF JUST
Form NPS-4A DEATHS IN CUSTODY—2015 aﬂSEgspc;\rRJusngs sffrs;s
(Addendum) STATE PRISON INMATE AND ACTING AS COLLECTION
DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

Name

Official
Address

City

\State

Zip

E-mail

Telephone

Title

FAX

Instructions for Completion

If no deaths occurred in 2015:
¢ You will not need to report anything at this time.

*  Atthe beginning of 2016, you will be asked to complete a summary form whether or not you had a death occurrence in 2015.

If you had more than one death in 2015:
»  Make copies of this form for each additional death.
+ Complete the entire form for each inmate death.

»  Once your death records are complete, there are several ways to submit a death report:

ONLINE: Complete the report online at: https:/bjsdcrp.rti.orq

E-MAIL: bjsdcrp@rti.org
FAX (TOLL-FREE): (866) 800-9179

MAIL: RTI International, Attn: Data Capture
Project Number: 0213149.001.400.402.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

If you need assistance, call Matt Bensen of RTI International toll-free at (800) 344-1387 or bjsdcrp@rti.org

What deaths should be reported?

INCLUDE deaths of ALL persons...

e Confined in your correctional facilities, whether housed
under your jurisdiction or that of another state

e Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state

o Under your jurisdiction but in special facilities (e.g.,
medical/treatment/release centers, halfway houses,
police/court lockups, or work farms)

¢ In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...

Executed in your state

Confined in local jail facilities, whether located in or out of
state

Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility

Under probation or parole supervision in your state

Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT

Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this

address.

J
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STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?

lRichard Ricky K
LAST FIRST MI

On what date did the inmate die?

Ol4|[2]1] |2|0of1]S5

MONTH DAY YEAR

What was the name and location of the
correctional facility involved?

Facility Name:

Dixon Correctional Institute

Facility City:

Facility State:

Jackson LA

What was the inmate’s date of birth?
0|8 011 1191610

MONTH DAY YEAR

What was the inmate’s sex?

Male
O Female

Was the inmate of Hispanic, Latino, or Spanish
origin?

O Yes
No

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

00000

Please Specify:

8. On what date was the inmate admitted to one of
your correctional facilities?

0/2(|0|6]| |2]|0|0]1

MONTH DAY YEAR

9. For what offense(s) was the inmate being held?

a. IMolestation of a Juvenile

b. |Oral Sexual Battery
C.

Aggravated Incest

10. Since admission, did the inmate ever stay
overnight in a mental health facility?

0O VYes
No
0 Don't Know

11. Where did the inmate die?

O In a general housing unit in the facility or on
prison grounds

In a segregation unit

In a special medical unit/infirmary within your
facility

In a special mental health services unit within
your facility

In a medical center outside your facility

In a mental health center outside your facility
While in transit

Elsewhere

L Please Specify:

0O OO

00o.
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9. Are the results of a medical examiner's or coroner's evaluation (such as an autopsy, postmortem exam, or
N review of medical records) available to establish an official cause of death?

0 YES — CONTINUETO Q13
O Evaluation complete—results are pending

o SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEATH

No evaluation is planned —» CONTINUE TO Q13

13. What was the cause of death? *** Please SPECIFY cause of death—it is critical information***

liness—Exclude AIDS-related deaths [Specify] ——— | Hemorragic Stroke, Sepsis, Infective Endd

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] =——

Accidental injury to self [Describe] —>

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe]

v

O 0O O O O

Suicide (e.g., hanging, knife/cutting instrument,
intentional drug overdose) [Describe]

v

O

v

Homicide [Describe]

O Other cause(s) [Specify]

v

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
) NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

0O In the prison facility or on the prison grounds
(O In the inmate's cell/room
O In a temporary holding area/lockup
O Ina common area within the facility (e.g., yard, library, cafeteria)
[PLEASE J O In a special medical unit/infirmary
SPECIFY] O In a special mental health services unit
O In a segregation unit
O On death row, special unit awaiting capital punishment
L0 Elsewhere within the prison facility

L> Please Specify:

O Outside the prison facility (e.g., while on work release or on work detail)
0 Elsewhere

|—> Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)

0ooaao
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ny of the following mem !

16. Excludi re provided at the ti i i eive a -
uding emergency care p e time of death, did the inmate rec Y e orrectional facilities?

services for the medical condition that caused his/her death after admission to yo
O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ...............[.......... I F— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ... . [y [Eo— 0O RESPONSE FOR

C. MEICAtONS ov.voverereeereirisiesensseseneesesenssnsseseereeer [0 o 7 [REOPRE——— O EACH ITEM (a-f)

d. Treatment/care other than medications .................[F]).......... O O

RS 7 - s OO —— OB, O

f. Confinement in special medical unit ...........ccccc......(.......... I T O

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and any of the conditions were pre-existing, mark
“Pre-existing medical condition.”)

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

Pre-existing medical condition
O Deceased developed condition after admission
O Could not be determined

Please add any additional notes regarding this death here:

Recoded Q11 from elsewhere-Our Lady of the Lake Regional Medical Center to a medical center
outside the jail facility. Changed Q13 from Other Causes to lliness, Q14 from Elsewhere to NA, Q15
to NA.
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OMB No 1121-0249 Approval Expires 03/31/2019

7 e Wit DEATHS IN CUSTODY-205 e e,
(Addendum) STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTIINTERNATIONAL

FORM COMPLETED BY:

Name Title
Agg'r:?s' Telephone
City FAX
\State Zip E-mall /
—

Instructions for Completion

If no deaths occurred in 2015:
e You will not need to report anything at this time.
o Atthe beginning of 2016, you will be asked to complete a summary form whether or not you had a death occurrence in 2015.

If you had more than one death in 2015:

o Make copies of this form for each additional death.

o Complete the entire form for each inmate death.

¢ Once your death records are complete, there are several ways to submit a death report:

ONLINE: Complete the report online at: https://bjsdcrp.rti.org MAIL: RTI International, Attn: Data Capture
E-MAIL: bjsdcrp@rti.org Project Number: 0213149.001.400.402.100
FAX (TOLL-FREE): (866) 800-9179 5265 Capital Boulevard

Raleigh, NC 27690-1652

If you need assistance, call Matt Bensen of RTI Intemational toll-free at (800) 344-1387 or bjsdcrp@rti.org

What deaths should be reported?

INCLUDE deaths of ALL persons... EXCLUDE deaths of ALL persons...

o Confined in your correctional facilities, whether housed +  Executed in your state

under your jurisdiction or that of another state o Confined in local jail facilities, whether located in or out of

« Under your jurisdiction but housed in private correctional state

facilities, whether located in or out of state ¢ Under your jurisdiction but housed in a state-operated

o Under your jurisdiction but in special facilities (e.g., correctional facility in another state or in a federal facility

medical/treatment/release centers, halfway houses, «  Under probation or parole supervision in your state
police/court lockups, or work farms)
o Under your jurisdiction but on AWOL or escape-status at

o Intransit to or from your facilities while under your the time of death

supervision

f BURDEN STATEMENT \
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.

- J
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STATE PRISON INMATE DEATH REPORT ® 3

What was the inmate’s name?

Turner

Kedrin

LAST

FIRST Ml

On what date did the inmate die?

0

21 (2o 1]5

7111

MONTH

DAY YEAR

What was the name and location of the
correctional facility involved?

Facility Name:

Dixon Correctional Institute

Facility City:

Facility State:

Jackson

LA

What was the inmate’s date of birth?

0

9(2|6| [1]|9]|7]8

MONTH

DAY YEAR

What was the inmate’s sex?

Male
O Female

Was the inmate of Hispanic, Latino, or Spanish
origin?

O Yes
No

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

O0o00oo0o’o

Please Specify:

8. On what date was the inmate admitted to one of
your correctional facilities?

0|3

3]

1111 12]0[1

MONTH

DAY YEAR

9. For what offense(s) was the inmate being held?

a.

Armed Robbery

b.

C.

10. Since admission, did the inmate ever stay
overnight in a mental health facility?

0
0

Yes
No
Don't Know

11. Where did the inmate die?

a

O 00

000oo

In a general housing unit in the facility or on
prison grounds

In a segregation unit

In a special medical unit/infirmary within your
facility

In a special mental health services unit within
your facility

In a medical center outside your facility

In a mental health center outside your facility
While in transit

Elsewhere

L

Please Specify:

«ACENCV IN




f A
/Are the results of a medical examiner's or coroner’s evaluation (such as an autopsy, postmortem exam, or
review of medical records) available to establish an official cause of death?

YES —— CONTINUE TO Q13
A O Evaluation complete—results are pending

L SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEATH

O No evaluation is planned —» CONTINUE TO Q13

*hk

13. What was the cause of death? *** Please SPECIFY cause of death—it is critical information

llness—Exclude AIDS-related deaths [Specify] —— |Cardiac Arrest

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] =————

Accidental injury to self [Describe] —>

O O 0 O

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe]

v

O

Suicide (e.g., hanging, knife/cutting instrument,
intentional drug overdose) [Describe]

v

O Homicide [Describe]

v

(O Other cause(s) [Specify]

v

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

0O In the prison facility or on the prison grounds

(O In the inmate’s cell/room

O In a temporary holding area/lockup

O In a common area within the facility (e.g., yard, library, cafeteria)
[PLEASE ; OIna special medical unit/infirmary

SPECIFY] 0O In a special mental health services unit

0O In a segregation unit

O On death row, special unit awaiting capital punishment

L0 Elsewhere within the prison facility

I—V Please Specify:

O Outside the prison facility (e.g., while on work release or on work detail)
0 Elsewhere

|—> Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)

ooaoao
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. e
16. Excluding emergency care provided at the time of death, did the inmate receive any of the fgllowmg Medica) |
services for the medical condition that caused his/her death after admission to your correctional facilities?

M

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

YES NO DONTKNOW

a. Evaluated by physician/medical staff ....................[.on.. I SO O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ....c.cccccccevrerec [T orernn. T o RESPONSE FOR

C. MEAICAHONS ...oovoooveerveeerieesieeesssenssssssssssnsssnneeee [ o erresnon. [ O EACH ITEM (a-f)

d. Treatment/care other than medications ..................[0).......... O O

T PSS SO SO O O

f. Confinement in special medical unit ......................... O...B.. O

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and any of the conditions were pre-existing, mark
“Pre-existing medical condition.”)

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

Pre-existing medical condition
Deceased developed condition after admission
Could not be determined

000

Please add any additional notes regarding this death here:

Recoded Q11 from elsewhere-Lane Memorial Hospital to a medical center outside the jail facility.
Changed Q13 from Other Causes to lliness, Q14 from Elsewhere to NA, and Q15 from Overnight to
NA.
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OMB No. 1121-0249 Approval Expires 03/31/2019
Form NPS-4A DEATHS IN CUSTODY—2015 "d:-EgS’;:JWEW OF JUSTICE
(Addondum) STATE PR'SON lNMATE AND ACTING AS
DEATH REPORT RTIINT]
FORM COMPLETED BY:
Name Title ;
Agtf'l?':l:s' Telephone
City FAX
\Stm Zip E-mail

Instructions for Completion

If no deaths occurred in 2015:

You will not need to report anything at this time.
At the beginning of 2016, you will be asked to complete a summary form whether or not you had a death occurrence in 2015.

If you had more than one death in 2015:

Mo

Make copies of this form for each additional death.
Complete the entire form for each inmate death.

Once your death records are complete, there are several ways to submit a death report:

ONLINE: Complete the report online at: https://bjsdcrp.rti.org

E-MAIL: bjsdcrp@rti.org
FAX (TOLL-FREE): (866) 800-9179

MAIL: RTI International, Attn: Data Capture
Project Number: 0213149.001.400.402.100
5265 Capital Boulevard

Raleigh, NC 276380-1652

If you need assistance, call Matt Bensen of RT| International toll-free at (800) 344-1387 or bjsdcrp@rti.org

What deaths should be reported?

INCLUDE deaths of ALL persons...

EXCLUDE deaths of ALL persons...

L L LT Y

Confined in your correctional facilities, whether housed
under your jurisdiction or that of another state

Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state

Under your jurisdiction but in special facilities (e.g.,
medical/treatment/release centers, halfway houses,
police/court lockups, or work farms)

In transit to or from your facilities while under your
supervision

Executed in your state

Confined in local jail facilities, whether located in or out of
state

Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility

Under probation or parole supervision in your state

Under your jurisdiction but on AWOL or escape-status at
the time of death

ﬁ BURDEN STATEMENT \
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.
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STATE PRISON INMATE DEATH REPORT

What was the inmate’s name? 8. On what date was the inmate admitted to one of
Wattigney Beauregard your correctional facilities?
LAST FIRST M 013([1(2]]2]0]1]5
MONTH DAY YEAR
On what date did the inmate die?
03 112 2(0]1]5 9. For what offense(s) was the inmate being held?
MONTH DAY YEAR a

- |Sexual Battery

b. |Oral Sexual Battery

What was the name and location of the

c. :
correctional facility involved? Forcible Rape
d. |Aggravated Incest
Facility Name: 99
Dixon Correctional Institute ¢
Facility City: Facility State:
Jackson LA
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
O VYes
What was the inmate’s date of birth? No
O Don't Know
O(7(|10]7 119157
MONTH DAY YEAR
11. Where did the inmate die?
What was the inmate’s sex? O In a general housing unit in the facility or on
Male prison grounds
O Female O In a segregation unit
O In a special medical unit/infirmary within your
facility
O In a special mental health services unit within
Was the inmate of Hispanic, Latino, or Spanish your facility
origin? In a medical center outside your facility
O v O In a mental health center outside your facility
Nes O While in transit
o O Elsewhere
Please Specify:

In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

Please Specify:

00000.
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2 e{su";.:f a medical examiner's or ¢ .

% 01 medical records) avai oroner’s evaluation (such as an autopsy, postmortem exar: of
% i oW available to establish an official cause of death? '

o YES — CONTINUE T0 Q13

/ O Evaluation complete—results are pending

L skip
LATES‘Er?M,NING QUESTIONS AND SUBMIT THIS FORM—YOU WILL B
ME FOR THE CAUSE OF DEATH

O No evaluation is plann
ed —»»
R CONTINUE TO Q13 -
g— |
13. What was the cause of death? *** please SPECIFY cause of death—it is critical infor mation”""

E CONTACTED AT A

O Acquired Immune Deficiency Syndrome (AIDS) _’///—
O Accidental alcohol/drug intoxication [Describe] —— /ﬂ

0O Accidental injury to self [Describe] e _,///
O Accidental injury by other (e.g. vehicular accidents
during transport) [Describe] -  ——”’7

O Suicide (e.g., hanging, knife/cutting instrument, o

intentional drug overdose) [Describe] d _—’_____///—;———*/’//7
O Homicide [Describe] i
O Other cause(s) [Specify] — ///

e death take place?

dent, suicide, or homicide) causing th

14. Where did the incident (e.g., acci
lness, intoxication, or AlDS-related

NOT APPLICABLE—Cause of death was i

O In the prison facility or on the prison grounds

(El In the inmate’s cell/room
0 In a temporary holding areallockup ' ‘
0 Ina common area within the facility (e.g., yard, library, cafeteria)

0 In a special medical unit/infirmary
i ) 0O In a special mental health services unit

SPECIFY] _ _
O In a segregation unit '
O On death row, special unit awaiting capital punishment

|0 Elsewhere within the prison facility
L» Please Specify:

0 Outside the brison facility (e.g., while on work release or on work detail)

0 Elsewhere
|—-> Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)

aaoaa
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medicaj
sorvices for the medical condition that caused his/her death after admission to your correctional facilities?

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ... ... = ) cattisirind O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .............. ... [l issnicoasiel O RESPONSE FOR

C. MOICALIONS ......ovevoveeesoviressesieseeeeessoseseesee oo i - o P EACH ITEM (a-1)

d. Treatment/care other than medications ................ . a..... (0

0. SUMGOIY ..oivveveiiiitiimimissmmsisit st i, O, O

f. Confinement in special medical unit .................... i S [ PP

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and any of the conditions were pre-existing, mark

“Pre-existing medical condition.”)
O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide
Pre-existing medical condition

Deceased developed condition after admission
Could not be determined

o®a

Please add any additional notes regarding this death here:
Recoded Q11 from elsewhere-Our Lady of the Lake Regional Medical Center to a medical center
outside the jail facility. Changed Q13 from Other Causes to lliness, Q14 from Elsewhere to NA, an

Q15 to NA.
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OMB No. 1121-0249 Approval Expires 03/31/2019

DEATHS IN CUSTODY—2015

U.S. DEPARTMENT OF JUSTICE

rm NPS-4A BUREAU OF JUSTICE STATISTICS
:::ddendum) STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTIINTERNATIONAL
FORM COMPLETED BY:
Name Title
fficial
Agd::sas Telephone
City FAX
Ksme Zip E-mail )

Instructions for Completion

If no

deaths occurred in 2015:

You will not need to report anything at this time.
At the beginning of 2016, you will be asked to complete a summary form whether or not you had a death occurrence in 2015.

If you had more than one death in 2015:

Make copies of this form for each additional death.
Complete the entire form for each inmate death.

Once your death records are complete, there are several ways to submit a death report:

ONLINE: Complete the report online at: https://bjsdcrp.rti.org

E-MAIL: bjsdcrp@rti.org
FAX (TOLL-FREE): (866) 800-9179

If you need assistance, call Matt Bensen of RTI International toll-free at (800) 344-1387 or bjsdcrp@rti.org

MAIL: RTI International, Attn: Data Capture
Project Number: 0213149.001.400.402.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

What deaths should be reported?

INCLUDE deaths of ALL persons...

e Confined in your correctional facilities, whether housed
under your jurisdiction or that of another state

e Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state

e Under your jurisdiction but in special facilities (e.g.,
medical/treatment/release centers, halfway houses,
police/court lockups, or work farms)

¢ In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...

Executed in your state

Confined in local jail facilities, whether located in or out of
state

Under your jurisdiction but housed in a state-operated
correctional facility in another state or in a federal facility

Under probation or parole supervision in your state

Under your jurisdiction but on AWOL or escape-status at
the time of death

BURDEN STATEMENT \
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
L reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.
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STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?

White Marvin

LAST FIRST

On what date did the inmate die?
110 217 21015

MONTH DAY YEAR

What was the name and location of the
correctional facility involved?

Facility Name:

Ml

Dixon Correctional Institute

Facility City:

Facility State:

Jackson LA

What was the inmate’s date of birth?
0| 4 112 119148

MONTH DAY YEAR

What was the inmate’s sex?

Male
O Female

Was the inmate of Hispanic, Latino, or Spanish

origin?

O Yes
No

In addition, what was the inmate’s race? Please

select one or more of the following racial
categories:

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

00o0o0oE0o

Please Specify:

8. On what date was the inmate admitted to one of
your correctional facilities?

O1'8]1]8}) 1-2]0:]1°11

MONTH DAY YEAR

9. For what offense(s) was the inmate being held?
a. |Armed Robbery
b.

C.

10. Since admission, did the inmate ever stay
overnight in a mental health facility?

O Yes
No
O Don't Know

11. Where did the inmate die?

O In a general housing unit in the facility or on
prison grounds

In a segregation unit

In a special medical unit/infirmary within your
facility

In a special mental health services unit within
your facility

In a medical center outside your facility

In a mental health center outside your facility
While in transit

Elsewhere

L Please Specify:

B0
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12. Are the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or
review of medical records) available to establish an official cause of death?

YES — CONTINUE TO Q13
O Evaluation complete—results are pending

SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
LATER TIME FOR THE CAUSE OF DEATH

O No evaluation is planned —» CONTINUE TO Q13

13. What was the cause of death? *** Please SPECIFY cause of death—it is critical information***

O liness—Exclude AIDS-related deaths [Specify] —p

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——

Accidental injury to self [Describe] »

Accidental injury by other (e.g., vehicular accidents
during transport) [Describe]

v

B 0 0 0 o

Suicide (e.g., hanging, knife/cutting instrument,
intentional drug overdose) [Describe]

v

a

Homicide [Describe]

v

Other cause(s) [Specify]

v

End Stage Renal disease

14. Where did the incident (e.g., accident, suicide, or homicide) causing the death take place?
0 NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

In the prison facility or on the prison grounds
(D In the inmate’s cell/room
O In a temporary holding area/lockup
0O In a common area within the facility (e.g., yard, library, cafeteria)
[PLEASE In a special medical unit/infirmgry '
SPECIFY] O In a special mental health services unit
0 In a segregation unit
O On death row, special unit awaiting capital punishment
LO Elsewhere within the prison facility

AL

Please Specify:

0 Outside the prison facility (e.g., while on work release or on work detail)
O Elsewhere

Lb Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related

a

Morning (6 am to Noon)
Afternoon (Noon to 6 pm)
Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)

o0oaao
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:ng medical
16. Excluding emergency care provided at the time of death, did the inmate receive any of the fono:;l?agcilitie-‘)?

services for the medical condition that caused his/her death after admission to your correction

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

YES NO DON'T KNOW

a. Evaluated by physician/medical staff .......................[J.ocoeee. I3 [ O PLEASE PROVIDE A
b. Diagnostic tests (€.g., X-rays, MRI) .......ccccccecvereee [Torvrnnn. [ | 0 RESPONSE FOR

&, "WSABATBNS s )] T 0 EACH ITEM (a-f)

d. Treatment/care other than medications ...................[r].......... I3 R O

€. SUIGEIY ..ooeivieieee ettt ettt O e O

f. Confinement in special medical unit ..........c..c....... [ G O

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop the condition
after admission? (If multiple conditions caused the death and any of the conditions were pre-existing, mark
“Pre-existing medical condition.”)

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

Pre-existing medical condition
0O Deceased developed condition after admission
0O Could not be determined

Please add any additional notes regarding this death here:

«ACENICOV ING



	Franklin Malcolm - East Feliciana - 2015 - DOC CJ9.pdf
	Griffin Rudell - East Feliciana - 2015 - DOC CJ9.pdf
	Johnson Jessie - East Feliciana - 2015 - DOC CJ9.pdf
	Martin Gary - East Feliciana - 2015 - DOC CJ9.pdf
	McCoy Charles - East Feliciana - 2015 - DOC CJ9.pdf
	Richard Ricky - East Feliciana - 2015 - DOC CJ9.pdf
	Turner Kedrin - East Feliciana - 2015 - DOC CJ9.pdf
	Wattigney Beauregard - East Feliciana - 2015 - DOC CJ9.pdf
	White Marvin - East Feliciana - 2015 - DOC CJ9.pdf

