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\Y DEATHS IN CUSTODY—2015 U.S. DEPARTMENT OF JUSTICE
rm NPS-4A /.. A BUREAU OF JUSTICE STATISTICS
:::ddendum) Ryl STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
A X \.-{' y £ DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

Name Title
Official
Address Telephone
City FAX
\Shte Zip E-mail /
ey

Instructions for Completion

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

e 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, Attin: 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 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...

» 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 «  Under your jurisdiction but housed in a state-operated

«  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)

¢ 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 currenlly valid OMB control number The
burden of this collection is eslimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathenng
necessary dala, and compleling 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

2

1.

2.

What was the inmate’s name?

Barrick Jackie

LAST FIRST M!

On what date did the inmate die?

(ofof[ofe] [2]o]]s]

MONTH DAY YEAR

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

Facility Name:

Louisiana Correctional Institute for Women

Facility City:

Facility State:

St.Gabriel LA

What was the inmate’s date of birth?

Lofsjal7] [1]ef7]s]

MONTH DAY YEAR

What was the inmate’s sex?

O 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

00000

Please Specify:

8.

9.

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

Lol7][s]of [2]o]1]5]

MONTH DAY YEAR

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

a. ITheft
o |

C.

10. Since admission, did the inmate ever stay

overnight in a mental health facility?

O Yes
No
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 Specily: . \r Lady of the Lakg

000 0O 00O
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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 0 0 0

a

O

O

lliness—Exclude AIDS-related deaths [Specify] ——» | Acute lliness/dehydration

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] —

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?

O

[PLEASE
SPECIFY]

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

In the prison facility or on the prison grounds

(O Inthe inmate’s cell/room

O In a temporary holding area/lockup

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

0O In a special mental health services unit

O In a segregation unit

O On death row, special unit awaiting capital punishment

(O Elsewhere within the prison facility

I—" Please Specify:

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

Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?

00oaao

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)
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following 'rlri‘t?es?
services for the medical condition that caused his/her death after admission to your correctional facl

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 [ PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......cccccoeovrinnnnnn. [l [ O RESPONSE FOR

6. MBHICEHBNS i 2 RNy OO, EACH ITEM (a—f)

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

B OB oo om0 RSSO S &..... I3 O

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

080

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

Please add any additional notes regarding this death here:
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OMB No 1121:0249 Approval Expires 03/31/2019

- ) ] F JUSTICE
~Porm NPS-4A DEATHS IN CUSTODY—2015 Bld :JS*:JAFR}:SE;:; eoer:‘r!:s'Tm
(Addendum) STATE PRISON INMATE AND ACTING AS COLLECTION AGENT

DEATH REPORT RTIINTERNATIONAL
FORM COMPLETED BY:
Name Title
Officlal
Address Telephone
City FAX
\Smo Zip E-mall /
o

Instructions for Completion

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

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.rii.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 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...

+ Confined in your correctional facilities, whether housed *  Executed in 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 Under your jurisdiction but housed in a state-operated

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

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

supervision

4 BURDEN STATEMENT N
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

¢ Qg
; ne
What was the inmate's name? 8. On what date was thg iqmate admitted to oneé o,
Bell Brian your correctional facilities? .
LAST FIRST Ml 110 113 119 Lg,_-
MONTH DAY YEAR
On what date did the inmate die? 2
i Id
0|5]]|2]|1 20|15 9. For what offense(s) was the inmate being he
MONTH DAY YEAR a. W
b.
What was the name and location of the
) T C.
correctional facility involved?
d.
Facility Name:
Elayn Hunt Correctional Center e

Facility City:

Facility State:

St. Gabriel LA

What was the inmate’s date of birth?

0(3]|1|8]|1]|9]|5]|4

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

O00000.

Please Specify:

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

0O vYes
No
0O Don't Know

11. Where did the inmate die?

O

O 0o

o0ooo

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

Please Specify:

#«ACRENAV ING




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
O No evaluation is planned —» CONTINUE TO Q13

vhe 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?

13. Wha

0
O
O
O

O

O

O

t was the cause of death? *** Please SPECIFY cause of death—it is critical information***

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

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

Homicide [Describe]

v

Other cause(s) [Specify]

v

severe emphysema

0O

[PLEASE
SPECIFY]

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

In the prison facility or on the prison grounds
(O In the inmate’s cell/room
O In a temporary holding area/lockup

4 O Ina special medical unit/infirmary
O In a special mental health services unit
O In a segregation unit

L0 Elsewhere within the prison facility

O In a common area within the facility (e.q., yard, library, cafeteria)

O On death row, special unit awaiting capital punishment

Lb Please Specify:

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

|—> Please Specify:

Oo0oo0oao

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)

#ACENCV ING



16. Excluding emergency care provided at the time of death, did the inmate receive any of the following yegj
services for the medical condition that caused his/her death after admission to your correctional facilities 7

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

YES NO  DONTKNOW

a. Evaluated by physician/medical staff ...............cco... [)vini. g Tr— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ........ccccooooeir [Tommrnn. i — 0O RESPONSE FOR

C. MEdICatIONS ..coouurrvvrrecrrnrccnnnnrisersesseeeeecsessess [T o i T O EACH ITEM (a-f)

d. Treatment/care other than medications ................ )., 1 P O

€. SUMGEIY w.oooeeeeaereisessssensensse e esseeseeee e, L ) RO O

f. Confinement in special medical unit ....................[Z)........ O O

17. Was the cause of death the result p_f 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 Q11 from Elsewhere to Medical Center outside Facility & removed specified text, Q13 from
Other Causes to lliness, Q14 from Special Medical Unit to NA, Q15 from Evening to NA.

«ACENCV ING




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

.f'\: f""""‘*}:, ir_.‘
Form NPS-4A  £7.. \ DEATHS IN CUSTODY—2015 BUREAD OF IlTSETTgEogfj:'TSIET(%S\
(Addendum) g ’\ : /f 5 STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
:\\\ N DEATH REPORT RTIINTERNATIONAL
g

FORM COMPLETED BY:

Name

Official
Address

City

\State Zip

E-mail

Telephone

Title

FAX

-

Instructions for Completion

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

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.

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

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

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

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

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

e 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 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.

>
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STATE PRISON INMATE DEATH REPORT

e
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AN
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g

A Are th

1.

What was the inmate’s name?

\@Iian w \Manuel L

LAST FIRST M

On what date did the inmate die?
ol 7] {371 [2To 15

MONTH DAY YEAR

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

Facility Name:
Elayn Hunt Correctional Center l
Facility City:

St. Gabriel

LA

What was the inmate’s date of birth?

1]2][0]4] [1]9]5]4]

MONTH YEAR

DAY

What was the inmate’s sex?

Male
Female

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

O VYes
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

O000oEO

Facility State:

Please Specify:

110](3]0](2]|0(1]3

MONTH DAY YEAR

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

3 |Dist of Cocaine- Schedule || J

b.

C.

d.L

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

O VYes
No
0 Don't Know

11. Where did the inmate die?

O Inageneral 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 @ mental health center outside your facility
While in transit

Elsewhere

G: BE

o0oo.

Please Specify:

o
S

8. On what date was the inmate admitted to om\\\
your correctional facilities?

“AQRENAV N,

&,



/ - . y .
, 'e the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or
r‘;’v,-ew of medical records) available to establish an official cause of death?

O YES — CONTINUETO Q13
o 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

4 No evaluation is planned —» CONTINUE TO Q13

G
)
2
]

o

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

liness—Exclude AIDS-related deaths [Specify] — Liver Cancer

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ———

Accidental injury to self [Describe]

v

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

v

3 KR Y B I R O3 N 1

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

=

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 Inthe 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 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

(O Elsewhere within the prison facility

L’ Please Specify:

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

00ooo

«ACENCV INW
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ollowing medic

16. Excluding emergency care provided at the time of death, did the inmate receive any of the f facilities?

. i |
services for the medical condition that caused his/her death after admission to your correctiond

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff .........c..ccccocow [Fhvvernnne. Iy R OJ PLEASE P ROVIDE A
b. Diagnostic tests (€.g., X-rays, MRI) .....ccccccoovvcccc [Fevrrenns iz P———— =) RESPONSE F OR

€. MEICAtONS w.voovereveeeeeeseereressssessieseenssesssseseseee Do 3 O EACH ITEM (a-1)

d. Treatment/care other than medications ..............c....[]ocnni. |3 [E—— O

B, SURTBIY onsrrurnsemnesiimsistnse s scsssssoss sl [ Dsormesss I O

f. Confinement in special medical unit .......................l | S O “________J

e condition

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop th i
mar

after admission? (If multiple conditions caused the death and any of the conditions were pre-existing,
“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:

Recodes to DR - Q13 from Other Causes to lliness, Q14 from Elsewhere - UMC New Orleans to NA,
Q15 from Afternoon to NA.
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OMB No 11210249 Approval Expires 03/31/2019

.—f"‘ i U.S. DEPARTMENT OF JUSTICE
K orm NPS-4A DEATHS IN CUSTODY—2015 BUREAU OF JUSTICE sumncs\
(Addendum) STATE PRISON INMATE AND ACTING AS COLLECTION AGENT
DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Officlal
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.

e 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.

e 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

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

toll-free at (800) 344-1387 or bjsdcrp@rti.org

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 R

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...

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 STATEME

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, incl

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.

NT w

uding reviewing instructions, searching existing data sources, gathering

J
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STATEP t date was the [EREC 2dmitieg , & 2
"u?:arrecuonal facilities @ Qg

What was the inmate's name? @
Chapelle j _Ia— ~

LAST FIRST

On what date did the inmate die?
01 12 21015

DAY YEAR

MONTH

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

Facility Name:
Elayn Hunt Correctional Center

Facility City:

"y ) [21011]2

Facility State:

St. Gabriel LA

What was the inmate’s date of birth?
0|4 05 1191519

DAY YEAR

MONTH

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:

e ever stay
h facility?

did the inmat
t

10. Since admission, tal heal

overnight in a men

O VYes
No
0O Don't Know

11. Where did the inmate die? )
O In ageneral housing unit in the facility ©

prison grounds

In a segregation unit

In a special medical uni

facility

In a special mental health

your facility N

In a medical center outside your facility

In a mental health center outside your facility

While in transit

Elsewhere

L.,

ron

t/infirmary within your

©8a

services unit within

Ooooo o

Please Specify:

wARENCYV 1IN
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)

he rosults of a medical examiner's or coroner's evaluation (such as an autopsy, postmortem exam, or
oviow of medical records) available to establish an official cause of death?

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

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

B 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] —— |End Stage Gastric Cancer

O Acquired Immune Deficiency Syndrome (AIDS)

O Accidental alcohol/drug intoxication [DeSCribe]

O Accidental injury to self [Describe] :

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

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

v

intentional drug overdose) (Describe]

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?
B 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
O Ina common area within the facility (e.g., yard, library, cafeteria)
[PLEASE J O In a special medical uniinfirmary
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:

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

0ooano
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16. Excluding emergency care provided at the time of death, did the in
services for the medical condition that caused his/her death after a

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, S

mate receive any of the following oy <y
dmission to your correctional facilitigg -

vicide, or homicide

YES NO  DONTKNOW
a. Evaluated by physician/medical staff ...................[Z)cooeeve. i — O PLEASE PROVIDE A
b. Diagnostic tests (e.9., X-rays, MRI) ..............ocooooveeer [Toovrerrs o — 0 RESPONSE FOR
L 107 Le 4 SO -2 NSO T — 0 EACH ITEM (a-f)
d. Treatment/care other than medications .................. .o 3 [F— O
8. SUIGETY ...ocvverveiveersinsensensessesssessssss s esesseserssse e[ eesserons El...eirerns O
f. Confinement in special medical unit ..........ccocooec.. [Fvonnnn | [SO— 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

0
0O

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

Please add any additional notes regarding this death here:

SACENCV NG




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

X S. DEPARTMENT OF JUSTICE
Form NPS-4A DEATHS IN CUSTODY—2015 eld:egu OAF JUSTICE STATISTICS
(Addendum) STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
m Telephone
Chy FAX
State Zip E-mail /

Instructions for Completion

If no deaths occurred in 2015:
* You will not need to report anything at this time.
e Atthe beginning of 2016, you will be asked lo 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.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 Executed in your state

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

e 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

»  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)

e 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 Juslice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form lo this

\ address. )

« NCENCYV 1IN
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STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?
Christina

LAST

Daniel C

FIRST M

On what date did the inmate die?

|0|4| |L|o]1|—‘

MONTH YEAR

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

Facility Name:

Elayn Hunt Correctional Center T
Facility City:
St. Gabriel LA

Facility State:

What was the inmate’s date of birth?

IOI47L2|j (119]6]4]

MONTH YEAR

What was the inmate’s sex?

Male
O Female

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

O VYes
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:

N L et
o«
N
f
itted to oneé O
8. On what date was thelltnm:;te admit
. ies
your correctional facili
fo72] [0]4] [2[0[1]5
MONTH DAY YEAR
. ] 2
9. For what offense(s) was the inmate being held?
a. |Oper-Vehicle Intoxicated ]
b. |
C.
d. | J
e.

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

O Qo

000

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

Please Specify:

“ARENAV 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 —— 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

O No evaluation is planned —» CONTINUE TO Q13

13. What was the cause of death?

B B G CE

O

O
0

lliness—Exclude AIDS-related deaths [Specify] —p

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——»

v

Accidental injury to self [Describe]

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

v

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

\ 4

v

Homicide [Describe]

Other cause(s) [Specify]

v

*** Plaase SPECIFY cause of death—it is critical information***

cardiopulmonary arrest

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

[PLEASE
SPECIFY]

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

<

LO Elsewhere within the prison facility

O In a common area within the facility (e.g., yard, library, cafeteria)

0O On death row, special unit awaiting capital punishment

L—'P Please Specify:

0 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

ooao

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 fqllowing q}ﬁm
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 O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......ccccccccecvecc [D) v I TR O RESPONSE FOR

B MEHIBRHDNS oo siammisarapmiommsbupmmimsamnmisi i@ |Seseisl [ )smsiinnionndt O EACH ITEM (a—f)

d. Treatment/care other than medications .................... O e O

€. SUMGEIY ..oviiveeeeeieieeeieieeeeeiesieieseeeieesesnneseneieeeeesee e (D, | LAY O

f. Confinement in special medical unit ....................... ... 0 FOOY 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.”)

0O 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 to Medical Center Outside Facility, Q13 from Other Causes to lliness,
Q14 from Elsewhere to NA, and Q15 from Afternoon to NA.

#ARENAV IR,



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

. A= U.S. DEPARTMENT OF JUSTICE
ﬂorm NPS-4A /7 . J5 DEATHS IN CUSTODY—2015 BUREAU OF JUSTICE smnsncs\
(Addendum) H “* . STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:

% DEATH REPORT RTHINTERNATIONAL

FORM COMPLETED BY:

Name

Official
Address

City

Qtate 2ip

E-mail

Title

Telephone

FAX

Instructions for Completion

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

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.

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

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

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

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

If you need assistance, call Maft Bensen of RT! Interational toli-free at (800) 344-1387 or bisdcrp@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

*  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)

¢ {n 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

address.

BURDEN STATEMENT N
Under the Paperwork Reduction Act, we cannot ask you to respend to a collection of information unless it displays a currently valid OME control number. The
burden of this collection is estimated to average 30 minutes per each reporied death, including reviewing instructions, searching existing data sources, gathering
necessary dala, 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 Direclor, Bureau of Justice Statistics, §10 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this

J
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STATE PRISON INMATE DEATH REPORT

1. What was the inmate’s name?

Corley Kenneth O

LAST FIRST Mi

2. On what date did the inmate die?
[1]1]]o]3]| [2]o]1]s

MONTH DAY YEAR

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

Facility Name:

Elayn Hunt Correctional Center

Facility City: Facility State:
St.Gabriel LA

4. What was the inmate’s date of birth?
[of2|[of4] [1]o]5[8]

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

0000

Please Specify:

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

Lofsf(als] [1]oaf1]

MONTH DAY YEAR

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

a. |First Degree Murder

b.| |

C.

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

O Yes
0 No
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 unitfinfirmary 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 autside your facility
While in transit

Elsewhere

Flease Specily:  St. Elizabeth Hospita

8000 0O 00
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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?

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***

O

0O 0 0O 000

Iness—Exclude AIDS-related deaths [Specify] ———— |Cancer

Acquired Immune Deficiency Syndrome (AIDS)

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

Accidental injury to self [Describe] &

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

A 4

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

A 4

A 4

Homicide [Describe}

Other cause(s) [Specify]

A 4

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

0

[PLEASE
SPECIFY]

o
0

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 cellfroom
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
O In a special mental health services unit
O In a segregation unit
0 On death row, special unit awaiting capital punishment
.0 Elsewhere within the prison facility

Please Specify:

QOutside the prison facility {e.g., while on work release or on work detail)
Elsewhere

l—b Please Specify:

15. When

&

0ooaoc

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)

= AEERIOY M,




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 ?

0

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ........cc..ccceecce. [T oo Oz (| PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ....c.ccocorvvrcvcces [Feerreens [ 0O RESPONSE FOR

€. Medicalions ... [ [ T O EACH ITEM (a-1)

d. Treatment/care other than medications .................... N [ORN 17) S O

€. SUIGEIY ..uicieriieeirieeenerinessseseetenssaesiesinsesiaserensesensnesenen O, O

f. Confinement in special medical unit ........ccccccvceve [ I 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.")

0

om0

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

Please add any additional notes regarding this death here:

aw AEERTY M




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

TICE
74',:0,,,, NPS-4A DEATHS IN CUSTODY—2015 U, DEPARTMENT OF JUS
(Addendum) STATE PRISON INMATE AND AGTING AS COLLECTION AGE
DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Ag:lr:':sl Telephone
City FAX
Qmo Zlp E-mail

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 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 «  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)

¢ Under your jurisdiction but on AWOL or escape-status at

¢ 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

. 2
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STATE PRISON INMATE DEATH REPORT

8 vy,

1@ the res _
review of me=

What was the inmate's name?

Covington John

LAST FIRST

On what date did the inmate die?

014|001 ] [2]0f1]5

MONTH DAY YEAR

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

Facility Name:

M

Elayn Hunt Correctional Center

Facility City:

Facility State:

St. Gabiriel LA

What was the inmate’s date of birth?

O|4|[1[1][1]9]|3]|9

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

O00ooE0o

Please Specify:

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

1

1

0(0]6

3/0f |2

MONTH

DAY YEAR

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

a.

b.

C.

Aggravated Incest

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?

O

0O 00O

000

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:

ES
Evale

LA

o

—
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e 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***

lllness—Exclude AIDS-related deaths [Specify) —— [Brain stem herniation, extensive intracraniz

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ———

Accidental injury to self [Describe]

v

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

v

O 0 0 O 0

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

v

O

Homicide [Describe]

v

v

O Other 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 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

O 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

(O Elsewhere within the prison facility

I—P Please Specify:

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

L> 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)

ooaoa
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—_
16. Excluding emergency care provided at the time of death, did the inmate receive any of the fgllowing magiéal.q
services for the medical condition that caused his/her death after admission to your correctional facilitieg 5

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

YES NO  DONTKNOW

a. Evaluated by physician/medical staff ...................[00......... [ S— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ..........cccooovoc Dl [enoersensannss O RESPONSE FOR

C. Medications .........cccoveieecivcennveeveienenrneneeeessseso (7 o | —— O EACH ITEM (a-f)

d. Treatment/care other than medications .................[V1........ ] S—— O

LY 1Ce <13 2SSOSR -2 NS I S O

f. Confinement in special medical unit ....................... [F)eos.... I 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

0oca

Please add any additional notes regarding this death here:

The offender was admitted in ICU, intubated for acute respiratory failure after drainage of large
volume pericardial hemorrhagic effusion causing tamponade.
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—
— .S. DEPARTMENT OF JUSTICE
Form NPS-4A DES'? :f;g;gg;ﬁ’&; A?g 15 BUREAD OF JUSTICE STATISTICS
(Addendum) AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Officlal
Address Telephone
City FAX
Ksuto 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:
« Make copies of this form for each additional death.
« Complete the entire form for each inmate death.

e 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

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...

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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STATE PRISON INMATE DEATH REPORT

)
What was the inmate's name? 8. On what date was the inmate admitted to one of
Daigneault Kenneth D your correctional facilities?
LAST FIRST M 0(8||1|3|]2|0|0]|7
MONTH DAY YEAR
On what date did the inmate die?
0|2 .12 21015 9. For what offense(s) was the inmate being held?
MONTH DAY YEAR a. FOI’Cib|e Rape
b.
What was the name and location of the c.
correctional facility involved?
d.
Facility Name:
Elayn Hunt Correctional Center o
Facility City: Facility State:
St. Gabriel LA
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
O Yes
What was the inmate’s date of birth? No
Don't Know
0(7]1(0]9 11915]|6
MONTH DAY YEAR
11. Where did the inmate die?
What was the inmate’s sex? In a general housing unit in the facility or on
Male prison grounds
B 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? O Ina medical center outside your facility
O Yes O In a mental health center outside your facility
No O While in transit
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:

O00000.
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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
0O 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***

liness—Exclude AIDS-related deaths [Specify] m——p Cardiorespiratory arrest

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 O O 0 0O

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

v

O

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
O In a temporary holding area/lockup
0O 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
(O Elsewhere within the prison facility

L—> Please Specify:

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

l—-» 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)

O0ooao
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following }“Odical
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 ....................[0)o...... T — O PLEASE PROVIDE A
b. Diagnostic tests (€.9., X-rays, MRI) ............cccooo...... (3 s casmmsseonie 0 RESPONSE FOR

C. MedICAtIONS «...ov.ovvriiercereniereerieeneeeeneeneeeeneneee [T o T O O EACH ITEM (a-f)

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

ST R ORR A p v I 2 0

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

0oo

Please add any additional notes regarding this death here:
Offender was treated for Diabetes Mellitus Type |, Hypertension, Hyperlipidemia, Diabetic
Neuropathy, and foot ulcers

L
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OMB No 11210249 Approval Expires 03/31/2019

/‘ Form NPS-4A DEATHS IN CUSTODY—2015 BUREAU OF JUSTICE STATISTICS
(Addendum) STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

Name Title
Officlal
Address Telephone
City FAX
Qmo Zip E-mall )
A

Instructions for Completion

If no deaths occurred in 2015:
¢ 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 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 e Under your jurisdiction but housed in a state-operated

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

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

supervision

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.

%
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STATE PRISON INMATE DEATH REPORT

What was the inmate's name?

Edgerson Jonathan

LAST FIRST

On what date did the inmate die?
01521 2|0 ([1]5

MONTH DAY YEAR

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

Facility Name:

M

Elayn Hunt Correctional Center

Facility City:

Facility State:

St. Gabriel LA

What was the inmate’s date of birth?
02 211 11911710

MONTH DAY YEAR

What was the inmate’s sex?

Male
O Female

Was the inmate of Hispanic, Latino, or Spanish

origin?

O VYes
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

Oo0o0oc0o

Please Specify:

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

111](0(8|]2]|0]0 |6

MONTH DAY YEAR

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

a. IPWID- Schedule I

b.

C.

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

0O 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

L Please Specify:

&8 G0

0o0o0o.
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Are t

he 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

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***

llness—Exclude AIDS-related deaths [Specify] ——p

Acquired Immune Deficiency Syndrome (AIDS)

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

»
>

Accidental injury to self [Describe]

O 0O 0 O

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

v

L

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

isease and sepsis

intentional drug overdose) [Describe]

v

O

Homicide [Describe]

v

O Other 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 In the inmate's cell/room
0O In atemporary holding area/lockup

[PLEASE O In a special medical unit/infirmary
SPECIFY] O In a special mental health services unit
O In a segregation unit

L0 Elsewhere within the prison facility

O In a common area within the facility (e.g., yard, library, cafeteria)

O On death row, special unit awaiting capital punishment

I—’ Please Specify:

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

O 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)

0ooao
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the fgllowing _rqedlcal
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 ....................[7]......... ) IA— O PLEASE PROVIDE A
b. Diagnostic tests (€.9., X-rays, MRI) .............c.ccccoco.Trrvreen [ 0 RESPONSE FOR

. MEICALIONS wvvvvvvveereevreeoeeeeeeeeeeereeeeesseeeneee e T e i I— O EACH ITEM (a-f)

d. Treatment/care other than medications ................[7)......... 1y FER—— O

1T O |- B [ O

f. Confinement in special medical unit ..................[5) ... O, 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

0ooo

Please add any additional notes regarding this death here:

Changed Q11 from Elsewhere to Medical Center outside Facility and removed text, Q13 from Other
Causes to lliness, Q14 from Elsewhere NA and removed specified text, Q15 from Afternoon to NA.
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< n A U.S. DEPARTMENT OF JUSTICE g
’7:orm NPS-4A [ . va‘ DEATHS IN.CUSTODY--2015 BUREAU OF JUSTICE snmsncs\ 2
(Addendum) Ry ok STATE PRISON INMATE AND ACTING AS COLLECTION AGENT: 3
> <y DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Agcf:ti':lsasl Telephone
City FAX
\State Zip E-mail /

e
Instructions for Completion

i
If no deaths occurred in 2015: {-:
e You will not need to report anything at this time. o
e 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. Es
e Complete the entire form for each inmate death. i
e« Once your death records are complete, there are several ways to submit a death report: B
¥
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 It
FAX (TOLL-FREE): (866) 800-9179 5265 Capital Boulevard &
Raleigh, NC 27690-1652 ¥

s

If you need assistance, call Matt Bensen of RT! International toll-free at (800) 344-1387 or bjsdcrp@rti.org k;
i
A
What deaths should be reported? X
INCLUDE deaths of ALL persons... EXCLUDE deaths of ALL persons... rf‘
e 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 &;
e Under your jurisdiction but housed in private correctional state [;.
facilities, whether located in or out of state e Under your jurisdiction but housed in a state-operated ¥

. .pe . . ope 2

«  Under your jurisdiction but in special facilties (e.g., correctional facility in another state or in a federal facility L_,
medical/treatment/release centers, halfway houses, »  Under probation or parole supervision in your state ¥
police/court lockups, or work farms) ; 3

) - ) e Under your jurisdiction but on AWOL or escape-status at

e Intransit to or from your facilities while under your the time of death &
supervision B
¢
F
4 BURDEN STATEMENT w I
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 compleling 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 Juslice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this } ‘
address. {
. N i
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STATE PRISON INMATE DEATH REPORT

e admitted to one of

1. What was the inmate’s name?
Vin J

FIRST Mi

Ennis
LAST

2. On what date did the inmate die?
03 219 210 f[1]5

MONTH DAY YEAR

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

Facility Name:

Elayn Hunt Correctional Center

Facility City: Facility State:
St. Gabriel LA

4. What was the inmate’s date of birth?
0: 5 0|4 119|6(5

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

O000©o

Please Specify:

8. On what date was the inmat

your correctional facilities?
[112) (]3] e 1e]
YEAR

MONTH DAY

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

a. |Purse Snatching

b. [Unauho entry -inhab dwelling

o orpEwgRy.
. = |

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

0 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

L Please Specify:

80
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A2. 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

LATER TIME FOR THE CAUSE OF DEATH
No evaluation is planned —» CONTINUE TO Q13

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

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

llness—Exclude AIDS-related deaths [Specify] —— |Liver Disease

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 O 0 OO0

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.qg., 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

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

SPECIFY] O 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)
O Elsewhere

L-b 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)

oiofoio)
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following .njbfditi?al T
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 ...................[F)......... ) [F—- O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......ccccccoccccccc [T oonnnnn. [eeeeemennns O RESPONSE FOR

C. Medications ......ccceeiiieeieeiieemeeeeeeeieeceee e e eeseeeenneneeee e[ o I [T O EACH ITEM (a—f)

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

S (1o - o SRS ISR ROR DR [7] LS |5 - O

f. Confinement in special medical unit ....................[......... | N S 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.”)

0O 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 Q13 from Other Causes to lliness, Q14 from Special Medical Unit to NA, Q15 from
Overnight to NA.
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OMB No 1121.0249 Approval Expires 03/31/2019

DEATHS IN CUSTODY—2015 U.S. DEPARTMENT OF JUSTIC
BUREAU OF JUSTICE STATISTIL
STATE PRISON INMATE AND ACTING AS COLLECTION AG

DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

Name

Official
Address

City

\Stato Zip

E-malil

Title

Telephone

FAX

Instructions for Completion

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

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

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

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

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

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

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...

» 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

address.

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

o
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STATE PRISON INMATE DEATH REPORT \ -
. ne of
1' lw-:hat R T 8. On what date was the im :
Eusebio Jacinto E your correctional facilities?
LAST FIRST Ml 11211219 119 ﬂ
MONTH DAY YEAR

2. On what date did the inmate die?

09|08 2|10 1|5 9. For what offense(s) was the inmate being held?
MONTH DAY YEAR a. |Second Degree Murdei:—]
> .
3. What was the name and location of the c ‘——’,J
correctional facility involved? '
@ ___
Facility Name:
Elayn Hunt Correctional Center % j
Facility City: Facility State:
St. Gabriel LA
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
O VYes
4. What was the inmate’s date of birth? No
Don't K
ols8|[1]7|[1]9[5]a4 o't Know
MONTH DAY YEAR
11. Where did the inmate die?
5. What was the inmate’s sex? O In ageneral housing unit in the facility or on
Male prison grounds
B 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
6. Was the inmate of Hispanic, Latino, or Spanish your facility
origin? In a medical center outside your facility
O Yes O Inamental health center outside your facility
No O While in transit
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:

00000
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Jo éut

. 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
0 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

0O 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] — [Neuroleptic malignant syndrome and metal
(O Acquired Immune Deficiency Syndrome (AIDS)
O Accidental alcohol/drug intoxication [Describe] —»
O Accidental injury to self [Describe] >
O Accidental injury by other (e.g., vehicular accidents
during transport) [Describe] >
O Suicide (e.g., hanging, knife/cutting instrument,
intentional drug overdose) [Describe] —
O Homicide [Describe] >
O Other 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 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

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

0 On death row, special unit awaiting capital punishment

(O Elsewhere within the prison facility

l'—> Please Specify:

A

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

L—> 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)

O00oo0o
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ing medical
. the fO"ow iting?
16. Excluding emergency care provided at the time of death, did the inmate receive any of rectional facilities

services for the medical condition that caused his/her death after admission to your €0

- icide
O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or hom'

YES NO  DONTKNOW pLEASE PROVIDE A

a. Evaluated by physician/medical staff ...................... [T)overen I SRS O £SPONSE FOR

b. Diagnostic tests (e.g., X-rays, MRI) ...........cc..ccooce...[T]erevrene [l st O g ACH ITEM (a-1)

C. MediCations ... eeeee s Jeaeresenns [ (RTP—— O

d. Treatment/care other than medications .................[F)........ 1 — d

O ST BT sssosrssssiaioos scbussannsemsns s sy ssiituns senre o O O

f. Confinement in special medical unit ......................[H......... I —— O _//
-

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

: o it rk
after admission? (If multiple conditions caused the death and any of the conditions were pre-existing, ma
“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

o0

Please add any additional notes regarding this death here:

Changed Q11 from Elsewhere - St. Elizabeth Hospital (STEH) to Medical Center outside Facility and
removed text.
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OMB No. 1121-0249 Approval Expires 03/31/2019

iﬁ'-?‘?\.\
o Ja A U.S. DEPARTMENT OF JUSTICE
/Form NPS-4A { : A DEATHS IN CUSTODY—2015 BUREAU OF JUSTICE smnsncs\
dum Lt e STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
(Addendum) &3 3
e DEATH REPORT RTI INTERNATIONAL
il
FORM COMPLETED BY:
Name Title
Official
Addrass Telephone
\State Zip E-mail /
|2
i
. - l
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: ;j

* 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:

L
b

ONLINE: Complete the report online at: https://bjsdcrp.rti.org MAIL: RTI International, Attn: Data Capture 9
E-MAIL: bijsdcrp@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 RT/ international toll-free at (800) 344-1387 or bjsdcrp@rti.org

RTTYNT

- -

What deaths should be reported?

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

« Confined in your correctional facilities, whether housed * Executed in your state

under your jurisdiction or that of ancther 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

- Ty

e Under your jurisdiction but housed in a state-operated

«  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,
police/court lockups, or work farms)

TR

e Under probation or parole supervision in your state

e Under your jurisdiction but on AWOL or escape-status at

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

supervision

e e T o B

o

(" 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 Justlice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address

o o
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STATE PRISON INMATE DEATH REPORT \'“
1. What was the inmate’s name? 8. On what date was the inmate admitted to oneof\\
Falgoust Herbert J your correctional facilities?
LAST FIRST MI 0 5 2 9 2 0 1 4
MONTH DAY YEAR

2. On what date did the inmate die?

IE I ?l B ] ?] B | 0 I 1 I 5 1 9. For what offense(s) was the inmate being held?
M - oy YEAR a. |Oper-Vehicle Intoxicated
b.
3. What was the name and location of the c
correctional facility involved? '
d.
Facility Name: L
Elayn Hunt Correctional Center &
Facility City: Facility State:
St. Gabriel LA
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
O Yes
4. What was the inmate’s date of birth? No
0 Don't Know
(0] 1][2]8] [1TeT60]
MONTH DAY YEAR

11. Where did the inmate die?

5. What was the inmate’s sex? O Ina general housing unit in the facility or on

Male prison grounds

O In a segregation unit

O Female O In a special medical unit/infirmary within your
facility
O In a special mental health services unit within
6. Was the inmate of Hispanic, Latino, or Spanish your facility
origin? In a medical center outside your facility

O In a mental health center outside your facility
O Yes O While in transit
No 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:

0000E0o
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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?

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

B & 0 8 4

O

O

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

lliness—Exclude AIDS-related deaths [Specify) —— [Liver Disease

Acquired Immune 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

a

[PLEASE
SPECIFY]

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

In the prison facility or on the prison grounds
(D 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)
g O In a special medical unit/infirmary
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

I—P Please Specify:

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

Lb Please Specify:

O000oo

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)

#ANCENCV ING
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medical

16. Excluding emergency care provided at the time of death, did the inmate receive any of the fq"o“:l?acilities'?
services for the medical condition that caused his/her death after admission to your correctiona

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

YES NO DON'T KNOW \DE A
a. Evaluated by physician/medical staff ...............cccccc. v, Else O PLEASE PROVR
b. Diagnostic tests (e.g., X-rays, MRI) ......c.ccccccoovrvece [T, B rssitananee 0 RESPONSE FO
C. MEAICAtIONS ....veveeeveeeeeeeeeeeeeneiereeesesenmsneses s [ oo I 0 EACH ITEM (a-1)
d. Treatment/care other than medications
€. SUMGEIY c.oveeievieiiieinriseae et
f. Confinement in special medical unit .............cccoeee.

e e

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:

Q13 from Other Causes to lliness, Q14 from Elsewhere - St Elizabeth's Hospital to NA, Q15 from
Overnight to NA.

#ACENAV 1IN



OMB No 1121 0249 Approval [xpires 03/31/2019

=
US. DEPARTMENT OF JUSTICE
Form NPS-4A DESA{." :T?';lﬁgcs)mr?;:?g 15 BUREAU OF JUSTICE summs\
(Addendum) AND ACTING AS COLLECTION AGENT
DEATH REPORT RTIINTERNATIONAL
FORM COMPLETED BY:
Name Title
Ag:‘::tl Telephone
City FAX
\Stl“ Zlp E-mail )
S

Instructions for Completion

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

o Complete the entire form for each inmate death.

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

ONLINE: Complete the report online at: hitps:/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 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

facllities, whether located in or out of state e 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, e Under probation or parole supervision in your state
police/court lockups, or work farms)
¢ Under your jurisdiction but on AWOL or escape-status at

* 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 lo this

address.
J
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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
Felton Charles your correctional facilities?
LAST FIRST M 1121175 [1]9]|8]2 |

MONTH DAY YEAR

On what date did the inmate die?

01621 2|0 ] 1]5 9. For what offense(s) was the inmate being held?
MONT DAY YEAR
i 3. |Second Degree Murder
b.
What was the name and location of the &
correctional facility involved? '
d.
Facility Name:
Elayn Hunt Correctional Center s
Facility City: Facility State:
St. Gabriel 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
Don't
112][0]5] [1]9]5]5 Know
MONTH DAY YEAR
11. Where did the inmate die?
What was the inmate’s sex? O Ina general housing unit in the facility or on
Male prison grounds
B’ Fermzle 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
B Vs O Inamental health center outside your facility
No O While in transit
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:

O0000E0Oo
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i
: , results of a medical examiner’s or coroner's evaluation (such as an autopsy, postmortem exam, or
ot y,,(m“::l of medical records) available to establish an official cause of death?
. rev

[] YES =—===p 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***

lliness—Exclude AIDS-related deaths [Specify] — Cancer

O Acquired Immune Deficiency Syndrome (AIDS)

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

O Accidental injury to self [Describe] >

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

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

0O 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

O In a temporary holding area/lockup

O In a common area within the facility (e.g., yard, library, cafeteria)
[PLEASE J0Ina special medical unit/infirmary

SPECIFY] O In a special mental health services unit

O In a segregation unit

0 On death row, special unit awaiting capital punishment

LO Elsewhere within the prison facility

l—P 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)

0oaoa
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the fqllowi;lg i’;:::;‘;?'
services for the medical condition that caused his/her death after admission to your correctional fac

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ......................[Z........ 2 I 0 PLEASE PROVIDE A
b. Diagnostic tests (€.g., X-rays, MRI) .......ccccccoourvrcre [T, [5):-sivmseamasens 0 RESPONSE FOR

. TAGHIETHONE soseveesisssisissommmommonmmenersmssmssissesmsssshmsensise i - 0 EACH ITEM (a-1)

d. Treatment/care other than medications ...................["].......... I O

€. SUMGEIY ...o.veeveeveeeesriesis bbbt Blicicsicndihnererassensed O

f. Confinement in special medical unit ......................[d).......... O 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

0o®0

Please add any additional notes regarding this death here:

Changed Q11 from Elsewhere to Medical Center outside Facility and removed text, Q13 from Other
causes to lliness, Q14 from Elsewhere to NA, Q15 from Morning to NA.
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OMB No. 1121-0249 Approval Expires 03/31/2019

——
Ak S. DEPARTMENT OF JUSTI
Form NPS-4A DEATHS IN CUSTODY—2015 BUREAU OF JUSTICE ;Tmsﬁgs
(Addendum) STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Ag:ll':?sl Telephone
City FAX
\Stzte Zip E-mail /

Instructions for Completion

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

e 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.

e  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 RT! 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

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...

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 cannol ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimaled to average 30 minutes per each reported death, including reviewing inslructions, searching existing data sources, gathenng
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 Stalistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this

address

o/
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STATE PRISON INMATE DEATH REPORT i/

“
1. What was the inmate’s name? 8. On what date was the inmate admitted to one of -
Foster Sammy your correctional facilities?
LAST FIRST Mi 0 8 0 5 1 919 3
MONTH DAY YEAR
2. On what date did the inmate die?
012|117 210 (1|5 9. For what offense(s) was the inmate being held?
MONT - Ba¥ b a. |Agg Crime Against Nature
b.
3. What was the name and location of the c.
correctional facility involved?
d.
Facility Name:
Elayn Hunt Correctional Center =
Facility City: Facility State:
St. Gabriel LA
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
0O Yes
4. What was the inmate’s date of birth? BO
on't Know
1121108 1191419
MONTH DAY YEAR
11. Where did the inmate die?
5. What was the inmate’s sex? O In a general housing unit in the facility or on
Male prison grounds
C Eomde O In a segregation unit
In a special medical unit/infirmary within your
facility
O In a special mental health services unit within
6. Was the inmate of Hispanic, Latino, or Spanish your facility
origin? O In a medical center outside your facility
0 O In a mental health center outside your facility
Yes O While in transit
No O Elsewhere

L 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:

O0000E
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0O 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

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?

O 0 O 0O

O

O

d

13. What was the cause of death?

lliness—Exclude AIDS-related deaths [SpecCify] ———p

Acquired Immune Deficiency Syndrome (AIDS)

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

*** Please SPECIFY cause of death—it is critical information***

Pneumonia and COPD

Accidental injury to self [Describe]

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

v

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

v

intentional drug overdose) [Describe]

Homicide [Describe]

Other cause(s) [Specify]

A 4

A\ 4

a

[PLEASE
SPECIFY]

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 special medical unit/infirmary
O In a special mental health services unit
O In a segregation unit

(O Elsewhere within the prison facility

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 a common area within the facility (e.g., yard, library, cafeteria)

0 On death row, special unit awaiting capital punishment

l—'P Please Specify:

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

l—b Please Specify:

oooao

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)

#ACENAV ING
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16. Excluding emergency care provided at the time of death, did the inmate receive any of t

services for the medical condition that caused his/her death

he following medical

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 ..............cc...... [T 1 A ] PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......cccoccvvvvccccc[[Joerrnnnn. ) 0O RESPONSE FOR
C. MEAICALIONS ....ooeveeveeecr et ireeensneresssnesesssessneseee e[ oo, [eeveerenrnnn. 0 EACH ITEM (a-f)
d. Treatment/care other than medications .................[]).......... ) FE— O
ST NN SNESUEIT B SO [ P 1] O
f. Confinement in special medical unit .............cc.cc......[F.......... ) 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

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

800

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

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.
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; Form NPS-4A
(Addendum)

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

DEATHS IN CUSTODY—2015
STATE PRISON INMATE
DEATH REPORT

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:

RTIINTERNATIONAL

FORM COMPLETED BY:

Ad

\Stalo

Officlal

Name

dress

City

Zip

Title

Telephone

FAX

E-mall

Instructions for Completion

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

e 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.
¢ Complete the entire form for each inmate death.

e  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 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?

INC

LUDE 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...

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 compleling 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

re the rese
review of mm=

What was the inmate’s name?

Gregorie Reynard J

LAST FIRST M/

On what date did the inmate die?
0|5 114 2lof1]5s

DAY YEAR

MONTH

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

Facility Name:

Elayn Hunt Correctional Center

Facility City:

Facility State:

St. Gabriel LA

What was the inmate’s date of birth?
0| 4 118 119(6|4

MONTH

DAY YEAR

What was the inmate’s sex?

Male
O Female

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

0O 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

O000O©0o0o

Please Specify:

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

0(5/|0[5]|[2]0]1]5

YEAR

MONTH DAY

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

YEE
O Eve=
—

2]

a. |Second Degree Murder

b.

C.

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

O VYes
No
0 Don't Know

11. Where did the inmate die?

O In ageneral 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 00

ooog

Please Specify:

wACENAV ING



4O 3UO ==

re 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***

liness—Exclude AIDS-related deaths [Specify] —— |Spontaneous Bacterial Peritonitis

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] —

v

Accidental injury to self [Describe]

O 0 0 04

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 Inthe 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 J O Ina special medical unit/infirmary

SPECIFY] O In a special mental health services unit

0O In a segregation unit

O On death row, special unit awaiting capital punishment

(O Elsewhere within the prison facility

|—> 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 iliness, intoxication, or AIDS-related

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

0oao

4w ANCENCV ING
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16. Excluding emergency care provided at the time of death, did the inmate receive

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

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

YES NO  DONTKNOW
a. Evaluated by physician/medical staff .......................[F)evivii I [— PLEASE PROVIDE A
b. Diagnostic tests (€.g., X-rays, MRI) .........c.cocvveo [Thovrrnnnn, T — 0O RESPONSE FOR
C. MedICatiONS «.......oeoveereerreiererieseeeeeceeseesrs oo [ ] oo T O EACH ITEM (a-f)
d. Treatment/care other than medications .................[F).o........ I . d
€. SUIGEIY ....oovrierrieieniinieneniessesesssseessensessessnsssssesesssers Lo oressss e eseseos O
f. Confinement in special medical unit ....................[@.......... O d

any of the following mear 73

your correctional facilities?

17. Was the cause of death t!\e 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

0G0

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

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

DEATHS IN CUSTODY—2015

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS

(Addendum) » STA;E:T'TJSR%'::;‘%ATE AND ACTING AS COLLECTION AGENT:
» RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Ag‘fifli':'sas' Telephone
City FAX
KState 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:
 Make copies of this form for each additional death.
e Complete the entire form for each inmate death.

e 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?

INC

LUDE 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...

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, gathernng
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 Stalistics, 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?

Harrington Stpehen M

LAST FIRST M

On what date did the inmate die?
112 114 21o0]1]s5

MONTH DAY YEAR

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

Facility Name:

Elayn Hunt Correctional Center

Facility City:

Facility State:

St.Gabriel LA

What was the inmate’s date of birth?

0|7 ([3]1][1]9]5]9

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

O0O00O®

Please Specify:

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

0(1({2]6](2|0]0]9

MONTH DAY YEAR

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

3. |Oper-Vehicle-Intoxicated

b.

C.

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

O Yes
0O No
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 oOoOo

o0o®

L Please Specify:

#AENAV ING
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ortem exam, or

o the results of a medical examiner’ '
- A r\, e Fmedical recardeya 'lmlner S or coroner’s evaluation (such as an autopsy, postm
re vailable to establish an official cause of death?

8 \E(ESI —> CONTINUE T0 Q13
valuation complete—results are pending
ONTACTED AT A

f:lr‘:s: EMAINING QUESTIONS AND SUBMIT THIS FORM—YOU wiLL BE C
TIME FOR THE CAUSE OF DEATH

No evaluation is planned —» CONTINUE TO Q13

—— ///
formation o

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

liness—Exclude AIDS-related deaths [Specify] —— |SeptiC Shock

Acquired Immune Deficiency Syndrome (AIDS)

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

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

—l

during transport) [Describe] >

Suicide (e.g., hanging, knife/cutting instrument, r—’_’//——
intentional drug overdose) [Describe] =P /__’/////———"
Homicide [Describe]

O oOther cause(s) [Specify] -

O
O
O Accidental injury to self [Describe] "
O
O

or homicide) causing the death take place?

14. Where did the incident (e.g., accident, suicide,
AIDS-related

NOT APPLICABLE—Cause of death was illness, intoxication, or

O In the prison facility or on the prison grounds
(O In the inmate’s cell/room

In a temporary holding areal/lockup
In a common area within the facility (
In a special medical unit/infirmary

In a special mental health services unit

In a segregation unit

On death row, special unit awaiting capital punishment

Elsewhere within the prison facility
L—’ Please Specify:

e.g., yard, library, cafeteria)

[PLEASE p
SPECIFY]

00oooooo

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

O Elsewhere
l——> 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)

0ooaoo
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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

~®aonow®

™S - j
cal }
16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medi
&

YES NO DON'T KNOW
Evaluated by physician/medical staff .............cc...c.. F)vrrer [Tovrerrernrrrnnn. 0O PLEASE PROVIDE A
Diagnostic tests (e.g., X-rays, MRI) .....cccccccvvcvccec[F)ovverces [ TJovvererverrenns 0 RESPONSE FOR
MEdICAtIONS ovvevereveeeeeceercieeesreersreessvesessesssenereee s @ herere T Do, O EACH ITEM (a-f)
Treatment/care other than medications ...........c.c..... [Fveerec e Do, O
D1 (1 SRS, FWRUNPNNE S| |- (N || MNP O
Confinement in special medical unit ..........cccccoeee. oo 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:

SACENCV N,
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OMB No 11210249 Approval Expires 03/31/2019

pr— - U.S. DEPARTMENT OF JUSTICE
Form NPS-4A DEATHS IN CUSTODY—2015 BUREAU OF JUSTICE STATISTICS
(Addendum) STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTIINTERNATIONAL
S —
FORM COMPLETED BY:
Name B Title
ficial
Agdr::s Telephone
City FAX
Quto Zip E-mail /
ey

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:
e Make copies of this form for each additional death.

e Complete the entire form for each inmate death.
e 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 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...

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

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

e 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

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

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

supervision

4 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.

\e 2

#ARENCV N




STATE PRISON INMATE DEATH REPORT

N

Are the ¢
review o1
=

0O- €&

L.

What was the inmate's name?

Horton Joseph

LAST FIRST

On what date did the inmate die?
0|7 115 210|1]s

MONTH DAY

YEAR

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

Facility Name:

MI

Elayn Hunt Correctional Center

Facility City:

Facility State:

St. Gabriel LA

What was the inmate’s date of birth?

0(9]|2]|7||1]|9|4]|8

MONTH DAY

YEAR

What was the inmate’s sex?

Male
O Female

Was the inmate of Hispanic, Latino, or Spanish

origin?

O VYes
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

Oo00o0o®a

Please Specify:

8. On what date was the inmate admitted to One ¢,
your correctional facilities?

0|4

0[1(12]|0]1]4

MONTH

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

DAY YEAR

=

a.

PWID- Marijuana

b.

Poss Cocaine

C.

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

O
O

11. Where did the inmate die?

O

0O 00O

o000

Yes
No
Don't Know

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

Please Specify:

«ACENAV ING
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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 —— 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
O 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] — |G| bleed/hemorrhage

(O Acquired Immune Deficiency Syndrome (AIDS)

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

»
>»

O Accidental injury to self [Describe]

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]

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

0O In a special mental health services unit

O In a segregation unit

O On death row, special unit awaiting capital punishment
O Elsewhere within the prison facility

LP Please Specify:

[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)

Oooaoao

Overnight (Midnight to 6 am)

«ARENACV ING
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Pian
following medica]™

16. Excluding emergency care provided at the time of death, did the inmate receive any of the me
ctional facilities?

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

YES NO DON'T KNOW

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

€. MEICAtIONS «.....coovrereeereercvecsenessicsssessseeeeeeeeee o oo O O EACH ITEM (a-f)

d. Treatment/care other than medications ..................["].......... 1 (S O

8. SUIGA s sssssnsrissrmmramenmatisrsosasmeommer O, O

f. Confinement in special medical unit .....................[F).......... O O

. . YA Yol oo 5 ’ .
3 s e a3, vii: 4 . Y .
as L’ B T Mt / >
—— : = - S T “"‘-\.—

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 Q11 from Elsewhere to Medical Center outside Facility and removed text, Q13 from Other
Causes to lliness, Q14 from Elsewhere to NA, Q15 from Evening to NA.
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OMB No. 1121-0249 Approval Expires 03/31/2019 “ _

e T i A
P o AN Al U.S. DEPARTMENT OF JUSTICE L.
ﬁorm NPS-4A  7'.. DEATHS IN CUSTODY--2015 BUREAU OF JUSTICE STATISTICS \ e
(Addendum) %\'\ >} : STATE PRISON INMATE AND ACTING AS COLLECTION AGENT: s

L5 DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:
Name Title
Agg:gi:sl Telephone |
City FAX ;
Qtate Zip E-mail /
4

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:
e Make copies of this form for each additional death.

|
t
!

e Complete the entire form for each inmate death. .
¢ Once your death records are complete, there are several ways to submit a death report: ‘
re.
|
ONLINE: Complete the report online at: https://bjsdcrp.rti.org MAIL: RTI International, Attn: Data Capture y
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 toli-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 » Executed in your state
under your jurisdiction or that of another state

e el ™ ™

+ 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 e Pt o

e Under your jurisdiction but housed in a state-operated

«  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)

e Under your jurisdiction but on AWOL or escape-status at

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

supervision

St N F ~ W v S N

( 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 A
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
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1.

2.

What was the inmate’s name?

Howard Robert

LAST FIRST MI

On what date did the inmate die?

lol8}[1]s] felefr]s]

MONTH DA YEAR

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

Facility Name:

Elayn Hunt Correctional Center

Facility City:

Facility State:

St. Gabriel LA

What was the inmate’s date of birth?
[of3f[of3][1]a]5]2]

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?

Lols][2]3] [1]o]6]8]

MONTH YEAR

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

. |First Degree Murder

b. |S-Escape | ]
C.

d. | J
e.

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

O 00

000.

Please Specify:

«ACENCV ING
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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 —— CONTINUE TO Q13
0O 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***

G O 0 &

O

O

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

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ———

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?

O

[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)
0O In a special medical unit/infirmary
O In a special mental health services unit
O In a segregation unit
O On death row, special unit awaiting capital punishment
(O Elsewhere within the prison facility

L’ Please Specify:

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

I—b Please Specify:

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?

O00ooaOo

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 NG
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the folloaI facilitiGS?

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 ...........cccccccece.. [F)onnnnnn L] POSCHRRE O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......ccccccevvvercecce [T ernnnen. I T O RESPONSE FOR

C. Medications ........cccccoevevevcenicincicncnnnnnsecenceeeeee Do 3 E— o EACH ITEM (a-1)

d. Treatment/care other than medications ..................[].......... I O O

€. SUMGETY ..ovieeieieieieetete et e e ese s | 2 SRR 72 LI O

f. Confinement in special medical unit .......................ld......... 0 O 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

0c0o

Please add any additional notes regarding this death here:
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OMB No 1121-0249 Approval Expires 03/31/2019
DEATHS IN CUSTODY—2015 U.S. DEPARTMENT OF JUSTICE\
S-4A BUREAU OF JUSTICE STATISTICS
:::;:‘ .:::,m) STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Ag:l,:l;,' Telephone
City FAX
Qato 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@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 .

¢ Under your jurisdiction but housed in private correctional
facilities, whether located in or out of state 5

¢ 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

address.

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 J
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STATE PRISON INMATE DEATH REPORT

What was the inmate's name?

Johnson Tolliver

LAST FIRST MI

On what date did the inmate die?
01| 8 017 210 1|5

MONTH DAY

YEAR

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

Facility Name:

Elayn Hunt Correctional Center

Facility City:

Facility State:

St. Gabriel LA

What was the inmate’s date of birth?
110 110 1(914|7

MONTH DAY

YEAR

What was the inmate’s sex?

Male
O Female

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

O VYes
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

O0000osa

Please Specify:

8. On what date was the inmate admitted to one of

your correctional facilities?

0[6[|1]1][2(|0|0]9

MONTH DAY

YEAR

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

a. |Poss Heroin Schedule |

b. |First Degree Robbery

¢ |Armed Robbery

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

O 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

0O 00O

000

Please Specify:
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1 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

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***

O liness—Exclude AIDS-related deaths [Specify]

]

Acquired Immune Deficiency Syndrome (AIDS)

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

Accidental injury to self [Describe]

v

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

v

O O 0 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
O In a common area within the facility (e.g., yard, library, cafeteria)
[PLEASE ) OIna special medical unit/infirmary
SPECIFY] O In a special mental health services unit
O In a segregation unit
0 On death row, special unit awaiting capital punishment
L0 Elsewhere within the prison facility

L—P Please Specify:

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

LP 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)

0o0oaoo
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[lowing medical

16. Excluding emergency care provided at the time of death, did the inmate receive any of the fqonal faciliti957
services for the medical condition that caused his/her death after admission to your correct!

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

YES NO DON'T KNOW A
a. Evaluated by physician/medical staff ................... (). v, 0 PLEASE P Rgg’gE
b. Diagnostic tests (e.g., X-rays, MRI) ........c..ccccccourese [Floorn. I — RESPONSE af)
C. Medications .............ccoervneeverienionnieneeseseeeesres [ . 0O EACH ITEM (
d. Treatment/care other than medications .................... O, O
B SURGEIY cvey515v00schcriierieitii s ssmmsns onemr TR i I ) S O
f. Confinement in special medical unit ......................[ ... KX — O 4____,,____1
-

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, mar k
“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

oc0o

Please add any additional notes regarding this death here:

Offender had a history of Hypertension, Hyperlipidemia, Diabetes type Il, HIV, HCV, Gastro
esophageal reflux disease, and arthritis.
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OMB No 1121.0249 Approval Expires 03/31/2019

DEATHS IN CUSTODY—2015 LU.8. DEPARTHENT OF JUSTICE \
UREAU OF JUSTICE STATISTICS
STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTIINTERNATIONAL
FORM COMPLETED BY:
Name Title
Officlal
Address Telephone
City FAX
th Zilp E-mall /

Instructions for Completion

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

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.

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

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

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?

INC

LUDE 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...

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

r 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.

\. £

#ACENAV ING



STATE PRISON INMATE DEATH REPORT

che resulms
sview of mec—
O YES —
O Evalu=

What was the inmate’s name?

Jones Ronald
LAST FIRST MI
On what date did the inmate die?
o[1|[3]1] [z2fo]1]s
MONTH DAY YEAR
What was the name and location of the
correctional facility involved?
Facility Name:
Elayn Hunt Correctional Center
Facility City: Facility State:

St. Gabriel LA

What was the inmate's date of birth?
111 013 1191419

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

Oo0o0o0osno

Please Specify:

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

MONTH DAY YEAR

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

a. |Aggravated Rape
b.

C.

10. Since admission, did the inmate 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

L Please Specify:

O 0O

00oo.

=

|
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el

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

0O 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

No evaluation is planned - CONTINUE TO Q13

o 2uO O} pau

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

lliness—Exclude AIDS-related deaths [Specify] —— |Subarachnoid hemorrhage

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ———

Accidental injury to self [Describe]

v

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

v

B O & 0O

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

O In a temporary holding area/lockup

O In a 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

I—' 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)

00oaa
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the 'OW
services for the medical condition that caused his/her death after admission to your correctional faciliyqg -

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, of homicide
YES NO  DONTKNOW

a. Evaluated by physician/medical staff ......................[T]eoeeee. [ O PLEASE PROVIDE A
b. Diagnostic tests (€.9., X-rays, MRI) ..............cccccoccen[T]orrerrren T I— 0 RESPONSE FOR

€. MEDICAtIONS ....oooevvviorieeeniciinnnriins e eeessssse [ horeeerens [ T— O EACH ITEM (a-f)

d. Treatment/care other than medications .....................ccoec [Jovvereriieninns O

€. SUIGEIY ooooeoiiviiniiiieieissisi st | /ORI 2 I— O

f. Confinement in special medical unit ......................... I [ [ F— 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

oao

Please add any additional notes regarding this death here:
Brief Medical History: Hypertension, Hepatitis C, hypothyroidism, bilateral cataracts, and
schizophrenia. Recoded Q11 from elsewhere-Our Lady of the Lake Regional Medical Center to med
center outside

W ACENAYV 1IN




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

ST
P AN - .S. DEPARTMENT OF JUSTICE
Form NPS-4A [ .30 \ DEATHS IN CUSTODY—2015 BLL’l:EAEPOAF JUST':CE STATISTICS
(Addendum) | \%g>ji] STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
‘\:~ ’ /4 DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Ag:’r::l:sl Telephone
City FAX
Qtate Zip E-mail /

Instructions for Completion

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

e 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.

e 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

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...

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 ﬁ
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 Stalistics, 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 Vie‘i\o ¢

G

\

1. What was the inmate’s name? 8. Onwhat date was the inmate admitted to one &
‘Ji)seph Ronald your correctional facilities?
LAST FIRST M 11211112 1]2]0[1]4
MONTH DAY YEAR

2. On what date did the inmate die?

l 0 l 3 I |_0| ?l B l 0 l 115 9. For what offense(s) was the inmate being held?

MONTH DAY YEAR

a. |Indecent Behavior- Juveniles

b.
3. What was the name and location of the C.
correctional facility involved?
: da ]
Facility Name:
Elayn Hunt C i e
y orrectional Center e
Facility City: Facility State:
St. Gabriel LA
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
O VYes
4. What was the inmate’s date of birth? No
0O Don't Know
[2][2] [1TeT5]2]
MONTH DAY YEAR

11. Where did the inmate die?
5. 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 )
In a special medical unit/infirmary within your ;
facility P
O In a special mental health services unit within 3
6. Was the inmate of Hispanic, Latino, or Spanish your facility £
origin? O In a medical center outside your facility $
O In a mental health center outside your facility 54
B Yes O While in transit ;
Na O Elsewhere 3
Please Specify: ¥
e
7. In addition, what was the inmate’s race? Please &
select one or more of the following racial {
categories: ?
0O White |
Black or African American ,_
O American Indian or Alaska Native
O Asian ;
O Native Hawaiian or Pacific Islander ,
0O Some other race ;

Please Specify:

#ARENAV 1IN
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O

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?

0O YES — CONTINUETO Q13

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

R

O
O
g
O
g

a

O

13. What was the cause of death?

*** Please SPECIFY cause of death—it is critical information***

liness—Exclude AIDS-related deaths [Specify] —p End-stage congestive heart failure

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

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

v

Homicide [Describe]

v

Other cause(s) [Specify]

v

a

[PLEASE
SPECIFY]

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

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

O 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

|—> Please Specify:

<

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

|—-> Please Specify:

15. When

aoao

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)
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following f')?d'ca|
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 ...................... [ [ e | PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......ccccevrviivic [T Y O O RESPONSE FOR

C. Medications .......cccevvirinnnininennnencnnsnsnenenseees W, ) —— O EACH ITEM (a—f)

d. Treatment/care other than medications ...............[v].......... 1) [P O

B, DURTIOIY i pesraihtan tems siamambbmsi dasboihoninibit gt iamimen P Y ramecran 2] 2 osisisens O

f. Confinement in special medical unit ..............cc.......[.......... 3 S 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.”)

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

Pre-existing medical condition
0O 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 Morning
to NA.
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