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

; BUREAU OF JUSTICE STATISTICS
(Addendum) = ¥ STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:

DEATH REPORT RTI INTERNATIONAL

Form NPS4A <+~  MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 u.s.oemmsmomsmx

FORM COMPLETED BY:

Name Title
Official
Address Telephone
City FAX
Qtate Zip E-mail /

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:

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://bjsmci.rti.org MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
E-MAIL: bijsmci@rti.org 5265 Capital Boulevard

Raleigh, NC 27690-1652
FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bismci@rti.org

What deaths should be reported?

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

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

e Under your jurisdiction but in special facilities (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)

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

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

supervision

[ BURDEN STATEMENT

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

Baker

William

LAST

FIRST M

On what date did the inmate die?

112

06 20| 1]8

MONTH

DAY YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA

LA

What was the inmate’s date of birth?

112

0|6 [1]9[5]|5

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:

00000.

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

Please Specify:

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

03

215111191]8]0

MONTH

DAY YEAR

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

a. 1Simple Robbery
b. [Aggravated Rape
c.
d.
e.
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
0 VYes
O No
Don't Know

11. Where did the inmate die?

O

O 00O

000o.

In a general housing unit in the facility or in a
general housing unit 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:

s
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/Are the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or
7 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***

lliness—Exclude AIDS-related deaths [Specify] —— |Cardiac 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 0O a 00

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

v

v

Homicide [Describe]

O 3

Other cause(s) [Specify] —5

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

D In a common area within the facility (e.g., yard, library, cafeteria)
[PLEASE 4 OIna spec!al medical unit/infirmgry .

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

LP Please Specify:

O 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 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)

0000

«AMRCNCAV ING




16. Excluding emergency care provided at the time of death, did the inmate receive any of the fgllowing .".‘WL‘
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 .......................Z] v K] P— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......cccccovvvveeeec [T oeveenne [ Joeoenrornonss O RESPONSE FOR

C. Medications ...........ccooovivriiiiiiiciccicccecceececed [T o B O EACH ITEM (a—f)

d. Treatment/care other than medications ..................[].......... | ] FEPRERN, O

€. SUMGEIY ..ot eeeeee e [ e O O

f. Confinement in special medical unit ...............ccoco..Z)ooeen... 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

0oB0

Please add any additional notes regarding this death here:
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; Form NPS-4A

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

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

U.S. DEPARTMENT OF JUSTICE

(Aidendum) | ;g:: STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
' DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Aggli:::s' Telephone
City FAX
\State Zip E-mail /

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
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://bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@rti.org

What deaths should be reported?

INCLUDE deaths of ALL persons...

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

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

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

e 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.

ﬂ
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STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?

Barksdale Bruce

LAST FIRST MI

On what date did the inmate die?
0|1 210 2o 1|8

MONTH DAY YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

What was the inmate’s date of birth?

Lofs][2]3] [1]o]3]5]

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

0000m0

|—> Please Specify:

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

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

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 VYes
0O No
Don't Know

11. Where did the inmate die?

O In a general housing unit in the facility or in a
general housing unit 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

80

0000 O

Please Specify:

#ACTANAV ING




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 — CONTINUE TO Q13
O Evaluation complete—results are pending

b 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 AlIDS-related deaths [SpecCify] am——p Cardiopulmonary 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

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

v

v

Homicide [Describe]

00 0 Oooohofb

v

Other cause(s) [Specify]

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

SPECIFY] O In a special mental health services unit

O In a segregation unit

O On death row, special unit awaiting capital punishment

L0 Elsewhere within the prison facility

l—’ Please Specify:

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

000oo
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following Medica
services for the medical condition that caused his/her death after admission to your correctional facilities >

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.c....[FJeeenene [ ) O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......ccccocovevecveccc [T evevene [E b e crsvenends O RESPONSE FOR

C. Medications ............cccoevvveeveinnnccniiececceciecseeen s [P R o B EACH ITEM (a—f)

d. Treatment/care other than medications .................... [ TP 7 KO O

B OUPHBIY ciniissiicncnmnarsspespessaasibnmnisiiosisionsssmmimms masm] 0.t |

f. Confinement in special medical unit ...............c......... a......... 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:
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Form NPS-4A "/
(Addendum) = %@

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018
STATE PRISON INMATE
& DEATH REPORT

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

RTI INTERNATIONAL

FORM COMPLETED BY:

Name

Official
Address

City

kState

Zip

E-mail

Title

Telephone

FAX

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
e 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://bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

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

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

What deaths should be reported?

INCLUDE deaths of ALL persons...

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

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

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

e Intransit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...

Executed in your state

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

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

Under probation or parole supervision in your state

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

( BURDEN STATEMENT
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.
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1.

STATE PRISON INMATE DEATH REPORT

N

What was the inmate’s name?

Bazile Timothy

LAST FIRST Mi

On what date did the inmate die?

1joj[r]5] [2]o]r]e]

MONTH YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City: Facility State:
ANGOLA LA

What was the inmate’s date of birth?

[o]8][3]1] [1]o]e]8]

MONTH DAY YEAR

What was the inmate’s sex?

Male
O Female

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

O Yes
No

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

00000

Please Specify:

8.

9.

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

1]/o]lo]s5] [2]o[1]5

MONTH DAY YEAR

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

4"@

\\

a. |ISecond Degree Murder

.| ]

C.

d.| —|

e.

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 in a
general housing unit 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

80

0000 O

Please Specify:

«ANCCNCV ING



jo UV

A

’e/

]

. 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) —— |Cardiac 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

HE 8 & 50O

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

v

Homicide [Describe] —5

G G

Other cause(s) [Specify]

\ 4

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 0O 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-P Please Specify:

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

0O0oao
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\

Services for the medical condition that caused his/her death

16. Excluding emergency care provided at the time of death, did the inmate receive any of the following med;

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

YES NO DON'T KNOW
a. Evaluated by physician/medical staff .....................[FJ........ | O— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .....cccccooecvvcceccc [T ovennene I s ssaiiramatons O RESPONSE FOR
C: MEAICAUONS. .......concrsorersiiassmemsmoamasnmsmmmssss s manemat w8 founenesacs [ [ C—— | EACH ITEM (a-f)
d. Treatment/care other than medications .................k).......... | I ——— O
€. SUMGEIY ..ottt I AT 1 SO O
f. Confinement in special medical unit .............ccc........ O & O

T_\\‘——v—"‘.‘
s ’ Medical
after admission to your correctional facilities?

“Pre-existing medical condition.”)
O

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

oo

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

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

Please add any additional notes regarding this death here:

~ACCNICV ING




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

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 _U.S. DEPARTMENT OF JUSTICE

Form NPS-4A e BUREAU OF JUSTICE STATISTICS
(Addendum) W STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Ag:',gi:sl Telephone
City FAX
Qe Zip E-mail

Instructions for Completion

If no deaths occurred in 2018:
You do not need to complete this form.

If you had more than one death in 2018:

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://bjsmci.rti.org MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard

Raleigh, NC 27690-1652

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RT/ International toll-free at (800) 344-1387 or bismci@rti.org

What deaths should be reported?

INCLUDE deaths of ALL persons...

EXCLUDE deaths of ALL persons...

e Executed in your state

Confined in your correctional facilities, whether housed

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

Under your jurisdiction but housed in private correctional state

f

facilities, whether located in or out of state

Under your jurisdiction but in special facilities (e.g.,
medical/treatment/release centers, halfway houses,

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

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 to this
address.
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STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?

Beach Daniel

LAST FIRST Mi

On what date did the inmate die?

01711117 2o 1] s

MONTH DAY YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

What was the inmate’s date of birth?

(of1][2]3] [1]o]5]5]

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

O00000B

L

Please Specify:

8.

9.

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

07129 (1|97 |4

MONTH DAY YEAR

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

a. |Second Degree Murder

b.

C.

10. Since admission, did the inmate ever stay

overnight in a mental health facility?

O Yes
O No
Don’'t Know

11. Where did the inmate die?

O In a general housing unit in the facility or in a
general housing unit 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:

«ACENCV ING



12. Are the results of a medical examiner’'s or coroner’s evaluation (such as an autopsy, postmortem exam?
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™**

liness—Exclude AlDS-related deaths [Specify] —— |Cardiopulmonary Arrest

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——

Accidental injury to self [Describe] P

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

v

O O 0 0ag

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

Homicide [Describe]

v

0O 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

In a temporary holding area/lockup

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

[PLEASE P
SPECIFY]

O000000oo

Please Specify:

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

0000

S ACCNICV NG



Y
\

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

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....... ] POR—— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ........ccccccevrevvecs[T] evrenne [y e— O RESPONSE FOR

. MediCatoNS: «ssusesmssmanmsmmvammws s s s ) T— O EACH ITEM (a-f)

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

€. SUMGEIY ..ot O O

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

00

Please add any additional notes regarding this death here:

ANV IR
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MORTALITY IN CORRECTIONAL INSTITUTIONS 2018
STATE PRISON INMATE
DEATH REPORT

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

RTI INTERNATIONAL

FORM COMPLETED BY:

KState

Official
Address

Name

City

Zip

E-mail

Title

Telephone

FAX

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
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:/bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bijsmci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
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, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this

address.

_J
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STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?

Benoit Terrance

LAST FIRST Mi

On what date did the inmate die?

0 47 115—||2|o 1|8

MONTH DAY YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

What was the inmate’s date of birth?

lofls|[o]6] [1]9][3]5]

MONTH DAY

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

00000E

Please Specify:

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

0[1]]12|5]| [2]|0]1]8

MONTH DAY YEAR

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

a. IPornography Inv-Juvenile

b.l ]

C.

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

O VYes
O No
Don’t Know

11. Where did the inmate die?

O In a general housing unit in the facility or in a
general housing unit 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

8 00

0000

Please Specify:

«wACANCV ING




review of medical records) available to establish an official cause of death?

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

L SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A
1 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
/

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

liness—Exclude AIDS-related deaths [Specify] —— |Cardiopulmonary 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]

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

Homicide [Describe]

v v v
B ————————— T

0@ 0 0O 4@ 00

v

Other cause(s) [Specify]

t

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
(D In the inmate’s cell/room
O In a temporary holding area/lockup
O In a common area within the facility (e.qg., 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

I—’ Please Specify:

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

0O0ooo

AANCCNAV ING




'\
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 ...................... [ ] PA— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .....cccccovvevcnccc s [ eovenene [ —— O RESPONSE FOR

C. Medications ........ccoeeveeeeeeeeieeeeeeevveeeeeeeeeeeeeeeeeeeeeeee [P [ TR O EACH ITEM (a-f)

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

Bl SUTGOTY ..conceneonmsonemsmnnsaniss i BRI T SE S OAES ] A 1) S O

f. Confinement in special medical unit .......................v].......... 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:

«ARCNAV IN,
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7 Form NPS4A  *>

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS

(Addendum) -."*"',; o STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Official
Address Telephone
City FAX
Qtate Zip E-mail /

Instructions for Completion

If no

deaths occurred in 2018:

You do not need to complete this form.

If you had more than one death in 2018:

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://bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

If you need assistance, contact the data collection team at RT/ International toll-free at (800) 344-1387 or bijsmci@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

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

supervision

transit to or from your facilities while under your

EXCLUDE deaths of ALL persons...

Executed in your state

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

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

Under probation or parole supervision in your state

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

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

address.

J
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STATE PRISON INMATE DEATH REPORT

—
Rce e
ceview

e

What was the inmate’s name?

Berry Jerry

LAST FIRST Mi

On what date did the inmate die?
1710 210 210|118

MONTH

DAY YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

What was the inmate’s date of birth?

[1]off[2]3] [1]o]5]3]

MONTH 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

O0000ra0

Please Specify:

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

0|6 |[|1]2] [1]9]9]5

DAY YEAR

MONTH

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 VYes
0 No
Don’t Know

11. Where did the inmate die?

O In a general housing unit in the facility or in a
general housing unit 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 00

000.

Please Specify:

~ACCNCV ING




Jire 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?

e AR . e

e e s BB B

-t el Mt e

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] —— |death is pulmonary embolism and cardiac 2

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——

Accidental injury to self [Describe] —-»>

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

O 0O g 00

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

\ 4

J 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 { O In a special medical unit/infirmary

SPECIFY] O In a special mental health services unit

O In a segregation unit

O On death row, special unit awaiting capital punishment

LO Elsewhere within the prison facility

Please Specify:

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

Please Specify:

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

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

00o0oao

Overnight (Midnight to 6 am)

«ACCNAV ING




1 . -
6. Ex‘=|ud|ng 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?
Q Not APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

YES NO DON'T KNOW

a. Evaluated by physician/medical staff .......................[F).......... (5] uvessisainis O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .....ccccccovveeecec [T ]ovennnn [ OR— O RESPONSE FOR

C.. 'MediCations.............ccisssssmssnssismmasivissssisonises s @ eevosnss ] PR d EACH ITEM (a—f)

d. Treatment/care other than medications .................[Z].......... Cliciaimamt (|

€. SUMGETY .uiiieiiieie e I3 IS =) N (|

f. Confinement in special medical unit .......................].......... I O 0O

|

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

o0

Please add any additional notes regarding this death here:

«ACCNCV ING
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MORTALITY IN CORRECTIONAL INSTITUTIONS 2018
STATE PRISON INMATE
DEATH REPORT

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

RTI INTERNATIONAL

FORM COMPLETED BY:

Name

Official
Address

City

Qtate

Telephone

Title

FAX

Zip E-mail

Instructions for Completion

If no

deaths occurred in 2018:

You do not need to complete this form.

If you had more than one death in 2018:

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://bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

What deaths should be reported?

e C

° U

e U

° In

INCLUDE deaths of ALL persons...
under your jurisdiction or that of another state
facilities, whether located in or out of state

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

supervision

onfined in your correctional facilities, whether housed

nder your jurisdiction but housed in private correctional

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

transit to or from your facilities while under your

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

addre:!

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

SS.

J
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1.

STATE PRISON INMATE DEATH REPORT

P

What was the inmate’s name?

|Bible Danny P

LAST FIRST Mi

On what date did the inmate die?

0]6][2]7] [2]o] s

MONTH YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City: Facility State:

ANGOLA LA

What was the inmate’s date of birth?

lolsf[2]1][1]o]5]1]

MONTH DAY YEAR

What was the inmate’s sex?

Male
O Female

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

O Yes
No

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

00000

Please Specify:

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

0

6

017 ([1]19]9]9

MONTH

DAY YEAR

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

a.

Murder

b. [Robbery B

C.

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

a
a

Yes
No
Don’'t Know

11. Where did the inmate die?

0000 0O 00O

In a general housing unit in the facility or in a
general housing unit 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:

LARENAV A,




! _

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

O 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

Ml 3. What was the cause of death? *** Please SPECIFY cause of death—it is critical information***

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

O Acquired Immune Deficiency Syndrome (AIDS)
O

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

Accidental injury to self [Describe]

v

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

v

intentional drug overdose) [Describe]

v

Homicide [Describe]

v

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

Other cause(s) [Specify]

Lethal Injection Execution

v

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

L’ Please Specify:

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

Loy

Please Specly:  Out of state Texas

15. When did the incident (e.g., accident, suicide, or homicide) causing the death occur?
NOT APPLICABLE—Cause of death was illness, intoxication, or AIDS-related
Morning (6 am to Noon)

Afternoon (Noon to 6 pm)

Evening (6 pm to Midnight)
Overnight (Midnight to 6 am)

O

000

L ANRENAV ING



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

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 T PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......cccccvvninnnn [ — 0 RESPONSE FOR

€. WModicalions ...cwsmsommmesmsisssmmessmrarmmmes 0O [ EACH ITEM (a—f)

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

€. SUIGEIY .ottt eaenn s I R I IO

f. Confinement in special medical unit ......................... :l......... I [P

—

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.”)

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

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

Please add any additional notes regarding this death here:

“ACNAV N
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MORTALITY IN CORRECTIONAL INSTITUTIONS 2018
STATE PRISON INMATE
DEATH REPORT

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

RTIINTERNATIONAL

FORM COMPLETED BY:

Name

Official
Address

City

KState

Zip

Telephone

Title

FAX

E-mail

Instructions for Completion

If no

deaths occurred in 2018:

You do not need to complete this form.

If you had more than one death in 2018:

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:/bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

What deaths should be reported?

fa

m

e In

INCLUDE deaths of ALL persons...

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

e Under your jurisdiction but housed in private correctional

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

police/court lockups, or work farms)

supervision

cilities, whether located in or out of state

edical/treatment/release centers, halfway houses,

transit to or from your facilities while under your

EXCLUDE deaths of ALL persons...

Executed in your state

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

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

Under probation or parole supervision in your state

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

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

——

re.
of

1. What was the inmate’s name?

Bonner Lionel
LAST FIRST Mi
2. .On what date did the inmate die?
U 1 116 21018
MONTH DAY YEAR
3. What was the name and location of the
correctional facility involved?
Facility Name:
LOUISIANA STATE PENITENTIARY
Facility City: Facility State:
ANGOLA LA

4. What was the inmate’s date of birth?
0|3 2|4 119|158

MONTH DAY YEAR

5. What was the inmate’s sex?

Male
O Female

origin?

O Yes
No

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

6. Was the inmate of Hispanic, Latino, or Spanish

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

Please Specify:

.Are the

review

8. On what date was the inmate admitted to one of
your correctional facilities?
0(3[[2]|7|1(2]0|0]|7
MONTH DAY YEAR
9. For what offense(s) was the inmate being held?
a. 1Second Degree Murder
b.
g
d.
e.

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

O
0

Yes
No
Don't Know

11. Where did the inmate die?

O

0 00

000

In a general housing unit in the facility or in a

general housing unit 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:

«ACCNAV ING
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—

JAre 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?

/ 2
O

YES —— CONTINUE TO Q13
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

— e

13. What was the cause of death?

OO0 0o 0Oooooo

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

Acquired Immune Deficiency Syndrome (AIDS)

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

Accidental alcohol/drug intoxication [Describe] —»

Jedkk

Anoxic Brain Injury, Intracranial hemorphag

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]

Homicide [Describe]

v

Other cause(s) [Specify]

v

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

[PLEASE
SPECIFY]

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

]

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

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

Oooooooo

Elsewhere within the prison facility

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

On death row, special unit awaiting capital punishment

Please Specify:

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 iliness, intoxication, or AIDS-related

0000

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

A ACCNCV IR
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\

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 .................c.....[Feveeene [ RS— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......cccccooevvvececca [T evvennene o . O RESPONSE FOR

€. Medicalions emewsmosmmmsenssmmisammnesssrnns [Pl [ E——— O EACH ITEM (a-f)

d. Treatment/care other than medications ..................[].......... O (|

€. SUMGETY ..ottt s e O |

f. Confinement in special medical unit ........................[v]).......... bl........t O

16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medi’calj

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.”)

(=

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

00

Please add any additional notes regarding this death here:

«~ARCANCV ING
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OMB No. 1121-0249 Approval Expires 03/31/2019

BUREAU OF JUSTICE STATISTICS

Form NPS-4A ¥ MORTALITY IN CORRECTIONAL INSTITUTIONS 2018  _US. DEPARTMENT OF JUST'CN
(Addendum) BL STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
B DEATH REPORT RTIINTERNATIONAL

FORM COMPLETED BY:

Name

Official
Address

City

\State Zip

E-mail

Title

Telephone

FAX

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
e 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://bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

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

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

What deaths should be reported?

INCLUDE deaths of ALL persons...

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

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

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

e 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

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

o
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STATE PRISON INMATE DEATH REPORT

e
1. What was the inmate’s name? 8. On what date was thgritr]ma?te admitted to one of | ™\
correctional facilities
Brewer j Grady your - o713
LAST FIRST MI 1 O 2
MONTH DAY YEAR
2. On what date did the inmate die?
. ; ?
l_z | o 1] o | 9. For what offense(s) was the inmate being held?
M
ONTH DAY YEAR a. |Second Degree Murder
b. [
3. What was the name and location of the &
Correctional facility involved? ' J
d.
Facility Name: L
LOUISIANA STATE PENITENTIARY e.
Facility City: Facility State:
|ANGOLA 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? 2 No %
Don’t Know
L 1] [a]s] [1TeTeT5]
MONTH DAY YEAR
11. Where did the inmate die?
5. What was the inmate’s sex? O Inageneral housing unit in the facility or in a
— general housing unit on prison grounds
IF\:/IaIe | O In a segregation unit
emale 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
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 _
O Black or African American '
O American Indian or Alaska Native
O Asian B
O Native Hawaiian or Pacific Islander
O Some otherrace
L—> Please Specify:

S ANRENAV IR




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

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

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

dek ok

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

liness—Exclude AIDS-related deaths [Specify] —— |Cardiopulmonary 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

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

v

v

Homicide [Describe]

0 0 o O0O0O0a0

v

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

In a temporary holding area/lockup

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

[PLEASE <
SPECIFY]

0ooooooo

O 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)

EEGEE
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the fgllowing Medicy
services for the medical condition that caused his/her death after admission to your correctional facilitiesy

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.ccccc.. o ) TO— | PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......ccccccvevvccccs [ eevenen [ 0O RESPONSE FOR

6. MEAICAHORS ...cussinammmmmmsmmmmsmami el P [ O O EACH ITEM (a-1)

d. Treatment/care other than medications ..................[]o oo O O

€. SUIMGEIY ...ttt O O

f. Confinement in special medical unit ........................(].......... | 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
(O Deceased developed condition after admission
(O Could not be determined

Please add any additional notes regarding this death here:

«ACCNAV IN.



Form NPS-4A . 7'°

OMB No. 1121-0240 Appt0Ud! EALITEYUJJ JHj BERI

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS

(Addendum) ' ¥ STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
X2 DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title ]
Agg:':;asl Telephone
City FAX
\State Zip E-mail

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
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://bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@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

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

K 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

Are the=
review

\
What was the inmate’s name?
Brown Michael
LAST FIRST Mi

2, .On what date did the inmate die?

|i223 2lof1]s8

MONTH DAY YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

What was the inmate’s date of birth?

O[3|[1|5||[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 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:

8. On what date was the inmate admitted to one of
your correctional facilities?
07|15 [1]9]9]7
MONTH DAY YEAR
9. For what offense(s) was the inmate being held?
a. |Aggravated Arson
b.
c.
d.
e.

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

a
O

Yes
No
Don't Know

11. Where did the inmate die?

a

00O

Ooooo O

In a general housing unit in the facility or in a
general housing unit 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:

«AENCV ING
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R
Are the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or

review of medical records) available to establish an official cause of death?

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

]

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

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

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

liness—Exclude AIDS-related deaths [SpecCify] ——p cardiopulmonary arrest

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——

Accidental injury to self [Describe] —p

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

v

O O O 00D

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

v

a

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

In a temporary holding area/lockup

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

LO Elsewhere within the prison facility

l—’ Please Specify:

[PLEASE <
SPECIFY]

O0o0oo0oooo

0O 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)

00aoo

~ACCNCV ING
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16. EXCIuding emergency care provided at the time of death, did the inmate receive any of the fgllowing 'n'\e:d%|
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  DONT KNOW

a. Evaluated by physician/medical staff ..............cc.c.... . [ eveene. [e]:-ssisswmsanss O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......cccccoevveevecces [Theereenn [ SRS 0O RESPONSE FOR

C. Medications .........ccoeeiniieincciiicccccccec e [ [ ROROR O EACH ITEM (a-f)

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

€. SURGEIY ..ottt O O

f. Confinement in special medical unit ..............c.c.....F)......... 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
(O Pre-existing medical condition

Deceased developed condition after admission
O Could not be determined

Please add any additional notes regarding this death here:

«~ACCNAV IN,




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

.—/
.S. DEPARTMENT OF JUSTICE
Form NPS4A  *~ MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 BLLJJ:EAU OE S Te s Bniriee
(Addendum) o bl STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
KA DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:

Name Title

Agg'::f:s' Telephone

City FAX

Qe Zip E-mail J

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
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://bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
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, 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 to this
address.

.

J
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STATE PRISON INMATE DEATH REPORT

rev,'ew '

What was the inmate’s nhame?

Carlson Eric

LAST FIRST Mi

On what date did the inmate die?

ofs][r]1][z]ofr]e]

MONTH DAY YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

What was the inmate’s date of birth?

[1]of[r]e] [1]e]7]6]

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.

9.

10. Since admission, did the inmate ever stay

11. Where did the inmate die?

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

// 2. Are the

07|31 ]2]0][1]7

MONTH DAY YEAR

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

2. |Posession Schedule [l

b.| |

C.

overnight in a mental health facility?

O VYes
g No
Don’t Know

O In a general housing unit in the facility or in a
general housing unit 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 00

000®

Please Specify:

~ACENCV IN




\ (2. 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

0 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 AlDS-related deaths [Specify] —— [Hypoxic Ischemic Encephalopathy

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 G4 O

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

v

v

Homicide [Describe]

o 3ad

Other cause(s) [Specify]

v

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

O In the prison facility or on the prison grounds
(0 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 JOIna special medical unitinfirmary
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

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)

O00o0oa
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medicaﬂ
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 ... [ Pm—— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ....c.ccccccevvccccccc [T ovennn [ D—— O RESPONSE FOR

C. Medications wssarsmmsmmsmmesarsmsmmmsmsmmen it s (=) sivuncmnsin O EACH ITEM (a-f)

d. Treatment/care other than medications ..................7].......... O O

€. SUMGEIY ..o | Y = E—— 4

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

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

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

080

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

Form NPS-4A »

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018
~ O STATE PRISON INMATE
(Addendum) * \ "%, DEATH REPORT

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

RTI INTERNATIONAL

FORM COMPLETED BY:

Name

Official
Address

City

Qate

Zip E-mail

Title

Telephone

FAX

Instructions for Completion

If no deaths occurred in 2018:
e  You do not need to complete this form.

If you had more than one death in 2018:
e Make copies of this form for each additional death.
o Complete the entire form for each inmate death.

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

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

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

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bismci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
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)

e Intransit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...

Executed in your state

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

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

Under probation or parole supervision in your state

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

( BURDEN STATEMENT \
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.
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1.

STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?
LAST

FIRST MiI

On what date did the inmate die?

L2 [oT T
MONTH

DAY YEAR

What Was the name and location of the
Correctional facility involved?

Facility Name:

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

0Of(1]12[1]1]9]8]5

LOUISIANA STATE PENITENTIARY

Facility City: Facility State:
[ANGOLA ] A

What was the inmate’s date of birth?

[o17] [2T2] [ATeTa]4]

MONTH 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

0000rO

Please Specify:

MONTH DAY YEAR

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

a. |Armed Robbery

b.L

C.

d.L

10. Since admission, did the inmate ever stay

overnight in a mental health facility?

O VYes
0O No

Don't Know

11. Where did the inmate die?

O Inageneral housing unit in the facility or in a
general housing unit 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 OO0

0o00.

Please Specify:

#wANENCV ING




—

— . 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
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 Noevaluation is planned —» CONTINUE TO Q13

O O ag 0o 0O

a

O

13. What was the cause of death?

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

Acquired Immune Deficiency Syndrome (AIDS)

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

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

dkk

Sepsis w/Organ disfunction

Accidental injury to self [Describe]

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

I
>

during transport) [Describe]

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

v

intentional drug overdose) [Describe]

v

Homicide [Describe]

v

Other cause(s) [Specify]

v

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
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 illness, 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> Please Specify:

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

Lb 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)

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

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ..............cccc.....[ZJoevernnee [ K O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .....cccccocvvivcceccc [T e eveenne [ RO O RESPONSE FOR

€. Medieations «.u.wwsomummmmansomassosmssisasssressssmd W et C-eeeemeneonsis O EACH ITEM (a—f)

d. Treatment/care other than medications ...................[ ... | [ I, (|

€. SUMGEIY ..eiiieieieieeieeetee ettt aene O (|

f. Confinement in special medical unit ............c...........[.......... El... a0 4

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

080

Please add any additional notes regarding this death here:

~ARCNCV ING
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; Form NPS-4A '*~

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

(Addendum)

.S. MENT OF JUSTICE
MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 _U-s DEPARTIENT S smmh
STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT

RTI INTERNATIONAL

FORM COMPLETED BY:

\State Zip

Official
Address

Name

City

E-mail

Telephone

Title

FAX

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
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://bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RT| International toll-free at (800) 344-1387 or bjsmci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
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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1.

STATE PRISON INMATE DEATH REPORT

\

N4
S
©

What was the inmate’s name?

Dickerson James

LAST FIRST

On what date did the inmate die?

01711217 2o 1|8

MONTH DAY YEAR

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

Facility Name:

Mi

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

What was the inmate’s date of birth?

11217 ]11]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:

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

your correctional facilities?

o|5|(o|1]| 2|00 |6 \

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 VYes
0 No
Don’t Know

11. Where did the inmate die?

O In a general housing unit in the facility or in a
general housing unit 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:

©0

0 ) O R

SANRCANAV ING
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4 Are the results of a medical examiner’s or coroner’s
review of medical records) available to establish an 0

O YES ——» CONTINUETO Q13

O Evaluation complete—results are pending

L SKIP REMAINING QUESTIONS AND SUB

No evaluation is planned =% CONTINUE TO Q13

evaluation (sU
fficial cause o

mIT THIS FOR

LATER TIME FOR THE CAUSE OF DEATH
o ~pitical i ormation™™*
13. What was the cause of death? »++ please SPECIFY causé of death—it IS critical inf

y—YouU WILL BE C

llness—Exclude AlDS-related deaths [Specify] ——> _

O Acquired Immune Deficiency Syndrome (AIDS) ///—

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

[0 Accidental injury to self [Describe] —> //

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

O suicide (e.g., hanging, knife/cutting instrument, T e e
intentional drug overdose) [Describe] =

[0 Homicide [Describe] —

O other cause(s) [Specify] —>

ONTACTED AT A

O

[PLEASE
SPECIFY]

O

14. Where did the

incident (e.g., accide

nt, 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 areallockup

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

0 In a segregation unit

O 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

L—’ Please Specify:

Elsewhere

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

L—> Please Specify:

0ooao

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)

LAMRCKNIAV 1IN
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medical
services for the medical condition that caused his/her death after admission to your correctional facilities?

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ...........c..c.......[F)......... [ R O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .....ccccccevevrvveec [T veneenen [ A— 0O RESPONSE FOR

C. Medications .........ccceeevieievieieeiieeeeeececeeeeeceeeeee o [T e ) SP——— O EACH ITEM (a—f)

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

€. SUIGETY ssvussssrcsiswsssiraisssvotsnsevsisssessnsvhassisassassastosss sonaesd O O

f. Confinement in special medical unit ......................(].......... O (|

A—AN

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

080

Please add any additional notes regarding this death here:

Bl N il 1° ki bt Tan b Be o o B T —
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OMB No. 1121-0249 Approval Expires 03/31/2019

BUREAU OF JUSTICE STATISTICS

Form NPS4A  “~  MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 U.S.DEPARTMENT OF JUST'C*\

Tl T TATE PRISON INMATE :
(Addendum) oy S AND ACTING AS COLLECTION AGENT:
\* : DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

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

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
e Make copies of this form for each additional death.
e Complete the entire form for each inmate death.

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

ONLINE: Complete the report online at: https://bjsmci.rti.org MAIL: RTI International, Attn: Data Capture

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@rti.org

Project #: 0215015.001.300.117.102.100
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...
e Executed in your state

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

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

e Under probation or parole supervision in your state

e 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 instruclions, 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 A

N Zoe

e A il SR i ST

1.

2.

3.

4.

5.

e - I P -
What was the inmate’s name?

Dodgen Joseph

LAST FIRST M/

On what date did the inmate die?

(03] [2]0] (=] [

MONTH DAY YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

What was the inmate’s date of birth?
[ofo][2]3] [1]a]7]8]

MONTH DAY YEAR

What was the inmate’s sex?

Male
O Female

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

O Yes

No

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

00000m

Please Specify:

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

01921 2]|0]1]5

MONTH DAY YEAR

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

2. lindecent Behavior with a juvneile

b.L ]

C.

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

O Yes
O No
Don't Know

11. Where did the inmate die?

O In a general housing unit in the facility or in a
general housing unit 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:

~ARCNAV N
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,é. Are the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or

/' review

O
O

of medical records) available to establish an official cause of death?

YES ——>» CONTINUE TO 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

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

06 0 O 600

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

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

v

Homicide [Describe]

Other cause(s) [Specify]

v

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

O

[PLEASE
SPECIFY]

O
0O

NOT APPLICABLE—Cause of death was iliness, 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)
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
LO Elsewhere within the prison facility

Please Specify:

Outside the prison facility (e.g., while on work release or on work detail)
Elsewhere
L—> Please Specify:

15. When

00o0oo

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)

«ARCNOV NG
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the fqllowing Medicy
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 .................[]........ [ O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) e e, Elsisniiogs O RESPONSE FOR

C. ' MEAICAtIONS ....vcueenreieseesssssssssasnssanssnessasansssessosssoancneessf o hoosessons [ A— O EACH ITEM (a—f)

d. Treatment/care other than medications ................[K]).......... | 31 OO d

B SIITDIOIY i veians 5535 AR SR NS SR ERAAFEn earass ...l |3

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

oB0

Please add any additional notes regarding this death here:

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

'ﬁm NPS-4A . 1
(Addendum) ' .¥;

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018
STATE PRISON INMATE
DEATH REPORT

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

RTI INTERNATIONAL

FORM COMPLETED BY:

the

Name

Official
Address

City

Zip

E-mail

Title

Telephone

FAX

Instructions for Completion

If no deaths occurred in 2018:
¢ You do not need to complete this form.

If you had more than one death in 2018:
e Make copies of this form for each additional death.
e Complete the entire form for each inmate death.

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

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

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RTI Intemnational toll-free at (800) 344-1387 or bjsmci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
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

;)

2.

What was the inmate’s name?

Drew Steven

LAST FIRST M/

On what date did the inmate die?

Lof2][2]7] [2]o]"

MONTH DAY

° |

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

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

your correctional facilities?

0|7 (|17 |1]9]|7

MONTH DAY YEAR

8 |

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

a. |Aggravated Rape

b.l

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City: Facility State:
ANGOLA LA

What was the inmate’s date of birth?
L1lo][1[3] [1]9]5]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

000080

Please Specify:

d.L

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

a
o

Yes
No
Don't Know

11. Where did the inmate die?

O

oo

3]

0000

In a general housing unit in the facility or in a
general housing unit 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:

#ACCNAV IR
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,ire the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or -

eview of medical records) available to establish an official cause of death? ’ &

YES —— CONTINUE TO Q13 e

/] 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

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

liness—Exclude AIDS-related deaths [Specify) ——» |Cardiac Arrest >

Acquired Immune Deficiency Syndrome (AIDS)

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

Accidental injury to self [Describe] P

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

v

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

S AR WG i

v

Homicide [Describe]

OO0 0O odaoaodoo

Other cause(s) [Specify]

v
MR TR -

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

A

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)
O In a special medical unit/infirmary

e, ..

Yo

{;i-EEé/isq O In a special mental health services unit P
O In a segregation unit '?

O On death row, special unit awaiting capital punishment J

L0 Elsewhere within the prison facility

L—P Please Specify: ;

3

i

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

L—> Please Specify:

D E———

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

0O Morning (6 am to Noon) i

0O Afternoon (Noon to 6 pm) i

O Evening (6 pm to Midnight) ¥

O Overnight (Midnight to 6 am) 1

¢

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

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).......... (5 Fsaioness O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ... [T evveneen 5 Jmonrasussaind O RESPONSE FOR

G: *MeETICAIONS .......isusssisssssnssnsssssssseinsosssansissusssusenssssssast P hs oo eesd [ L O EACH ITEM (a-f)

d. Treatment/care other than medications ..................[7].......... . (|

B, SO eovononsnsin Dmmisursniiisssar issssnossussussaessmsmi ey O O

f. Confinement in special medical unit ......................... O.cc.. Do 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

00

Please add any additional notes regarding this death here:

ANV NG
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; Form NPS-4A

Wi

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS

(Addendum) 11 v!; £3 STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
B DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Official
Address Telephone
City FAX
Qtate Zip E-mail J

Instructions for Completion

If no

deaths occurred in 2018:

You do not need to complete this form.

If you had more than one death in 2018:

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://bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

What deaths should be reported?

e In

INCLUDE deaths of ALL persons...

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

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

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

supervision

transit to or from your facilities while under your

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

7
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STATE PRISON INMATE DEATH REPORT 1*?‘ 6’;\
\ \\\\k
1. What was the inmate’s name? 8. On what date was the inmate admitted to one of
Eaker Rodney your correctional facilities? ‘
LAST FIRST M 0([6]|0]2 1191810

2. On what date did the inmate die?
1.12 311 20|18

MONTH DAY YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

4. What was the inmate’s date of birth?
111 217 1191418

MONTH DAY YEAR

5. What was the inmate’s sex?

Male
O Female

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

O Yes
No

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

00000

Please Specify:

MONTH DAY YEAR

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

8. |First Degree Murder
b.

C.

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

0 VYes
O No
Don't Know

11. Where did the inmate die?

O In ageneral housing unit in the facility or in a
general housing unit 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

g ©0

000

Please Specify:

«ACENAOV IN
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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

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

—_—

Jokk

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

lliness—Exclude AIDS-related deaths [Specify] —— |Respiratory 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

b 8 ad 06 O

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

v

a

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 areallockup
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
LO Elsewhere within the prison facility

l—'V Please Specify:

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

00ao

«ACCNAV NG
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16. g " : : : . . . =,
* EXxcluding emergency care provided at the time of death, did the inmate receive any of the following medica|

B '

——

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 ...............cc.....Feevvennne 1 PR O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......ccccoceevvevceeecs [T vveenenns ) IC— O RESPONSE FOR

G, MEAICAONS vereurmenmmssiioniinssnsemmenesnl 0 Lamssesss T —— O EACH ITEM (a—f)

d. Treatment/care other than medications ..................[].......... I (|

G, SUTGBIN ... mnisssssissssasdssusisinssiansburShuvmonivnenveies brasspnpasins O O

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

00

Please add any additional notes regarding this death here:

«AMRENAV ING




| e anm—

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

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

U.S. DEPARTMENT OF JUSTICE

PSR el lhl SRS e aTSTes
g DEATH REPORT RTIINTERNATIONAL
FORM COMPLETED BY:
Name Title
e Telephone
City FAX
\State Zip E-mail /

Instructions for Completion

If no deaths occurred in 2018:
¢ You do not need to complete this form.

If you had more than one death in 2018:
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://bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bismci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
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.

J

ANV IR,




STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?

Everett Gumarus

LAST FIRST MI

On what date did the inmate die?
0|2 112 2o 1|8

MONTH DAY

YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City: Facility State:
ANGOLA LA

What was the inmate’s date of birth?

(of7][ofa] [1]o]8]1]

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

0000EO

Please Specify:

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

711210 (0 |1

YEAR

1121

MONTH DAY

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

a. |ISecond Degree Murder

b.

C.

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

O VYes
0 No
Don’t Know

11. Where did the inmate die?

O In a general housing unit in the facility or in a
general housing unit 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 0O

000o

Please Specify:

«ACCANAV ING
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2. Are the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or

3/ / review

a

O

of medical records) available to establish an official cause of death?

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

b 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?

O

B¢ @ 6

O

0
O

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

Jded

lliness—Exclude AlDS-related deaths [SpeCify] m———p

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

Cardiopulmonary Arrest as a result of a bra

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
a

[PLEASE
SPECIFY]

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

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

|—> Please Specify:

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

l—) Please Specify:

15. When

O

00oE0o

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 the fqllowm
services for the medical condition that caused his/her death after admission to your correctional facilities ?

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ........................ [ — [l PRy, 4 PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ..........ccccovvinninnns o o O RESPONSE FOR

G, MOCAHONS voousseississssismsmisnonsis issssvinmbussagussssnissidrassenst {ehisiniad [y O EACH ITEM (a—)

d. Treatment/care other than medications .................... O X RS 4

€. SUMGEIY ..ottt 12— (E30 SO 0O

f. Confinement in special medical unit ......................... O..... 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.”)

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

0o0o

Please add any additional notes regarding this death here:

«~ACCNAV ING
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OMB No. 1121-0249 Approval Expires 03/31/2019

, i85, TMENT OF JUSTIC
Form NPS-4A o . MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 aﬂ:&ﬁ?fwsnce STATIS‘I"Igs
(Addendum) ."-'-,'9

R

STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

Name Title
Official
Address Telephone
City FAX
Qate Zip E-mail J

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:

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://bjsmci.rti.org MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
E-MAIL: bjsmci@rti.org 5265 Capital Boulevard

Raleigh, NC 27690-1652
FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RT/ International toll-free at (800) 344-1387 or bjsmci@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

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

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)

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

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

supervision

( BURDEN STATEMENT \
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.
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STATE PRISON INMATE DEATH REPORT S
What was the inmate’s name? 8. On what date was the inmate admitted to one of
Ferdinando Felix your correctional facilities? '
LAST FIRST MI O 3 2 3 1 9 8 7
MONTH DAY YEAR

On what date did the inmate die?

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

1]oJ[ofo] [2]o]t]s]

MONTH DA YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

What was the inmate’s date of birth?

[ofJef[2]1] [1]o]3]5]

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

0000E0

L

Please Specify:

a. |Second Degree Murder

b.l

C.

10. Since admission, did the inmate ever stay

overnight in a mental health facility?

O VYes
g No
Don’t Know

11. Where did the inmate die?

O In a general housing unit in the facility or in a
general housing unit 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

©0

0o0o0oo o

Please Specify:

# ANV ING
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0
O

YES —— CONTINUE TO Q13
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

o
“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?

OO0 0O 0O000~o0a0

13. What was the cause of death?

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

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——>

»

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

cardiopulmonary arrest

Accidental injury to self [Describe]

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

=

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

v

intentional drug overdose) [Describe]

v

Homicide [Describe]

v

Other cause(s) [Specify]

v

0

[PLEASE
SPECIFY]

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

P 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 illness, intoxication, or AIDS-related

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

O On death row, special unit awaiting capital punishment

L’ Please Specify:

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

L-—> Please Specify:

0000

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)

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

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ....................(0) ... [ O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......cccceevvvcccc [T e ] SRO—— | RESPONSE FOR

C. MedICAtIONS .uxisurssmmsmsisssmassnssssssennsssnmmarsnrisssansssssssiend [ PRRR vy [ e O EACH ITEM (a-f)

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

€. SUIGEIY ..ottt Ol O

f. Confinement in special medical unit .......................[v]......... I O dJ

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

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

Please add any additional notes regarding this death here:

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

Form NPS-4A . *™

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS

(Addendum) Al i STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
L. DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Agg'_:;a; Telephone
City FAX
KState Zip E-mail /

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
e Make copies of this form for each additional death.
e Complete the entire form for each inmate death.

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

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

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RT/ International toll-free at (800) 344-1387 or bjsmci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

What deaths should be reported?

INCLUDE deaths of ALL persons...

o 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
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
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What was the inmate’s name?

Finley Charlie

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

LAST FIRST MI

On what date did the inmate die?
02 110 2lo|1]8

MONTH DAY YEAR

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

Facility Name:

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

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

What was the inmate’s date of birth?

lofa][2]6][1]o]2]6]

MONTH 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:

MONTH DAY YEAR

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
0O No
Don't Know

11. Where did the inmate die?

O In a general housing unit in the facility or in a
general housing unit 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

®0

0000 o

Please Specify:

«ACCANAV ING
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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?

a
O

YES ——» CONTINUE TO 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

13. What was the cause of death?

O O O O O

0
O

liness—Exclude AlDS-related deaths [SpeCify] ——p

Acquired Immune Deficiency Syndrome (AIDS)

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

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

dkk

Cardiopulmonary Arrest due to age and nu

Accidental injury to self [Describe] —>

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

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?

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

]

[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

0O 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

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:

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

0

Elsewhere

Lb Please Specify:

ooaoo

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)

«ARCNICV NG
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following med?I
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) oo ) I O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......cccovenvevccccc [T oveevenne [ — O RESPONSE FOR

G MEBICAIONS <o coanmmmmmmimmamarissmssmrsis o st (Vs rsmisonss | EACH ITEM (a—f)

d. Treatment/care other than medications .................... I SRR 7 RO (]

€. SUIGETY ..ueiiiiieieeeeee ettt O...t0 O

f. Confinement in special medical unit ............cccc......(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
(O Deceased developed condition after admission
O Could not be determined

Please add any additional notes regarding this death here:

«ARCNOV N



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

Form NPS-4A . '°
(Addendum) ' “'"i“'

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018
; STATE PRISON INMATE
.o DEATH REPORT

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

RTI INTERNATIONAL

FORM COMPLETED BY:

-

Official
Address

Name

City

Zip

E-mail

Telephone

Title

FAX

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
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://bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bismci@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 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

\ g2
+ 3

1. What was the inmate’s name?
[Floyd Daniel
LAST FIRST M

2. On what date did the inmate die?

D_TIOISHZI°|1|8I

MONTH YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

4. What was the inmate’s date of birth?
lof6][3]o] [1]9]5]2]

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

O00000E

Please Specify:

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

|1lﬂ|0|4| ENEREREN

MONTH YEAR

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

a. IFirst Degree Murder

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

O VYes
0 No
Don’t Know

11. Where did the inmate die?

O In a general housing unit in the facility or in a
general housing unit 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

®0

0oooao O

Please Specify:

~ACENCV ING
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5 . . .
.. Are the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or
review of medical records) available to establish an official cause of death?

O YES —— CONTINUE TO Q13
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

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 AlDS-related deaths [Specify] —— |Pancreatic Cancer

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——

Accidental injury to self [Describe]

b
»

during transport) [Describe]

\ 4

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

v

Homicide [Describe] »

O
O
Q
O Accidental injury by other (e.g., vehicular accidents
O
o
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
In a temporary holding area/lockup
In a common area within the facility (e.g., yard, library, cafeteria)
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

Please Specify:

[PLEASE J
SPECIFY]

OO0000ooo

r

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)

000D
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YES NO

Evaluated by physician/medical staff ......................[F.ocoo. O
Diagnostic tests (e.g., X-rays, MRI) .....ccccocovvvveeccccc [T evvenen 0O
MedIcation’s .. cuwssmasmmmsammssmnmusmarmmenmm [ P—
Treatment/care other than medications .................... 0.........

b OITETBIE, weemens om0 N [A—
Confinement in special medical unit ........................{]..oo dd

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

DON'T KNOW

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

................ O PLEASE PROVIDE A
................ 0 RESPONSE FOR
................ 0 EACH ITEM (a—f)

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

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

Please add any additional notes regarding this death here:

«AMLCNCOV ING




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

P
U.S. DEPARTMENT OF JUSTICE
Form NPS-4A ¥~ MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 BUREAU OF JUSTICE STATISTICS
(Addendum) 2 gl STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
k DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Official
Address Telephone
City FAX
\State Zip E-mail

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
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://bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
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, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this

address.

_J
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STATE PRISON INMATE DEATH REPORT

1. What was the inmate’s name?

Franklin Dolan

LAST FIRST M

2. On what date did the inmate die?
ol8|[1]9] [2]o]1]5]

MONTH DAY YEAR

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

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

4. What was the inmate’s date of birth?
[of8f[2][9])[1]o]6]0]

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

000080

Please Specify:

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

(o]6f[2]o] [1]o]o[3]

MONTH DAY YEAR

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

a. |ISecond Degree Murder

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

O Yes
O No
Don’t Know

11. Where did the inmate die?

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

In a segregation unit

In a special medical unit/infirmary within your
facility

In a special mental health services unit within
your facility

In a medical center outside your facility

In a mental health center outside your facility
While in transit

Elsewhere

L Please Specify:

0O 4o

000o®
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7

/

/

0

0

YES — CONTINUE TO Q13
Evaluation complete—results are pending

/
5 /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?

e 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

o 0 O 0O O

©

O

13. What was the cause of death?

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

ek ok

lliness—Exclude AIDS-related deaths [SpeCify] m———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]

v

Homicide [Describe] brain injury

v

Other cause(s) [Specify] —

]

[PLEASE
SPECIFY]

O

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
(B Inthe inmate’s cell/room
0O In a temporary holding area/lockup
0O In a common area within the facility (e.g., yard, library, cafeteria)
2 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
LO Elsewhere within the prison facility

L’ Please Specify:

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

Elsewhere
Please Specify:

O

0o0cao

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)

«ARCNAV N




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?

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ....................... ) S I R O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......c.ccceeeinnn. i [ ne O RESPONSE FOR

C. Medications ..........cccooiiiiiiiiie 0O ) TR—, 0O EACH ITEM (a—f)

d. Treatment/care other than medications .................... | ] " O dJ

€. SUMGETY ..ottt e 0......... I SO O

f. Confinement in special medical unit ......................... I O Od

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.”)

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

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

000

Please add any additional notes regarding this death here:

Autopsy is traumatic brain injury, secondary case of death is blunt force head trauma. They found
the offender unresponsive lying supine on the floor. In addition it is notated the lacerations to head

«ACCNAV ING



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

Form NPS4A  '°

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

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

i e STATE PRISON INMATE
Addendum R
( ) R DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Agg::i:s' Telephone
City FAX
\State Zip E-mail

Instructions for Completion

If no deaths occurred in 2018

You do not need to complete this form.

If you had more than one death in 2018:

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:/bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

If you need assistance. contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@rti.org

What deaths should be reported?

INCLUDE deaths of ALL persons...

EXCLUDE deaths of ALL persons...

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

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

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

e Intransit to or from your facilities while under your
supervision

e 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

e Under probation or parole supervision in your state

e 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.

y
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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
Freeman Kenneth your correctional facilities?
LAST FIRST M 0 2 2 Fi 2 0 O 6
MONTH DAY YEAR
On what date did the inmate die?
0|5 0|7 2|10 1]8 9. For what offense(s) was the inmate being held?
s YEAR a. |Unautho Entry-inh-dwell pornogrpahy-if
b. |
What was the name and location of the c.
correctional facility involved?
d |
Facility Name:
LOUISIANA STATE PENITENTIARY €.

Facility City:

Facility State:

ANGOLA LA

What was the inmate’s date of birth?

Lila][2]s][1]o]6]8]

MONTH 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:

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

O VYes
0 No
Don’t Know

11. Where did the inmate die?

O In a general housing unit in the facility or in a
general housing unit 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 0O

000

Please Specify:

A

’ A 4
¥
~

\
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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

0 No evaluation is planned —» CONTINUE TO Q13

Jkk

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

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

O Acquired Immune Deficiency Syndrome (AIDS)

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

0 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] —>
Homicide [Describe] —

o 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 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

L0 Elsewhere within the prison facility

I—P Please Specify:

0O 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 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)

000o0o
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medical
services for the medical condition that caused his/her death after admission to your correctional facilities?

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ................c..c.. ... I R O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ....c.ccccevvvvevcec i [F)venenn. s 0O RESPONSE FOR

C. Medications ..........ccccccovviinininnininiiieeccce [T, [ PR O EACH ITEM (a-f)

d. Treatment/care other than medications ...............[l].......... 0 d

O SUTTOIN sscrammanmmsusns s s SR AR [ PRRR] 172 NS O

f. Confinement in special medical unit ....................... O (|

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

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

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

000

Please add any additional notes regarding this death here:

«ARCNAV N



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

U.S. DEPARTMENT OF JUSTICE
ﬁ)rm NPS-4A wim MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 Sii-EA1} OF IOSTICE SERASTIES

L STATE PRISON INMATE -
Addend Az AND ACTING AS COLLECTION AGENT:
( ondim) R DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

Name Title
Official
Address Telephone
City FAX
KState Zip E-mail /

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:

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://bjsmci.rti.org MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
E-MAIL: bjsmci@rti.org 5265 Capital Boulevard

Raleigh, NC 27690-1652
FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@rti.org

What deaths should be reported?

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

e Confined in your correctional facilities, whether housed * Executedin your state

under your jurisdiction or that of another state e 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

e Under your jurisdiction but in special facilities (e.g., correctional facility in another state or in a federal facility
medical/treatment/release centers, halfway houses, «  Under probation or parole supervision in your state

police/court lockups, or work farms)

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

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

supervision

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

\_ J
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STATE PRISON INMATE DEATH REPORT v‘@-'*‘
What was the inmate’s name? 8. On what date was the inmate admitted to one of
Hammond Joseph your correctional facilities? N
LAST FIRST M 05 0|2 2(01]0]0
MONTH DAY YEAR

On what date did the inmate die?

0(5]||2]5 20| 1]8 9. For what offense(s) was the inmate being held?
MONIR DA HEAR a. |Hab/Attempted First Degree Roberry
b.
What was the name and location of the C.
correctional facility involved?
d.
Facility Name:
LOUISIANA STATE PENITENTIARY =
Facility City: Facility State:
ANGOLA LA
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
0 Yes
What was the inmate’s date of birth? O No
Don't K
1]2][1 ]3] [1]9]6]6 L
MONTH DAY YEAR

11. Where did the inmate die?

What was the inmate’s sex? O In a general housing unit in the facility or in a
general housing unit on prison grounds

Male ! !
O Female O Inasegregation unit -
O In a special medical unit/infirmary within your
facility
O In a special mental health services unit within
Was the inmate of Hispanic, Latino, or Spanish your facility
origin? In a medical center outside your facility
O In a mental health center outside your facility
O Yes O While in transit
e O Elsewhere

L 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:

O000B0
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YES —— CONTINUE TO Q13
Evaluation complete—results are pending

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?

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

G & B B & B

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

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

\ 4

Homicide [Describe]

v

Other cause(s) [Specify]

O

[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/lroom

O In atemporary holding area/lockup

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

(O Elsewhere within the prison facility

|—> Please Specify:

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
O Morning (6 am to Noon)
0O Afternoon (Noon to 6 pm)
O Evening (6 pm to Midnight)
O Overnight (Midnight to 6 am)

~ARCANCV ING
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O wNot APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

YES NO DON'T KNOW

SN

16. Exclyding 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?

a. Evaluated by physician/medical staff .....................[0]......... O O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......cccccceevecce [Fvnnnen. I T O RESPONSE FOR

C. Medications ..........cccoovvevvevieeieeeeiceiieiieecieeecee [C e [ Jsssmeommnnsnsa O EACH ITEM (a-f)

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

€. SUMGEIY ..o [ A ) S O

f. Confinement in special medical unit .....................(d.......... O O

“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

00

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

Please add any additional notes regarding this death here:

#ARCNAV ING




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

v’gorm NPS-4A *°

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

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

KState

Zip

Kl G gt
Nyt RTIINTERNATIONAL
FORM COMPLETED BY:
Name Title
Ag;f::':s' Telephone
City FAX

E-mail

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
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:/bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

If you need assistance, contact the data collection team at RT/ International toll-free at (800) 344-1387 or bjsmci@rti.org

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
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 f .
E— —
1. What was the inmate’s name? 8. On what date was the inmate admitted to one of
Harrison Lawrence your correctional facilities?
LAST FIRST M 017 116 2(0|01|7
MONTH DAY YEAR
2. On what date did the inmate die?
11111119 20|18 9. For what offense(s) was the inmate being held?
MONTH DAY YEAR a. IMolestation of a juvenile
b.
3. What was the name and location of the .

correctional facility involved?

Facility Name:

LOUISIANA STATE PENITENTIARY S
Facility City: Facility State:
ANGOLA 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? 2 go <
on’t Know
(o2 [2]3] [1][9o]5]3]
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 in a
Male general housi.ng unit on prison grounds
&) Eeriaie 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
Oy O In a mental health center outside your facility
Nes O While in transit
° 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:

00000
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sAre 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?

j 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***

lliness—Exclude AIDS-related deaths [Specify] ———— |ARDS (Respiratory Distress Syndrome)

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]

\ 4

Homicide [Describe]

v

OO0 0O Ooaaodao

Other cause(s) [Specify] —p

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
(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)
[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

Please Specify:

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 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)

000o0o
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medicat,
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 ...............c..c...[F)eee... [ L — O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .....c.ccccooeevveccnc [T ervennne [y Romo—— O RESPONSE FOR

C. Medications ...........ccccoevireiiniiciccnccccee [T ' CO— O EACH ITEM (a-f)

d. Treatment/care other than medications .................["].......... | N SO O

€. SUIMGEIY ..ottt ] SRR ] LN— O

f. Confinement in special medical unit ............c.ccc.c...F.......... 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
(O Deceased developed condition after admission
(O Could not be determined

Please add any additional notes regarding this death here:

«ARCNAV N
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/f

v . S. TICE
/ Form NPS-4A Rix MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 BlLJ!SERSP(:FRILTSETT;EC);#:TSISTICS
(Addendum) "‘k ; STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Official
Address Telephone
City FAX
State Zip E-mail

Instructions for Completion

If no deaths occurred in 2018:
e You do not need to complete this form.

If you had more than one death in 2018:
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:/bjsmci.rti.org

E-MAIL: bjsmci@rti.org

FAX (TOLL-FREE): (866) 800-9179

MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
5265 Capital Boulevard
Raleigh, NC 27690-1652

If you need assistance. contact the data collection team at RTI International toll-free at (800) 344-1387 or bjsmci@rti.org

What deaths should be reported?

L]

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

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.
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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 one of
AHatﬁeId John your correctional facilities?
LAST FIRST M 0|5 0|2 2101116
MONTH DAY YEAR

2. On what date did the inmate die?

0[7]]1]8 2 (o0|1]8 9. For what offense(s) was the inmate being held?
L YEAR a. ISecond Degree Murder
b.
3. What was the name and location of the C.
correctional facility involved?
d.
Facility Name:
LOUISIANA STATE PENITENTIARY €
Facility City: Facility State:
ANGOLA 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? go «
v on’t Know
[olef[of4a] [1]o]8]7]
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 in a
Male general housi_ng un{t on prison grounds
0O Female 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
o v O In a mental health center outside your facility
Nes 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:

00000E
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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

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] ——— |Cardiac 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

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

Homicide [Describe]

\ 4

OO0 0o 0Ooaoaoao

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 iliness, intoxication, or AIDS-related

O In the prison facility or on the prison grounds

(O In the inmate’s cell/room

In a temporary holding area/lockup

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

[PLEASE <
SPECIFY]

O00o0ooooo

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?
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)

000o0o
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medical |
services for the medical condition that caused his/her death after admission to your correctional facilities ?

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ...........c.cc...c....F] oo I Y O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .....ccccoovvvevveccci[Tovennenn Fherseonssons 0O RESPONSE FOR

G MedICAtTNS . convsevremmmmsmmmsmmnummsasmsmssna o o = Jensmaoeni O EACH ITEM (a-f)

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

€. SUMGETY .ttt O, O

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

00

Please add any additional notes regarding this death here:

«AMRCNCV ING
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