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

/ Form NPS-4A
(Addendum) '1"3&

N MORTALITY IN CORRECTIONAL INSTITUTIONS 2018
. T STATE PRISON INMATE
L DEATH REPORT

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

FORM COMPLETED BY:

\State

Name

Official
Address

City

Zip E-mail

Telephone

Title

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:

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

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

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

fa

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

m

police/court lockups, or work farms)

In

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
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?

Hue Dean

LAST FIRST Mi

On what date did the inmate die?
0|6 0|5 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?

lof[s][of3] [1]9[7]9]

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

00000E

Please Specify:

8.

9.

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

0|5]||0]3]| |2]0[1]2

MONTH DAY YEAR

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

b.L

a. 1Second Degree Murder —l

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 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:

ANV ING
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ST —— B

12. 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

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

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

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

O

& 0O

1 P 1 I

0o 3a

lllness—Exclude AlDS-related deaths [Specify] —0p

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] —— |[Fentanyl Intoxication

v

Accidental injury to self [Describe]

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

v

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

v

v

Homicide [Describe]

v

Other cause(s) [Specify]

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

a

[PLEASE
SPECIFY]

NOT APPLICABLE—Cause of death was iliness, 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

(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> Please Specify:

15. When

0o0ao

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)

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

YES NO DON'T KNOW

16. Exoluding 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 .................... [ S ] R—— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......cccccoevnnn... [ S [ —— O RESPONSE FOR

. *MBTICATONS ... nmemsmomsnsis 85130008883 TSR Srrmmnnmrms [y T ey RN O EACH ITEM (a-f)

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

8. SUMGEEY oy &........ O O

f. Confinement in special medical unit ......................... &...... | d

“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

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
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OMB No. 1121-0243 Approval Expires 03/31/201S

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

U.S. DEPARTMENT OF JUSTDCA

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.
¢ 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 Intemational 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

Form NPS4A > BUREAU OF JUSTICE STATISTICS |
(Addendum) 3 ‘%‘ f STATE PRISON INMATE AND ACTING AS COLLECTION AGENT. |
& DEATH REPORT RTIINTERMATIONAL
FORM COMPLETED BY:

Name Title

Ag:ifll' 2‘:" Telephone

City FAX
State Zip E-mail j

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, gathenng
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice 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?

Jack Michael

LAST FIRST M/

On what date did the inmate die?

0|1ﬂ 0|1||2 0|18

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?

L112][1]9] [1]o]6[7]

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

O0000®0o

Please Specify:

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

o[1][o]1] [2]of1]8 x

MONTH DAY YEAR \/

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

4. |Aggravated Crime Against Nature P
5. 7
c.
. C ||
e.
10. Since admission, did the inmate ever stay b
overnight in a mental health facility?
0 Yes
O No
Don't Know
:
11. Where did the inmate die?
In a general housing unit in the facility or in a
general housing unit on prison grounds :
O In a segregation unit s
O In a special medical unit/infirmary within your '
facility :
O In a special mental health services unit within
your facility
O In a medical center outside your facility
O In a mental health center outside your facility !
O While in transit :
O Elsewhere
Please Specify:

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

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

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

No evaluation is planned — CONTINUE TO Q13

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

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

Acquired Immune Deficiency Syndrome (AIDS)

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

Accidental injury to self [Describe] >

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

v

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

v

v

Homicide [Describe]

0 o0 0o 0O0O000o0oa0o

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]

0O00000o

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

L—> Please Specify:

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

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

00oao

~AMLENAV 1IN



S

<
16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medic
services for the medical condition that caused his/her death after admission to your correctional facilities7 |
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) ........cccccoeerecc T [y DR— O RESPONSE FOR

C. MediCations ........cccuveeveeeeveeereveesiieeesiieeensneeeeeeee e [ oo |3 (RR——. O EACH ITEM (a—f)

d. Treatment/care other than medications .................. ) SRR (=) T O

€. SUIGEIY ..ottt O O

f. Confinement in special medical unit ..................(“].......... Elins O

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

“Pre-existing medical condition.”)

0

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

0oB0o

Please add any additional notes regarding this death here:

»~ACCNIAV IN




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

BUREAU OF JUSTICE STATISTICS

/ Form NPS4A _ *~  MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 U.S.DEPARTMENT OF JUSTICE

(Addendum) "\“ 'y

wib. e STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:

DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

Name Title
Official
Address Telephone
City FAX
KState 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

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?

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...
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

¢ 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.

X,

J
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Q" |
R
STATE PRISON INMATE DEATH REPORT v‘;&“‘(
— < ‘
1. What : , 8. On what date was the inmate admitted to one
Was the inmate’s name? your correctional facilities?
Jackson Tyrone
0l4l]2]5 1191915
Last FIRST Mi
MONTH DAY YEAR \
2. On what date did the inmate die?
1731 2101113 9. For what offense(s) was the inmate being held?

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

4. What was the inmate’s date of birth?
111 111 119171

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

0O0o0oomao

Please Specify:

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

11. Where did the inmate die?

a.

b.

C.

0

O No
Don’t Know

O

80

O0ooo O

Second Degree Murder

—

Yes

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:

«ACENOV 1IN,
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Are the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or
v review of medical records) available to establish an official cause of death?

YES —— CONTINUE TO Q13
0O 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

0 No evaluation is planned —» CONTINUE TO Q13

b

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

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

Acquired Immune Deficiency Syndrome (AIDS)

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

Accidental injury to self [Describe] »

during transport) [Describe] >

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

v

Homicide [Describe] —>

O
O
0
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

0 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

A

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 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)

00o0oo

« ANV N
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medicz;
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 .....................[T)......... [ S d PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ........coccooeerer (Thoonn [ ——— O RESPONSE FOR

C. MOAICAIONS ..o sissisosmossisscsasssivessesmormsssissessrsans f@ Jisusonesd 3 . O EACH ITEM (a-f)

d. Treatment/care other than medications ................[7}........ [ 0

B UGB cin.iiiviisonibrsisiivesvigboonricbeititabiibnisnienabnammmend (5 CNRE = SR O

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

0®0

Please add any additional notes regarding this death here:

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

_7/Form NPS-4A .

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

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

q‘\.
1% o STATE PRISON INMATE
Addendum 3 ;
( RN Y DEATH REPORT RTIINTERNATIONAL
—
FORM COMPLETED BY:
Name Title
Official
Addrons Telephone
City FAX
Qte 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@srti.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 Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.

8
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STATE PRISON INMATE DEATH REPORT V<

What was the inmate’s name?

@mson Christopher
LAST FIRST M

On what date did the inmate die?

0 9—|[1 8 |2|0|1l8

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?

o(6||1[4] (2]|0]1]53

LOUISIANA STATE PENITENTIARY

Facility City:

Facility State:

ANGOLA LA

What was the inmate’s date of birth?

[o]s][o]e6] [1]o]6]7]

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

0000E0o

Please Specify:

MONTH DAY YEAR

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

a. |Armed Robbery

b.|

C.

d.L

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

0O 00

000®

Please Specify:

«ACCNAV 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
0 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

U 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] —— |Stroke

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 OO 00¢

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

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 i
(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
LD Elsewhere within the prison facility

l—’ Please Specify:

A

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)

00oo

ANV ING



16. Excluding emergency care provided at the time of death, did the inmate receive any of the following .n:ne‘dicali k
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).......... Y PR, O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ... ) oo 2 esnmmeivisns O RESPONSE FOR

C. Medications .......cceeeeveeeiveeeeieeniieieceieeesiineeeesieeeesene [ oo I [ O EACH ITEM (a-f)

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

€. SUIGEIY ...t O O

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

0oB0

Please add any additional notes regarding this death here:
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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 NPS<4A ¥~  MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 _U.S.DEPARTMENT OF JUST'CN

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.orq 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 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 * Executedin your state

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

e Under your jurisdiction but housed in private correctional state

facilities, whether located in or out of state 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 Intransit to or from your facilities while under your the time of death

supervision

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

e _J
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STATE PRISON INMATE DEATH RE v‘:}@
\ <

: n what date was the inmate admitteq to o,
" ‘I’_\’hmm‘Sthe Tmate’s name? > )(/)ourcorrectional facilities? By
acoste nneth
a of7][1]6] [2]0[1]3]
tasT FIRST Ml
MONTH DAY YEAR \
2.

On what date did the inmate die?

| he inmate being helq?
- |2 0j1]8 9. For what offense(s) was t g held

MONTH DAY YEAR a. h—{ypertension Gerd
b. | ’
3. What was the name and location of the c.
Correctional facility involved?
d.
Facility Name: J
LOUISIANA STATE PENITENTIARY & !
Facility City: Facility State:
EN
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
0 Yes
4. What was the inmate’s date of birth? 2 No
Don’t Know
0|2 | [11]7 119(7|6
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
[l\:/lez-lr:aale In a segregation unit
;n e.ll‘tspemal medical unit/infirmary within your
acility
. O Ina spegigl mental health Services unit within
6. Was the inmate of Hispanic, Latino, or Spanish A
L bk O Inamedical center outside your facility
7 O Inamental health center outside yoyr facility
O Yes O While in transit
NG 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 3
Native Hawaiian or Pacific Islander

Some other race
L—b Please Specify:

00000
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4. 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

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

0 No evaluation is planned —» CONTINUE TO Q13

13. What was the cause of death?

a
g
O
o
g
O
O

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

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——

Accidental injury to self [Describe]

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

during transport) [Describe]

»
»

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

v

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

Cardiac Arrest

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

a

[PLEASE
SPECIFY]

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

O In a temporary holding area/lockup
J O In a special medical unit/infirmary

O In a segregation unit

LO Elsewhere within the prison facility

O In a special mental health services unit

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)
0O Elsewhere

Please Specify:

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

EICI EIE]

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

#ACCNAV 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 .....................[F).......... |1 R— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ....c.c.ccccoerecccc [T v [ T O RESPONSE FOR

C. Medications .......cccevveveeeeieieieseeeeseeieneeeeeseeee e [P e [Flousmesmmens O EACH ITEM (a-f)

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

€. SUIGEIY ...t O O

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

0oB0

Please add any additional notes regarding this death here:

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

Form NPS-4A . °°
(Addendum) ' ‘k‘

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 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...

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

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

-
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STATE PRISON INMATE DEATH REPORT

On what date did the inmate die?

018|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?

O|3[[1]|3]([1]9]4]09

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:

\
1. What was the inmate’s name? 8. On what date was the inmate admitted to one of
Landry Ray your correctional facilities?
LAST FIRST Ml 0 1 2 6 1 9 7 9

MONTH DAY YEAR

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

a. |Armed Robbery

b. |Aggravated Rape
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

L Please Specify:

O 00O

0o00o.

/ /7?"11
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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
0 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] —p hemmorrhogic shock

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 O 0O

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

v

a

Homicide [Describe]

v

v

O Other cause(s) [Specify]

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

0O In the prison facility or on the prison grounds
(O In the inmate’s cell/room
O In a temporary holding area/lockup
O In a common area within the facility (e.g., yard, library, cafeteria)
[PLEASE P 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

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)

oooao
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16. EX(:lyding emergency care provided at the time of death, did the inmate receive any of the following medicalj
Services for the medical condition that caused his/her death after admission to your correctional facilities?

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ......................F...... [ Im— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ....ccccccevvvveiccc [ ovvenene {3 Fossssesescasnas O RESPONSE FOR

C. Medications .......cc.eeeouveeeeeeeeeeeeieeeieeeeereesieessnneessee [P e O O EACH ITEM (a—f)

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

[ TR 0] ([ Y N SRS NS SO SO, O, O

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

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

Form NPS-4A = . %™

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018
T STATE PRISON INMATE
(Addendum) £ \7g DEATH REPORT

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

RTIINTERNATIONAL

FORM COMPLETED BY:

Name

Official
Address

City

\State

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 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?

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
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 T
What was the inmate’s hame? 8. On what date was the inmate admitted to one of
Larocca Victor your correctional facilities?
LAST FIRST M 0(9](0]9]]2(0]|1]3 N\
MONTH DAY YEAR

On what date did the inmate die?
0|2 01 2lof1]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?
111 113 119165

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:

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

a.

Simple Burglary

b.

Dist/Poss legal drug

C.

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

0
a

Yes
No
Don’t Know

11. Where did the inmate die?

]

O 0O

Oo0ooo

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:

«ARCNAV NG



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

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

_/ L 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

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

lliness—Exclude AIDS-related deaths [Specify] ——p Liver and Renal failure

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——

Accidental injury to self [Describe] »

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

v

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

v

Homicide [Describe]

v

OO0 0o OO 00\

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

O In a temporary holding area/lockup

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

SPECIFY] O In a special mental health services unit

O In a segregation unit

O On death row, special unit awaiting capital punishment

L0 Elsewhere within the prison facility

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 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

«ARCNAV ING
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following Medic

services for the medical condition that caused his/her death after admission to your correctional facilltia,ﬁ?
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).......... [is) e esnassveivions O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......cccconvevces [T)vrennnnn [T} ioeeemsessasns O RESPONSE FOR

C. Medications ..........cccoeveerieiiiiiiiniiiiiineeneneeeeee e [T e [ RRErmpSNES O EACH ITEM (a-f)

d. Treatment/care other than medications .................T).......... I OO O

€. SUIGETY ...c.oviieieieeeeeere et 1 I ) . O

f. Confinement in special medical unit .......................]).......... |9 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:

«ACCNCAV N



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

Form NPS-4A .
(Addendum) "&
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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 Title
Official
Address Telephone
City FAX
State Zip E-mail /
i
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?

fa

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

supervision

cilities, whether located in or out of state

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 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

12. Ares

1.  What was the inmate’s name?

Lewis Sugar

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

LAST FIRST M

2. On what date did the inmate die?
011 2|1 2o 1]s

MONTH DAY YEAR

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

0/3(]/2]8]1]2]0]0]0

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City: Facility State:
ANGOLA LA

4. What was the inmate’s date of birth?
0(9 113 119156

MONTH DAY YEAR

5. What was the inmate’s sex?

Male
O Female

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

O VYes
No

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

0000®0

10. Since admission, did the inmate ever stay

11. Where did the inmate die?

Please Specify:

MONTH DAY YEAR

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

a. |[Hab/Obsencinity
b.

C.

overnight in a mental health facility?

O VYes
O 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

=80

0000 O

Please Specify:

«ACCNCV NG
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i2. 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***

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

Homicide [Describe]

v

OO0 o oaaodoo

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 4 O In a special medical unit/infirmary
SPECIFY] O In a special mental health services unit
O In a segregation unit
O On death row, special unit awaiting capital punishment
LO Elsewhere within the prison facility

L’ Please Specify:

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

|—> Please Specify:

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

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

00o0oa

«ANCENAV ING
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following mediicy r\
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 .............ccccc. . [ [)ssessasaena O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......cccccevvvevecrci [T evenene ' O RESPONSE FOR

C. MEICALIONS .........vooovovveerericinssnesesesissssssesessess e[ Dhone [ WOA— O EACH ITEM (a-f)

d. Treatment/care other than medications .................... I Y [~ "ER— O

0, UMY xncuimnsinsssxsunsdives soas oA R 3k Samimmsomnnrad S [ PR ] 'S—— 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
(O Deceased developed condition after admission
(O Could not be determined

Please add any additional notes regarding this death here:

“ARCNAV IN.,



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

(Addendum) ‘-* ; STAJS:TT-:SROE':’(';“RMI’ATE AND ACT;N:I::ECR?‘L::(;::: AGENT
FORM COMPLETED BY:
Name Title
Ag:!ﬂr:isas' Telephone
City FAX
Qate 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 RT/ 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 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
mthe inmate's name? 8. On what date was the inmate admitted to one of
Matthe Lee your correctional facilities?
WS
LAST FIRST M 013|311 1191816
MONTH DAY YEAR

2. On What date did the inmate die?

MONTH DAY YEAR

6. Was the inmate of His
origin?

O Yes
No

Panic, Latino, or Spanish

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 3

Native Hawaiian or Pacific Islander
Some other race

00000

3. Whatwas the name and location of the
Correctional facility involved?
Facility Name:
‘LOUISlANA STATE PENITENTIARY j
Facility City: Facility State:
‘ANGOLA LA
4. What was the inmate’s date of birth?
LT [ATo] [ TsTaTe
MONTH DAY YEAR
5. What was the inmate’s sex?
Male
O Female

L | prease Specify:

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

3 |second degree murder

b.

C.

e.L

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

O VYes
No
Don't Know

11. Where did the inmate die?
O Ina general housing unit in the facility or in a
general housing unit on prison grounds

In a segregation unit
In a special medical u
facility

In a special mental health
your facility

In a medical center o
In a mental health ce
While in transit
Elsewhere

nit/infirmary within your

(o S

services unit within

utside your facility
nter outside your facility

oooo

Please Specify: \
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\

/

P

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?

0

o

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

s 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 o0 O O0a0a0O0

liness—Exclude AlDS-related deaths [Specify] ———»

Acquired Immune Deficiency Syndrome (AIDS)

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

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

Cardiac 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]

Homicide [Describe]

v

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

a

[PLEASE
SPECIFY]

In the prison facility or on the prison grounds
(O 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

0ooooooao

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:

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 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)

«~ACCANCV IN.
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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 ..........ccccooccec.F]oinnenn [ O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......ccccevrevrevecc[Z) evenene Esonsmis 0O RESPONSE FOR

€. 'MEAICAtIONS. ..ccuiv.mmessiassssssssssssssisvmnsssssssisssiusssassnvsnssa i ¥ s ansnsane [ . O EACH ITEM (a-f)

d. Treatment/care other than medications .................[r].......... | S L O

€. "SUNGBIY iu.. ivinnesievussnassssnsssssiadissisisssimsanssnsisssissgssismsansies O O

f. Confinement in special medical unit .............c.cc..... Ol 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
(O Pre-existing medical condition

Deceased developed condition after admission
O Could not be determined

Please add any additional notes regarding this death here:

«ARCNAV 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) .“;'i j : STA[T)E:TT-:SROE':’:;‘RMI'ATE AND ACTING AS COLLECTION AGENT:
et RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Abdrias Telephone
City FAX
Ksmte 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.

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 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

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

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 eslimate 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

/
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STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?

Melinie Vandyke

LAST FIRST Mi

On what date did the inmate die?
0|3 2|2 2018

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?
lof8][of4] [1]9]4]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

O00O00.

Please Specify:

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

0]3

217111191819

MONTH

DAY YEAR

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

a.

b.

C.

Armed Robbery

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

80

0000 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:

«ACNAV IN
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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

0
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***

60 0 0o 604

lliness—Exclude AlDS-related deaths [SpecCify] —— Cardiopulmonary Arreset

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

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

4

Homicide [Describe]

v

Other cause(s) [Specify] >

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

8]

[PLEASE
SPECIFY]

)
O

NOT APPLICABLE—Cause of death was iliness, 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)
3 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:

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

l—b Please Specify:

15. When

0000

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)

« ANV N

LS |



—

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

~0 Q00O

YES
Evaluated by physician/medical staff ......................[@- ...
Diagnostic tests (e.g., X-rays, MRI) .....c.ccoevevveccs [T v evvnen
WIBRIGANIONS .....oppssusssussmmsmmmamminssssmsssenstonmniadinsse [P roceess)
Treatment/care other than medications ..................[7]..........
SUTGERY s+ ts ek ceusosessstusonssnnsssssssnsssasssssssnsssstssasssssviiasaasss | I
Confinement in special medical unit ........................[«]..........

NO DON'T KNOW

' IR O
[Jeeeeeeeeeon O
i R 0O
O O
............... 0
K EO— (|

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

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:

SANCNAV N



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

Form NPS-4A v

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS

(Addendum) \“”’; ’ STAJE:TT':SROE';L:‘RMI'ATE AND ACTING AS COLLECTION AGENT:
e RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Ag(fif::Isasl Telephone
City FAX
Qte Zip E-mall /

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

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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On what date did the inmate die?

0(9]1111]9 210 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([1[8] [1]9]6]|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

00000B

Please Specify:

MONTH DAY YEAR

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

3. [Second Degree Murder

B &
S =

0,3?3&“'
s —

STATE PRISON INMATE DEATH REPORT &&5,‘\ o
g (=

[ : — &
1. What was the inmate’s name? 8. On what date was the inmate admitted to or,.. .,
Motley Franklin your correctional facilities?

LAST FIRST M 0|5(|(2]4||2|0]0 |4 [ N

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

80

0000 O

Please Specify:

#ACENAV N
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n

0
9@ Are the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or F
0. review of medical records) available to establish an official cause of death?

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

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

O No evaluation is planned — CONTINUE TO Q13

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

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

0 04 8 O

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

v

Homicide [Describe]

v

& &

Other cause(s) [Specify] - ﬁ

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 f
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 15
L0 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
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)

00ooo

~ANRCANICV ING
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the fc?llowing 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)......... [y D— O PLEASE PROVIDE A
b. Diagnostic tests (€.g., X-rays, MRI) .............ccocevecc{Thovrnnnnn 3 0O RESPONSE FOR

C. Medications .......c.eeeveveveevveenveeereeeeeeeeeieeeeeveeeeeseees 7 b [t O EACH ITEM (a—f)

d. Treatment/care other than medications .................[")o........ | I O——,) a

B, SUTIOTY cxcsnsenssnrresnevassisiissssiassnxuonssasssssissimmssarssnsimssisss | R 7 (IE—. O

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

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

Please add any additional notes regarding this death here:

~ARCANCAV I



~ Form NPS-4A >

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

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

(Addendum) 'lw."-n.*r e 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

E-mail

Zip

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:

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

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

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 A

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

1. What was the inmate’s name?
Mozer Jack
LAST FIRST M

2. On what date did the inmate die?
1101119 2|lo0|1]8

MONTH DAY YEAR

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

0(7|(1]1](2]0[1]8

Facility Name:

LOUISIANA STATE PENITENTIARY

Facility City: Facility State:
ANGOLA LA

4. What was the inmate’s date of birth?
0|7 211 1191313

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

O00000.

Please Specify:

MONTH DAY YEAR

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

a. lIndec-Behavior- Juveniles

b.

C.

10. Since admission, did the inmate ever stay

overnight in a mental health facility?

O VYes
d No
Don’t Know

11. Where did the inmate die?

O Ina 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

O0ooo O

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

O
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

13. What was the cause of death?

a
a
O
a
(]
0
(]

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

Acquired Immune Deficiency Syndrome (AIDS)

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

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

ek ok

Sepsis

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]

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

0O

[PLEASE
SPECIFY]

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

A

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

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

O On death row, special unit awaiting capital punishment

LP Please Specify:

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

O

Elsewhere

|—> Please Specify:

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

000oo

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

~ACCANCV ING
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medicai ™
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) ... I P— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .....ccccevivveccc [T oo ] 0O RESPONSE FOR

C.. 'Medications............ossssssmmsimemsa i ssesl# Loe seesasns i RO O EACH ITEM (a-f)

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

€. SUMGEIY ..o I — | FY) F——

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
(O Deceased developed condition after admission
O Could not be determined

Please add any additional notes regarding this death here:

«ACCNAV ING




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

v/
U.S. DEPARTMENT OF JUSTICE
ﬁrm NPS-4A ¥= MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 BUREAU OF JUSTICE STATISTICS
(Addendum) BL A STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
,5‘ DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Official
Add:zlsas Telephone
City FAX
KState 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?

e In

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)

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

=

a 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

- 7
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STATE PRISON INMATE DEATH REPORT

2. W&

What was the inmate’s name?

Polk Robin

LAST FIRST MI

On what date did the inmate die?

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

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?

Ltl2)foft1][1]ofs5]2]

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?

L2 [2]1] [1]efs]1]

MONTH DA YEAR

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

a. |Aggravated Rape

b.[ 1

C.

d.L

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

L Please Specify:

80

0000 O
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12. Are the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or
review of medical records) available to establish an official cause of death?

O YES —— 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***

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

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——

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

v

O
O
0 Accidental injury to self [Describe] »
O
O

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

v

Homicide [Describe]

\ 4

0O O

Other cause(s) [Specify]

A 4

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

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

LP Please Specify:

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

Please Specify:

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

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

00ooao
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O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ......................(J......... [ O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ..o D)o [ SRS O RESPONSE FOR
C. MediCationsS ....ccveeeeeeeeeeeeeeeeeieeeeeeeeeiieeeeeeeesineeeeee e [ ) [ CR—— | EACH ITEM (a—f)
d. Treatment/care other than medications ..................[].......... | d
B, SHTGEIT . .o or i arm s [ R [~ [F——— O
L f. Confinement in special medical unit ............ccccoooco... .. I O

16. Excluding emergency care provided at the time of death, did the inmate receive any of the fc_>|lowing _n.u?dicalt‘
services for the medical condition that caused his/her death after admission to your correctional facilities?

“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

080

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:

«ACCNAV ING




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

BUREAU OF JUSTICE STATISTICS
(Addendum) '.‘“'; i STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:

DEATH REPORT RTI INTERNATIONAL

Form NPS<4A =+~  MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 U.S.DEPARTMENT OF JUST'CE\

FORM COMPLETED BY:

Name Title
1 Official
Address Telephone
City FAX
the 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.orq 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 ¢ 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

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

supervision

BURDEN STATEMENT
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary dala, and completing and reviewing this form. Send comments regarding this burden eslimate or any aspect of this survey, including suggestions for
reducing this burden, to the Direclor, Bureau of Juslice 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 é@* s
v
1. What was the inmate’s name? 8. On what date was the inmate admitted to one of
Redic Alvin your correctional facilities?
LAST FIRST M 0 4 1 3 1 9 l 8 I 1 l
MONTH DAY YEAR

2. On what date did the inmate die?

011 l I 1 12 | I 2 ] 0|1 ] 8 9. For what offense(s) was the inmate being held?
MONTH DAY YEAR a

- |Aggravated RApe

b. [Aggravated Crime Against Nature |

3. What was the name and location of the c.
correctional facility involved? Armed Robbery
d | |

Facility Name:
LOUISIANA STATE PENITENTIARY 8y
Facility City: Facility State:
ANGOLA LA
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
0 Yes
4. What was the inmate’s date of birth? 2 go K
on't Know
[1lof[2]6] [1]9]46]
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 housing unit on prison grounds
Bl <Farils O In a segregation unit
O In a special medical unit/infirmary within your
facility
O In a special mental health services unit within
6. Was the inmate of Hispanic, Latino, or Spanish your facility
origin? In a medical center outside your facility
O v O In a mental health center outside your facility
Nes O While in transit
0 O Elsewhere
Please Specify:

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

Please Specify:

0O000/0
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x i2. 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?

B 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?

Accidental injury to self [Describe]

during transport) [Describe]

intentional drug overdose) [Describe]

Homicide [Describe]

Other cause(s) [Specify]

O Acquired Immune Deficiency Syndrome (AIDS)

lliness—Exclude AIDS-related deaths [SpeCify] a——p

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

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

Septic Pneumonia

»
>»

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

v

v

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

4

fu!

[PLEASE <
SPECIFY]

ooooooo

ey

O In the prison facility or on the prison grounds

In the inmate’s cell/room
In a temporary holding area/lockup

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

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-P Please Specify:

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

Please Specify:

oooo

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

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

«~ARCACV ING
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medic
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 ............ccccccc.... .G onennn. (] E—— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......cccccccvvvemveeccecs [T envene [ E— O RESPONSE FOR

C. Medications .........cccccccvenreierciercnniinnrncsencnsseseees [ [ = EACH ITEM (a—f)

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

0. SUTGBTY .csscisvussisssstansssisisinsssssssisssssssmsisasssssssssassasssadss 0. () O

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

al |

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:

«~AOCNAV NG
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OMB No. 1121-0249 Approval Expires 03/31/2019

Form NPS-4A
(Addendum) © ¥

.; -
w5

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:

\State

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.
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?

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

burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this

address.

_
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1.

STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?

Reynolds James

LAST FIRST M

On what date did the inmate die?

0O[4]|]]0|3 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?

o(7(|O0[1] |1]9]|6]|7

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

O0000om0o

Please Specify:

a.

b.

C.

8. On what date was the inmate admitted to one of
your correctional facilities?
0(4(]|2]7 119 (8|7
MONTH DAY YEAR
9. For what offense(s) was the inmate being held?

First Degree Murder

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

O
a

Yes

No
Don't Know

11. Where did the inmate die?

a

0O 0O

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

L Please Specify:

#wACCNOV IN
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;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

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

liness—Exclude AIDS-related deaths [Specify] —— |Caridopulmonary 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 0 0o 0O

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

O In the prison facility or on the prison grounds

(O In the inmate's cell/room

O In a temporary holding area/lockup

O In a common area within the facility (e.g., yard, library, cafeteria)
[PLEASE J O In a special medical univinfirmary

SPECIFY] O In a special mental health services unit

O In a segregation unit

O On death row, special unit awaiting capital punishment

(O Elsewhere within the prison facility

l—’ Please Specify: *

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

‘—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)

00oaoo

~ACCNCV IN.
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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 ..............ccccccc... [T [ (| PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......ccccevevveeeccccc[D)eeeneeen. [ ssvvnness B | RESPONSE FOR

€. Medications «uussessssunssmsimmmmiisvssssassssssssssisssd  ossossans I (| EACH ITEM (a-f)

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

8. SUIIONY sl Ol (|

f. Confinement in special medical unit .............cccccco.. [ [ A1 (|

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 ING



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

KState

Zip

Form NPS-4A R MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 Bg:;sz";m:gg:g#:ﬁgﬁgs
(Addendum) | !’*: i STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Agf,?:':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 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

é BURDEN STATEMENT \
Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering
necessary data, and compleling and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address
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STATE PRISON INMATE DEATH REPORT o ¢
1. What was the inmate’s name? 8. On what date was the inmate admitted to one of \
Roberts Harry your correctional facilities?
LasT T P ofo][1]9] [1]9]7]4
MONTH DAY YEAR
2. On what date did the inmate die?
011 l 1 l 1 1 | 2 | 0 | 118 I 9. For what offense(s) was the inmate being held?
i L VEAR a. |First Degree Murder
b.
3. What was the name and location of the C.
correctional facility involved?
d.
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?
0O Yes
4. What was the inmate’s date of birth? 2 B‘O
on’t Know
L1l1fo]8] [1][e]5]4]
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 housing unit on prison grounds
& 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:

000080
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"12. Are the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or
review of medical records) available to establish an official cause of death?

0 YES — 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 [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]

\ 4

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

v

\ 4

Homicide [Describe]

O« B 6 G044

Other cause(s) [Specify]

v

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

00000000

r

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)

oooo
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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 ......................f] e ) R, O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ....ccccccocvvvviccccc [T cvvennne [} ereveenesnss O RESPONSE FOR

C: Medications...........usismsssimsasisssss et s bissdd Clissssisn O EACH ITEM (a-f)

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

€. SUMGEIY ..ottt O O

f. Confinement in special medical unit ............ccccecee.. D O O

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

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

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

Please add any additional notes regarding this death here:

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

.S. DEPARTMENT OF JUSTICE
Form NPS-4A  *~ _ MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 U DEPARTHENT O JusTice

(Addendum) ‘1'-;-_‘-,.; ; : STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
2 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 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 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 * Executedin your state

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

e Under your jurisdiction but housed in private correctional state

facilities, whether located in or out of state * Under your jurisdiction but housed in a state-operated
«  Under your jurisdiction but in special facilities (e.g., correctional facility in another state or in a federal facility
medical/treatment/release centers, halfway houses,

a e Under probation or parole supervision in your state
police/court lockups, or work farms) P P P y

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

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

supervision

& 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. )
N
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STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?

Rose Calvin

LAST FIRST Mi

On what date did the inmate die?

0] [1]8] [2]e] s

MONTH YEAR

1
DAY

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]8f[of4][1]o]5]5]

MONTH DA 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

O0000oE0Oo

L——> Please Specify:

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

015

2(3( (1988

MONTH

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

DAY YEAR

a.

Second Degree Murder

b.|

C.

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

0
a

11. Where did the inmate die?

O

80

00600 o

Yes
No
Don’t Know

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:

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

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

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

No evaluation is planned —» CONTINUE TO Q13

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

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

Acquired Immune Deficiency Syndrome (AIDS)

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

Accidental injury to self [Describe] >

during transport) [Describe]

v

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

 Z

Homicide [Describe]

v

O
O
U
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

L” Please Specify:

[PLEASE <
SPECIFY]

O0o0o00oooo

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)

000oo
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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 ...................[J........ I S O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......cccccovvvvccccs D enrnne. [ T O RESPONSE FOR

C. Medications ........cccceeevevieveeieieneeneceeiceieseeeee s [P I T | EACH ITEM (a-f)

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

€. SUMGETY ...ttt [ TN 77 R—— 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

00O

Please add any additional notes regarding this death here:

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

o

Form NPS-4A

o -

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS

(Addendum) 1T STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
DEATH REPORT RTIINTERNATIONAL
FORM COMPLETED BY:
Name Title
Ag;f::;a; 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 RT! International toll-free at (800) 344-1387 or bjsmci@rti.org

What deaths should be reported?

fa

m

. 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

addre

BURDEN STATEMENT

Under the Paperwork Reduction Act, we cannot ask you to respond to a collection of information unl_ess it displays a currently valid OMB control number. The
burden of this collection is estimated to average 30 minutes per each reported death, including revie_wmg 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.

.
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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
SChoening Kristopher your correctional facilities?
LasT o 7 o[3][2]o][2]o]o]o0
MONTH DAY YEAR
2. On what date did the inmate die?
0|6 0|5 20| 1]8 9. For what offense(s) was the inmate being held?
MONTH DAY YEAR a. |Aggravated Rape
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?
O Yes
4. What was the inmate’s date of birth? O No
Don’'t Know
[o][2]]of2] [1]9]8]0]
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 housing unit on prison grounds
O Female O In a segregation unit
O In a special medical unit/infirmary within your
facility
O In a special mental health services unit within
6. Was the inmate of Hispanic, Latino, or Spanish your facility
origin? In a medical center outside your facility
O v O In a mental health center outside your facility
Nes O While in transit
° 0O Elsewhere
L 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
O Native Hawaiian or Pacific Islander
O Some other race
Please Specify:

H#AMRENCV ING
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D

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

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

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

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

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

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

[J liness—Exclude AlDS-related deaths [Specify] ——p

Acquired Immune Deficiency Syndrome (AIDS)

O 0O

Accidental alcohol/drug intoxication [Describe] ——

«©

Accidental injury to self [Describe] » Blunt Impact Trauma brain injury

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]

0O a o0 0O

Other cause(s) [Specify]

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

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

LP Please Specify:

[PLEASE p
SPECIFY]

0oOoooooo

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

L—b Please Specify:

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

O

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

000
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16, Elcludlng 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?

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ... [y Y (2 PR O PLEASE PROVIDE A
b. Diagnostic tests (€.9., X-rays, MRI) .. g RO (S )ossssmnsns 0O RESPONSE FOR

€. MedICatioNS ..o s et r e e e e E)scast iy B O EACH ITEM (a-1)

d. Treatment'care other than Medications ... Q... Q. a

e Surgery............. A BRI ... I R 0

f. Confinement in special medical unit ... A (- | I —— ()

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
QO Could not be determined

Please add any additional notes neg?-ding this death here:
intracranial hemorrhage secondary to accidental fall.

« ATV W\




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

S. MENT OF JUSTICE
Form NPS-4A = . V> MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 BgsegLEJPoAIBIUSTICE STATISQ

Addendum) | Ty i X 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 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 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 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

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

mepical/treatmenﬂrelease 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 Intransit to or from your facilities while under your the time of death

supervision

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

\ address. J
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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
Smith Carl your correctional facilities?
LAST FIRST M| 1 0 2 8 1 9 8 8
MONTH DAY YEAR

2. On what date did the inmate die?

0]2 119 2o 1|8 9. For what offense(s) was the inmate being held?
MONTH DAY HEa a. |First Degree Murder
b.
3. What was the name and location of the c.

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 VYes
4. What was the inmate’s date of birth? 0 No
Don't Know
112]|[1]8] [1]9]3]4
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 housing unit on prison grounds

O In a segregation unit

D Female 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

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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_. 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***

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

Acquired Immune Deficiency Syndrome (AIDS)

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

v

Accidental injury to self [Describe]

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

v

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

v

Homicide [Describe] —

0O 0 0O oaodoOo

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 Inthe inmate’s cell/room

O In a temporary holding area/lockup

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

0 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 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)

000aOo
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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 .......................[T}.......... i/ N— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .........ccooooerveeee [T horernnnn. iy r— O RESPONSE FOR

C. Medications ..o [T [ [ TEST— O EACH ITEM (a-f)

d. Treatment/care other than medications .................... O, 4

€. SUIMGEIY ..ottt ettt er s [ ) | S——— 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
(O Deceased developed condition after admission
O Could not be determined

Please add any additional notes regarding this death here:

«~ACCNAV N



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

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

U.S. DEPARTMENT OF JUSTICE

Form NPS4A "™ BUREAU OF JUSTICE STATISTICS
(Addendum) “& : STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
X2 DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Official
Address Telephone
City FAX
Qate 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 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?

. 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

¥

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

What was the inmate’s name?

Thorne Kendrick

LAST FIRST MI

On what date did the inmate die?
0|4 117 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?

Lo 1){]lof [1]o]7]0]

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

0000®0O

L-—> Please Specify:

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

9.

your correctional facilities?

019](3]/0 210012

MONTH DAY YEAR

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

a. |Attempted Second Degree Kidnapping

b. [Aggravated Burlary —|

¢ |Forcible Rape

d.|

10. Since admission, did the inmate ever stay

overnight in a mental health facility?

O VYes
a 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

000E

Please Specify:

~ACENAV 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?

O

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

O

B & & @6

a 3O

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

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ———

Accidental injury to self [Describe]

v

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

during transport) [Describe]

v

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

anoxic brain injury

v

Homicide [Describe] P

Other cause(s) [Specify] —p

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

O
0

[PLEASE
SPECIFY]

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

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

I—'P Please Specify:

<

O00oo0oooo

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

Lb Please Specify:

15. When

O

000

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)

~ACCNOV 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 ?

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ........................ T3 — [ TR O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ........ccccccoeriininee I Jssssssss . = RESPONSE FOR

B, MeUiCaloNS wuonmammsrmmemmmssmmsmsses I T— [ 0O EACH ITEM (a-f)

d. Treatment/care other than medications .................... 0O......... O (|

6. - SUFTIBIY v sussvmmonis sonssnmsasssvsusiis ot S R 7 — I OO O

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

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

Gm NPS-4A ~_ +~  MORTALITY IN CORRECTIONAL INSTITUTIONS 2018 _U.S.DEPARTMENT OF JUSTICE

(Addendum) WS 1T STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
R DEATH REPORT RTI INTERNATIONAL

BUREAU OF JUSTICE STATISTICS

FORM COMPLETED BY:

Name

Official
Address

City

\State Zip

Title

Telephone

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 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...

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

L]

EXCLUDE deaths of ALL persons...

Executed in your state

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

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

Under probation or parole supervision in your state

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

BURDEN STATEMENT w

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

burden of this collection is estimated to average 30 minutes per each reported death, including reviewing instructions, searching existing data sources, gathering

necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for

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.

P
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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
Traylor Milton your correctional facilities?
LAST FIRST M 111 04 119171

MONTH DAY YEAR

On what date did the inmate die?

0|7](0|8 2o 1|8 9. For what offense(s) was the inmate being held?
MONTH DAY YEAR a. Aggravated Rape
b.
What was the name and location of the .
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 VYes
What was the inmate’s date of birth? 0 No
Don't Know
110 119 119151
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
Nalé - general hous!ng un{t on prison grounds
0 Female Ina segr(.egatlon.umt N .
In a special medical unit/infirmary within your
facility
O In a special mental health services unit within
Was the inmate of Hispanic, Latino, or Spanish your facility
origin? O Inamedical center outside your facility
O Inamental health center outside your facility
O Yes O While in transit
No O Elsewhere
Please Specify:

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

Please Specify:

O0000®0
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A2. Are the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or
review of medical records) available to establish an official cause of death?

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?

a

O 0O O O

O
O

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

lliness—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]

Other cause(s) [Specify]

v

v

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

a

[PLEASE
SPECIFY]

In the prison facility or on the prison grounds

<

0o0o0o0ooo

L

(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:

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

0

Elsewhere

Please Specify:

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

00ooo

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

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

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ............ccccc.. . [FJorvnnnne [ [Rm— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......cccccoeevvvvecccccs [T veveennns [ O RESPONSE FOR

6. MediCations ...cuusssssmussmssmmmsnssmmssesus# ooy I TT—— O EACH ITEM (a-f)

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

€. SUIMGETY ..o [ O O

f. Confinement in special medical unit ......................l........ | — 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

0oB0o

Please add any additional notes regarding this death here:

#«ACCNCOV IR



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

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

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

Form NPS-4A "™
(Addendum) ¥ STATE PRISON INMATE
N DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:
Name Title
Ag:lr:?sl Telephone
City FAX

kState 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 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?

e C

e U

e U
m

. In

INCLUDE deaths of ALL persons...
under your jurisdiction or that of another state

facilities, whether located in or out of state

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.,
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
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
What was the inmate’s name? 8. On what date was the inmate admitted to one of
it torizn Jay your correctional facilities? \
LAST FIRST M 0|8 2|4 210]1]5
MONTH DAY YEAR

On what date did the inmate die?

0 ] 4—| I 1 | 4 | rz 0 | 1 | tﬂ 9. For what offense(s) was the inmate being held?
MONTH DAY YEAR a. |First Degree Robbery

b. | |
What was the name and location of the c.

correctional facility involved?

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?

O Yes
What was the inmate’s date of birth? go K
[1]1][ol8]| [1]9]a]5] 2 Pontinow
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
Male general housing unit on prison grounds

O In a segregation unit
O Female O In a special medical unit/infirmary within your
facility
O In a special mental health services unit within
Was the inmate of Hispanic, Latino, or Spanish your facility
origin? In @ 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:

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

L—> Please Specify:

O0000®Oo

# ANV ING



A

TR R AR i BB TS w05

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

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

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

No evaluation is planned —» CONTINUE TO Q13

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

liness—Exclude AIDS-related deaths [Specify] ——3 |Heart Attack

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——

v

Accidental injury to self [Describe]

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

v

B B O 0 d

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

v

\ 4

Homicide [Describe]

v

O O

Other cause(s) [Specify]

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

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

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

L’ Please Specify:

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 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)

O00oao
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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.cccccc... . [T [ EEem—— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......ccccccevevvvcenc[Tvrenrne. [ R—— 0O RESPONSE FOR

C. Medications ...........ccccoeeemerrreecnninennnncnsineeceece [ ' O EACH ITEM (a—f)

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

€. SUMGETY ..o, O O

f. Confinement in special medical unit ........................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:
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OMB No. 1121-0249 Approval Expires 03/31/2019

Form NPS-4A "

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018
(Addendum) ¥R STATE PRISON INMATE
K% DEATH REPORT

RTIINTERNATIONAL

BUREAU OF JUSTICE STATISTICS
AND ACTING AS COLLECTION AGENT:

U.S. DEPARTMENT OF JUSTICE\

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 Complete the entire form for each inmate death.

e Make copies of this form for each additional death.

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

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

MAIL: RTI International, Attn: Data Capture

E-MAIL: bjsmci@rti.org

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

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?

INCLUDE deaths of ALL persons...
under your jurisdiction or that of another state

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

* Confined in your correctional facilities, whether housed

e Under your jurisdiction but housed in private correctional

EXCLUDE deaths of ALL persons...

e Executed in your state

¢ 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

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

BURDEN STATEMENT

address

reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this J
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STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?

Webster Leotis

LAST FIRST MI

On what date did the inmate die?

O|7]|0]|5 2 1o 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?

[ol7][1]e] [1]9]5]2]

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:

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

1111|104 ] [1]9]7 |1

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
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

©0

0000 O

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

O YES — CONTINUE TO Q13
0 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

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

=y

3.

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

lliness—Exclude AlDS-related deaths [Specify] —— |[Cancer

Acquired Immune Deficiency Syndrome (AIDS)

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

v

Accidental injury to self [Describe]

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

v

O O o 00O

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

v

Homicide [Describe] —

o 3a

Other cause(s) [Specify]

v

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

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

0O In the prison facility or on the prison grounds

(O In the inmate’s cell/room

O In a temporary holding area/lockup

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

SPECIFY] O In a special mental health services unit

O In a segregation unit

O On death row, special unit awaiting capital punishment

(O Elsewhere within the prison facility

L—P Please Specify:

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

I—f 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
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6. Exclydmg 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

~0oo0oCD

YES NO DON'T KNOW
Evaluated by physician/medical staff .......................[Joennenens (=] ..ooseisinencd O PLEASE PROVIDE A
Diagnostic tests (e.g., X-rays, MRI) ......ccccccoeeveniccc [ enenne [ R O RESPONSE FOR
Medications ........coccveeevieeeieiieeeeiie e [P e {5 | incnssiinicts O EACH ITEM (a-f)
Treatment/care other than medications ...................[v].......... [ O
SUTGEIY......ovieeervisreereesessressessesessnssasssesassifssmasssssssssstsl L fravassssl [ —— O
Confinement in special medical unit ............ccccceee. [ | 3] SSR—— 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.”)

a

oB0o

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

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

Please add any additional notes regarding this death here:

«AMNCNCV ING




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

; Form NPS-4A 7

MORTALITY IN CORRECTIONAL INSTITUTIONS 2018

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS

(Addendum) "% STA;E:TR:SROEF‘:):;‘J:ITATE AND Acr::Tc';l,::EcRc:‘l;L:xl:: AGENT:
FORM COMPLETED BY:
Name Title
Agﬂfi'sas' 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

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.
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STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?

Wilkerson Clarence

LAST FIRST Mi

On what date did the inmate die?

0(2|1113 21018

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((1(8] [1]9]3]4

MONTH YEAR

DAY

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

L

Please Specify:

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

your correctional facilities?

11025 (1]9]7]0

YEAR

MONTH DAY

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

(2. Are=

a. |Aggravated Kidnapping

b.

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

=80

your facility

In a medical center outside your facility

In a mental health center outside your facility
While in transit

Elsewhere

O0oooo 0O

In a special mental health services unit within

Please Specify:

L.

rev

|
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i2. 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
Evaluation complete—results are pending

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

LATER TIME FOR THE CAUSE OF DEATH

No evaluation is planned —» CONTINUE TO Q13

13. What

O 0 0O Oaoaoao0o

was the cause of death?
lliness—Exclude AIDS-related deaths [Specify] —

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] —

Accidental injury to self [Describe] >

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

v

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

Homicide [Describe]

v

Other cause(s) [Specify]

v

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

Cardiopulmonary Arrest Secondary to age

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

[PLEASE
SPECIFY]

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

In the prison facility or on the prison grounds
(O 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

000ooo

(O Elsewhere within the prison facility

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 Elsewhere

(S

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

00ano

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

ANV IN.
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16. Excluding emergency care provided at the time of death, did the inmate rgceive any of the following me mﬁ:‘,—
services for the medical condition that caused his/her death after admission to your correctional facilities-

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

YES NO  DONTKNOW

a. Evaluated by physician/medical staff ..............c......... [ — oy E— PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......c..cccccorrrrrnee g [ —— RESPONSE FOR

C. MEGICAHONS ....ovvrreerevvrviviennrnsrenseeenress s i I g —— EACH ITEM (a-1)

d. Treatment/care other than medications .................... [ — | [ PP——

€. SUIGETY ..ovuveieieireie ettt 3 S—

f. Confinement in special medical unit ...........ccc........... a...... | [0 —

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
(O Deceased developed condition after admission
Could not be determined

Please add any additional notes regarding this death here:

«~ACCNCAV N,



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

—

Form NPS-4A = """
(Addendum) V!&

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:

(o}
Ad

Qtate Zip

Name

fficial
dress

City

E-mail

Telephone

Title

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.

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?

i
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

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 N
1. Whatw, S
1. What was the inmate’s name? 8. On what date was the inmate admitted to one of
Williams Derrick your correctional facilities? \
LAST FIRST M ml7||2]2|ﬁ 9[9 7]
MONTH DAY YEAR
2. On what date did the inmate die?
U I 0*| I 2 | 0 I I 2 | 0 | 1 ] 8 I 9. For what offense(s) was the inmate being held?
MONTH DAY YEAR a. Armed RObbery
b. | j
3. What was the name and location of the c.
correctional facility involved?
d.
Facility Name: I 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? g No
Don’'t Know
Lof7)[2]1] [1]e]7[2]
MONTH DAY YEAR
11. Where did the inmate die?
5. What was the inmate’s sex? O In a general housing unit in the facility or in a
Male general housing unit on prison grounds
O 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 Yes O In a mental health center outside your facility
No O While in transit
O Elsewhere
Please Specify:
7. In addition, what was the inmate’s race? Please
select one or more of the following racial
categories:
O White
Black or African American
O American Indian or Alaska Native
O Asian
O Native Hawaiian or Pacific Islander
O Some other race
Please Specify:

«ARCNAV ING
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42. 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

U No evaluation is planned —» CONTINUE TO Q13

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

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

O Acquired Immune Deficiency Syndrome (AIDS)

O Accidental alcohol/drug intoxication [Describe] =———»
0 Accidental injury to self [Describe] »
Accidental injury by other (e.g., vehicular accidents

during transport) [Describe]

Traumatic brain injury

v

O

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

v

a

Homicide [Describe]

v

v

O Other cause(s) [Specify]

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

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

In the prison facility or on the prison grounds

(@ 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

0O In a segregation unit

0O On death row, special unit awaiting capital punishment

(O 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

Lb Please Specify:

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

0o

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

YES NO DON'T KNOW

1 . . ; -
6. Exc'}ldlng 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?

a. Evaluated by physician/medical staff ..................... ' R— [ T— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ........cccoecernnnen. [ . P—, 0O RESPONSE FOR

C. Wedicaliong .sw:swsensanmmmsmmsssvasssmrmwmmsne o I O EACH ITEM (a-f)

d. Treatment/care other than medications .................... [ - | FA— 4

€. SUIGEIY ..ottt O O d

f. Confinement in special medical unit ......................... I R I3 4

“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

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:

homicide, we are still waiting for supporting documents for ruling.

This death was a result of an altercation between two offenders. This death was not ruled a

«ACCNCV ING



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) “,; i STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
e DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Ag:,f::i:; Telephone
City FAX
Qate 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?

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

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.

e J
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Williams Donald

LAST FIRST MI

On what date did the inmate die?

0]7][o]9] [

MONTH DAY YEAR

0|1 8

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?

L1l flafe] [1]o]6]2]

MONTH DAY YEAR

What was the inmate’s sex?

Male
O Female

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

O Yes
No

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

00000

Please Specify:

your correctional facilities?

0(7(|0]|6] [|1]9]8]|7

MONTH DAY YEAR

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

8. IHeart Disease

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

B 20

000®

Please Specify:

e
STATE PRISON INMATE DEATH REPORT P ™
1. What was the inmate’s name? 8. On what date was the inmate admitted to one of

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

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

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

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

LATER TIME FOR THE CAUSE OF DEATH

O No evaluation is planned — CONTINUE TO Q13

13. What was the cause of death?

0 0 0 0 aoa™0n0

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

lliness—Exclude AlDS-related deaths [Specify] — Respiratory Arrest

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——»

Accidental injury to self [Describe]

v

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

during transport) [Describe]

v

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

v

v

Homicide [Describe]

Other cause(s) [Specify]

v

A Rt o NEERR, — ARt e e SR B LR e e Y \

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

O

[PLEASE
SPECIFY]

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

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:

O0oooooo

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

#ACRCNAV ING




e
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 ..............ccccccco.. [ [ R O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......ccccccccevvveeececs [T erereenns g T — 0O RESPONSE FOR

C. Medications .........ccceeveeveeieeeeceieeeeeeee e [P [ O EACH ITEM (a-f)

d. Treatment/care other than medications ...................[].......... [ SO— d

€. SUMGETY ... O......... [ —

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

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

00

Please add any additional notes regarding this death here:

|
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