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MORTALITY IN CORRECTIONAL INSTITUTIONS 2019

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

(Addendum) 198 STATE PRISON INMATE
: DEATH REPORT RTIINTERNATIONAL
FORM COMPLETED BY:
Name Title
Official
Address Telephone
City FAX
State Zip E-mail /

Instructions for Completion

If no deaths occurred in 2019:

You do not need to complete this form.

If you had more than one death in 2019:

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?

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

K

—

address.

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

What was the inmate’s name?

Armstrong Carlos V

LAST FIRST M

On what date did the inmate die?
1]2][0]3

MONTH

BOEE
YEAR

DAY

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

Facility Name:

ELAYN HUNT CORRECTIONAL CENTER

Facility City:

Facility State:

SAINT GABRIEL LA

What was the inmate’s date of birth?

Lof7][1]2] [1]o]7]6]

MONTH DAY YEAR

What was the inmate’s sex?

Male
O Female

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

O VYes
No

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

000080

Please Specify:

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

110(]|3]0| |1]9]9]8

YEAR

MONTH DAY

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

a. |ISecond Degree Murder

. |

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

O Yes
0 No
Don’'t Know

11. Where did the inmate die?

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

In a segregation unit

In a special medical unit/infirmary within your
facility

In a special mental health services unit within
your facility

In a medical center outside your facility

In a mental health center outside your facility
While in transit

Elsewhere

0O 00O

000

Please Specify:

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

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

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

No evaluation is planned —» CONTINUE TO Q13

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

0J liness—Exclude AIDS-related deaths [Specify] m——p

&

Acquired Immune Deficiency Syndrome (AIDS)

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

Accidental injury to self [Describe] »

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

v

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

v

v

Homicide [Describe]

& &5 B @ 8 B

Other cause(s) [Specify]

v

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

O In the prison facility or on the prison grounds

(O In the inmate’s cell/room

O In a temporary holding area/lockup

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

SPECIFY] O In a special mental health services unit

O In a segregation unit

O On death row, special unit awaiting capital punishment

(O Elsewhere within the prison facility

l—’ Please Specify:

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

|—> Please Specify:

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

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

miojoln
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medical 7
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 ....................... [y —— 3 [ PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......cccoovvvivii.. 7 [ Jivssssnssmsi RESPONSE FOR

& TEHIBANONE woxcssvcesssssopsimimmssmnmiimssins memesmpsssmmsmess g — B crrrpnenniit EACH ITEM (a—f)

d. Treatment/care other than medications .................... ) SR I P

€. SUTGETY ..ottt I 2 —

f. Confinement in special medical unit ........................ O......... [N Y.

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

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

Please add any additional notes regarding this death here:

“ARENAV 1IN,




OMB No. 1121-0249 Approval Expires 06/30/2021.

MORTALITY IN CORRECTIONAL INSTITUTIONS 2019

U.S. DEPARTMENT OF JUSTICE

NPS-4A . "‘: BUREAU OF JUSTICE STATISTICS
(Addendum) e 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 2019:

You do not need to complete this form.

If you had more than one death in 2019:

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 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 -’Sq}é _\Q/Q{}"/.
. — QO
What was the inmate’s name? 8. On what date was the inmate admitted to one
Artis Darrell D your correctional facilities? ~
LAST FIRST M 0 1 1 6 1 9 9 2
MONTH DAY YEAR
On what date did the inmate die? C
112 116 20|19 9. For what offense(s) was the inmate being held?
MONTH DAY YEAR a. ISecond Degree Murder
b.
What was the name and location of the c.
correctional facility involved?
d.
Facility Name:
ELAYN HUNT CORRECTIONAL CENTER &
Facility City: Facility State:
SAINT GABRIEL 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
(1[2][1]4] [1]o]5]6]
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
I3 ‘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
Lis O While in transit
O Elsewhere

L Please Specify:

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

l—> Please Specify:

0000OE0
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© 1\ ,the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or

A

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

®
¢ 0
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

O O o oa0

0O a

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

liness—Exclude AIDS-related deaths [Specify] —— |[End Stage- Congestive Heart Failure

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] =——

Accidental injury to self [Describe] B

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

v

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

v

v

Homicide [Describe]

Other cause(s) [Specify]

v

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

O

[PLEASE
SPECIFY]

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

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—* Please Specify:

A

Dooooooo

r

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

‘—P Please Specify:

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

00ooao

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)

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

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff .................[7]......... [ ROm— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ........................ [y I [ RESPONSE FOR

C. MEdICaONS .ussussessssssmisssissssmmmsnmermmsssnsssssarsassssssssarss@ssesssssh ' . O EACH ITEM (a—1)

d. Treatment/care other than medications .................(F]......... [ IPS— O

2] [ SRR SRR . W [T O

f. Confinement in special medical unit ......................(Z)ouoro.. | IS S— O

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

O

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

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

o0

Please add any additional notes regarding this death here:

«ARENAV ING



OMB No. 1121-0249 Approval Expires 06/30/2021.

Form NPS-4A »-

MORTALITY IN CORRECTIONAL INSTITUTIONS 2019

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS

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

Instructions for Completion

If no

deaths occurred in 2019:

You do not need to complete this form.

If you had more than one death in 2019:

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

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 instructions, searching existing data sources, gathering
necessary data, and completing and reviewing this form. Send comments regarding this burden estimate or any aspect of this survey, including suggestions for
reducing this burden, to the Director, Bureau of Justice Statistics, 810 Seventh Street, NW, Washington, DC 20531. Do not send your completed form to this
address.
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STATE PRISON INMATE DEATH REPORT e @
§
1. What was the inmate’s name? 8. On what date was the inmate admitted to one of
Baughman Charles N your correctional facilities?
ASH FIRST w Lﬂjlolj [2]0]1]1 R
MONTH YEAR

2. On what date did the inmate die?
l 1]2 l I 1 l 2 l rz I g I 119 ] 9. For what offense(s) was the inmate being held?
MONTH DA YEAR a. IS Escape Agg Escape

b. [Firearm Convicted Felon |
3. What was the name and location of the c

correctional facility involved? * [Simple Burglary of Inhab dwelling

d.
Facility Name: l I
ELAYN HUNT CORRECTIONAL CENTER B | |
Facility City: Facility State:
SAINT GABRIEL LA

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

O VYes
4. What was the inmate’s date of birth? O No
Don’t Know
lo[3]lof1] [1]of6]3]
MONTH DAY YEAR
11. Where did the inmate die?
5. What was the inmate’s sex? O In a general housing unit in the facility or in a
Male general 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 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:

O00000E

AACENCV ING




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

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] —— |Amyotrophic Lateral sclerosis,Huypothyrod

Acquired Immune Deficiency Syndrome (AIDS)

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

Accidental injury to self [Describe] =

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

v

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

v

v

Homicide [Describe]

\ 4

O o0 0 O0Od4aao0oa0

Other cause(s) [Specify]

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

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

O In the prison facility or on the prison grounds

(O In the inmate’s cell/room

O In a temporary holding area/lockup

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

L> Please Specify:

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

0O0oo

~ANCCNAV ING




16. Excluding emergency care provided at the time of death, did the inmate receive any of the following med\ic‘al—\‘
services for the medical condition that caused his/her death after admission to your correctional facilitjes -

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff......................[70vvevi.. ) RSSO OdJ PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .....cccccocovvvivviiic (e [E)sesssesnmesest O RESPONSE FOR

. Medications ...........cooeueveeeveeeeeeeeeeceeeeeeeeeeeeo [T o ) it 0O EACH ITEM (a-f)

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

€. SUMGEIY ..o [ o O O

f. Confinement in special medical unit ........................("J......... I O

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

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

Deceased developed condition after admission
Could not be determined

000

Please add any additional notes regarding this death here:

LAMRCKNAV 1A




OMB No. 1121-0249 Approval Expires 06/30/2021.

Vi .
.S. DEPARTMENT OF JUSTICE
—{ Form NPS-4A = > MORTALITY IN CORRECTIONAL INSTITUTIONS 2019 BllJJREAU OF JUSTICE STATISTI(A
(Addendum) "’*’ H STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
K. DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

Name

Official
Address

City

Qtate Zip

E-mail

Title

Telephone

FAX

Instructions for Completion

If no deaths occurred in 2019:
. You do not need to complete this form.

If you had more than one death in 2019:
e Make copies of this form for each additional death.
B Complete the entire form for each inmate death.

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

E-MAIL: bjsmci@srti.org

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

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

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

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

What deaths should be reported?

INCLUDE deaths of ALL persons...

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

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

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

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

EXCLUDE deaths of ALL persons...

Executed in your state

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

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

Under probation or parole supervision in your state

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

k 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

What was the inmate’s name? 8. On what date was the inmate admitted to one o
Berry Floyd your correctional facilities?
L
LAST FIRST Mi 112 2|3 ¢ [0 08
MONTH DAY YEAR

On what date did the inmate die?

05|17 210 |1]o9 9. For what offense(s) was the inmate being held?

MONTH DAY YEAR a. |Manslaughter —]

b.

What was the name and location of the C.

correctional facility involved?

Facility Name:

ELAYN HUNT CORRECTIONAL CENTER €.
Facility City: Facility State:
SAINT GABRIEL LA

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

O VYes
What was the inmate’s date of birth? 2 No
Don’t Know
ol6|[1]2] [1]o]4a]7]
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
Gl Femais O In a segregation unit
O In a special medical unit/infirmary within your
facility
O In a special mental health services unit within
Was the inmate of Hispanic, Latino, or Spanish your facility
origin? In a medical center outside your facility
Oy 0O Inamental health center outside your facility
o O While in transit
No O Elsewhere

L Please Specify:

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

Please Specify:

0000E0o
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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

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

0O No evaluation is planned —» CONTINUE TO Q13

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

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

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——

Accidental injury to self [Describe] >

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

v

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

v

Homicide [Describe]

v

OO0 0o oaoaohD

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]

ODO0000Oaoo

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)

00o0o

~ANRCNAV NG




1

16. Excluding emergency care provided at the time of death, did the inmate receive any of the fc?IIOV\:i?Q f:i‘t?:'s‘;a'
services for the medical condition that caused his/her death after admission to your correctional faci 7

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ...............cc..... .o [ SR O PLEASE Pg(’):gl,l?)E A
b. Diagnostic tests (e.g., X-rays, MRI) ....ccccceoeievnccc[Feveenenne [ ersenssusense O RESP?TA_IESM

C. MediCations .........c.cocoeeerieriscieniinninnisnisnissesens (e [ O EACH (a-f)

d. Treatment/care other than medications ...........c.cc.... [ I OO O

0. ISURBTY . cicecverssnesnesinnsasessossonssansini soesssssssniiisissiessasnsissss 12 WOV [ SR O

f. Confinement in special medical unit ..........c.cccoeee e I O

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

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

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

080

Please add any additional notes regarding this death here:

«ARCNAV ING
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ey

16. Excluding emergency care provided at the time of death, did the inmate rgceive any of the fgllowing mgdi(:?al i
services for the medical condition that caused his/her death after admission to your correctional facilities ?

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide
YES NO DON'T KNOW

a. Evaluated by physician/medical staff .......................[F] e ) . O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ..o [P ovveenne [ DR O RESPONSE FOR

C. Medications ..........cccocvnvivvnnciienieinncsnnesnsenscsennssnce e {Fhcennnnns (Gl ive..= O EACH ITEM (a—f)

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

€. SUMGEIY ... e e e e e eaes O O

f. Confinement in special medical unit ..........cccoceceec e | 3 [— O

17. Was the cause of death the result of a pre-existing medical condition or did the inmate develop t'he' 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

080 O

Please add any additional notes regarding this death here:

~ARCNAV NG



OMB No. 1121-0249 Approval Expires 06/30/2021.

ey
/ . .S. DEPARTMENT OF JUSTICE
Form NPS-4A / . ¥ MORTALITY INS$2$§ E,grslg:/}h,:nNSTWUHONS 2019 B?J:ERU OF JUSTICE STATISTICS
(Addendum) ° "\!’?bj- ATE AND ACTING AS COLLECTION AGENT:
&, - 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 2019:
e You do not need to complete this form.

If you had more than one death in 2019:
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
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

L. "Are the=
reviewss

1.

2.

.

What was the inmate’s name?

Brown Darrien

LAST FIRST MI

On what date did the inmate die?

L017L1|€ﬂlzl°|1|9|

MONTH YEAR

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

Facility Name:

ELAYN HUNT CORRECTIONAL CENTER

Facility City:

Facility State:

SAINT GABRIEL LA

What was the inmate’s date of birth?

IOI7J|21J [1]ole]7]

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

0o00®0

Please Specify:

8. On what date was the inmate admitted to one s
your correctional facilities?
5 |

of(2((2(1] [1]9]9

DAY YEAR

MONTH

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

a. IRobbery

b. |Agg Rape J

C.

d [~ B

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

O Yes
0O No
Don’t Know

11. Where did the inmate die?

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

In a segregation unit

In a special medical unit/infirmary within your
facility

In a special mental health services unit within
your facility

In a medical center outside your facility

In a mental health center outside your facility
While in transit

Elsewhere

L,

O 00

000.

Please Specify:

=
"

ANV NG



3

(]
=}
-

e d . - .
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?

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

OO0 0O 0O0daoa0o

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

lliness—Exclude AIDS-related deaths [Specify] —— |anoxic brain injury secondary to influenza A

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] —

Accidental injury to self [Describe]

»
>

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

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

v

v

Homicide [Describe]

Other cause(s) [Specify]

v

a

[PLEASE
SPECIFY]

O
O

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

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

In the prison facility or on the prison grounds

(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:

00o0ooo

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

l—-> Please Specify:

15. When

0oaoo

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)

#ANRCNCV ING




16. Excluding emergency care provided at the time of death, did the inmate receive any of the following mediaq'?
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)o........ [ IR (| PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......ccccooeeeeececec [T [ )rssssssonssnsss O RESPONSE FOR

C: METICALIONS ciissvnciinnisivanivenissstsniotinisnnsssessansussnansssiossn sl B istasnsss [ vevenmsmisasas O EACH ITEM (a-f)

d. Treatment/care other than medications ...................F].......... N E— O

€. (SUTTEY svassssavvsvssassives suvs sais oissstassdsasssssssissassss SiEs1Tssnins O 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

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

Please add any additional notes regarding this death here:

A~ ACCNAV N



OMB No. 1121-0249 Approval Expires 06/30/2021.

MORTALITY IN CORRECTIONAL INSTITUTIONS 2019

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS

Form NPS-4A = . '~
(Addendum) V}k ; STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
e DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Official
Address Telephone
City FAX
KState Zip E-mail /

Instructions for Completion

If no deaths occurred in 2019:
e You do not need to complete this form.

If you had more than one death in 2019:
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 bjismci@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

- Are the
review
2]

N

1. What was the inmate’s name?

Brown Preston ]

LAST FIRST MI

2. On what date did the inmate die?

L[] [2]o] [2]o]]s]

MONTH YEAR

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

Facility Name:

ELAYN HUNT CORRECTIONAL CENTER

Facility City:

Facility State:

SAINT GABRIEL LA

4. What was the inmate’s date of birth?
[o]3][2]5] [1]9]3]8]

DAY YEAR

MONTH

What was the inmate’s sex?

Male
O Female

o

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

00000B

Please Specify:

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

—_—

[oTe] [o]1] [

0|19

MONTH

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

ATT Failure to register as a sex offendg

a.

b.

C.

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

0

O No
Don’'t Know

11. Where did the inmate die?

O

0O 00

000.

2
DAY YEAR

|

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:

W ARENCV NG



4O dUO0 O

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
0 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

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

Acquired Immune Deficiency Syndrome (AIDS)

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

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

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

Pallative Care/Sepsis

Accidental injury to self [Describe]

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

>
>

B @ B.C

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

v

intentional drug overdose) [Describe]

v

Homicide [Describe]

o O

Other cause(s) [Specify]

v

A 4

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

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

L0 Elsewhere within the prison facility

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

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

O On death row, special unit awaiting capital punishment

L—> Please Specify:

O Elsewhere

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

Please Specify:

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

O00oa0o

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

«ARCNAV IN




16. Excluding emergency care provided at the time of death, did the inmate receive any of the following megica|
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 .......................[00oeoon. [ —— O PLEASE PROVIDE A
b. Diagnostic tests (€.g., X-rays, MRI) .........cccoorvorreo [Thoerrnnnn. I O RESPONSE FOR

C. MediCAtiONS .......oeeeveeereeeeeeeereeeeeeeeeeseeereeeseeoe o (Lo i I 0O EACH ITEM (a—f)

d. Treatment/care other than medications ..................[Fvoovo.... 5] PA— d

SRR -y S SR S  SEC S W G1......... I O

f. Confinement in special medical unit

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



OMB No. 1121-0249 Approval Expires 06/30/2021.

|

BUREAU OF JUSTICE STATISTICS

(Addendum) ' 1"’; } STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:

DEATH REPORT RTI INTERNATIONAL

Form NPS4A ¥~  MORTALITY IN CORRECTIONAL INSTITUTIONS 2019 U‘S-DEPARTME"W“US“Cx

FORM COMPLETED BY:

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

Instructions for Completion

If no deaths occurred in 2019:
¢ You do not need to complete this form.

If you had more than one death in 2019:

e Make copies of this form for each additional death.

e Complete the entire form for each inmate death.

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

ONLINE: Complete the report online at: https://bjsmci.rti.org MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
E-MAIL: bjsmci@rti.org 5265 Capital Boulevard

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

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

What deaths should be reported?

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

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

Under your jurisdiction but housed in private correctional state

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

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)

In transit to or from your facilities while under your

- the time of death
supervision

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

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

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?

Coleman Andre

LAST FIRST Mi

On what date did the inmate die?
0.3 113 2o 1|09

MONTH DAY YEAR

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

Facility Name:

ELAYN HUNT CORRECTIONAL CENTER

Facility City:

Facility State:

SAINT GABRIEL LA

What was the inmate’s date of birth?

lof2][1]9] [1]of7[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

O0000E0o

Please Specify:

8. On what date was the inmate admitted tom

your correctional facilities?

0[8|]2]9] ([2]0]1]8

MONTH DAY YEAR

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

he
w
Dy

Are ¢
I'Qv'e

B ]
2. ITheft of a motor vehicle
b.
C.
o ]
e.

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

facility

0O 00O

your facility

While in transit
Elsewhere

000

In a special medical unit/infirmary within your
In a special mental health services unit within

In a medical center outside your facility
In a mental health center outside your facility

Please Specify:

ANV ING



° s

0 ~

0/ . . . . e
“# review of medical records) available to establish an official cause of death?

£

0
O

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

® |4 Are the results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or

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

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

00 0 Oo00oa0o

13. What was the cause of death?

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

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

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ——»

Accidental injury to self [Describe] >

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

v

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

v

Homicide [Describe] —

Other cause(s) [Specify]

v

0O

[PLEASE
SPECIFY]

O
O

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

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

In the prison facility or on the prison grounds

(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—> Please Specify:

O0oo00oao

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

Lb Please Specify:

15. When

00ooao

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

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

«ACCNCOV ING




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

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.....[Zoeveene [ R (] PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .........c..cccocoeveee [T ooeernene [y O— O RESPONSE FOR

€. "Medications: ..o Jsmss [ LP— O EACH ITEM (a-f)

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

€. SUMGEIY ..t O (|

f. Confinement in special medical unit ............cc..........Fu....... I U O

17. Was the cause of death t!le 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:

«ARCANAV IN.



OMB No. 1121-0249 Approval Expires 06/30/2021.

/Form NPS4A  *~  MORTALITY IN CORRECTIONAL INSTITUTIONS 2019 aﬂﬁéﬁﬁ"&"ﬂﬁ#&°§#&’ﬁlﬁ§
Mndum) : Y& STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:

K» DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

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

Instructions for Completion

If no deaths occurred in 2019:
e You do not need to complete this form.

If you had more than one death in 2019:

e Make copies of this form for each additional death.

e Complete the entire form for each inmate death.

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

ONLINE: Complete the report online at: https://bjsmci.rti.org MAIL: RTI International, Attn: Data Capture
Project #: 0215015.001.300.117.102.100
E-MAIL: bjsmci@rti.org 5265 Capital Boulevard

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

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

What deaths should be reported?

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

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

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

e Under your jurisdiction but housed in private correctional state

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

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

J
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o8 03
STATE PRISON INMATE DEATH REPORT 'S i‘/@‘if
i
What was the inmate’s name? 8. On what date was the inmate admitted to on, o C
Craddock Timothy your correctional facilities? =
LAST FIRST M 11205 2(0(1(6
MONTH

On what date did the inmate die?

0[3||0]4

2 0 1

MONTH DAY

YEAR

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

Facility Name:

ELAYN HUNT CORRECTIONAL CENTER

Facility City:

Facility State:

SAINT GABRIEL

LA

What was the inmate’s date of birth?

[o]of[of3][1]of6]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

Asian

00000

Black or African American
American Indian or Alaska Native

Native Hawaiian or Pacific Islander
Some other race

|—> Please Specify:

DAY YEAR \ \/-

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

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

11. Where did the inmate die?

a.

b.

C.

0
0

0O

0O 00O

000®

Distribution of Oxycodone j =

I ]

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

L Please Specify:

A~ ANV ING



A
(3
3,
4
) %'
% : results of a medical examiner’s or coroner’s evaluation (such as an autopsy, postmortem exam, or

/’

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

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

Loy 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

S
®

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

lliness—Exclude AlIDS-related deaths [Specify] —— [Liver Disease

O Acquired Immune Deficiency Syndrome (AIDS)

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

Accidental injury to self [Describe] P

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

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

v

Homicide [Describe]

oo o oao

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 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

I—'F Please Specify:

[PLEASE <
SPECIFY]

O000o00o0oo

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)

0000

«ANCCNAV ING




16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medical
services for the medical condition that caused his/her death after admission to your correctional faci&%{esz\

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].......... () s isnonnst O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .....c..cccoeovveveeecc [T e (E] scsussuonast O RESPONSE FOR

G WISHICAUANS sssssmmmmrenasmsmisiisnsissinessrenvesmissinenmsinsll Dyt i iitieinicnet | EACH ITEM (a-f)

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

€. SUMGETY ...oiiiiiiiiiiiiiieieceecie e D o 1 |

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

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

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

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

Please add any additional notes regarding this death here:

«ACCNOV ING
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OMB No. 1121-0249 Approval Expires 06/30/2021.

Form NPS4A  7'°

MORTALITY IN CORRECTIONAL INSTITUTIONS 2019

U.S. DEPARTMENT OF JUSTICE
BUREAU OF JUSTICE STATISTICS

A o STATE PRISON INMATE A ECTION AGENT:
Addendum L2 il AND ACTING AS COLL
( ) B/ DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Name Title
Official
Address Telephone
City FAX
K&ate Zip E-mail

Instructions for Completion

If no deaths occurred in 2019:
e You do not need to complete this form.

If you had more than one death in 2019:
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 bismci@rti.orq

What deaths should be reported?

INCLUDE deaths of ALL persons...

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

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

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

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

EXCLUDE deaths of ALL persons...

Executed in your state

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

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

Under probation or parole supervision in your state

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

BURDEN STATEMENT \

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

address.

D
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STATE PRISON INMATE DEATH REPORT

1. What was the inmate’s name?

Farmer John C

LAST FIRST M

2. On what date did the inmate die?
0|4 2|5 2o 1|9

MONTH

DAY YEAR

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

Facility Name:

ELAYN HUNT CORRECTIONAL CENTER

Facility City:

Facility State:

SAINT GABRIEL LA

4. What was the inmate’s date of birth?
L1lof[2]4] [1]9]6]2]

MONTH DAY YEAR

5. What was the inmate’s sex?

Male
O Female

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

O Yes
No

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

O00000.

Please Specify:

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

1(1](0]1| [2]0]0 |4

MONTH DAY YEAR

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

a. |Aggravated Incest

b. |Agg Crime of Nature

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

80

0000 O

Please Specify:

~ ANV 1IN
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1
Q
Q
3
o©
o)
N

“ 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
0 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

s 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***

liness—Exclude AlDS-related deaths [Specify] —p Cardiac Arrest

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ———

Accidental injury to self [Describe]

v

during transport) [Describe]

v

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

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

'—’V 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

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

000oo

«ACCNCOV ING

e
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16. Excluding emergency care prgyided 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 ..M. (] P— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ........ccoooovivi e [Fl=ssmmmn: O RESPONSE FOR

C: Medications ..:::.ussicesismmmmmnsnmisinenssnssesnsresssesses o hssscssast 7 Y O EACH ITEM (a—f)

d. Treatment/care other than medications ................[0)......... Iz W—— d

€. SUMGETY ..o [ oo O d

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

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

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:

«ACCANAV IN
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OMB No. 1121-0249 Approval Expires 06/30/2021

Form NPS-4A W MORTALITY IN CORRECTIONAL INSTITUTIONS 2019 Bg:ggs*’;:m:#g::#:ﬁ;;@
(Addendum) "r; ! STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:

NS DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

Name

Official
Address

City

KState

Zip E-mail

Title

Telephone

FAX

Instructions for Completion

If no

deaths occurred in 2019:

You do not need to complete this form.

If you had more than one death in 2019:

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

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

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

E-MAIL: bjsmci@rti.org

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

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

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

What deaths should be reported?

e In
Su

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)

transit to or from your facilities while under your
pervision

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.
G
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STATE PRISON INMATE DEATH REPORT

(43,

What was the inmate’s name?

Flanagan Joseph

LAST FIRST

On what date did the inmate die?

M

012|011 |2]of1]o9

MONTH DAY YEAR

What was the name and location of the

correctional facility involved?

Facility Name:

ELAYN HUNT CORRECTIONAL CENTER

Facility City:

Facility State:

SAINT GABRIEL

LA

What was the inmate’s date of birth?

o719 |1]9[5]4

MONTH DAY YEAR

What was the inmate’s sex?

Male
O Female

Was the inmate of Hispanic, Latino, or Spanish

origin?

O Yes
No

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

categories:

White
Black or African American

Asian

00000

Some other race

American Indian or Alaska Native

Native Hawaiian or Pacific Islander

Please Specify:

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

111112]9] [2]0]|1]7

MONTH DAY YEAR

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

a. [Aggravated Battery

b.

C.

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

O VYes
0 No
Don’t Know

11. Where did the inmate die?

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

In a segregation unit

In a special medical unit/infirmary within your
facility

In a special mental health services unit within
your facility

In a medical center outside your facility

In a mental health center outside your facility
While in transit

Elsewhere

®a0

0000 O

L Please Specify:

«wARCNAV ING



r

.2 Are the result§ 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?

0 & 0 04d 0 0

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

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ———

o

Accidental injury to self [Describe] >

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

v

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

v

Homicide [Describe] »

v

Other cause(s) [Specify]

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

Liver Disease

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

]

[PLEASE
SPECIFY]

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

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

00oo0ooao

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

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 illness, 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)

AACENAV N




e ——

-

- '-’

16. Excluding emergency care provided at the time of death, did the inmate rgceive 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.ccccocc. ] o [ O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .....c.ccooevvmvecccccs [ eevvenns Joeeereneeseene O RESPONSE FOR

G MEAICANONS wwsscossvsmassumsassesssssissassmsasssrnssonssnssprrsss (L o renseest [ — O EACH ITEM (a—f)

d. Treatment/care other than medications .................... o ROUOROY "2 F— O

€. SUIEIY ..ottt aas (i O ] (RS, d

f. Confinement in special medical unit ............ccooee i [ O

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

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

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

Please add any additional notes regarding this death here:

SACENAV NG



OMB No. 1121-0249 Approval Expires 06/30/2021

f"f?‘\ MORTALITY IN CORRECTIONAL INSTITUTIONS 2019 U.S.DEPARTMENT OF JUSTICE

Form NPS-4A N UREAU OF JUSTICE STATISTICS
(Addendum) e N i} STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
) DEATH REPORT RTI INTERNATIONAL

FORM COMPLETED BY:

Name

Official
Address

City

kState Zip E-mail

Title

Telephone

FAX

Instructions for Completion

If no deaths occurred in 2019:
e You do not need to complete this form.

If you had more than one death in 2019:
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:

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

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

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

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

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

Executed in your state

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

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

Under probation or parole supervision in your state

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

address.

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

)
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STATE PRISON INMATE DEATH REPORT

What was the inmate’s name?

Foley Willie

LAST FIRST Mi

On what date did the inmate die?
0|1 114 2 (o1 ]9

YEAR

MONTH DAY

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

Facility Name:

ELAYN HUNT CORRECTIONAL CENTER

Facility City:

Facility State:

SAINT GABRIEL LA

What was the inmate’s date of birth?

[o]2][o]4] [1]o]6]5]

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

Please Specify:

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

11207 |1]9]8]1

YEAR

MONTH DAY

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

a. |Aggravated Rape

b. j

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?

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

0000 0 00

Please Specify:

\
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f

M
/

— > CONTINUE TO Q13

Evaluation complete—results are pending

£- f;r:i;he Tesults of 5 Medical examiner's or coroner's evaluation (such as an autopsy, postmortem exam, or
W of medical records) available to establish an official cause of death?
YES

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

LATER TIME FOR THE CAUSE OF DEATH

O Noevaluation is planned —» CONTINUE TO Q13

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

g & B G & 0

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

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ———

Accidental injury to self [Describe] ==

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

v

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

v

v

Homicide [Describe]

Other cause(s) [Specify] —

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

0

[PLEASE
SPECIFY]

0
O

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

In the prison facility or on the prison grounds

(O In the inmate’s cell/room

O In a temporary holding area/lockup

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

O In a special mental health services unit

O In a segregation unit

O On death row, special unit awaiting capital punishment

LO Elsewhere within the prison facility

l—'P Please Specify:

A

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

|—> Please Specify:

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

00o0oaOo

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

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

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

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ........................ I — [ sonsersnast PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ..........cccoueevunn.n. ] osnsi 3eeeememenens RESPONSE FOR

5. PIBRIEENENE o oo omesnanmini bl ol i PR EACH ITEM (a—f)

d. Treatment/care other than medications .................... [ 1] R

€. SUMGEIY ..ottt O........ 2

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

000

Please add any additional notes regarding this death here:

SACENAV ING



OMB No. 1121-0249 Approval Expires 06/30/2021.

Form NPS-4A

Y

% MORTALITY IN CORRECTIONAL INSTITUTIONS 2019

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

(Addendum) od STATE PRISON INMATE
‘ DEATH REPORT RTIINTERNATIONAL
FORM COMPLETED BY:
Name Title
Agtfif::'sa; Telephone
City FAX
Qte Zip E-mail /

Instructions for Completion

If no

deaths occurred in 2019:

You do not need to complete this form.

If you had more than one death in 2019:

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 bismci@rti.org

What deaths should be reported?

e In
su

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)

transit to or from your facilities while under your
pervision

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

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

4/0
CVin.

o,

What was the inmate’s name? 8. On what date was thg fr)mate admitted to one of
Funchess Arthur L your correctional facilities?
LAST FIRST M 0|7 118 1 |9 |7 gj

MONTH DAY YEAR

On what date did the inmate die?

0|6 013 2|0 |1]9 9. For what offense(s) was the inmate being held?
s A YESR a. 12nd degree murder
b.
What was the name and location of the C.

correctional facility involved?

d.r

Facility Name:

ELAYN HUNT CORRECTIONAL CENTER 8.
Facility City: Facility State:
SAINT GABRIEL LA

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

O VYes
O No

What was the inmate’s date of birth?
Don't Know

Lof2][1]3][1]o]6]2]

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
&1 Eemala O In a segregation unit
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 In a medical center outside your facility
B ¥os O Inamental hgalth center outside your facility
Ko O Wwhile in transit
O Elsewhere
Please Specify:

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

Please Specify:

0000©0
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~ [12. Arethe re
sult _
revie S of @ medical exarminey
aminer’s or coroner's evaluation (such as an autopsy, postmortem exam, of

w of medic
al rec ;
0 YES —_— ords) available to establish an official cause of death?
O Evalyay CONTINUE TO Q13

atio
N Complete—results are pending

SKip
LATE:E'MAIN’NG QUESTIONS AND SUBMIT THIS FORM—
IME FOR THE CAUSE OF DEATH

you WiILL BE CONTACTED AT A

@ N .
Ws planned —» CONTINUE TO Q13 S
—
e

13. Whatw
as ok
the cause of death? *** Please SPECIFY cause of death—it is critical information
v
liness—Exclude AIDS-related deaths [SpeCify]

O Acquired Immune Deficiency Syndrome (AIDS) //_
O Accidental alcohol/drug intoxication [Describe] ——— //
g Accidental injury to self [Describe] =
a Acgidental injury by other (e.g., vehicular accidents

during transport) [Describe] — r
O Suicide (e.g., hanging, knife/cutting instrument, .

intentional drug overdose) [Describe] o r
[J Homicide [Describe] —>

—

O other cause(s) [Specify] —>

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

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

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

L—P Please Specify:

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

(0 Elsewhere
L—-P Please Specify:

:5. 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)

oaoao
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ive any of the following medical

16. Excluding emergency care provided at the time of death, d
services for the medical condition that caused his/her deat

O NOT APPLICABLE—Cause of death was accidental injury,

YES
a. Evaluated by physician/medical staff ........................
b. Diagnostic tests (e.g., X-rays, MRI) ........cccccooviiinnen
C: MediCatiONS :ivvississssssamsssssmiassimsasasisigsigaamaasssssapamenesias
d. Treatment/care other than medications ....................
O: SUINGETY :.soovesssnsssvsssssnnnoesssmvssssisssasassisdis svsssussesansnsrsss d..
f. Confinement in special medical unit .............c.cccceeeeee

i inmate rece : b
f;?tzrl:dmission to your correctional facilities ?

intoxication, suicide, or homicide

DON'T KNOW

A O PLEASE PROVIDE A
"""" N RESPONSE FOR
....... SD R oW ITEM A
Y 5 0
....... sl
...... Cl[j

i te develop the condition
d the inmate e

17. Was the cause of death the result of a pre-existing medical
after admission? (If multiple conditions caused the death an

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

Pre-existing medical condition
(O Deceased developed condition after admission

(O Could not be determined

condition or di e
d any of the condition

s were pre-existing,

intoxication, suicide, or homicide

Please add any additional notes regarding this death here:
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OMB No. 1121-0249 Approval Expires 06/30/2021.

MORTALITY IN CORRECTIONAL INSTITUTIONS 2019
(Addendum) ~¥E- STATE PRISON INMATE
& DEATH REPORT

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

RTI INTERNATIONAL

e

FORM COMPLETED BY:

Address

vtate Zip

Name

Official

City

E-mail

Telephone

Title

FAX

Instructions for Completion

If no deaths occurred in 2019:
¢ You do not need to complete this form.

If you had more than one death in 2019:
e Make copies of this form for each additional death.
e Complete the entire form for each inmate death.

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

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

E-MAIL: bjsmci@rti.org

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

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

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

What deaths should be reported?

INCLUDE deaths of ALL persons...

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

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

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

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

EXCLUDE deaths of ALL persons...

Executed in your state

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

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

Under probation or parole supervision in your state

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

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

address.

2

«AMRENAV ING




STATE PRISON INMATE DEATH REPORT

1. What was the inmate's name? 8. On what date was the inmate admitted to one of .
Gillespie Alvin your correctional facilities?
LAST FIRST Ml 110125 2101|116
MONTH DAY YEAR

2. On what date did the inmate die?

0(3|(11]9 20109 9. For what offense(s) was the inmate being held?
MoNIre DAY YEAR a. ISecond Degree Kidnapping
b.
3. What was the name and location of the c.
correctional facility involved?
d.
Facility Name:
ELAYN HUNT CORRECTIONAL CENTER S
Facility City: Facility State:
SAINT GABRIEL 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? 0 No
Don’t Know
0[6]|]0(7 119]16(3
MONTH DAY YEAR
11. Where did the inmate die?
5. What was the inmate’s sex? O In a general housing unit in the facility or in a
Male general 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
oy O Inamental health center outside your facility
Nis O While in transit
O Elsewhere
Please Specify:

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

Please Specify:

00000
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S

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

Faresy” .
: “rreview of medical records) available to establish an official cause of death?

YES ——» CONTINUE TO Q13

Evaluation complete—results are pending
SKIP REMAINING QUESTIONS AND SUBMIT THIS FORM—YOU WILL BE CONTACTED AT A

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

13. What was the cause of death?

O 0O 0 40 O

O a

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]

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

Homicide [Describe]

Other cause(s) [Specify]

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

COPD

v

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

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)
4 O In a special medical unit/infirmary
O In a special mental health services unit
O In a segregation unit
O On death row, special unit awaiting capital punishment
L0 Elsewhere within the prison facility

[PLEASE
SPECIFY]

(I

Please Specify:

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

0

Elsewhere

|—> Please Specify:

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

O0oo

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

AACENOV IR




16. Excluding emergency care provided at the time of death, did the inma{e rgceive any of the fqllowing mediea|
services for the medical condition that caused his/her death after admission to your correctional facilities?

P

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

YES NO DON'T KNOW

a. Evaluated by physician/medical staff ...........c.ccccc....[F]cveeneene '3 —— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) ......ccccoeevvrvennnnee. [ SO ] ISR 0O RESPONSE FOR

£ MEHICANIONS w:onriassssaspemmmmsrseraminismisninitsinms ol fiwssssss T C—_ d EACH ITEM (a-f)

d. Treatment/care other than medications .................... g R 7 CR— d

€. SUMGETY ..ottt erene O O

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

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

(0 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:

«~ANCNAV NG
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OMB No. 1121-0249 Approval Expires 06/30/2021.

—d
Form NPS4a ~_ +~  MORTALITY IN CORRECTIONAL INSTITUTIONS 2019 Bg—ggsy:;g;gggg;g;g@
(Addendum) | ¥k : STATE PRISON INMATE AND ACTING AS COLLECTION AGENT:
,“ DEATH REPORT RTI INTERNATIONAL
FORM COMPLETED BY:
Hams Title
Official
Address Telephone
City FAX
\State Zip E-mail /

Instructions for Completion

If no deaths occurred in 2019:
e You do not need to complete this form.

If you had more than one death in 2019:
e Make copies of this form for each additional death.
e Complete the entire form for each inmate death.

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

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

E-MAIL: bjsmci@rti.org

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

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

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

What deaths should be reported?

INCLUDE deaths of ALL persons...

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

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

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

In transit to or from your facilities while under your
supervision

EXCLUDE deaths of ALL persons...

Executed in your state

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

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

Under probation or parole supervision in your state

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

r BURDEN STATEMENT ﬂ
Under the Paperwork Reduction Act, we cannol ask you to respond to a collection of information unless it displays a currently valid OMB control number. The
burden of this collection is 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.

o

P

«ARCNOV N,



S
STATE PRISON INMATE DEATH REPORT ?g
[
What was the inmate’s name? 8. On what date was the inmate admitted to one of
Guillory Arthur your correctional facilities? ~
LAST FIRST M 01426 1191713
MONTH DAY YEAR

On what date did the inmate die?

0(4]1(2]|6 201 ]9 9. For what offense(s) was the inmate being held?
MONTH DA
Y YEAR 3. ISecond Degree Murder
b.
What was the name and location of the C.
correctional facility involved?
d.
Facility Name:
ELAYN HUNT CORRECTIONAL CENTER e
Facility City: Facility State:
SAINT GABRIEL LA
10. Since admission, did the inmate ever stay
overnight in a mental health facility?
O Yes
What was the inmate’s date of birth? 0 No
Don't Know
0|9 217 119142
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 & iqeneral hou5|.ng un{t on prison grounds
Bl: Female na segrggatlon .umt N o
In a special medical unit/infirmary within your
facility
O In a special mental health services unit within
Was the inmate of Hispanic, Latino, or Spanish your facility
origin? O In a medical center outside your facility
B Yes O In amental health center outside your facility
No O While in transit
O Elsewhere

Please Specify:

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

Please Specify:

00000
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v

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?

O YES ——> CONTINUE TO Q13
I 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

y No evaluation is planned —» CONTINUE TO Q13

o8
-~
o
o)
2
©
o)
-

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

liness—Exclude AIDS-related deaths [Specify] —— |Cardioresiratory arrest due to end stage de

Acquired Immune Deficiency Syndrome (AIDS)

Accidental alcohol/drug intoxication [Describe] ———

Accidental injury to self [Describe] >

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

v

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

\ 4

Homicide [Describe]

\ 4

0 06 0 0 00ad

A 4

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

[PLEASE 3
SPECIFY]

O00oo0oo0o0ooo

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)

0ooo
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16. Excluding emergency care provided at the time of death, did the inmate receive any of the following medjcal
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)veee.... [ O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .......c..cccccovvveeccc[T)vennn [ — =] RESPONSE FOR

€. Medications ........ccccevviiiiiiiiiiiniciiiceieeeeee e [ [ —— O EACH ITEM (a-f)

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

€. SUIGEIY ..ottt O O

f. Confinement in special medical unit .......................[].......... 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 06/30/2021.

Form NPS-4A . #~.  MORTALITY IN CORRECTIONAL INSTITUTIONS 2019 U-S-DEPARTMENTOFJUST'CN
(Addendum) (¥ - STATE PRISON INMATE ID ACTING AS COLLECTION AGER
RN DEATH REPORT RTI INTERNATIONAL

AND ACTING AS COLLECTION AGENT:

FORM COMPLETED BY:

Name

Official
Address

City

State Zip

E-mail

Title

Telephone

FAX

Instructions for Completion

If no deaths occurred in 2019:
e You do not need to complete this form.

If you had more than one death in 2019:
e Make copies of this form for each additional death.
e Complete the entire form for each inmate death.

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

rti.org

E-MAIL: bjsmci@rti.org

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

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

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

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

What deaths should be reported?

INCLUDE deaths of ALL persons...

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

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

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

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

EXCLUDE deaths of ALL persons...

Executed in your state

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

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

Under probation or parole supervision in your state

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

address.

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

b
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STATE PRISON INMATE DEATH REPORT
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What was the inmate’s name?

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

Harmanson Willie

LAST FIRST Mi

On what date did the inmate die?
o|8][2]0] [2]o]1Te

MONTH DAY YEAR

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

Facility Name:

ELAYN HUNT CORRECTIONAL CENTER

Facility City:

Facility State:

SAINT GABRIEL LA

What was the inmate’s date of birth?

(o]3][ofa][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 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

0000E0o

Please Specify:

|

your correctional facilities?

o|l4|(11]2](2[0]1]9

MONTH DAY YEAR

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

a. |Sex Offender Register Violation
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 @ medical center outside your facility

In a mental health center outside your facility
While in transit

Elsewhere

0O 00

000.

Please Specify:

«ANRCNAV 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?

0 YES — CONTINUE TO Q13
U 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] —— Cancer

Acquired Immune Deficiency Syndrome (AIDS)

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

Accidental injury to self [Describe]

»
>

during transport) [Describe]

v

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

v

Homicide [Describe]

v

O
O
O
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 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—P Please Specify:

[PLEASE <
SPECIFY]

000o0ooo

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)

0o0o

~ACCNOV IN.




=

s
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).......... [ R O PLEASE PROVIDE A

b. Diagnostic tests (e.qg., X-rays, MRI) ....cocoovvvevvivecc [T [ R 0O RESPONSE FOR

C. Medications ... [T ) evemrsensanses Cl EACH ITEM (a-f)

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

O, DGO niicsexvunssasunonitosnmenenmensupanss suymenprasy vesssmmrammmsns) O O

f. Confinement in special medical unit ........................[Foe....... [ [R—— 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:

«ARCNCV IR



ﬂﬁrm NPS-4A

OMB No. 1121-0249 Approval Expires 06/30/2021.

(Addendum) 2

MORTALITY IN CORRECTIONAL INSTITUTIONS 2019
; STATE PRISON INMATE
K. DEATH REPORT

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

FORM COMPLETED BY:

Official
Address

Qtate

Name

City

Zip

E-mail

Title

Telephone

FAX

Instructions for Completion

If no deaths occurred in 2019:
*  You do not need to complete this form.

If you had more than one death in 2019:
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...

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)

¢ Intransit to or from your facilities while under your

supervision

EXCLUDE deaths of ALL persons...

Executed in your state

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

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

Under probation or parole supervision in your state

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

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

address.

Y
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STATE PRISON INMATE DEATH REPORT

A ——
e rc
w of

e th
/revie

What was the inmate’s name?

Henry Cornell R

LAST FIRST Mi

On what date did the inmate die?
017 0|2 2ol 1]9

MONTH DAY YEAR

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

Facility Name:

ELAYN HUNT CORRECTIONAL CENTER

Facility City: Facility State:

SAINT GABRIEL LA

What was the inmate’s date of birth?

1121128 |1]9]|6]5

MONTH DAY YEAR

What was the inmate’s sex?

Male
O Female

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

O Yes
No

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

White

Black or African American
American Indian or Alaska Native
Asian

Native Hawaiian or Pacific Islander
Some other race

000080

Please Specify:

J

8.
your correctional facilities?
o(6(]|1|3](2[0]1]6
MONTH DAY YEAR
9. For what offense(s) was the inmate being held?

a.

Attempted First Degree Murder

b.

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?

a

0 0

00oo.

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:

On what date was the inmate admitted to one of .

—
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8 E\E/\’/Eas| CONTINUE TO ablish an official cause of death?
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ING
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- No €valuation is Planneq ow s

H ek

Accidentg| injury to self [Descn‘be]

€] —

fSuicide (e.q., hanging, knife/cutting instrument,
Intentional drug Overdose) [Describe] —> '
Homicide [Describej

a

a

Q

O Accidental in; ﬁ‘\

. INjury by other (e. ., vehi ;
during transport) [Describ( 9., vehicular accidents

a

D ‘ %
O Other cause(s) [Specify]

14. Where did the incident (e.g., accident

a

, Suicide, or homici

de) causing the death take place?
NOT APPLICABLE—Cause of death was iliness, into

xication, or AIDS-related

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

O In a temporary holding area/lockup

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

SPECIFY] O In a special mental hea
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: W

Ith services unit

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)

0000
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16. Excluding emergency care provided at the time of death, did the inmat.e rt.eceive any of the following mewrteal
services for the medical condition that caused his/her death after admission to your correctional facilitiegp ~ *

O NOT APPLICABLE—Cause of death was accidental injury, intoxication, suicide, or homicide
YES NO DON'T KNOW

a. Evaluated by physician/medical staff .......cccccccceeecec e [foeeeennne [ —— O PLEASE PROVIDE A
b. Diagnostic tests (e.g., X-rays, MRI) .........cccocecevvcecce@) cveneenen [ D O RESPONSE FOR

6, 'MEUICANONS. ...ty E b [y E——- O EACH ITEM (a-f)

d. Treatment/care other than medications ..................[ e [ S p——" dJ

€. SUMGETY ..o eeee e eeeesereee s [P o 2 (|

f. Confinement in special medical unit ..............ccccoo.... .ol I 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:
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