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A. BASIC INFORMATION
1. Name of the deceased: __________________________________________________________________
2. NIC number of deceased (if available): _______________________ 
3. Date of Birth: (DD) / (MM) / (YYYY) 	4. Age: ________ Years		5. Religion: ____________________
6. Marital Status:  Unmarried   Married   Living together   Widowed   Divorced 
7. Ethnicity:  Sinhalese   Tamil   Muslim   Estate Tamil   Burgher   Other	______________
8. Educational Level: _______________________	 9. Occupation: ___________________________	                  

			




8. Permanent residential address: _______________________________________________________________
___________________________________________________________________________________________
9.  MOH area: __________________________________       	10. PHM Area: __________________________
11.  RDHS Area:  _______________________________   	12. GN Division:  _________________________









B. PREGNANCY / DELIVERY INFORMATION
1. Parity:  P___C____				 		2. POA at delivery/ death:____ Weeks 
3. Date of Delivery: (DD) / (MM) / (YYYY) / Not delivered	
If delivered;
4. Hospital & Ward / Unit:  __________________________	5. BHT Number: __________________________
6. Mode of Delivery:__________________ 	
7.  Any pregnancy /partum/ post-partum non-psychiatric complications:


8. Date of discharge/transfer: (DD) / (MM) / (YYYY)	













C. DEATH INFORMATION

1. Date of Death: (DD) / (MM) / (YYYY)			2. Place of Death:_________________________________
3. Police Division:______________________________	4. Mode of Suicide:_______________________________
5. Short History of the incident:

6. Post-mortem details:

7. Cause of Death:

8. Categorization of death:  Direct Maternal      Indirect Maternal    PRD     LMD     RAFD


D. DETAILS OF THE INFORMANTS

	
	Name
	Relationship to
 the deceased
	Reliability of the informant 
(Confidential rating of investigation team)

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	



E. DETAILS OF THE SUICIDE INCIDENT 

1. Date of self-harm (that resulted in death): (DD) / (MM) / (YYYY)			
2. Place of the incident :_________________________________	3. Police Division :_____________________
4. Method/s used: ________________________________________________________________________________
________________________________________________________________________________________________

5. Changes in the victim’s habits and routine activities in the weeks or months prior to the incident:
(Provide details e.g., of sleep / appetite / activity level / mood changes / other) 


6. Circumstances  / events that lead to incident:
Any associated immediate events (e.g., interpersonal conflict, loss events, deaths, etc) / Any long term stressors



7. Any evidence that she had  been planning the suicide ?   Yes   No
   If yes, please describe briefly.

8.  Did she leave a suicide note/ do any other last acts ?  Yes   No  (Please give details.)
________________________________________________________________________________________________
________________________________________________________________________________________________

9: Did she call for help ?  Yes   No  (Please give details.)
________________________________________________________________________________________________
________________________________________________________________________________________________

10. Did she refuse treatment (after the act of self-harm)?  Yes   No  (Please give details.)
________________________________________________________________________________________________
________________________________________________________________________________________________


11. Did she express suicidal ideas/ wishes to die prior to carrying out the act of suicide/ self-harm?
 Yes   No  (Please give details.)




12.  Did she make any attempts to terminate the pregnancy ?  Yes   No  (Please give details.)
________________________________________________________________________________________________
________________________________________________________________________________________________

13.  Did she make any attempts to harm the baby?   Yes   No  
If yes, outcome?   No injury to child  Injury  Death of child   (Please give details.)
________________________________________________________________________________________________
________________________________________________________________________________________________

F. ACTIONS TAKEN AFTER  THE INCIDENT OF SELF HARM

1. Home remedies:  Found dead   No home remedies   Home remedies given (Please give details.)
________________________________________________________________________________________________
________________________________________________________________________________________________

2. Who took the deceased to hospital ? _________________________ _________________________ ____________
3.  Time taken & how the deceased was taken to hospital ? _________________________ ______________________
Inward Care


4. Hospital & Ward / Unit:  _________________________	5. BHT Number: __________________________
6. Management details:





7. Information about her reactions / comments during hospital stay prior to the death:
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

G. PERSONAL HISTORY OF THE DECEASED

1. Early development and childhood:
(eg. loss of parents, guardian, parental conflicts, domestic violence, their marital disharmony, social background, abuse etc)

2. Number of years of schooling / scholastic problems/ other issues:


3. Tertiary Education & details:
________________________________________________________________________________________________
________________________________________________________________________________________________

4. Occupational history: (jobs done and reasons for leaving jobs if relevant)


5. Number of children: _____	Male: ____	Female:____

6. Children’s problems (if any):



7. Personality traits of the deceased:__________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

H. DETAILS ON RELATIONSHIPS

1. Relationship with family, friends, and close others:____________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

2. Previous romantic relationships / marriages / sexual relationships:________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

I. SUBSTANCE ABUSE OF THE DECEASED
Please give details about type / duration of use / whether dependent or not.
________________________________________________________________________________________________
________________________________________________________________________________________________

J. DETAILS ON FAMILY MEMBERS

Please give details about partner, parents, siblings & other in-laws (and their behavior and attitude towards the deceased)





K. MARITAL DISHARMONY / SOCIAL & FINANCIAL ISSUES/ 
Please include details also on emotional abuse, domestic violence and substance abuse by the partner / extra marital relationships of husband. Any significant financial issues / did the deceased have financial independence etc

L. PAST DELIBERATE SELF-HARM
Has she ever attempted to harm herself in the past?   Yes   No  
If YES – as far as possible and relevant, please comment on pervious number of attempts, previous methods, timing, reasons for survival etc:







M. FAMILY HISTORY 
1. Family history of psychiatric illness:  Yes   No  (Please give details.)
________________________________________________________________________________________________
________________________________________________________________________________________________

2. Family history of deliberate self-harm?   Yes   No  (Please give details.)
________________________________________________________________________________________________
________________________________________________________________________________________________

3. Family history of suicide?    Yes   No  (Please give details.)
Please give causes of deaths, timing and if suicides, details on methods employed & reasons. 


N. MEDICAL AND PSYCHIATRIC HISTORY
1. Details on medical illnesses & follow up:_____________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

2. Any diagnosed psychiatric illness ?  Yes   No  
If YES, please give details of first contact with mental health services / specialist care received / number of admissions, current medications / Follow up care / Compliance / Last consultation / alternative therapies etc ).













O. IMPACT OF CURRENT / RECENT PREGNANCY ON THE SUICIDAL ATTEMPT
Was it a wanted pregnancy ?  Yes   No  
Please give details eg. Any family planning failures ? Disputes over paternity ? or similar issues





P. OPINION OF THE INVESTIGATION TEAM
The following section is the opinion of the investigating team, based on history obtained from relations and other relevant information:
1 - Precipitants and stressors
a. Was there an immediate event / proximal trigger associated with the suicide?  Yes   No  
If yes, describe briefly.__________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

b. In your opinion, were there longer term chronic stressors / environmental factors/ other issues etc that contributed to the act of suicide?  Yes   No  If yes, describe briefly.
__________________________________________________________________________________________
__________________________________________________________________________________________

2.   Psychiatric illness in the deceased 
 a. 	In your opinion, was there a history suggestive of (undiagnosed) psychiatric illness?  Yes   No  
	(If YES, Please give details with probably diagnosis, reasons for suspecting that she was suffering from this illness? e.g., behavioural changes noted by family in weeks prior to death, etc).)



b. Diagnosed Psychiatric illness:  Give your opinion on diagnosis / treatment received /care given by a mental health professional or other doctor / family involvement.  If relevant comment on the quality of care she received.

3.  Degree of suicidal intent
a. Overall, considering all factors and information gathered, what is your clinical assessment of the suicidal intention and motivation to die, of the deceased?  
[bookmark: _GoBack] High suicidal intent   moderate suicidal intent   low intent
b. Give reasons for your opinion  (including comments on lethality of method used)
____________________________________________________________________________________________
____________________________________________________________________________________________

4.  Final comments and recommendations based on this death






Q. DETAILS OF THE INVESTIGATION TEAM

	
	Name
	Designation
	Signature

	1
	
	
	

	2
	
	
	

	3
	
	
	

	4
	
	
	

	5
	
	
	



Date of Investigation: (DD) / (MM) / (YYYY)

MEDICAL OFFICER OF HEALTH

Name:						Stamp:		
Signature:						Date: (DD) / (MM) / (YYYY)
_______________________________________________________________________________________________
Please prepare this format in duplicate and fax / email /post one copy within 14 days to Director / Family Health Bureau, 231 De Saram Place, Colombo 10, AND keep the remaining copy for official purposes at your institution.
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