

SUICIDE RISK ASSESSMENT & 
CLIENT TREATMENT COMPLIANCE AGREEMENT 

Client’s Name: _________________________________________________  	Date: _______________

This treatment compliance agreement is being initiated for the following reasons:

I. Safety Issue(s) or treatment concern(s):
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

II. Triggers:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

III. Medical/Mental Health Issues/Concerns:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

IV. Risk Factors:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________  

V. Ideations, plan, intent:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
__________________________________________________________________________________________ 
__________________________________________________________________________________________ 

VI. Protective Factors and Resources:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 
____________________________________________________________________________________________________________________________________________________________________________________


VII. Identified Support(s) (people, agencies, organizations, etc.) and how to utilize them:
______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________  

VIII. I agree to cease the following behavior(s): 
____________________________________________________________________________________________________________________________________________________________________________________

IX. Intervention and plan to decrease risks and increase safety, including follow up and persons responsible:
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

X. Therapeutic & Local Resources: 
__________________________________________________________________________________________
__________________________________________________________________________________________ 

XI. Terms of this agreement are considered ongoing until the treatment interfering concern(s)/safety issue(s) has/have ceased (  )      Other (  )
____________________________________________________________________________________________________________________________________________________________________________________

XII. The below identified in creating this agreement agree to adhere to the terms of this agreement and understand that if it is not upheld the below may occur:

Recommendation to higher level of care (  )
Hospitalization (  )
Termination of treatment with referrals provided (  )
Other (  )
____________________________________________________________________________________________________________________________________________________________________________________

Client’s Signature: _______________________________________________________ 	Date: ____________

Parent/Guardian/Support Person’s Printed Name: ______________________________ 	Date: ____________

Parent/Guardian Support Person’s Signature: _________________________________ 	Date: ____________

Parent/Guardian/Support Person’s Printed Name: ______________________________ 	Date: ____________

Parent/Guardian Support Person’s Signature: _________________________________ 	Date: ____________
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