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Previous Clinical Records

Medical
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Assessing clinician’s knowledge of consumer’s past behaviour/
current clinical presentation
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Protective Factors (cescribe)
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AGGRESSION/VIOLENCE
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Recent incidents of violence Expressing intent to harm others

Previous use of weapons Access to available means
Male Paranoid ideation about others
Under 35 years old Violent command hallucinations

Criminal history Anger, frustration or agitation
Previous dangerous acts
Childhood abuse

Role instability

Preoccupation with violent ideas
Inappropriate sexual behaviour

Reduced ability to control self
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History of drug/alcohol misuse Current misuse of drugs/alcohol

Protective Factors (cescribe)
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Other Risks Identified

Risk Management Issues (please ensure Psolis alerts are noted
here)

TO BE COMPLETED BY ASSESSING CLINICIAN
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Organisation/Facility: Position Held:
Address: Phone:
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