














































STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION

____________________________________ Correctional Facility

INMATE MISBEHAVIOR REPORT ♦ INFORME DE MAL COMPORTAMIENTO DEL RECLUSO
SUPPLEMENTARY SHEET ♦ HOJA SUPPLEMENTARIA

FORM 2171C (1/12)

1.	 NAME OF INMATE (Last, First) ♦ NOMBRE DEL RECLUSO (Apellido, Nombre) NO. ♦ NÚM. HOUSING LOCATION ♦ CELDA

_________________________	 _______________________________________________________________	 ____________________________________________________	 __________________________
	 REPORT DATE  ♦  FECHA	 REPORTED BY  ♦  NOMBRE DE LA PERSONA QUE HACE EL INFORME	 SIGNATURE  ♦  FIRMA	 TITLE  ♦  TÍTULO

	 ENDORSEMENTS OR OTHER EMPLOYEE WITNESSES (if any)	 1.		  ____________________________________________________	 ___________________________
		  SIGNATURE  ♦  FIRMA	 TITLE  ♦  TÍTULO
	 ENDOSOS DE OTROS EMPLEADOS TESTIGOS (si hay)

		  2.		  ____________________________________________________	 ___________________________
		  SIGNATURE  ♦  FIRMA	 TITLE  ♦  TÍTULO

Distribution:  WHITE - Disciplinary Office    CANARY - Inmate (After review)



FORM 2081 (9/18) NEW YORK STATE DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

CONTRABAND TEST PROCEDURE 
 
 

Inmate Name DIN Cell 

Substance Suspected Approximate Amount 

 
System of Narcotics Identification used:   The NIK® System The NARK® II System 

 

TESTING SEQUENCE 
 

 

Initial Test Resulting Colors/Color Changes 

 Indication 

 

Initial Test Resulting Colors/Color Changes 

 Indication 

 

Initial Test Resulting Colors/Color Changes 

 Indication 

 

Initial Test Resulting Colors/Color Changes 

 Indication 

 

Initial Test Resulting Colors/Color Changes 

 Indication 

 

FINAL TESTING RESULTS        

WAS PROPER AMOUNT OF SUBSTANCE USED? YES NO 

WERE MANUFACTURER'S PROCEDURES FOLLOWED? YES NO 

 
************************************************************************************************************************************************************************** 

OPERATOR NAME   DATE OF TEST   TIME   

OPERATOR TRAINING:  CERTIFIED BY   DATE OF CERTIFICATION    ________ 

**************************************************************************************************************************************************************************   

I CERTIFY THAT THE ABOVE IS TRUE AND CORRECT. 

   

OPERATOR SIGNATURE DATE 

  



FORM 2080 (9/18)                 NEW YORK STATE DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

REQUEST FOR TEST OF SUSPECTED CONTRABAND DRUGS 
 

Inmate Name DIN Cell 

Request made by Date 

Substance suspected Approximate amount 

Circumstances leading to request 

 

 

 

(continue on back if additional space is needed) 

Supervisor receiving request Date 

If a capsule, was it 
Yes 

inspected at pharmacy? 
No 

Inspected by Date Time Identification 

Substance tested by Date Time 

Results 

Method of testing 

Was any of the substance 
Yes 

left after testing? 
No 

Was remaining substance 
Yes 

forwarded to State Police lab? 
No 

Date Time 

Manner Results Date 

CHAIN OF CUSTODY (Starting with the Officer who found the substance) 

 
From   

 
To 

 
   

 
Date   

 
Time   

From   To    Date   Time   

From   To    Date   Time   

From   To    Date   Time   

From   To    Date   Time   

From   To    Date   Time   

From   To    Date    Time    

From     To    Date    Time    

From     To    Date    Time    

From    To    Date    Time    

This form is to be filled out completely. It is to accompany the suspected substance until the substance is tested. After the 
substance is tested, this form is to be delivered to the office responsible for inmate discipline regardless of the results. If the 
substance proves to be a contraband drug, a misbehavior report shall be written. 



 
FORM #2077 (REV. 11/16) 
 

NEW YORK STATE DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

CELL FRISK/CONTRABAND RECEIPT 

______________________ CORRECTIONAL FACILITY 

Date:    Frisk Start Time: _______    Frisk End Time: _______    

Inmate Name: ________                                 DIN: ____________  CELL/CUBE/ROOM: _____  _  

 
Officer Conducting Search: _________________________________ ____________________________  
                                             Print Name Legibly     Badge #    Signature   
 
ITEMS CONFISCATED OR DAMAGED                                     WHERE FOUND                                    DISPOSITION OF ITEMS LISTED 

   

   

   

   

   

 

______NO CONTRABAND FOUND           _______ NO PROPERTY DAMAGED DURING SEARCH 

NOTICE TO INMATE:  YOU MAY WRITE TO THE DEPUTY SUPERINTENDENT FOR SECURITY WITHIN 7 DAYS OF   
                                      THIS RECEIPT REGARDING THE CONFISCATION OR DISPOSITION OF THESE ITEMS. 
                

NOTE: DURING THIS CELL FRISK, MY INITIALS BELOW INDICATE THAT THE CELL INTEGRITY CHECK HAS     
            BEEN COMPLETED AS FOLLOWS: 
 
FLOORS:      SINK/TOILET:                                                  
    
AIR VENT:                                                                                     WINDOW CHECKED/INTACT:                          
  
CEILING:                                                                   WALLS:                                              
                                                                                                   
BARS:                     MISC:              

IN ADDITION: THE FOLLOWING ITEMS WERE CHECKED FOR COMPLIANCE: 
PROPERTY LIMITS (No more than 4 bags of property):           
PHOTOGRAPH/PICTURE COMPLIANCE (No nudes visible from the front of cell. All photos/pictures confined in the 
appropriate 2’ x 4’ section.)              
INMATE ID MATCHES CURRENT APPEARANCE (Checked ID to inmate’s current appearance, if the inmate was 
present for the search.)               

 
Comments:               

               

                

Original – Inmate 
Copy      - DSS 
 

 



FORM 2068 (06/18) 
PLEASE PRINT CLEARLY

 

STATE OF NEW YORK – DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 
AUTHORIZATION FOR DISPOSAL OF PERSONAL PROPERTY 

Inmate complete section 1, sections 2, 3, and 4 as applicable and sign at 5.  ___________________________Correctional Facility 
1. Inmate Name DIN Location 

2. I hereby (authorize disposal) (request review) of item (s) not permitted/surplus personal property in the following manner: 
       Quantity                    Article/Bag                                                                             Reason not permitted                                 Circle choice 

    ______  -  ____________________________________________________________________________________    A – B – C - D 

    ______  -  ____________________________________________________________________________________    A – B – C - D 

    ______  -  ____________________________________________________________________________________    A – B – C – D 

    ______  -  ____________________________________________________________________________________    A – B – C - D 

    ______  -  ____________________________________________________________________________________    A – B – C - D 
 
      A*       - Ship at my expense to            ______________________________________  _________________________________ 
                                                                                     NAME                                                                                        ADDRESS 
*If option A is chosen, the inmate must choose a second disposal option in the event that they do not have sufficient available spendable 
funds for instances of excess personal property disposal (Directive #4913) only.   
Circle your second choice for disposition. 

     B**         -Send out via visitor                 ______________________________________  _________________________________ 
                                                                                      VISITOR’S NAME                                                                       ADDRESS 
** The item will be held a maximum of 14 days pending arrival of a visitor.  Circle your second choice for disposition in case visitor does not come or 
accept item. 
     C            -Donate to charitable org.      ______________________________________  _________________________________ 

NAME                                                                                        ADDRESS 

     
    accept item. 

                          
                                                                                

  3. I request to transfer my clear-case ___ radio, ___headphone-radio, ___tape player, ___ radio/ tape combo per Dir. #4920 

         To inmate:           Name ____________________________________________ DIN ______________________ Date ___________ 

    Mfg. ______________________________ Type ________________________________ Ser. # _____________________________ 

   4. Inmate with clear-case televisions must complete BOTH PARTS A&B of this section (See Dir. #4921) 
       A.   If I am transferred to a TV facility I request my TV be shipped to the new facility at my expense    Y __   N __ 
       B.   If “NO” in Part “A” above – OR – if I am not transferred to a TV facility, I request that my TV: (check 1) 
                   ____  Be disposed of as specified in section 2 above OR 

                   ____  Be transferred to inmate:    Name _____________________________________ DIN ___________________ 

                   Mfg. _____________________________   Ser. # _______________________________ 

   5.  ____________________________________________  DIN _____________________________  DATE ____________________ 
            (Inmate’s signature) 

     ____ Inmate refused to make a choice after being informed by employee witness. 

         ___________________________________________  Title _____________________________ DATE _____________________ 
              (Witness’s signature) 
    Items (s) reviewed as requested and ____  allowed    ____ disallowed        Reason ____________________________________________________ 

           (sign) _______________________________________________ Title ________________________________  Date  _____________________ 

  6.  ____ Disposition ordered by DSS, FDS, SUPT    ____ Destroy    ____   Donate to ____________________________________________________ 

           (sign) ______________________________________________  Title ________________________________ Date ______________________ 

       ____  The above articles were disposed of as indicated by:  (sign) ___________________________________________ Date _______________ 

                        Comments:  _________________________________________________________________________________________________ 

       ____  Radio/tape player transfer is    ____  Approved    ____  Denied 

           (sign) ______________________________________________  Title ________________________________ Date ______________________ 

      ____ Received by visitor (visitor’s signature): _______________________________________________________________ 

      ____  Shipped at the inmate’s expense as requested on _____________________________ 

 
DISTRIBUTION:    Original – IRC File      1st Copy – Package Room, Facility File       2nd Copy – Package Room – Inmate File       3rd Copy - Inmate 

     D            -Destroy at facility



FORM 1140-WRF (11/02)
Ref: Dir.#4910

DATE:  ___________________           

TIME   ___________________

	   FRISK
         INMATE NAME:                                                                                                            DIN#: 	   LOCATION:

           TO BE COMPLETED BY THE PERSON(S) CONDUCTING THE FRISK/ SEARCH.
	

            NAME/RANK OF PERSON(S) CONDUCTING FRISK:
			 
		  1) ____________________________________________________       2)______________________________________________________

       	       -- If Other Staff are Present, List Name/Rank, and Explain Why Their Presence was Necessary and Who Authorized Their Presence:

		  ________________________________________________________________________________________________________________

		  ________________________________________________________________________________________________________________
		

 RESULTS OF SEARCH

  
________________________________________________________________________________________________

 

	 	 ________________________________________________________________________________________________________________
		    

WAS FORCE REQUIRED TO COMPLETE THE SEARCH?
                       

YES
 

�
  
NO

 

�
	 Orig. IRC 	   cc: Captain               cc: DSS 	 SIGNATURE 

_______________________________________________________________
 

STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION

REPORT OF STRIP FRISK ON ADMISSION
RESTRICTION/SECURE UNIT



Form 1140 CGPF-T (06/19) 

 

STATE OF NEW YORK –  
DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

REPORT OF CROSS GENDER PAT FRISK – TRANSGENDER INMATE 
 
INMATE NAME: DIN: DATE: TIME: 

LOCATION OF PAT FRISK: 

This form is to be used whenever an Officer conducts an emergency cross gender pat frisk of a transgender 
inmate who presents their permit to possess and wear gender conforming/transgender undergarments and 
requests to be pat frisked by an Officer of a specified gender. An Officer may perform an emergency pat frisk 
of a transgender inmate when exigent circumstances exist and an Officer of the specified gender is not 
present at the location where the pat frisk is to be conducted or, if present, is not available to perform the pat 
frisk. 
 
Exigent circumstances mean any set of temporary and unforeseen circumstances that require immediate 
action in order to combat a threat to the security or institutional order of a facility. The pat frisk shall be 
conducted in a location where there is regular access and traffic by staff, inmates, or both, rather than in a 
more remote or less traveled area. In facilities with CCTV capabilities, pat frisks should also be conducted in 
the area where a camera is present. 

 
 

EXIGENT CIRCUMSTANCES FOR FRISK:  

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 
 
RESULTS OF FRISK:  
_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 

 
 
 
 
_______________________________________       ____________________________________________ 
NAME/RANK OF OFFICER CONDUCTING PAT FRISK               Print Name                                 SIGNATURE 

 
 
 
 
Orig. IRC (Inmate File)      cc: Captain (Retain 1 Yr.)     cc: DSS     cc: ADS PREA Compliance Manager 

 
 



Form 1140 CGPF (10/16) 

 

STATE OF NEW YORK –  
DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

REPORT OF CROSS GENDER PAT FRISK – FEMALE INMATE 
 
 
INMATE NAME: DIN: DATE: TIME: 

LOCATION OF PAT FRISK: 

This form is to be used whenever a male officer conducts an emergency cross gender pat frisk of a female 
inmate.  A male officer may perform emergency pat frisks of female inmates when exigent circumstances 
exist and a female officer is not present at the location where the frisk is to be conducted or, if present, is not 
available to perform the pat frisk.  Exigent circumstances mean any set of temporary and unforeseen 
circumstances that require immediate action in order to combat a threat to the security or institutional order of 
a facility.  The pat frisk shall be conducted in a location where there is regular access and traffic by staff, 
inmates, or both, rather than in a more remote or less traveled area.  In facilities with CCTV capabilities, pat 
frisks should also be conducted in the area where a camera is present.     
 
 

 
EXIGENT CIRCUMSTANCES FOR FRISK:  

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 
 
RESULTS OF FRISK:  
_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

 

 
 
 
 
_______________________________________       ____________________________________________ 
NAME/RANK OF OFFICER CONDUCTING PAT FRISK               Print Name                                 SIGNATURE 

 
 
 
 
 
 
Orig. IRC (Inmate File)      cc: Captain (Retain 1 Yr.)     cc: DSS     cc: ADS PREA Compliance Manager 

 
 



 

 

              

 

         

 

 

 

   

  

      

      

 
  

   

Received Date Notification of Death 

RS 6082 
(Rev. 10/18) 

 
  

Please type or print clearly 
in blue or black ink 

Deceased NYSLRS ID     Retirement System [check one]
Employees’ Retirement System (ERS) 

Deceased 
Social Security Number [last 4 digits]

XXX-XX- Police and Fire’ Retirement System (PFRS) 

A copy of this form should be completed and forwarded to the New York State and Local Employee’s Retirement System and/or the 
New York State and Local Police and Fire Retirement System whenever an employee dies. This will enable us to avoid needless delay 
in initiating payment of benefits to the member’s beneficiary. 

Name of Deceased: (First, Middle Initial, Last) Date of Death: 

Name and Address of Nearest Relative: (If known) 

Member’s Last Known Address: 

Member’s Payroll Status (please print) 

On Payroll and Receiving Salary: Yes  No 

If no, explain: 

Name of Employer: 

Last Date of Work For Which Salary Was Earned: 

Did the member  have an accident  on the job which may  have led to 
death?       

Yes  No (If the answer  is  yes,  please send a 
copy of Workers’  Compensation papers  or  a description of the 
accident.) 

Employer’s Telephone Number: (Including Area Code) 

Name and Title of Notifier: 

For Retirement System Use Only: 

Employer Location Code: _____________ Number of First Letter: ________________ Number of Payment Letter: _______________ 

Beneficiary Information: 

Name: 

Street: 

City, State, and Zip Code: 

Name: 

Street: 

City, State, and Zip Code: 

Name: 

Street: 

City, State, and Zip Code: 

Name: 

Street: 

City, State, and Zip Code: 

Name: 

Street: 

City, State, and Zip Code: 

Name: 

Street: 

City, State, and Zip Code: 

*10/18RS6082*



 
STATE OF NEW YORK 

OFFICE OF THE STATE COMPTROLLER 
BUREAU OF STATE PAYROLL SERVICES 

 
REPORT OF CHECK EXCHANGE 

See Instructions on Reverse Side 
 
 

Agency: _____________________________________________________________          Date: ____________________________ 
 
Fiscal Officer:        Agency Code: _____________________ 
 
 

Reason for Exchange of Check 
□         Death of Payee (attach appropriate forms/letter)  

□         Incorrect Amount   

□         Incorrect Payee Name  

□         Other – Please explain: _____________________________________________________________________________ 
  

 
Payee’s Name As It Appears 
on Paycheck: ______________________________________________ Check No: _______________________ 
 
Employee’s NYS EMPLID or full Tax ID #:____________________________ Check Date: ______________________ 
 
Amount of check returned by agency:                           $     
 
 
Draw the following checks to: 

 
(1)  Commissioner of Taxation and Finance:      (1) $     
 
 
(2)  Payee:         (2) $     
 
Payee’s SSN or Tax ID #:________________________________________________ 
 
Address: 
 
City: ____________________________ State: ______ Zip Code: ___________ 
 
 
(3)  Payee:         (3) $     
 
Payee’s SSN or Tax ID #:   
 
Address:    
 
City: ____________________________ State: ______ Zip Code: ___________ 
 
 
(4)  Payee:                (4) $ ____________________ 
 
Payee’s SSN or Tax ID#: 
 
Address:  
 
City: ____________________________ State: ______ Zip Code: ___________ 
 
       Total:        $ ____________________ 
       (Lines 1 thru 4) 
 
 

FOR AGENCY USE ONLY FOR OSC USE ONLY 
Approved by: 
 
Print or Type Name: _________________________ 
 
Signature: _________________________________ 
 
Date: ________________ Phone No.____________ 
 

Approved by: 
 
Signature: ________________________________________ 
 
 
Date: ____________________________________________ 
 
 

AC 1476-P (Rev. 11/12)    

 



 
AC 1476-P (Rev. 11/12) Page 2  

 
 

Instructions for Completing  
Report of Check Exchange  

 
1. A separate form AC 1476-P must be submitted for each check exchange requested. 
 
2. Enter agency’s name, name of fiscal officer, date and agency code. 
 
3. Check the reason for the exchange in the block provided.  If “Other” is checked, please 

note the reason in the space provided. If “Death of Payee” is the reason for the exchange, 
a Next of Kin Affidavit (AC 934-P) and a copy of the death certificate must accompany 
this form. If a check(s) is to be made payable to the Estate of an employee, a Letter of 
Administration or a Letter of Testamentary also must be attached.  

 
4. Enter the payee’s name as it appears on the paycheck. Enter the employee’s NYS 

EMPLID or the full Tax Identification number (TIN), check number and check date. 
Please note that the Form AC 1476-P will not be processed without a NYS EMPLID  
or TIN. 

 
5. Enter the amount of the check being returned by the agency. 

 
6. Use line (1) when a check is drawn to the Commissioner of Taxation and Finance for the 

difference between the exchange check and the original check.  On line (2), complete the 
Name, Social Security or Tax Identification number and the amount of the exchange 
check to be issued to the new payee.  If necessary, lines (3) & (4) may be used for 
additional payees with Social Security or Tax Identification numbers and addresses. 

 
7. FOR AGENCY USE ONLY block:  This is to be completed by the agency personnel 

submitting the form.  Please date, sign and provide a telephone number. 
 

8. Submit form to:  Office of the State Comptroller, Remittance Control,  
110 State Street, 2nd Floor, Albany, NY  12236. 

 



STATE OF NEW YORK 

OFFICE OF THE STATE COMPTROLLER 
BUREAU OF STATE PAYROLL SERVICES 

 

NEXT OF KIN AFFIDAVIT 
 

State of New York        State of New York 

City of  ______________________________________    Office of the State Comptroller 

County of ______________________________________    Employee’s Name _________________________________ 

         Last 4 Digits of Employee’s SSN ________________________ 

 
________________________________________________________________________, being duly sworn, deposes and says: 

         Town of 
1.  That she/he resides at __________________________________________,  Village of ________________________________________, 
         City of 

In the county of ______________________________________________________ and State of ________________________________________; 

 

2.  That no Executor, Administrator or fiduciary of the estate of said decedent has qualified or been appointed. 

 
3.  That she/he is the  surviving spouse.  

That the affiant herein is informed and believes that the sum of $______________________________ was due and owing the decedent from the 
State of New York at the time of the decedent’s death for ___________________________________________________________________ and 
that this payment and all other payments made pursuant to Section 1310 of the Surrogate’s Court Procedure Act by all debtors, known to the affiant 
after diligent inquiry, do not in the aggregate exceed thirty thousand dollars ($30,000).  This section applies only within thirty (30) days of the death of 
the decedent. 

 
4. That she/he is   the surviving spouse 
  one or more of the children of the decedent, eighteen years of age or older 
  the father or mother 
  a brother or sister 
  a niece or nephew  
 

Preference being given in the order named if request for payment shall have been made by more than one such person of the decedent 

______________________________________________ who died on the ______ day of _______________________, 20____. 

That the following are the names and addresses of the persons entitled to and who will receive the money paid: 

______________________________________________________________________________________________________________________ 

    Name     Address    Relationship   Social Security Number 

______________________________________________________________________________________________________________________ 

  Name     Address    Relationship   Social Security Number 

______________________________________________________________________________________________________________________ 

  Name     Address    Relationship   Social Security Number 

______________________________________________________________________________________________________________________ 

  Name     Address    Relationship   Social Security Number 

 

That the affiant herein is informed and believes that the sum of $______________________________ was due and owing the decedent from the 
State of New York at the time of the decedent’s death for _____________________________________________________________________ and 
that this payment and all other payments made pursuant to Section 1310 of the Surrogate’s Court Procedure Act by all debtors, known to the affiant 
after diligent inquiry, do not in the aggregate exceed fifteen thousand dollars ($15,000). 

 
5.  That the decedent had not, to affiant’s knowledge, designated in writing a person to whom such debt shall be paid upon the decedent’s death. 
 
6.  That this affidavit is made for the purpose of directing payment of the said debt to: 
  the affiant, or 
  ______________________, pursuant to SCPA Section 1310(3) (f), a creditor of the decedent or person who has paid or 
 incurred the funeral expense of the decedent, not to exceed $5,000 (SCPA §1310(4)), upon the request of the surviving 
 spouse or of one of the above-named relatives and $ ___________________ remains to be reimbursed to such person. 
 
7.  Any person receiving payment is accountable to the fiduciary of the decedent (including a public administrator) if a fiduciary is later appointed for the 

decedent’s estate. 
 

Subscribed and sworn to before me on _______________________________________________________________ 
        Signature of Affiant   Social Security Number 
this_____day of ___________, 20____. 

________________________________ 
Notary Public-Commissioner of Deeds 
 

AC 934-P (Rev. 6/09)  



 

 
STATE OF NEW YORK – DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

 

___________________________________ Correctional Facility 

DAILY SECURITY SUPERVISOR REPORT 

I.  Name/Title _________________________________________________ Date ________________ 

 Signature __________________________________________________ 

Area of Assignment ________________________________________ Tour ________________ 

 A.  Were rounds completed?             Yes ______          No ______ 

If no, explain why rounds could not be completed.   

____________________________________________________________________________________ 

____________________________________________________________________________________    

B. Were rounds unannounced? Yes _____          No ______ 

If no, indicate what action, if any, was taken (Example:  No action, called ahead to interview 
inmate, or discussed with staff the agency policy regarding calling ahead). 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

C. List any other areas you may have visited on your tour of duty. 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

D. Were the rounds you made in the other areas unannounced?    Yes _____     No ______ 

If no, indicate what action, if any, was taken. 

____________________________________________________________________________________ 

____________________________________________________________________________________ 

II. Deficiencies and operational problems (physical plant, cleanliness, health, safety or security, staff 
and/or inmate problems encountered). 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

III. Action taken or corrective action in process (Example:  work orders, work completed, FSO notified, 
emergent conditions that required immediate action). 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

IV. Security Inspections, to include cell integrity, cell frisk, inmate industry work station frisk, counts,       
bar/hammer checks, observed and reported to the Watch Commander/ 
Comments/Recommendations. 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

Submit completed report to the Watch Commander. 

Forward to Deputy Superintendent for Security.  

FORM 4001B (10/18) 
Photocopy Locally 
As Needed 



STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

DRUG/SPECIAL WATCH ISOLATION REPORT 
 

 

INMATE NAME: _________________________________________________________________  NUMBER: __________________________ 

 

DATE: ____________________  TIME: ______________________  LOCATION: _________________________________________________ 

 

AUTHORIZED BY:  __________________________________________________________________________________________________ 

       Name and Title 

BASIS OF PROBABLE CAUSE:  ________________________________________________________________________________________ 

 

__________________________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________________________ 

 

MEDICATION ADMINISTERED (IF ANY):   ________________________________________________________________________________ 

 

CONTRABAND RECOVERED (IF ANY):   ________________________________________________________________________________ 

 

NAME/TITLE OF PERSON(S) CONDUCTING INSPECTION: _________________________________________________________________ 

 

__________________________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________________________ 

 

__________________________________________________________________________________________________________________ 
 
 
 
IF TEMPORARY ISOLATION EXCEEDS TWENTY HOURS, A MEMBER OF THE FACILITY HEALTH SERVICES STAFF SHALL VISIT THE  
 
INMATE AT LEAST ONCE EVERY 24 HOURS.  SUCH VISITS SHALL BE DOCUMENTED ON A CHRONOLOGICAL LOG MAINTAINED AT  
 
THE SITE OF THE TEMPORARY ISOLATION. 
 
 
 
 
RELEASE AUTHORIZED BY:  ________________________________________________________     _______________________________ 
      Name and Title     Date 
 
 
 
 
RELEASED:  ________________________________________                    __________________________ 
    Date           Time 

 FORM 2147 (7/11) 

DISTRIBUTION:        White     - Superintendent
Yellow    - Guidance and Counseling Folder



Form 1140 CGPF-AO (09/18) 
 

STATE OF NEW YORK –  
DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

REPORT OF CROSS GENDER PAT FRISK – ADOLESCENT OFFENDER 
 
INMATE NAME: DIN: DATE: TIME: 

LOCATION OF PAT FRISK: 

REASON FOR THE PAT FRISK: 

This form is to be used whenever an opposite gender officer conducts an emergency cross gender pat frisk 
of an adolescent offender (AO).  An officer may perform an emergency pat frisk of an opposite gender AO 
when exigent circumstances exist, and a same gender officer is not present at the location where the frisk is 
to be conducted or, if present, is not available to perform the pat frisk.  Exigent circumstances are any set of 
temporary and unforeseen circumstances that require immediate action in order to combat a threat to the 
security or institutional order of a facility.  The pat frisk shall be conducted in a location where there is regular 
access and traffic by staff, AOs, or both, rather than in a more remote or less traveled area.  In facilities with 
CCTV capabilities, pat frisks should also be conducted in the area where a camera is present.     
 
 

 
EXIGENT CIRCUMSTANCES FOR FRISK:  

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 
 
 
RESULTS OF FRISK:  
_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 

_______________________________________________________________________________________ 
 
 
 
 
 
__________________________________________       _________________________________________ 
PRINT NAME/RANK OF OFFICER CONDUCTING PAT FRISK                                                SIGNATURE 
 
 
 
 
 
 
Orig. IRC (Adolescent Offender File)      cc: Captain (Retain 1 Yr.)     cc: DSS     cc: ADS PREA Compliance Manager 
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