








 

FORM 2200 (10/19) 

NEW YORK STATE DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

SHU DOUBLE-CELL INFORMATION SHEET 
 

   CORRECTIONAL FACILITY 

 

DIN: __________________ NAME: ___________________________________________ D.O.B ______________________ DATE: ________________ 

 

I. SUITABILITY - History and Behavior 

○ No ○ Yes Highly assaultive 

○ No ○ Yes Same gender sexual violence 

○ No ○ Yes Extremely violent nature of the instant offense or criminal history 

"Yes" in any above category requires override reason prior to affirmative double cell recommendation. 

Reason for Override      

 

○ No ○ Yes Victim prone.  If "Yes" in this category, may be housed with a compatible inmate as determined below at II. 

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

Mental Health Status 

OMH Level 1   ○ No ○ Yes If   "Yes" inmate may not be double celled. 

Has been determined to be Seriously Mentally Ill   ○ No   ○ Yes   If   "Yes" inmate may not be double celled. 

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

Health Services Review Results 

○ Approved ○ Disapproved 

○ Bottom bunk only

Date:

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

DSS (or designee) Review: ○ APPROVED ○ DISAPPROVED 

Comments:    

 
Signature: ____________________________________ Date: _______________________ 

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

II. COMPATIBILITY CELL: ________________ 
 

 
CANDIDATE DIN: 

 

 
 

 
 
 

 

 
CURRENTLY ASSIGNED DIN: 

   

RACE/ETHNICITY RELIGION RACE/ETHNICITY RELIGION  
○ Black ○ Christian ○ Black ○ Christian 

cHRISTI
A Christian 

○ Hispanic ○ Muslim ○ Hispanic ○ Muslim 

○ White ○ Jewish ○ White ○ Jewish 

○ Other ○ Other ○ Other ○ Other 

○ Victim prone ○ Victim prone   

○ Bottom bunk ○ Bottom bunk 

○ Enemy ○ Enemy 

○ History of escape ○ History of escape 

○ Sexual Orientation other than heterosexual/straight ○ Sexual Orientation other than heterosexual/straight 
○ Transgender/gender nonconforming ○ Transgender/gender nonconforming 
○ High risk of being sexually abused ○ High risk of being sexually abused 

  
 

Dist: White 

Canary 

Pink 

Deputy Superintendent for Security  
Inmate Records Coordinator  
Facility Movement & Control Officer 



STATE OF NEW YORK - DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION  

SCREENING AND PHYSICAL ASSESSMENT FOR PLACEMENT IN A DOUBLE-CELL 
 

DIN:  ____________________________  NAME: ___________________________________________________________ 
 

I.    Medical Record Screening Review 
A. Has the person been diagnosed to have any of the following communicable illnesses that are currently contagious?  

Check if present. 
 

□ Amebiasis 

□ Chancroid 

□ Chickenpox/Herpes                          
dddZoster 

□ Chlamydia trachomatis 

□ Cholera 

□ Cryptosporidiosis 
 

□Diphtheria 

□ E. coli 0157:H7 

□ Encephalitis 

□ Giardiasis 

□ Gonococcal Infection 

□ Hepatitis 
 

□ Lymphogranuloma          
dddvenereum 

□ Measels  
□ Meningitis 

□ Meningococcemia 

□ Mumps 

□ Pertussis 

□ Plague 

□ Rubella 

□ Salmonellosis 

□ Shigellosis 

□ Syphilis 

□ Tuberculosis 

□ Typhoid 
□ Yersiniosis 

 B. Has the person been noted to currently have symptoms that indicate an acute illness which could be contagious at this 

time?      □ No □ Yes  If so, please specify these symptoms: 

C. Are there known medical contraindications to him or her being placed in a double-cell?  (e.g., any conditions noted in I-A 
or B above or chronic debilitating disease, skin lesions, open sores, cardiac condition-stage 4) 

□ No □ Yes  (single-cell) 

D. Are there any known medical indications requiring him or her to be placed in a bottom bunk bed? (e.g., medically docu-
mented - back problems {through radiologic or surgical physician review}, medication for seizure disorder, diabe-
tes/insulin dependent, age over 60 years, permanent physical disability {e.g., amputee, rheumatoid arthritis}, diagnosis of 
sleep apnea, current acute injury or serious medical conditions {e.g., fractures, recent MI, advanced arthritis})  

□ No □ Yes  (bottom bunk) 

 

Signed:____________________________________________ Date:___________________ 
 

- - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - - -  
II. Physical Assessment:  (A physical assessment as indicated below must be conducted prior to or within 48 

hours of placement in a double-cell.) 
 A. Based upon your physical assessment of the person, does he or she: 

□ No □ Yes   Appear acutely ill? 
□ No □ Yes   Have evidence of persistent cough? 
□ No □ Yes   Currently have severe diarrhea? 
□ No □ Yes   Have respiratory check sounds that could indicate an acutely communicable illness? 
□ No □ Yes   Have skin rashes, jaundice or lesions that could indicate an acutely communicable illness? 

 B. From your physical assessment of this person, are there medical contraindications to him being placed in a double-cell? 
(e.g., any conditions noted in Part II. A.)  

□ No □ Yes (single-cell)       

 C. From your physical assessment of this person, are there medical indications requiring him or her to be placed in a bottom 
bunk bed?  

□ No □ Yes (bottom bunk) 

 
 

Signed:______________________________________________ Date:____________________ 

Report answers to 
C. and D. to the DSS or 
designee immediately.

Report answer to B. to
the DSS or designee 
immediately.

Form 3117 (6/16) 


