












Form 2168A (10/14) 
Reproduce Locally as Needed 
 

STATE OF NEW YORK 
DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

 
______________________________ CORRECTIONAL FACILITY 

 

SEXUAL VICTIMIZATION 
INVOLUNTARY PROTECTIVE CUSTODY RECOMMENDATION 

 
 

1. INMATE NAME: _________________________ DIN: _____________ CELL: ______________ DATE:_________ 
 
2. REASON FOR THIS RECOMMENDATION:   
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
________________________________________________________________________________________ 
 
 
3. HAVE ALL AVAILABLE ALTERNATIVES TO INVOLUNTARY PROTECTIVE CUSTODY BEEN CONSIDERED AND A 
DETERMINATION MADE THAT THERE IS NO AVAILABLE ALTERNATIVE MEANS OF SEPARATION FROM LIKELY 
ABUSERS?:    YES               NO 
 
 
_________   _________   _________________________  _________________________  ___________________ 
  Date    Time  Name of Person        Signature           Title 
    Making Recommendation 

 
4. IS INMATE CONFINED PENDING A DETERMINATION ON THIS RECOMMENDATION?          YES               NO 
 
5. IF YES: 
 a. HOUSING UNIT OF PRESENT CONFINEMENT: ______________________________________________ 
 
 b. AUTHORIZED BY: _____________________________________________ DATE: _________________ 
  (Watch Commander or above) 
 
 
 
NOTICE TO INMATE:  A hearing will be conducted within 14 days of this recommendation in accordance with the 
provisions of Part 254 of Chapter V.  You will be entitled to call witnesses on your own behalf provided that doing 
so does not jeopardize institutional safety of correction goals. 
If restricted pending a hearing on this recommendation, you may write to the Deputy Superintendent or his/her 
designee prior to the hearing to make a statement on the need for continued confinement. 
 
 
 
 
DISTRIBUTION:   ORIGINAL  INMATE 
  COPY          DISCIPLINARY 
  COPY  ADS PREA COMPLIANCE MANAGER 



Form #4948A (03/15) 
Reproduce Locally as Needed 
 

STATE OF NEW YORK – DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 
SEXUAL VICTIMIZATION INVOLUNTARY PROTECTIVE CUSTODY 

Restriction of Inmate’s Program Participation 

 
Inmate Name: ___________________________________ Facility: _______________________________ 
 
DIN: _________________ ORC Signature: _________________________________ DATE: _______________ 
 
Date Limitation Imposed (date of admission to IPC): _____________________________ 
 
INMATE PROGRAM NEEDS 
Education:  (e.g., Academic Outreach (Cell Study), High School Equivalency/TASC, Special Education, College, 
Vocational, Other)  
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Treatment: (e.g., Aggression Replacement Training/Sex Offender Counseling/Substance Abuse Treatment) 

_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Transitional Services Work: 

_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
Other:  (e.g., Visitation, Family Reunion Program, Ministerial Services) 

_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
ELIGIBLE/NEEDED PROGRAMS AVAILABLE AT FACILITY: 

________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
  
*PROGRAM OPPORTUNITIES LIMITED (of those available): 

 _________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
 
*REASON FOR LIMITATION (must specify reason for each program opportunity limited, e.g., mess-hall 
assignment places inmate in an area of the facility that exposes him/her to heightened risk of harm): 

_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
_________________________________________________________________________________________________ 
  
 
 
 
Original:GUIDANCE FILE 
CC:  SORC 
 ADS PREA COMPLIANCE MANAGER 
*The review shall include a reassessment of the inmate’s programs limitations and the reasons for the limitations. 



STATE OF NEW YORK – DEPARTMENT OF CORRECTIONS AND COMMUNITY SUPERVISION 

PROTECTIVE CUSTODY REVIEW 
 

___________________________________________ Correctional Facility 

Name: ______________________________________ DIN:  _______________________ Review Date:  __________________ 

Date placed in PC:  ___________________________ Date hearing held:  __________________________ 

 

A.  Summary report of the facility three-member committee: 

Reasons why inmate was initially determined to be appropriate for PC: __________________________________________________ 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

Information on whether there is a continuing need for separation from the general population:  
_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

Other factors which may favor retaining in or releasing the inmate from PC: ______________________________________________ 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

___________________________  __________________________________  __________________________________  _______________ 
Offender Rehabilitation Coordinator           Security Supervisor                                   Committee Chairperson                                     Date 

 

 

 B.  Decision of the Superintendent: 

    Release from PC.    

   A determination has been made to continue your PC status for the following reasons: __________________________________ 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

_________________________________________________________________________________________________________________ 

Prior to your next Protective Custody review, you may write to the Superintendent or designee to make a statement regarding 
the need for continued PC.  The reason(s) stated in this notice, any written statement that you submit, as well as your overall 
custodial adjustment will be considered during the next scheduled review.   

Your next Protective Custody review is scheduled for:  _________________ 

 

              _______________________________________________________  _______________
                  Superintendent                          Date 

Attach inmate’s statement(s) and additional pages as necessary 

 

 

 

 

 

DISTRIBUTION:   ORIGINAL INMATE 
    COPY          DISCIPLINARY 
    COPY  ADS PREA COMPLIANCE MANAGER 

   

Form 2170 A (06/17) 
Photocopy Locally as Needed 
 


