	1. Crisis Prevention Plan: Symptoms   (BRIEF CRISIS PLAN)

	Crisis Prevention Plan Date
07/26/2012 
	

	Symptoms, feelings or events may lead to a crisis (check all that apply)
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Increase or Decrease in sleep
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Not eating for several days
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Wanting to hurt myself
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Wanting to hurt others
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Fighting with other people
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Hearing Voices
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Using drugs/alcohol to cope

[image: image8.png]



Feeling unsafe
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Becoming physically ill
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Not keeping appointments
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Possible loss of housing
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Not taking medications
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Skipping school

[image: image14.png]



Getting suspended from school
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Feeling everyone is against me
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Having sex against my will
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	These are some things that I may say or do when my symptoms are likely to get worse or unmanageable: ( may have to ask others that know the client to get a full picture)

1.)
 

2.)
 

3.)
 

4.)
 



	When my symptoms are worse these are some things that would help

1.)
 

2.)
 

3.)
 

4.)
 



	When I am at risk of harming myself or others I tend to do this:  ( may have to ask others that know consumer to get a full picture)

1.)
 

2.)
 

3.)
 

4.)
 



	When I am at risk of harming myself or others you may help me by:

1.)
 

2.)
 

3.)
 

4.)
 



	Additional Comments
 
	

	

	2. Crisis Prevention Plan: Crisis Information

	If you were to be hospitalized for psychiatric reasons or you were having difficulties managing your symptoms and needed some assistance, what directions would you like to give us regarding the following?

	If hospitalization is necessary, what hospital would you prefer
(*Cannot guarantee the choice of any hospital*)
 

	If you need to be hospitalized who should be notified for you?

Person 1 Name
 

Relationship
 

Telephone
 

Person 2 Name
 

Relationship
 

Telephone
 

Person 3 Name
 

Relationship
 

Telephone
 


	

	

	Is there an 'advocate' that could help to implement this Crisis Plan?
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Yes
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No
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N/A

What is the person's name
 

How do we notify this person?
 



	Does the client want anyone else to have a copy of this plan (ex. Primary care physician, friend, relative, etc.)?
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Yes
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No
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N/A

If Yes, please list the individuals who you want to have a copy of this plan.  Each individual who receives a copy of your plan must sign a release of information form.
Person 1 Name
 

Address
 
 

City
State
Zip 
 

 

 

Telephone
 

Person 2 Name
 

Address
 
 

City
State
Zip 
 

 

 

Telephone
 

Person 3 Name


Address
 
 

City
State
Zip 
 

 

 

Telephone
 

Person 4 Name
 

Address
 
 

City
State
Zip 
 

 

 

Telephone
 

Person 5 Name
 

Address
 
 

City
State
Zip 
 

 

 

Telephone
 



	I want the hospital to be aware of the following physical/medical conditions as of this date:
 

Condition 1
 

Medications
 

Treating Physician
 

Telephone
 

Condition 2
 

Medications
 

Treating Physician
 

Telephone
 

Condition 3
 

Medications
 

Treating Physician
 

Telephone
 

Condition 4
 

Medications
 

Treating Physician
 

Telephone
 


	

	Do you have any allergies?
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Yes
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No
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N/A

If yes, please list
 



	Have you had surgery in the past?
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Yes
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No
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N/A



	3. Crisis Prevention Plan: Medications

	Have certain medications worked better for you in the past?
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Yes

[image: image32.png]


No
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N/A

If yes please list the medications
 



	If you could choose your medications upon admission what would you choose?
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No Choice
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Yes

I choose the following
 



	Did you have medications that did not work for you in the past?
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Yes
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No
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N/A

If yes, please list
 



	4. Crisis Prevention Plan: School

	Do you attend school?
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Yes
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No
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N/A

If yes, name, address & telephone of school
 



	Who is responsible for obtaining school assignments?
(Name & Relationship)
 

	Who should be contacted at the school?
( Name, Position, Telephone#)
 

	What would you like your school contact person to know about your condition?
 
	

	5. Crisis Prevention Plan: Community

	Do you have any personal items that you want to have secured while you are in the hospital?
[image: image42.png]



Yes
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No
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N/A

  If Yes, please list: 

 

 

 

 


	

	Are you involved in any community activities?
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Yes
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No
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N/A



	Who should be contacted at your community activity?
( Name, Relationship & Telephone #)  
 

	Would you like this community activity contact person to know about your condition?
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Yes
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No
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N/A


	

	
	

	6. Crisis Prevention Plan: Additional Information

	Is there anything else you would like to include on this plan if you are hospitalized more than one day?
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Yes
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No
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N/A

If yes what additional thing(s) would you like to include:



