CRISIS PLANNING SHEET

Client’s Name: DOB: Weight (Ibs/kg)

Home Address:

Work Address:

Phone (Home): Phone (Work): Cellular/Pager:
Significant Others:

Name: Phone: City:
Name: Phone: City:
Relative's name: Phone: City:
Relative's name: Phone: City:
Primary Therapist:

Name: Phone (Day): Phone (Eve): Pager:
Primary Skills Group Therapist (if applicable):

Name: Phone (Day): Phone (Eve): Pager:
Back-up therapist (if applicable):

Name: Phone (Day): Phone (Eve): Pager:
Pharmacotherapist/M.D (if applicable).:

Name: Phone (Day): Phone (Eve): Pager:
Case Manager (if applicable):

Name: Phone (Day): Phone (Eve): Pager:




MEDICATIONS

#  Date: / / Rx: Generic name:

M.D.: Phone:

Pharmacist: Phone:

Dailydose: _ mg/g/ml No. tabs/caps/ml perday: _ Dose per tab/cap/syringe: __ mg/g/ml
Usual no. prescribed: Cautions:
Notes/Plans:

Date stopped taking/dose changed: / / Number tabs/caps/ml remaining:

#  Date: / / Rx: Generic name:

M.D.: Phone:

Pharmacist: Phone:

Dailydose: _ mg/g/ml No. tabs/caps/ml perday: _ Dose per tab/cap/syringe: __ mg/g/ml
Usual no. prescribed: Cautions:
Notes/Plans:

Date stopped taking/dose changed: / / Number tabs/caps/ml remaining:

#  Date: / / Rx: Generic name:

M.D.: Phone:

Pharmacist: Phone:

Dailydose: _ mg/g/ml No. tabs/caps/ml perday: _ Dose per tab/cap/syringe: __ mg/g/ml
Usual no. prescribed: Cautions:

Notes/Plans:

Date stopped taking/dose changed: / / Number tabs/caps/ml remaining:




#  Date: / / Rx: Generic name:

M.D.: Phone:

Pharmacist: Phone:

Dailydose: _ mg/g/ml No. tabs/caps/ml perday: _ Dose per tab/cap/syringe: __ mg/g/ml
Usual no. prescribed: Cautions:
Notes/Plans:

Date stopped taking/dose changed: / / Number tabs/caps/ml remaining:

#  Date: / / Rx: Generic name:

M.D.: Phone:

Pharmacist: Phone:

Dailydose: _ mg/g/ml No. tabs/caps/ml perday: _ Dose per tab/cap/syringe: __ mg/g/ml
Usual no. prescribed: Cautions:
Notes/Plans:

Date stopped taking/dose changed: / / Number tabs/caps/ml remaining:

#  Date: / / Rx: Generic name:

M.D.: Phone:

Pharmacist: Phone:

Dailydose: _ mg/g/ml No. tabs/caps/ml perday: _ Dose per tab/cap/syringe: _ mg/g/ml
Usual no. prescribed: Cautions:

Notes/Plans:

Date stopped taking/dose changed: / / Number tabs/caps/ml remaining:




CRISIS PLAN

1. Brief history of suicidal/parasuicidal behavior (Therapists: please use any intake data provided to you, such as the
life-time parasuicide history, as well as any information you collect from your contact with clients):

2. Please circle any history of substance abuse (as of date filled out) from the list below. Include any abuse of
prescription drugs as well as illicit drugs. Place a “P”” next to primary drug abuse.

Heroin Methadone/LAAM Other Opiates (Describe: )

Barbiturates/Tranquilizers (Describe: ) Cocaine/Crack

Amphetamines/Stimulants (Describe: ) Cannabis/Marijuana

Hallucinogens (Describe: )

Inhalants/Solvents (Describe: )

Other psychotropics (Describe: )

Other drugs (Describe: )

Polysubstance abuse (Describe: )

Alcohol abuse



3. Recommended crisis intervention plan:

Please Note: As a general rule, I favor continuing my clients in outpatient therapy rather than inpatient
treatment (hospitalization).

ePotential risk Factors (e.g., problems with physical health, isolation, homelessness):

eProblematic emotions related to crisis behavior:

eRecommended treatment suggestions (e.g., things that you can do or things that have been helpful to you in

the past that may alleviate crisis behavior):




