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255-6067

M edications

PERTINENT FAMILY INFORMATION (ldentify family members, natural supports; individual and family strengths;
religious/cultural beliefs; and detail child’sand family’shistory of mental health tx, AODA, and suicide/homiciderisk.):

RESPITE OPTIONS (emphasis on natural supports):



CRISIS SUPPORT PLAN (Include: 1. Daily schedule of youth and an intervention plan for potential difficultiesin each
environment; 2. Strategiesfor de-escalation to avoid hospitalization or a morerestrictive placement; 3. Identify theindividuals
who may be ableto assist the person in the event of a mental health crisis.):

Home:

School:

Community:

RESPONSE PLAN (May be provided by group home, staff, community resour ces, mental health providers, family, Youth
CrisigESU.):

1) Utilize internal resour ces and supports. 5) Arrangefor risk assessment.

2) Utilize child/youth mental health providers. 6) Refer to hospital plan.

3) Parent/guardian involvement. 7) Youth Crisisor ESU consultation.
4) Utilize child/youth community supports. 8) Involve law enfor cement.

AFTER HOURSIEMERGENCY PLAN FOR MENTAL HEALTH CRISIS (Outline a calling and resour ce tree with protocols
and phone numbers.):

HOSPITAL PLAN (Include who will assess for hospitalization, who will admit child if necessary, and which ER the
child/family should utilize.):

Parent or Legal Guardian: Date
Group Home Supervisor: Date
YCS Coordinator: Date
Youth CrisisManager: Date
Consulting Psychiatrist: Date

cc: Youth Crisis
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