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Crisis Contact Data    

CMHC Name: _____________________________________________  Region #: _____________
-
Consumer Name: ________________________________________________ 

 SS#: _____________
Caller Name: _______________________________________
   Relationship to consumer: ______________
Diagnoses:  __________________
DOB: _____   

 Gender: ( Male ( Female   
 Contact Phone #: _____________
Date of Call:  M______D______Y______    
Time of Crisis Call: hh/mm ______________ 
( AM ( PM
Time Linked with ID/DD staff:  hh/mm ______________ ( AM ( PM       

15 minutes met: ( Yes ( No
Response Triage Code: _____________________________
Current IDD Crisis Consumer: ( Yes ( No



Current SGF Consumer: ( Yes ( No


Current SCL Consumer: 
( Yes ( No



Current MPW Consumer:  ( Yes ( No    



If yes, list SCL/MPW Provider(s): ____________________________________________________
Current HCB Consumer: ( Yes ( No  

If yes, enter HCB provider name(s): _________________________________________________________

Location of mobile response (if applicable):
( Consumer Residence
( Hospital ER/CSU
( Telehealth
( No mobile response
( Other
Describe other: ______________________________________________________________________________________
Disposition (must check “yes” or “no” to all):





( Yes ( No Jail/Incarceration






( Yes ( No CSU

( Yes ( No Law Enforcement Involvement (police response to crisis situation)

( Yes ( No Crisis Respite
( Yes ( No Inpatient Services

( Yes ( No APS/CPS Notification 






( Yes ( No Remain in Home/Community Placement



Narrative (give detailed explanation of the event(s) or situation(s) that prompted the call, when the events occurred in relation to the crisis call, what interventions were provided by the crisis responder, and the outcome): ______________________________________________________________________________________________________
______________________________________________________________________________________________________
______________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Debriefing document should include in-depth assessment of the crisis events that prompted the call, including any additional information provided by team members after the initial response, information gathered about the individual’s environment, recent changes, medical or psychiatric issues, current supports, any evaluations/assessments completed, response to initial interventions, and a detailed plan with individual tasks, who assigned to complete and when they should be completed.

( Yes ( No Debriefing meeting:  Date: ________
If no debriefing or delayed debriefing explain here: 
______________________________________________________________________________________________________  


I/DD Crisis Responder Name

                  Credentials


                     Date
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