Fountain of Hope Family Services

CLIENT’S PERSONAL SAFETY PLAN

(To be completed as soon as possible after admission)

Client Name and ID#:_____________________________________________________
As an addendum to Treatment Planning and when applicable, please complete the following and include with case record:

1.  Based on available history and input from client/family, what triggers might lead to escalating behaviors or “crisis?”

____________________________________________________________________________________________________________________________________________________________________________________________________________

2. Based on available history and input from the client/family, what coping skills does the client have that can be utilized to prevent escalating behaviors?

____________________________________________________________________________________________________________________________________________________________________________________________________________

3. Are there any warning signs that might signal escalating behaviors?

____________________________________________________________________________________________________________________________________________________________________________________________________________

4.  Does the client have any preferred interventions for de-escalating his/her dangerous behaviors?

____________________________________________________________________________________________________________________________________________________________________________________________________________

5. Has the client executed any advance directive (psychiatric or otherwise) to guide decision making?

____________________________________________________________________________________________________________________________________________________________________________________________________________

_______________________________________


_______________

Client Signature 








Date

_______________________________________


_______________

Parent/Guardian Signature 







Date

_______________________________________


_______________

Clinician Signature 








Date
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