SAFETY TOOL / CRISIS PREVENTION PLAN:

It is helpful for us to understand some of the signs of increased stress that you may be experiencing. Please circle as many apply to you:

PHYSICAL 


EMOTIONAL 

COGNITIVE 

Nausea



Irritability 

Poor concentration

Increased sweating 

Anxious


Short attention span

Appetite changes

Depressed

Forgetfulness

Raised blood pressure

Frustration

Preoccupation

Grind/clench teeth

Cry


Poor sleep

Heart palpitations

Angry outburst

Rumination

Migraines


Mood swings

Negative thoughts

Fatigue



Poor self esteem 

Obsessions

Hyperventilation

Feeling overwhelmed
Difficulty problem solving

Shakiness


Restlessness

Difficulty communicating

Numbness


Fear


Paranoia 

Dizziness


Hyperactivity

Make more errors


Muscle cramps


Emptiness

Racing thoughts

Stomach problems

Loneliness

Helplessness/hopelessness

What are some of the things that may trigger your stress?  Check as many as apply:

	No input into decisions


	Somebody taking my things

	Being touched


	Being isolated

	Bedroom door open (or closed)


	Comments about my family

	Particular time of day (when_____)


	Time of year (when_____________)

	Loud noises


	Yelling

	Being around men, women (circle one)


	After my family visits 

	Specific person (who________________)


	Anniversaries (dates_______________)

	Not being listened to 


	Observing others out of control

	Being teased


	Not getting what I want

	Others (please list)


	


Here is a list of possible activities to help you feel better.  Please circle as many as you think may be helpful.

	Writing in a journal



	Reading



	Using playstation



	Watching TV



	Listening to music



	Drawing or painting



	Playing drums or guitar



	Doing crafts



	Doing a puzzle



	Playing games



	Doing breathing exercises



	Movement activities (pacing, light exercise)



	Meditation



	Listening to relaxation CD’s 



	Visual imagery  (Light machine)



	Aromatherapy



	Use of stress balls



	Weighted blanket



	Sit in rocking chair



	Feeling different textures (silky material, fleece)



	Calling a friend or family member



	Talking to another patient

Calling therapist or sponsor



	Talking to staff



	Request PRN medication



	Other




Have you ever been physically restrained or held?    

Yes      

No

Have you ever been given medication against your will?

Yes

No

Have you ever been secluded against your will?


Yes

No

In the event that you can not control hurting yourself and/or others, these are methods that we may use.  If that were to be necessary, what would be your preference.

	Quiet room
	Physical restraints

	Seclusion    
	Medication restraint 

	Physical hold
	


Do you have a preference regarding the gender of staff assigned to you during and immediately following a restraint?   


       Yes
         No

If yes, please circle one.




 Male 

Female

If you are restrained, is there someone you would like notified? 
Yes 
No

Name and phone number of person to be notified. ________________________________________________________________________

________________________________________________________________________

________________________________


_______________

Patient 






 Date

_______________________________


_______________

Staff






Date

