Care Crisis Response Services
P.O. Box 839, Everett, WA 98206-0839

Triage Line: 425-258-1352 or 800-747-8654
· Fax: 425-259-3073

INTEGRATED CRISIS RESPONSE SYSTEM (ICRS) ALERT*
* To provide the NSMHA – ICRS professionals with the essential consumer clinical & safety information needed – during a limited crisis period – to assist in the provision of crisis response services. FAX COMPLETED FORM TO THE NUMBER LISTED ABOVE.
CONSUMER NAME: __________________________________
Date of Alert:
_______________________

                                                                                                 

  

(Expires in 10 days)
Consumer ID No: _______________________________________
Home Phone: ________________________
Street Address: _________________________________________
City: ________________ Zip: ___________

DOB: ________________________________________________
SS#: _______________________________
Signif. Other: ____________________
Relationship: __________________
Living w/ Consumer? ( Yes ( No

Signif. Other: ____________________
Relationship: __________________
Living w/ Consumer? ( Yes ( No
· Has the Consumer reported or behaved ( Suicidal ( Homicidal ( Assaultive in the last 72 hours? ( Yes ( No 
· Specific Plan for Harm?  ( Yes ( No (If Yes, detail in “Current Crisis Situation Prompting Alert” below)

· Was a Suicide Attempt Made? ( Yes ( No ( N/A – Method: _______________When:________________
· No-Harm Contract Completed? ( Yes ( No ( N/A (If Yes, detail particulars & duration below)
· Potential Victim(s)? ( Yes ( No ( N/A Who? _________________ Victim/Police Notified? ( Yes ( No

· Is there a history of suicidal behavior/attempt or harm to others? ( Yes ( No (If Yes, detail below)
· Specify any current safety or clinical issues that you are aware of regarding home visits: ______________________
_________________________________________________________________________________________

· Current or past drug/alc abuse? ( Yes ( No; Detail: _______________________________________________
· Current Meds: _____________________________________________  Med. Prescriber: __________________
· Currently on Less Restrictive Order? ( Yes ( No (If yes, attach copy)
· Special Needs (e.g., monolingual, hearing impaired, etc.): _____________________________________________

· Current Crisis Situation Prompting Alert: (Include safety risks, precipitants, context to crisis, pertinent history, etc.)
___________________________________________________________________________________________
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
· Current Crisis Intervention & Safety Plan: (Include the clinical “dos and don’ts” for an MHP evaluating and/or intervening in this crisis situation. What will be most helpful in supporting and maintaining safety for this consumer?)
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
______________________________________________________________________________________________________________________________________________________________________________________
Completed by (Printed Name): _______________________ (Signature) ___________________________________
Primary Clinician: __________________________________ Clinic: _____________________________________
   

(If different than above – print name here)


(Agency Name and Phone Number)
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