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Providing community‑based Mental Health, Intellectual Disabilities and Substance Abuse Services
Serving Counties of Augusta & Highland and the Cities of Staunton & Waynesboro
[bookmark: _GoBack]Safety Plan
Name:			Date of Birth:	  	
MIS #:	  	 

1. My current stressors and recent loss/other events or warning signs that a mental health crisis is imminent: 
a.   	
b.   	
c.   	

2. My internal coping skills: 
a.   	
b.   	
c.   	

3. My positive distractions: 
a.   	
b.   	
c.   	

4. My support people:: 
a. Primary:  	
b. Secondary:  	 
c. Other:  	

5. My professional helpers: 
a. Treatment team providers:  	
b. VCSB ES:  	
c. 911  	

6. My life is valuable because: 
a.   	
b.   	
c.   	


7. I will make my environment safe by: 
a.   	
b.   	
c.   	

8. My follow-up plan: 
a. (Client Contribution)  	
b. (Clinician Contribution)  	
c. (Other family/friend/provider)  	

9. My Future appointments: 
a.   	
b.   	
c.   	

  		  	
Client Signature		Date

  			
Guardian or Authorized Representative Signature		Date

  	
Guardian or Authorized Representative Name

[bookmark: Check1]|_|  Refusal to sign*
*My signature above indicates that I understand my plan and that I commit to follow it as outlined above.

  		  	
VCSB Staff Signature		Date

  			
Witness Consult Signature (If applicable)		Date

  	
Witness Consult Name (If applicable)


	Telephone:  (540) 887-3200 /943-5515
85 Sanger’s Lane	Fax:  (540) 887-3245
Staunton, VA 24401	V/P (540) 416-0115	
Web Address:  www.vcsb.org		Toll Free:  (888) 601-8686
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