First Responder Crisis Information Form
Keep a completed copy somewhere easy to find. Please use this information to support a calm, safe response.
	Loved one’s full legal name

	________________________________________________

	Date of birth
	________________________

	Primary diagnosis
	________________________________________________

	Current medications, doses, and usual times
	________________________________________________
________________________________________________

	Medication interactions, allergies, or serious side effects to avoid
	________________________________________________
________________________________________________



	Insurance provider / plan
	________________________________________________

	Member or policy number
	________________________________________________

	Other medical conditions
	________________________________________________
________________________________________________

	Mental health team contact name / role
	________________________________________________

	Mental health team phone number
	________________________________________________


Need more information? I’m happy to provide any additional details that may help support a safe and calm response.
Contact name: _____________________________________________________________
Relationship: ________________________________
Contact phone number: ________________________________







