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IINNDDIIVVIIDDUUAALL  
WWEELLLLNNEESSSS  RREECCOOVVEERRYY  

AACCTTIIOONN  PPLLAANN  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

_______________________________   _________________ 
First name and Last initial     Program 
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What I’m like when I am feeling all right… 

 

 

 

 

 

 

 

Things I need to do for myself every day to keep myself 
feeling all right… 

 

 

 

 

 

Additional things I might need to do (or that would be good 
to do)… 

 

 

 

 

 

DDAAIILLYY  MMAAIINNTTEENNAANNCCEE  LLIISSTT  
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Things that, if they happen, might cause an increase in my 
symptoms… 

 

 

 

 

 

 

 

 

 

Action Plan:  Things that I can do if my triggers come up to 
keep them from becoming more serious symptoms… 

 

 

 

 

 

 

 

 

 

TTRRIIGGGGEERRSS  
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WWEELLLLNNEESSSS  RREECCOOVVEERRYY  AACCTTIIOONN  PPLLAANN  

Trigger Response 
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Some early warning signs that others have reported and/or I 
have observed… 

 

 

 

 

 

 

Things I must do if I experience early warning signs… 

 

 

 

 

 

 

Things I can do if they feel right to me… 

 

 

 

 

 

EEAARRLLYY  WWAARRNNIINNGG  SSIIGGNNSS  
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Signs/symptoms that indicate that things are getting worse… 

 

 

 

 

 

 

 

 

 

 

Action Plan:  Things that can help reduce my symptoms 
when they have progressed to this point… 

 

 

 

 

 

 

 

 

 

WWHHEENN  TTHHIINNGGSS  AARREE  BBRREEAAKKIINNGG  DDOOWWNN  
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CCRRIISSIISS  PPLLAANN  

 

This crisis plan is written when I am well.  The purpose is to instruct 
others about how to care for me when I am not well.  This keeps me 
in control even when it seems like things are out of control. 
 

Part 1 – What I’m like when I’m feeling well.. 
(reference Daily Maintenance List) 

 

 

 

 

 

 

 

 

Part 2 – SYMPTOMS that indicate that others need to take over full 
responsibility for my care and make decisions on my behalf… 
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Part 3 – These are my SUPPORTERS, the people who I want to take 
over for me when the symptoms I listed in Part 2 come up… 

Name:  

Relationship to me:  

Phone number:  
Role I want this person to play and/or tasks I need him/her to do… 

 

 

 

 

 

Name:  

Relationship to me:  

Phone number:  
Role I want this person to play and/or tasks I need him/her to do… 

 

 

 

The people I do not want involved in any way and why… 

 

 

 

 

 

 

CCRRIISSIISS  PPLLAANN  
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Part 4 – Medications  
 
Medications I am currently taking and why I am taking them… 

 

 

 

 

 

 

 

 

 

Medications I prefer to take if medication or additional medications 
become necessary, and why I choose them… 

 

 

 

 

 

 

 

 

 

CCRRIISSIISS  PPLLAANN  

Indv WRAP Rev. A 9 11/05 



 

 

Part 4 – Medications (continued) 
 
Medications that are acceptable to me if medication become 
necessary and why I choose them… 

 

 

 

 

 

 

 

 

 

Medications that must be avoided and reasons why… 

 

 

 

 

 

 

 

 

 

CCRRIISSIISS  PPLLAANN  
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Part 5 – Treatments  
 
Treatments that help reduce my symptoms and when they should be 
used… 

 

 

 

 

 

 

 

 

 

 

Treatments I want to avoid and why… 

 

 

 

 

 

 

 

 

CCRRIISSIISS  PPLLAANN  
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Part 6 – Community Plan 
 

What can be put into place in order for me to stay at home or in my 
community and still get the care I need… 

 

 

 

 

 

Part 7 – Treatment Facilities 

Treatment facilities where I prefer to be treated or hospitalized if that 
becomes necessary… 

 

 

 

 

 

Treatment facilities I want to avoid and why… 

 

 

 

 

 

CCRRIISSIISS  PPLLAANN  
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CCRRIISSIISS  PPLLAANN  

Part 8 – Help From Others 
 

Things that others can do for me that would help reduce my 
symptoms or make me more comfortable… 

What I need/would like done Who I’d like to do it 

  

  

  

Things others might do, or did in the past, that would not/did not 
help and/or might make symptoms worse… 

 

 

 

Part 9 -  Inactivating the Crisis Plan 

Symptoms, lack of symptoms or actions that indicate that my 
supporters no longer need to use this Crisis Plan… 

 

 

 

Name (print)                                                         Signature                                                  Date 
 

 
Witness/Supporter                                                Witness/Supporter 
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Part 10 – Addendum to the Plan (Devised by Lori Harris-Brocious & Keystone Center participants) 
 

The following is a list of possessions that I wish to be taken care of in my absence 
if I require an extended stay (2 months or more) in an inpatient facility. 
 
 
HOUSING 

Who has the authority to rescind, pay or call the leaser or mo tgage holde ? r r

Name: ___________________________________   Phone #:________________ 

Address:  __________________________________________________________ 

__________________________________________________________________ 

Name on the lease/mortgage:_________________________________________ 

When is the lease/mortgage due to expire?______________________________ 

What is the date of payment?__________________________________________ 

 

Where and how is the payment made and to whom? 

Name: ___________________________________   Phone #:________________ 

Address:  __________________________________________________________ 

__________________________________________________________________ 

Account #:_________________________________________________________ 

I have special financing (such as Section 8).  The following is necessary 
information: 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 
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Special instructions for care, storage or sale of personal goods: 
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VEHICLE(S) 

In the event of an extended stay, please contact my insurance company and 
agent.  Authorize my insurance to be stopped with as little explanation as 
possible. 

Name of insurance company: _________________________________________ 

Agent’s name: _____________________________________________________ 

Company address:  __________________________________________________ 

__________________________________________________________________ 

Company phone number:____________________________________________ 

Police number:______________________________________________________ 

My vehicle is fully owned by me.  Please store it with/at: 

Name: ___________________________________   Phone #:________________ 

Address:  __________________________________________________________ 

My vehicle is NOT owned entirely by me.  Please see that it is paid for a : t

Name: ___________________________________   Phone #:________________ 

Address:  __________________________________________________________ 

Store vehicle with: 

Name: ___________________________________   Phone #:________________ 

Address:  __________________________________________________________ 

Permission to sell my vehicle: __________________________________________ 

 

In the event of an extended stay, I wish my vehicle to be sold: 

Special instructions: __________________________________________________ 

__________________________________________________________________ 
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ANIMALS 

In the event of an extended stay, please see that my animals are cared for by: 

 Name: ___________________________________   Phone #:________________ 

Address:  __________________________________________________________ 

__________________________________________________________________ 

 

Veterinarian’s name: _________________________________________________ 

Phone #:___________________________________________________________ 

Address:  __________________________________________________________ 

__________________________________________________________________ 

 

My pet is on medication.  Instructions:___________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

 

My pet’s daily schedule, treats and social instructions:_______________________ 

__________________________________________________________________ 

__________________________________________________________________ 

__________________________________________________________________ 

I do NOT wish my animals to be sold or put in a shelter. _________ 
           (INITIALS) 

I GIVE PERMISSION for the sale or placemen  of my animals in the 
local shelter.  ________ 

t

               (INITIALS) 
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RREESOOUURRCCES ESS 
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