
Individual Safety Plan
Date: _____________

Client Name: ________________________________________________

Family Members: _____________________________________________

	Contacts and Resources

	Professionals or Agencies
	People whom I can ask for help/distraction

	Name/Role                            Phone #
	Name/Role                             Phone #

	______________________   ___________
	______________________   ___________

	______________________   ___________
	______________________   ___________

	______________________   ___________
	______________________   ___________

	______________________   ___________
	______________________   ___________


	1) How do I know I’m doing well? 

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

	2) Warning signs (internal experiences):

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________

	3) Triggers (external factors that contribute to being unwell):

	________________________________________________________________________

	________________________________________________________________________

	________________________________________________________________________


	Making the Environment Safe

	· Seek help from a therapist or other professional
· No locked doors
· No access to weapons of any kind
· Never alone with pets
· Open doors while playing with friends or siblings
· House alarm system, lock doors and windows at night
· Secure items that can harm self or others
· No overnight stay with friends
· Direct line-of-sight supervision/never alone
· Employ specific coping skill or technique to work on issues

Coping skills:__________________________________________________

· Other: ______________________________________________


	Have a Plan

	If this happens:
	           Implement this:

	
	

	
	

	
	

	
	

	
	

	
	


	Client Signature                                      Date
	
	Therapist Signature                               Date 

	Parent/Guardian Signature                      Date
	
	Parent/Guardian Signature                    Date 

	Other Signature                                       Date
	
	


