Severity of Illness
1: Severe/serious            2: Moderate            3: Mild              4: Not applicable
(Instructions: Mark the number relating to the level of severity criteria the individual meets under each category.
Write supporting clinical documentation including symptoms, functional impairments and risk potential in the Clinical Documentation Section. 
SANILAC COUNTY COMMUNITY MENTAL HEALTH AUTHORITY
Crisis Intervention Screening Form
Open Individuals / Non-billable Crisis
Date ___________ Time of Request__________ Location Code __________ Service Code ___________ Contact was: Face to face____ Telephone ______
Contact Start Time: ______________am/pm	Contact End Time: ______________ am/pm	Date of Birth ________________ Age _________
Name _____________________________________ Case #_________________ Place of Contact ________________________________________________
CMH CSM/Therapist Name: ________________________________________ Psychotropic Meds prescribed by: _________________________________
Current Meds and Dosage: _________________________________________________________________________________________________________
_________________________________________________________________________________________________________________________________

Assessment/ Precipitating Factors/ Intervention/Plan/Disposition:
_________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________ 

_____________________________________________________________________________________Cc: Original to Hospital Program Coordinator then to chart.
Signature	Credentials	Date

Reviewed by: _________________
Policy Committee 01/16/2025		Form # 0385H
