CRISIS INTERVENTION TEAM FORM 

	ORIGINAL REPORT 
	#
	     
	
	N/A
	 FORMCHECKBOX 

	

	Department Reporting:
	     
	
	Reporting for:  
	     
	

	DATE:  
	MM
	  
	DD
	  
	YYYY
	    
	

	INCIDENT INFORMATION
	

	Original Reporting Officer, DSN
	     
	Last Name:
	     
	First Name:
	     

	CIT Officer, DSN
	     
	Last Name:  
	     
	First Name:  
	     

	Location: 
	     
	City/State:
	     
	Zip Code: 
	     

	Precinct/District:
	     
	Beat/Sector:
	     
	COGIS/Grid:
	     

	

	INDIVIDUAL INVOLVED IN MENTAL HEALTH CRISIS 
	

	Name:  
	Last
	     
	First
	     
	MI
	  

	Address:  
	     
	City/State:
	     
	Zip Code:
	     
	Home Ph.:
	     

	Gender:
	 
	Race/Ethnicity:
	     
	Date of Birth:
	     
	SSN:
	     
	Veteran:
	 

	Family/Support Contact:
	     
	Phone #: 
	     

	Precinct/District:
	     
	Beat/Sector:
	     
	COGIS/Grid:
	     

	Diagnosis (if known)
	     

	Call Received:
	 FORMCHECKBOX 

	Radio
	 FORMCHECKBOX 

	On View 
	 FORMCHECKBOX 

	Other:
	     


	Call Initiated By: 
    (check one)
	Nature of Incident: 

    (check all that apply) 
	Behaviors Evident at Time of Incident:  (check all that apply)

	
	
	

	 FORMCHECKBOX 

	BHR (Behavioral Health Response) 
	 FORMCHECKBOX 

	Assault – Felony
	 FORMCHECKBOX 

	Agitated (e.g., pacing)

	 FORMCHECKBOX 

	Boyfriend/Girlfriend
	 FORMCHECKBOX 

	Assault – Misdemeanor
	 FORMCHECKBOX 

	Belligerent or Uncooperative

	 FORMCHECKBOX 

	Business Owner 
	 FORMCHECKBOX 

	Court Order
	
	(angry or hostile)

	 FORMCHECKBOX 

	Citizen 
	 FORMCHECKBOX 

	Disturbance
	 FORMCHECKBOX 

	Depressed

	 FORMCHECKBOX 

	Consumer
	 FORMCHECKBOX 

	Drug-related Offenses 
	 FORMCHECKBOX 

	Delusions (paranoia, believing 

	 FORMCHECKBOX 

	Family Member
	 FORMCHECKBOX 

	Intoxication
	
	things that are not real)

	 FORMCHECKBOX 

	Friend/Acquaintance
	 FORMCHECKBOX 

	Nuisance
	 FORMCHECKBOX 

	Disorientation/Confusion

	 FORMCHECKBOX 

	Life Crisis 
	 FORMCHECKBOX 

	Property Crime
	 FORMCHECKBOX 

	Disorganized Speech

	 FORMCHECKBOX 

	Physician/Medical Provider
	 FORMCHECKBOX 

	Sex Crime 
	 FORMCHECKBOX 

	Hallucinations (hearing, seeing, 

	 FORMCHECKBOX 

	Police Observation
	 FORMCHECKBOX 

	Suicide Threat or Attempt
	
	feeling, touching, or tasting things 

	 FORMCHECKBOX 

	Spouse/Partner
	 FORMCHECKBOX 

	Other, specify:
	     
	
	
	that are not there) 

	 FORMCHECKBOX 

	Unknown/Anonymous
	     
	
	 FORMCHECKBOX 

	Manic

	 FORMCHECKBOX 

	Other, specify:
	     
	
	
	
	 FORMCHECKBOX 

	Self Mutilation

	     
	
	
	
	 FORMCHECKBOX 

	Other, specify:
	     

	     
	
	
	     

	
	
	
	

	Threats/Violence/Weapons:   
	Incident Injuries: 

  Before CIT Intervention
	Incident Injuries: 

  After CIT Intervention

	
	
	

	 FORMCHECKBOX 

	Weapons Involved?
	
	 FORMCHECKBOX 

	To Consumer:
	
	 FORMCHECKBOX 

	To Consumer:
	

	
	if yes, type of Weapon 
	
	
	 FORMCHECKBOX 

	By Self (Consumer) 
	
	
	 FORMCHECKBOX 

	By Self (Consumer)
	

	
	(check all that apply)
	
	
	 FORMCHECKBOX 

	By Law Enforcemt. Officer
	
	 FORMCHECKBOX 

	By Law Enforcemt. Officer 
	

	 FORMCHECKBOX 

	Knife
	
	
	 FORMCHECKBOX 

	Other, specify:  
	
	
	 FORMCHECKBOX 

	Other, specify:
	

	 FORMCHECKBOX 

	Firearm
	
	
	     
	
	
	     

	 FORMCHECKBOX 

	Other, specify:
	
	
	 FORMCHECKBOX 

	To Other:
	
	 FORMCHECKBOX 

	To Law Enforcement Officer :

	
	     
	
	
	 FORMCHECKBOX 

	By Consumer
	
	
	 FORMCHECKBOX 

	By Consumer

	
	Threat of violence to:
	
	
	 FORMCHECKBOX 

	By Law Enforcemt. Officer
	
	 FORMCHECKBOX 

	Other, specify:
	

	 FORMCHECKBOX 

	Self (Consumer)
	
	
	 FORMCHECKBOX 

	Other, specify:
	
	
	     

	 FORMCHECKBOX 

	Law Enforcement Officer 
	
	
	     
	
	 FORMCHECKBOX 

	To Other: 

	 FORMCHECKBOX 

	Other, specify:
	
	 FORMCHECKBOX 

	To Law Enforcemt. Officer:
	
	
	 FORMCHECKBOX 

	By Consumer

	
	     
	
	
	 FORMCHECKBOX 

	By Consumer
	
	
	 FORMCHECKBOX 

	By Law Enforcemt. Officer 

	 FORMCHECKBOX 

	No Threat
	
	
	 FORMCHECKBOX 

	Other, specify:
	
	
	 FORMCHECKBOX 

	Other, specify:  

	
	
	
	
	     
	
	
	     

	(Continuation)

	Drugs/Substance Use:
   (check all that apply)
	Disposition:
(check all that apply)

	
	
	

	 FORMCHECKBOX 

	None
	 FORMCHECKBOX 

	No Action/Resolved on Scene
	 FORMCHECKBOX 

	Arrested

	 FORMCHECKBOX 

	Alcohol
	 FORMCHECKBOX 

	Outpatient/Case Mgmt. Referral
	
	 FORMCHECKBOX 

	Felony

	 FORMCHECKBOX 

	Cocaine
	 FORMCHECKBOX 

	BHR (Behavioral Health Response)
	
	 FORMCHECKBOX 

	Misdemeanor

	 FORMCHECKBOX 

	Heroin
	
	 FORMCHECKBOX 

	Telephone Referral
	
	 FORMCHECKBOX 

	Ordinance Violation 

	 FORMCHECKBOX 

	Marijuana
	
	 FORMCHECKBOX 

	Telephone Consultation
	 FORMCHECKBOX 

	Warrant Application to be Made

	 FORMCHECKBOX 

	Methamphetamine
	
	 FORMCHECKBOX 

	Mobile Outreach Responded
	
	 FORMCHECKBOX 

	State

	 FORMCHECKBOX 

	Prescribed Medications
	 FORMCHECKBOX 

	Transported to Treatment Facility
	
	 FORMCHECKBOX 

	County

	 FORMCHECKBOX 

	Unknown
	
	
	 FORMCHECKBOX 

	Municipality 

	 FORMCHECKBOX 

	Other, specify:
	     
	
	Name of Facility:
	
	 FORMCHECKBOX 

	Mental Health Court 

	     
	
	 FORMCHECKBOX 

	St. Alexius
	

	Mental Health History:
	
	 FORMCHECKBOX 

	Barnes 
	Miscellaneous Information: 

	    (check all that apply)
	 FORMCHECKBOX 

	Cardinal Glennon
	 FORMCHECKBOX 

	Transported?

	 FORMCHECKBOX 

	Alcohol/Substance Abuse
	 FORMCHECKBOX 

	Center Point
	
	 FORMCHECKBOX 

	Police 
	 FORMCHECKBOX 

	Ambulance
	 FORMCHECKBOX 

	Other

	 FORMCHECKBOX 

	CIT – Past Involvement
	 FORMCHECKBOX 

	Children’s Hospital
	

	 FORMCHECKBOX 

	CIT – Involvement Unknown
	 FORMCHECKBOX 

	Christian
	CAD Alert:

	 FORMCHECKBOX 

	Mental Health Inpatient Treatment
	 FORMCHECKBOX 

	Cochran VA
	 FORMCHECKBOX 

	Existing CAD Alert on Individual 

	 FORMCHECKBOX 

	Mental Health Outpatient Treatment
	 FORMCHECKBOX 

	DePaul Hospital
	 FORMCHECKBOX 

	New CAD Alert Initiated

	 FORMCHECKBOX 

	Suicide Threat or Attempt
	 FORMCHECKBOX 

	Forest Park
	 FORMCHECKBOX 

	CAD Not Applicable 

	Medication:  
	 FORMCHECKBOX 

	Metro. Psychiatric Center
	

	 FORMCHECKBOX 

	Compliant
	 FORMCHECKBOX 

	St. Anthony’s
	

	 FORMCHECKBOX 

	Noncompliant
	 FORMCHECKBOX 

	St. John’s Mercy
	

	 FORMCHECKBOX 

	Not Applicable
	 FORMCHECKBOX 

	St. Louis University Hospital
	

	
	 FORMCHECKBOX 

	St. Mary’s
	

	Use of Force:
	 FORMCHECKBOX 

	South Point
	

	 FORMCHECKBOX 

	By Law Enforcement Officer: 
	 FORMCHECKBOX 

	Other, Specify:
	     
	
	

	
	 FORMCHECKBOX 

	Lethal
	     
	
	

	
	 FORMCHECKBOX 

	Less Lethal 
	
	
	 

	 FORMCHECKBOX 

	By Consumer:
	
	

	
	 FORMCHECKBOX 

	Lethal
	
	

	
	 FORMCHECKBOX 

	Less Lethal
	
	

	
	
	

	Additional Comments:  Allow 9 lines of text.
	
	

	     


	Reviewed by:  

	CIT Supervisor:  DSN:
	     
	Last Name:  
	     
	First Name:
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