O’Fallon Police Department

CRISIS INTERVENTION TEAM REPORT
DATE: _________             REPORT #: ____________________
LOCATION OF INCIDENT: __________________________________   
ZONE: ___________

ORIGINAL REPORTING OFFICER: ___________________________   
DSN: ____________
CIT OFFICER: __________________________________ DSN: __________
Call received by:  ( ) Radio, ( ) On View, ( ) Other (specify):_____________________________
Call received from (circle): family member, boyfriend/girlfriend, citizen, anonymous caller, other (specify): ____________________________________________
INDIVIDUAL INVOLVED IN MENTAL HEALTH CRISIS 
Name:  Last: ______________________________ First: ___________________ MI: _____

Address:  ____________________________ City, State: ____________________ Zip: _______
Home Phone: _______________________ Gender: ________   Race: ___________

Date of Birth: ________________ Age: ______   Social Security Number:  ____-___-_____ 

Zone: ______ 
Diagnosis (if known): ___________________________________________________________
Individual Contacted by Police in Past: ( ) Yes, ( ) No, ( ) Unknown

US Armed Forces Veteran: ____Yes,  ____No, ____Unknown

SUPPORT PERSON INFORMATION

NAME:  Last: ______________________, First: ______________________

Address: __________________________, City/State:  _____________________ Zip: ________

Phone 1: _____-____-_____   Phone 2:  ____-____-____  

Relationship: _________________________________
(Select all that apply in the next three columns)

Drugs/Substance Use


Nature of Incident

Behaviors Evident
( ) None      
       


( ) Assault ( ) F or ( ) M          ( ) Agitated
( ) Alcohol  
               

( ) Court Order

( ) Belligerent/uncooperative 

( ) Cocaine      



( ) Disturbance

  
( ) Depressed

( ) Heroin    
        


( ) Drug-related offences   
( ) Delusions

( ) Prescribed medications

( ) Intoxication


( ) Manic 
( ) Marijuana



( ) Nuisance                  
( ) Disorganized speech

( ) Methamphetamine


( ) Property crime         
( ) Hallucinations

( ) Unknown        


( ) Sex crime


( ) Disorientation/confusion 



                    

( ) Suicide threat/attempt
( ) Self Mutilation





( ) Other – see comments     
( ) Other – see comments 

Threats/Violence/Weapons




Weapon Involved? ______   If so, what type? ____________

Threat of Violence to: ____Self,   ____Law Enforcement Officer,   ____No Threat

Incident Injuries



Incident Injuries
Before CIT Intervention


After CIT Intervention

_____ To Consumer



_____ To Consumer


___ By Self (Consumer)


___ By Self (Consumer)


___ By Law Enforcement Officer

___ By Law Enforcement Officer


___ By Other _______________

___ By Other ________________
_____ To Other



_____ To Law Enforcement Officer


___ By Consumer



___ By Consumer


___ By Law Enforcement Officer

___ By Other ________________


___ By Other ________________
_____ To Other


_____ To Law Enforcement Officer


___ By Consumer


___ By Consumer



___ By Law enforcement Officer


___ By Other ________________

___ By Other _________________

Mental Health History
 (check all that apply)


Medication


___ Alcohol/Substance Abuse


 
___ Compliant 
___ CIT – Past Involvement


 

___ Noncompliant
___ CIT – Involvement Unknown



___ Not Applicable


___ Mental Health Inpatient





___ Mental Health Outpatient
___ Suicide Threat or Attempt


Disposition (check all that apply)

___ No action/resolved on scene

___ Arrested:  ___ Felony, ___Misdemeanor, ___ Ordinance Violation

___ Warrant Application: ___State, ___ County, ___ Municipal, ___ Mental Health Court

___ BHR (Behavioral Health Response): 

        ___ Telephone Referral, ___ Telephone Consult, ___ Mobile Outreach Responded

___ Transported to Treatment Facility: (Name of Facility) _________________________
______
        Transported by:  ___ Police, ___Ambulance, ___ Other

        Approximate time at facility: ___________________


CAD ALERT
___ Existing CAD Alert on Individual, ___ New CAD Alert Initiated, ___ CAD (NA)

USE OF FORCE
___ By Law Enforcement Officer: ___ Lethal, ___ Less Lethal

___ By Consumer: ___ Lethal, ___ Less Lethal

Additional Comments: ___________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
Reporting Officer’s Signature/DSN: ________________________________________________
CIT Supervisor’s Signature/DSN: __________________________________________________
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