
Emergency Plan 

Profile 

Name: ______________________________________________________________________________ 

Address: 
_____________________________________________________________________________________ 

Date of Birth: ____________________________   SSN: ____________________________________ 

Primary Diagnosis: _________________________________________________________________ 

Secondary Diagnoses: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Legal Guardian (attach paperwork if over 18): 
_____________________________________________________________________________________ 

Phone: _____________________________________________________________________________ 

Known Allergies: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Communication (circle all that apply): 

Verbal  Sign Language Communication Device Written/Typed  

Other: ______________________________________________________________________________ 

Sensory Needs: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Likes & Dislikes: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

Calming Strategies/De-escalation Techniques: 
_____________________________________________________________________________________
_____________________________________________________________________________________
_____________________________________________________________________________________ 

 



Emergency Plan 

Medical information 

Primary Insurance: _________________________________________________________________ 

Member Name: ____________________________________________________________________ 

Member ID: ___________________________________ Enrollment Code: ___________________ 

Secondary Insurance: _______________________________________________________________ 

Member Name: ____________________________________________________________________ 

Member ID: __________________________________ Enrollment Code: ____________________ 

Medicaid MCO: _____________________________________________________________________ 

Medicaid #: _________________________________________________________________________ 

Additional Supports 

Psychiatrist: ___________________________________________________________________ 

Phone: ______________________________ On-Call Phone: ___________________________ 

Case Manager: _________________________________________________________________ 

Phone: ______________________________ On-Call Phone: ___________________________ 

Residential Provider: ___________________________________________________________ 

Phone: ______________________________ On-Call Phone: ___________________________ 

Current List of Medications 

Name of Medication Dosage Time of 
Day 
Taken 

Reason taken 
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