
My Relapse Prevention Plan
Today's Date: Patient Name:

I will keep my plan: 

I will share my plan with: 

I will review my plan:

Things I do to prevent symptoms from returning:
1.)

2.)

3.)

4.)

Maintenance Medications

Call your treating provider or behavioral health care manager with any questions or if you are thinking about
stopping a medication (see contact information below). 

Personal Warning Signs:

1.)

2.)

3.)

4.) My PHQ-9 score is ____ or higher and/or my GAD-7 score is ____ or higher.

Things I can do when I notice my warning signs:
1.)

2.)

3.)

4.)

I will take <#> tablets of <dose mg> of <medication name> until <date>

I will take <     > tablets of <         mg> of <                                    > until <   /       /     >

I will take <     > tablets of <         mg> of <                                    > until <   /       /     >

I will take <     > tablets of <         mg> of <                                    > until <   /       /     >

Next Appointment Date: Location:Time:

If symptoms return, contact:

Treating Provider Name:

Phone Number:

BHCM Name:

Phone Number:



Generalized Anxiety Disorder Questionnaire (GAD-7) 

Assess Your Symptoms Regularly 
Use the screening tools below to assess yourself for symptoms of depression (PHQ-9) and
anxiety (GAD-7). Compare today’s score to the score identified under your personal warning
signs.

Patient Health Questionnaire (PHQ-9) 


