Coping Skills Educatjon Check-Off Form
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Topics Covered
(*Check each item as it is completed or discussed®)

# Topic Completed Comments
1 Deep Breathing

2 Journaling

3 Take a shower
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7 Countto 10

8 Dance
9 Meditate/pray

10 Watch a funny
movie

11 Read a book
12 Do a puzzle

13 Talk to someone

14 Clean something
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