	Medication/Emergency Contact Information
	Name
	
	

	
	
	
	

	
	ID Number
	
	

	
	
	
	

	Name/Credentials of Staff Initially Completing the form:
	

	Initial Date of Completion:
	
	

	List ALL known and/or reported medications the individual is currently taking regardless of type or purpose to include over-the-counter (OTC) medications (use additional pages, if needed):

	Staff Initials
	Date Initiated
	Name of Medication
	Prescribed by
	Dosage/

Frequency
	Date Terminated/ Changed
	Staff Initials

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	Known Allergies/Reactions:

	Emergency Information:

	In case of emergency (when parent/legal representative cannot be reached) contact:

	Name:
	

	Phone Number:
	(primary)
	
	(secondary)
	

	Address:
	

	Name of Doctor:
	

	Doctor’s Phone:
	

	Doctor’s Address:
	

	Hospital Preference:
	

	Insurance Carrier(s):
	

	Policy Number(s):
	

	
	


	Rights of Individuals Receiving Services
	Name
	
	

	
	
	
	

	
	ID Number
	
	

	
	
	
	

	I, 
	
	began receiving services provided by
	

	
	Name
	
	
	Name of Provider

	on
	
	and have been informed of the following:
	
	

	
	Intake/Admission Date
	

	1.
	My options within the program and of other services available

	2.
	The program’s rules and regulations

	3.
	The responsibility of the program to refer me to another agency if this program becomes unable to serve me or meet my needs

	4.
	My right to refuse treatment and withdraw from this program at any time

	5.
	My right not to be subjected to corporal punishment or unethical treatment which includes my right to be free from any forms of abuse or harassment and my right to be free from restraints of any form that are not medically necessary or are used as a means of coercion, discipline, convenience or retaliation by staff

	6.
	My right to voice my opinions, recommendations and to file a written grievance which will result in program review and response without retribution

	7.
	My right to be informed of and provided a copy of the local procedure for filing a grievance/complaint at the local level or with the DMH Office of Consumer Support

	8.
	My right to privacy in respect to facility visitors in day programs and residential programs as much as physically possible

	9.
	My right regarding the program’s nondiscrimination policies related to HIV infection and AIDS

	10.
	My right to be treated with consideration, respect, and full recognition of my dignity and individual worth

	11.
	My right to have reasonable access to the clergy and advocates and have access to legal counsel at all times

	12.
	My right to review my records, except when restricted by law

	13.
	My right to fully participate in and receive a copy of my Individual Service Plan/Plan of Care.  This includes: 1) having the right to make decisions regarding my care, being involved in my care planning and treatment and being able to request or refuse treatment; 2) having access to information in my clinical records within a reasonable time frame (5 days) or having the reason for not having access communicated to me; and, 3) having the right to be informed about any hazardous side effects of medication prescribed by staff medical personnel

	14.
	My right to retain all Constitutional rights, except when restricted by due process and resulting court order

	15.
	My right to have a family member or representative of my choice notified should I be admitted to a hospital

	16.
	My right to receive care in a safe setting

	17.
	My right to confidentiality regarding my personal information involving receiving services as well as the compilation, storage, and dissemination of my individual case records in accordance with standards outlined by the Department of Mental Health and the Health Insurance Portability and Accountability Act of 1996 (HIPAA), if applicable

	Additionally, rights for individuals in supervised and residential living arrangements:

	18.
	My right to be provided a means of communicating with persons outside the program

	19.
	My right to have visitation by close relatives and/or significant others during reasonable hours unless clinically contraindicated and documented in my case record

	20.
	My right to be provided with safe storage, accessibility, and accountability of my funds

	21.
	My right to be permitted to send/receive mail without hindrance unless clinically contraindicated and documented in my case record

	22.
	My right to be permitted to conduct private telephone conversations with family and friends, unless clinically contraindicated and documented in my case record

	I have been informed of, understand, and have received a written copy of the above information.

	
	
	
	
	
	
	

	Individual Receiving Services
	
	Date
	
	Legal Representative
	
	Date

	
	
	
	
	
	
	

	Staff/Credentials
	
	Date
	
	
	
	


	Consent To Receive Services
	Name
	
	

	
	ID Number
	
	

	
	Agency
	
	

	
	Service(s)
	
	

	
	
	
	


	The information which I have provided as a condition of receiving services is true and complete to the best of my knowledge.  I consent to receive services as may be recommended by the professional staff.  I understand the professional staff may discuss the services being provided to me, and that I may request the names of those involved.  I further understand that my failure to comply with therapeutic recommendations of the professional staff may result in my being discharged.



	
	
	
	
	
	

	
	Individual/Legal Representative Signature
	
	Staff Signature/Credentials
	
	Date


	Acknowledgment of Grievance Procedures
	Name
	
	

	
	ID Number
	
	

	
	Agency
	
	

	
	Service(s)
	
	

	
	
	
	


	I have been informed of the policies and procedures for reporting a complaint or grievance concerning any treatment or service that I receive.

	
	
	
	
	
	

	
	Individual/Legal Representative Signature
	
	Staff Signature/Credentials
	
	Date


	Consent to 

Release/Obtain Information
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	

	I hereby give my consent/permission for 
	

	
	(Agency Name and Address)

	(
	To release information to:
	

	
	
	(Agency/Person Name/Title and Address)

	(
	To obtain information from:
	

	
	
	(Agency/Person Name/Title and Address)

	for the specific purpose of:
	(
	Treatment
	

	
	(
	Coordination of Services
	

	
	(
	Other
	

	The extent and nature of the information to be disclosed/obtained must be indicated (check all that apply):

	(
	Evaluations
	(
	Diagnosis/Prognosis/Recommendations

	(
	Case Notes
	(
	Psychiatric Records

	(
	Substance Abuse Records
	(
	Admission/ Discharge Summary

	(
	Contact Summaries
	(
	Planning

	(
	Identifying Information
	(
	Individual Service Plan

	(
	Other
	

	I understand that I may revoke this consent at any time except to the extent that action has been taken.  I 

	further understand that this consent will expire upon
	

	
	

	(Specific Date/Event/Condition)
	

	and cannot be renewed without my consent. I understand that to revoke this authorization, I must provide a written request and the revocation will not apply to action or information that has already been released/ obtained in response to this authorization. Any information obtained as a result of this release is confidential.  State and federal laws and regulations prohibit any entity receiving confidential information from re-disclosing the information to any other entity without the specific written consent of the person to whom it pertains or as otherwise permitted by law and regulations. I understand the information I authorize for release may include information related to history/ diagnosis and/or treatment of HIV, AIDS, communicable or sexually transmitted disease, and alcohol/drug abuse or dependency.

By signing below, I acknowledge receipt of a copy of the signed authorization

	
	
	
	
	
	
	

	Individual Receiving Services
	
	Date
	
	Legal Representative
	
	Date

	
	
	
	
	
	
	

	Witness/Credentials
	
	Date
	
	
	
	


	Consent to 

Release/Obtain Information
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	

	I hereby give my consent/permission for 
	

	
	(Agency Name and Address)

	(
	To release information to:
	

	
	
	(Agency/Person Name/Title and Address)

	(
	To obtain information from:
	

	
	
	(Agency/Person Name/Title and Address)

	for the specific purpose of:
	(
	Treatment
	

	
	(
	Coordination of Services
	

	
	(
	Other
	

	The extent and nature of the information to be disclosed/obtained must be indicated (check all that apply):

	(
	Evaluations
	(
	Diagnosis/Prognosis/Recommendations

	(
	Case Notes
	(
	Psychiatric Records

	(
	Substance Abuse Records
	(
	Admission/ Discharge Summary

	(
	Contact Summaries
	(
	Planning

	(
	Identifying Information
	(
	Individual Service Plan

	(
	Other
	

	I understand that I may revoke this consent at any time except to the extent that action has been taken.  I 

	further understand that this consent will expire upon
	

	
	

	(Specific Date/Event/Condition)
	

	and cannot be renewed without my consent. I understand that to revoke this authorization, I must provide a written request and the revocation will not apply to action or information that has already been released/ obtained in response to this authorization. Any information obtained as a result of this release is confidential.  State and federal laws and regulations prohibit any entity receiving confidential information from re-disclosing the information to any other entity without the specific written consent of the person to whom it pertains or as otherwise permitted by law and regulations. I understand the information I authorize for release may include information related to history/ diagnosis and/or treatment of HIV, AIDS, communicable or sexually transmitted disease, and alcohol/drug abuse or dependency.

By signing below, I acknowledge receipt of a copy of the signed authorization

	
	
	
	
	
	
	

	Individual Receiving Services
	
	Date
	
	Legal Representative
	
	Date

	
	
	
	
	
	
	

	Witness/Credentials
	
	Date
	
	
	
	


	Initial Assessment
	Name
	
	

	
	ID Number
	
	

	
	Admission Date
	
	

	
	Assessment Date
	
	

	
	Time In:
	Time Out:
	Total Time:

	Informant:
	( Individual receiving services
	( Other
	Relationship to individual:
	

	Date of Birth
	
	Sex:
	( Male
	( Female
	Race:
	

	Description of Need

	What is your reason for seeking services today?

	What specific needs do you currently have?

	History

	Medical History (Record current medications on the Medication/Emergency Contact Information form): 

	Allergies

	Physical impairments

	Surgeries

	Special diets 

	Appetite issues or problems

	Sleep issues or problems

	Current or chronic diseases (high blood pressure, cancer, etc.)

	Applicable family medical history

	Other pertinent medical information


	Mental Health History:

	Previous psychiatric issues

	Previous inpatient psychiatric treatment

	Previous outpatient psychiatric treatment

	Family history of mental illness

	Homicidal behavior

	Suicidal behavior

	Other counseling and/or therapeutic experiences

	Developmental History (Children & youth up to age 21 and everyone with IDD):

	During pregnancy, did mother use drugs
	( No
	(Yes 

(if yes, indicate which)
	(
	alcohol
	(
	cigarettes
	(
	medication

	Describe any problems with the pregnancy or birth

	Birth weight
	
	Birth length
	
	

	At what age did the child:
	Sleep through the night
	
	Crawl
	
	Walk
	
	Say first words
	

	At what age was the child toilet trained
	
	Was the child’s first year of life easy
	
	or difficult
	
	

	Describe any childhood accidents or injuries
	

	Traumatic Event Or Exposure History (Note or describe as appropriate):

	Serious accidents

	Natural disaster

	Witness to a traumatic event

	Sexual assault

	Physical assault (with or without weapon)

	Childhood sexual molestation

	Close friend or family member murdered



	Homeless

	Victim of stalking or bullying

	Other (specify)


	Substance Abuse / Use History:

	Age of onset
	
	

	Patterns of use/abuse:
	How much?
	

	
	How often?
	

	
	Methods of use:
	smoke
	(
	snort
	(
	inject
	(
	insert
	(
	inhale
	(
	

	Resulting circumstances?

	Family history of alcohol abuse

	Family history of drug abuse

	If seeking substance abuse services, the Substance Abuse Questionnaire must be completed and attached during the Initial Assessment.

	Social/Cultural History:

	Immediate household/family configuration

	Marital status

	Relationship with spouse

	Relationship with parents

	Relationship with children

	Relationship with siblings

	Other family background

	Past relationship patterns

	Type of family support available

	Type of social support available

	Types and amounts of social involvement/leisure activities

	Any religious/cultural/ethnic aspects you would like considered

	Current Living Arrangements (type, roommates, perception of safety, satisfaction, goals)




	Educational/Vocational History:

	Highest grade completed
	
	

	If currently in school (child or youth), regular classroom placement?  
	(
	Yes  
	(
	No
	

	
	List all additional educational  services child is receiving
	

	
	Any repeated grades?
	(
	No
	(
	Yes
	Explain:

	
	Suspensions/expulsions?
	(
	No
	(
	Yes
	Describe:

	
	Other education issues
	

	Vocational training, if any
	

	Current employment
	

	Previous employment
	

	Previous Assessment History (if available):

	Psychological instrument
	

	
	Date administered
	
	Results
	

	Educational instrument
	

	
	Date administered
	
	Results
	

	Speech/Language assessment
	

	
	Date administered
	
	Results
	

	Functional assessment
	

	
	Date administered
	
	Results
	

	Initial Behavioral Observations

	Speech:
	(Appropriate 
	(Slowed
	(Mechanical
	(Rapid
	(Other

	Behavior:
	(Appropriate
	(Withdrawn
	(Bizarre
	(Volatile
	(Other

	Appearance:
	(Appropriate
	(Disheveled
	(Unclean
	(Inappropriately dressed
	(Other

	Mood:
	(Appropriate
	(Manic
	(Depressed
	(Labile
	(Irritable
	(Other

	Affect:
	(Appropriate
	(Flat
	(Labile
	(Other
	

	Oriented to:
	(Place
	(Time
	(Person
	(Situation
	(Other

	Thought Content:
	(Appropriate 
	(Incoherent
	(Obsessive
	(Other

	Memory:
	(Appropriate   
	(Repressed    
	(Confused     
	(Other

	Intelligence:
	(Average        
	(Above Average     
	(Below Average
	

	Judgment/Insight:
	(Appropriate    
	(Impaired     
	(Suicidal   
	( Homicidal      
	(Other

	Comments:


	Summary/Recommendations:

	

	Indication Of Functional Limitation(s):

(Check Major Life Areas Affected)

	
	Basic living skills (eating, bathing, dressing, etc.)

	
	Instrumental living skills (maintain a household, managing money, getting around the community, taking prescribed medications, etc.)

	
	Social functioning (ability to function within the family, vocational or educational function, other social contexts, etc.)

	Initial Diagnostic Impression

	
	(Code)
	
	
	

	Axis I       
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Axis II      
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Axis III      
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Axis IV     
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Axis V      
	
	
	
	

	
	
	
	
	

	
	
	

	Signature/Credentials
	
	Date


	Individual Service Plan
	Name
	

	
	ID Number
	

	
	Date of Admission
	

	
	Date Plan Developed
	

	
	Date of Review Meeting
	

	Diagnosis (Axis I-V)
	Individual’s Strengths

	Axis I
	

	Axis II
	

	Axis III
	

	Axis IV
	

	Axis V
	

	Individual Areas of Focus

	Area of Focus:

Duration:

Frequency:

How does area of focus create functional limitations for the individual?



	Area of Focus:

Duration:

Frequency:

How does area of focus create functional limitations for the individual?



	Area of Focus:

Duration:

Frequency:

How does area of focus create functional limitations for the individual?



	Goals

	Long Term Goals: 



	Short Term Goals:



	Services (check all that apply)

	Emergency/Crisis Services

  ___ Emergency/Crisis Services

  ___ Intensive Crisis Intervention (C&Y)

  ___ Acute Partial Hospitalization/Comm.

         Stabilization 

Case Management/ Community Supports Services 

  ___ Adult SMI CM/CS 

  ___ Children & Youth CM/CS

  ___ IDD CM /CS

  ___ School Based Services 

  ___ Mental Illness Management (MIMS) 

  ___ Individual Therapeutic Support 

Psychosocial Programs 

  ___ Psychosocial Rehabilitation

  ___ Senior Day Services

  ___ Day Support 

  ___ Day Treatment 

Physician Services

  ___ Nursing Assessment

  ___ Medication Evaluation

  ___ Medication Injection


	Community Living 

  ___ Home and Community Supports 

  ___ Therapeutic Foster Care 

  ___ Supported Living 

  ___ Supervised Living 

  ___ Therapeutic Group Homes 

  ___ Transitional Residential 

  ___ Halfway House 

  ___ Crisis Residential 

  ___ Chemical Dependency Units  

  ___ Primary Residential 

  ___ Crisis Stabilization Units

Adult Mental Health Services 

  ___ PACT 

  ___ Co-Occurring Disorders 

  ___ Drop In Services 

  ___ Inpatient Referral Services 

  ___ Pre-Evaluation Screening 

  ___ Consultation and Education  

  ___ Alzheimer Services 

  ___ Peer Support Services 

C&Y Mental Health Services 

  ___ Prevention/Early Intervention Services 

  ___ Family Support & Education Services 

  ___ FASD Screening 

  ___ Respite Care Services 
	IDD Services 

  ___ Early Intervention 

  ___ Day Services-Adult 

  ___ Prevocational 

  ___ Work Activity 

  ___ Supported Employment 

  ___ Community Respite 

  ___ In-Home Respite 

  ___ Behavior Support Intervention

A & D Services 

  ___ Detoxification 

  ___ Outreach/Aftercare 

  ___ Prevention 

  ___ DUI Assessment 

Outpatient Services 

  ___ Outpatient MH 

  ___ Outpatient Substance Abuse 

  ___ Intensive Outpatient

  ___ Individual Therapy

  ___ Group Therapy

  ___ Family Therapy

Other

  _______________________

  _______________________



	Objective/Activities
	Criteria/Outcomes
	Target Dates

	
	
	

	
	
	

	
	
	

	
	(
	Case Management/ Community Support has been offered to me and I choose NOT to participate in Case Management.

	
	
	
	
	
	
	

	Individual Receiving Services
	
	Date
	
	Signature/Credential
	
	Date

	
	
	
	
	
	
	

	Parent/Legal Guardian
	
	Date
	
	Signature/Credential
	
	Date

	
	
	
	
	
	
	

	Physician/Clinical Psychologist/Nurse Practitioner, LCSW, LMFT,QMRP, Alzheimer’s Day Program Supervisor
	
	Date
	
	


	Substance Abuse 

Specific Assessment
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	Time In:
	
	Time Out:
	
	Total:
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	Admission Date:
	
	Type of Treatment Modality 
	(OP
	(IOP
	(PR
	(TR
	(CDU
	(Day TX

	Prior Substance Abuse Treatment  (Location, date, completion status, outcome, length of recovery after treatment)

	

	

	

	Legal History (List all arrests and/or charges, include type of charge, disposition, and relationship to substance abuse if any)

	

	

	

	Is this admission the result of a Criminal Justice referral?
	(
	Yes
	(
	No
	If yes, identify referral source below:

	

	Describe circumstances:  
	

	

	

	Name of person to whom reports should be submitted:
	

	Type(s) of reports requested:
	

	Are you presently awaiting charges, trial or sentencing?  
	(
	Yes
	(
	No
	Court Date:
	

	Explain:
	

	DUI Offender?
	( 
	First time
	( 
	2+Offenses
	( 
	Not applicable

	Is the individual’s driver’s license currently suspended?
	(
	Yes 
	(
	No

	If yes, was the individual enrolled in or referred to a certified DUI Treatment Program?
	(Yes 
	(No

	Alcohol and Drug Use History (Explain use, include age of onset, pattern of use, amount/frequency of use, route of administration)

	

	

	


	Detailed Drug Problem (For additional Codes see MSAMIS Manual)

	
	# of Days Past 30
	
	Lifetime Years
	
	
	# of Days Past 30
	
	Lifetime Years
	

	0201 = Alcohol
	
	
	
	
	
	
	0901 = LSD
	
	
	
	
	
	

	0301 = Crack
	
	
	
	
	
	
	1001 =  Methamphetamine/Speed
	
	
	
	
	
	

	0302 = Other Cocaine
	
	
	
	
	
	
	1101 = Amphetamine
	
	
	
	
	
	

	0401 = Marijuana/Hashish
	
	
	
	
	
	
	1102 = Ritalin
	
	
	
	
	
	

	0501 = Heroin/morphine
	
	
	
	
	
	
	1301 = Alprazolam/Xanax
	
	
	
	
	
	

	0601 = Methadone
	
	
	
	
	
	
	1304 = Diazepam/Valium
	
	
	
	
	
	

	0701 = Codeine
	
	
	
	
	
	
	1306 = Lorazepam/Ativan
	
	
	
	
	
	

	0702 = Darvocet
	
	
	
	
	
	
	1701 = Aerosols
	
	
	
	
	
	

	0703 = Oxycodone/Oxycontin
	
	
	
	
	
	
	More than 1 substance daily
	
	
	
	
	
	

	0705 = Hydromorphone/Dilaudid                  
	
	
	
	
	
	
	Other:
	
	
	
	
	
	


	Substance Abuse 

Specific Assessment
	Name
	
	

	
	ID Number
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	Which substance is the major problem?  
	

	How much would you say you’ve spent on substances during the past 30 days?
	

	On a scale of 1-5, how important is treatment to you now?
	

	What was your longest period of abstinence?  
	

	How was abstinence maintained?
	

	

	Educational/Vocational History (Explain problems encountered at school/work as a result of substance use)

	

	

	

	What is your highest level of education?
	

	Do you have any difficulties in reading or writing?
	(
	Yes
	(
	No
	If yes, explain
	

	

	

	State your means of financial support in the:
	past 30 days
	

	past 90 days
	
	past year
	

	

	Family/Social History (Explain how use has affected family and social relationships.  Describe family history of alcohol/other drug use)

	

	

	

	

	Mental Health History

	Have you received counseling/help for an issue(s) other than alcohol/drug problem?
	(
	Yes
	(
	No

	If yes, please explain:
	

	

	When and from whom did you receive this help?
	

	

	

	Evaluator’s Assessment of Individual’s Attitude Regarding Use of Alcohol and/or Other Drugs

	Level of denial
	None
	Low
	Moderate
	High
	Unsure

	Willingness to change
	None
	Low
	Moderate
	High
	Unsure

	
	
	

	Staff Signature/Credential
	
	Date


	Serious Incident Report
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	

	Date of Incident
	
	
	Time of Incident
	

	Agency/Program and Location of Incident
	

	Staff Involved
	

	(include position)
	

	Circumstances Under Which The Incident Occurred: Give a detailed description of the incident, including those notified and the final disposition.  (Examples of types of serious incidents this form is to be used for are reporting: death, suicide attempt, elopement for more than 24 hours, suspected abuse/neglect, emergency hospitalization, accidents requiring hospitalization, incidents which may be related to suspected abuse/neglect in which the cause is unknown or unusual, disaster, use of seclusion or restraint and disaster evacuation.)

	Detailed Description of the Incident (use as many pages as necessary)

	

	

	

	

	

	

	

	

	Actions and Resolution (use as many pages as necessary)

	

	

	

	

	

	

	

	

	List dates report submitted to:
	
	
	

	DMH/OCS:
	
	
	Name of Agency Contact
	

	Agency Director:
	
	Phone Number
	

	Parent/Guardian
	
	
	

	
	
	

	                                    Submit all written reports to:
	Department of Mental Health

Office of Consumer Support

239 North Lamar Street, Suite 1101

Jackson, MS  39201

Fax: 601-359-9570
	

	Office Use Only
	
	
	

	Date Received
	
	SIR Code
	


	Discharge Summary
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	

	Effective Date of Discharge
	
	

	
	
	

	Reason For Discharge:

	(  No Treatment  Initiated     





(  Moved from service area

(  Completion of  Service Objectives




(  Deceased               

(  Noncompliance with treatment recommendations                              
(  No contact in 12 months

(  Optimal level of functioning achieved
(  Individual requested discharge

(  Individual left against medical advice (AMA)



(  Other   _______________________  






	Referred To:

	( DMH Psychiatric Hospital  

( Family/Friend



( Private PRTF

( Other MS CMHC

( School/Education


( Private ICF/MR

( DMH IDD Facility

( Employer/EAP


( Other_____________

( Private Psychiatric Hospital

( Police / Sheriff  




( Other MH Provider

( Courts/Corrections


 

( Other IDD Provider

( Probation Parole


( Other A&D Provider

( Self Help Program

( Gen/Hospital/Other Health

( Voc Rehab/Job Placement  

( Self




( Licensed Personal Care Home

	Discharge Instructions provided to    (  Individual          (  Legal Representative

	Discharge Instructions/Additional Information:

	

	

	

	

	

	

	

	                                   

	
	
	

	Signature/Credentials
	
	
	Date
	


	Service Termination/Change Summary
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	

	Effective Date of Service Termination/Change 
	
	

	
	
	

	Service Termination is expected to be       (  Temporary             (   Permanent

	Reasons for Service Termination/ Change (Check all that apply):

           (  Change in Diagnosis       (  Change in Symptoms      (  Change in Service Activities

            (   Change in Treatment Recommendations       (  Appropriate for Less Intensive Service
· Other_________________________________________________



	List Service(s) Discontinued

	
	

	
	

	
	

	List Service(s) Initiated

	

	

	

	

	Service Staff Change

	From 


	To 



	(staff name/credential)
	(staff name/credential)

	Service Change Instructions or Information:

	

	

	

	

	

	                                   

	
	
	

	Signature/Credentials
	
	
	Date
	


	Periodic Staffing/

Review of the

Individual Service Plan
	Name
	
	

	
	ID Number
	
	

	
	Current Date
	
	

	
	Date of Last ISP/Review
	
	

	
	Time In
	
	Time Out
	
	Total
	
	

	
	
	
	

	Change in diagnosis since last review

	Change in symptoms since last review

	Change(s) in service activities since last review

	Change(s) in household since last review

	Change(s) in treatment/

service recommendations since last review

	Other significant life change(s) since last review

	Comments/Recommendations

	Plan Modification  ( No   (  Yes                 (  Rewrite Plan

                               If yes, make additions/ modifications to the existing plan

	
	
	
	

	Individual Receiving Services


	
	Date
	

	Staff Signatures/Credentials
	
	Date
	

	Staff Signatures/Credentials


	
	Date
	

	Signature of Parent/Legal Guardian (if  applicable)
	
	Date
	


	Search and Seizure Report
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	Time
	
	AM
	
	PM
	

	Reason for Search

	

	

	

	

	Description of Search

	Type of Search 

	( Person
	( Room
	( Locker
	( Possessions
	( Other
	

	Location
	

	

	

	List of Items Seized and Source(s) of Items

	

	

	

	

	Staff Involvement

	Authorized By
	

	
	Signature/credentials/position title

	Conducted By
	

	
	Signature/credentials/position title

	Other person(s) involved in or witnessing the search (signature/credential/position title):

	
	
	

	
	
	

	
	
	


	Physical Restraint/

Escort Log
	Name
	
	

	
	ID Number
	
	

	
	Date
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	Time intervention began:
	
	AM/PM
	ended:
	
	AM/PM

	Describe the precipitating events necessitating restraint/escort:

	Describe the behavior warranting restraint/escort:

	Describe type of restraint/escort used:

	List all staff members (regardless of position) that were involved in restraint/escort:

	Describe ineffective/less restrictive alternatives attempted prior to restraint/escort:

	Describe individual’s behavior during restraint/escort:

	
	
	
	
	Page
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	Supervisory staff person’s face-to-face assessment of the individual’s mental and physical well being during restraint/escort:

	Time 1st assessment began:
	
	AM/PM
	Ended:
	
	AM/PM

	Time 2nd assessment began:
	
	AM/PM
	Ended:
	
	AM/PM

	Time 3rd assessment began:
	
	AM/PM
	Ended:
	
	AM/PM

	Signature/credentials of supervisor staff:
	

	
	

	Date(s) individual restrained in the last 30 days:
	
	
	
	
	
	
	

	Is a Behavior Support Plan warranted?
	(Yes
	(No
	

	Name of treating physician consulted:
	
	Date:
	
	Time:
	

	
	

	Treatment Recommendations:

	Date Individual Service Plan Modified:
	

	
	

	Signature of Staff Implementing Restraint/Escort
	______________________________________________

	
	

	Signature(s) of Other Staff Witness(es)
	______________________________________________

	
	      ______________________________________________

	
	      ______________________________________________

	
	


	Time Out Log
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	Time intervention began:
	
	AM/PM
	ended:
	
	AM/PM

	Describe the precipitating events necessitating time out

	Describe the behavior warranting time out

	Describe ineffective/less restrictive alternatives attempted prior to time out

	Describe individual’s behavior during time out, based on visual assessments

	Does the Individual Service Plan require modification?  
	Yes
	(
	No
	(

	
	
	

	Signature of Staff Implementing Time Out
	
	Signature of Staff Observing Time Out

	Signature/credentials of Supervisory Staff
	
	


	Readmission Assessment Update
	Name
	
	

	
	ID Number
	
	

	
	Readmission Date
	
	

	
	
	
	

	Informant:
	( Individual receiving services
	( Other
	Relationship to individual:
	

	DESCRIPTION OF NEED

	What is your reason for seeking services today?

	What specific needs are you currently having?

	Why was the record closed?

	Status Updates

	Medical Status (Record current medications on the Medication/Drug Use Profile): 

	Allergies

	Physical impairments

	Surgeries

	Special diets 

	Appetite issues or problems

	Sleep issues or problems

	Current or chronic diseases (high blood pressure, cancer, other)

	Other pertinent medical information


	Mental Health Status:

	Recent psychiatric issues

	Homicidal behavior

	Suicidal behavior

	Other counseling and/or therapeutic experiences

	Traumatic Event Or Exposure Status (Note Or Describe As Appropriate):

	Serious accidents

	Natural disaster

	Witness to a traumatic event

	Sexual assault

	Physical assault (with or without weapon)

	Close friend or family member murdered



	Homeless

	Victim of stalking or bullying

	Other (specify)

	Substance Abuse / Use Status: 

	Use or abuse by the individual

	Age of onset
	
	

	Patterns of use/abuse:
	How much?
	

	
	How often?
	

	
	Methods of use:
	smoke
	(
	snort
	(
	inject
	(
	insert
	(
	inhale
	(
	

	Resulting circumstances?

	NOTE:  If the individual is being readmitted for substance abuse services, the Substance Abuse Specific Assessment must be completed and attached during the Readmission Assessment.


	Social/Cultural Status:

	Immediate household/family configuration

	Marital status

	Relationship with family members

	Type of family support available

	Type of social support available

	Types and amounts of social involvement/leisure activities

	Any religious/cultural/ethnic aspects that should be considered

	Educational/Vocational Status:

	Highest grade completed
	
	

	If currently in school (child or youth), regular classroom placement?  
	(
	Yes  
	(
	No
	

	
	List all additional educational  services child is receiving
	

	
	Any repeated grades?
	(
	No
	(
	Yes
	Explain:

	
	Suspensions/expulsions?
	(
	No
	(
	Yes
	Describe:

	
	Other education issues
	

	Vocational training, if any
	

	Current employment
	

	Previous employment
	

	Comments:

	Indication Of Functional Limitation(s):

(Check Major Life Areas Affected)

	
	Basic living skills (eating, bathing, dressing, etc.)

	
	Instrumental living skills (maintain a household, managing money, getting around the community, taking prescribed medications, etc.)

	
	Social functioning (ability to function within the family, vocational or educational function, other social contexts, etc.)

	
	
	

	Signature/Credentials
	
	Date


	Medical Examination

	Physician’s Name:


	Date of Evaluation
	

	Physician’s Address:


	Physician’s Phone #
	

	Person Receiving Examination:
	DOB
	

	
	Age
	

	Height:
	
	Temperature:
	
	Blood Pressure:


	

	Weight
	
	Head Circumference:
	
	General Appearance:



	Check
	Normal
	Abnormal
	Remarks

	1. Head
	
	
	

	2. Fontanelle
	
	
	

	3. Skin
	
	
	

	4. Lymph Nodes
	
	
	

	5. Facies
	
	
	

	6. Eyes  a. Right
	
	
	

	               b. Left
	
	
	

	7. Ears  a. Right
	
	
	

	               b. Left
	
	
	

	8. Nose
	
	
	

	9. Mouth
	
	
	

	10. Teeth and Gums
	
	
	

	11. Tongue
	
	
	

	12. Pharynx & Palate
	
	
	

	13. Neck
	
	
	

	14. Thorax
	
	
	

	15. Heart
	
	
	

	16. Lungs
	
	
	

	17. Abdomen
	
	
	

	18. Breasts
	
	
	

	19. Genitals
	
	
	

	20. Spine
	
	
	

	21. Extremities
	
	
	

	22. Neurological:
	
	
	

	       a. Cranial
	
	
	

	       b. Reflexes
	
	
	

	       c. Neuromuscular
	
	
	

	       d. Stain and Gait
	
	
	

	       e. Mood/ Behavior
	
	
	

	23. Urine
	
	
	

	24. CBC
	
	
	

	Current Medications:


	Special Dietary Requirements:




Based upon the results of this examination and the additional information provided, this person is sufficiently free from disease and does not have any health conditions that would create a hazard for other people.

_______________________________________


___________________

Physician’s Signature






Date

	Documentation of Healthcare Provider Visits
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	

	Name of Health Care Provider:
	     

	Type of Health Care Provider:
	     

	

	Reason for Visit:      

	Outcomes/Results

	Diagnosis(es) (if applicable): 
	     

	Procedure(s) conducted:
	     

	Procedure(s) ordered:
	     
	Date:
	     

	

	Describe any needed follow up, including dates: 
	     

	

	

	Source of Information

( Provider/ Staff participated in the visit

( Family/ Guardian participated in the visit and provided results of the visit to the program

( Provider assisted with access to healthcare but did not participate in the visit

( Release of records completed

( Records requested from healthcare provider



	
	
	
	
	

	
	Staff Signature/Credential
	
	Date
	


	Emergency/Crisis Contact Log
	Name

	
	ID Number 

	
	Date
	Time

	Type of Contact            (  Face-to-Face                                                            (  Telephone

                                            Location of Face-to-Face



	Individuals Involved:



	
	Presenting Need (include factors indicating a need for emergency services)
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	Action(s) Taken by Staff (include notification of others or rationale for deciding not to notify)
	

	
	
	

	
	
	

	
	
	

	
	
	

	Resolution

	Condition of the Individual/Family or Interested Party at Conclusion of Emergency/Crisis
	Referrals Made by Staff

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	

	Staff/Credentials
	


	Acute Partial Hospitalization/ Acute Community Stabilization Services

Daily Service Log/Activity Summary Note
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	Total Time
	
	

	Services
	Check
	Time In
	Time Out
	Name of Service Provider

	Medical Supervision
	
	
	
	

	Nursing
	
	
	
	

	Intensive Psychotherapy

	Individual Therapy
	
	
	
	

	Group Therapy
	
	
	
	

	Family Therapy
	
	
	
	

	

	Therapeutic Activities Provided

	Activity
	Time In
	Time Out
	Name of Activity Coordinator

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	Daily Summary Note

	

	

	

	

	

	

	
	
	

	
	Signature/Credential
	


	Individual Crisis Support Plan


	Name
	
	

	
	ID Number
	
	

	
	Date Plan Developed
	
	

	
	Toll-free Crisis Phone Number 
	
	

	
	
	
	

	Diagnosis:
	Current Medications:

	Relevant History and Potential Crisis:
	Known Triggers:

	Action Steps for Home
	Person(s) Responsible and Phone Number(s)
	Action Steps for Community Locations (specify)
	Person(s) Responsible and Phone Number(s)

	
	
	
	

	
	
	
	

	
	
	
	

	
	

	Signature of IRS                                                              Date
	Signature/Position                                                              Date

	
	

	Signature/Position                                                            Date

	Signature/Position                                                              Date


	Case Management/ Community Support Activity Plan


	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	

	Strengths/Vision

	Area of Need:  Health (dental, medical, medication, substance abuse, adaptive equip, therapy, behavior supports, other)

	Current Status
	Personal Goal
	Action Steps
	Date Goal Achieved

	Area of Need:  Home (money management, benefits, living arrangements, clothing, personal care, child care, rent, other)

	Current Status
	Personal Goal
	Action Steps
	Date Goal Achieved


	Area of Need:  Purpose (employment assistance, education, vocational training, early intervention, other)

	Current Status
	Personal Goal
	Action Steps
	Date Goal Achieved

	Area of Need:  Community (social supports, interpersonal, protective care, support group, counseling, legal assistance, other)

	Current Status
	Personal Goal
	Action Steps
	Date Goal Achieved

	Level of Case Management/Community Support (circle one)

        High          Moderate           Low            Follow Along


	ID/DD only


	Potential/Temporary

In Date:                               Out Date:

	
	
	
	
	
	

	Individual receiving services 
	
	Date
	CM/CS Specialist/ Credentials
	
	Date

	School Input By (For C&Y only)   
	Parent/Legal Guardian  
	
	Date


	Case Management/ Community Support Progress Note
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	Time

 In
	
	Time Out
	
	Total Time
	
	

	
	

	Need(s) Addressed
	

	
	

	
	

	
	

	
	

	Summary of Actions
	

	
	

	
	

	
	

	
	

	Result(s) of Action Steps
	

	
	

	
	

	
	

	
	

	Next Steps & Responsible Party

(must include date and time of next planned visit)
	

	
	

	
	

	
	

	
	

	Progress Toward CM/CS Activity Plan Goals
	

	
	

	
	

	
	

	
	

	Signature/Credential
	


	Psychosocial Rehabilitation

Progress Note
	Name
	
	

	
	ID Number
	
	

	
	Month/Year
	
	

	
	
	
	

	Day of the

month
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31

	Time In
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Time Out
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Monthly Summary

	Area of Focus
	Summary of Objective/Activity
	Result of Objective/Activity
	Next Step

	
	
	
	

	
	
	
	

	
	
	
	

	Unit Summary Activities

	Kitchen
	Snack Bar
	Clerical
	Thrift Store
	Maintenance
	Other

	Signature/Credentials
	
	Date
	


	Senior Psychosocial Rehabilitation

Progress Note
	Name
	
	

	
	ID Number
	
	

	
	Month/Year
	
	

	
	
	
	

	Day of the

month
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31

	Time In
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Time Out
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Monthly Summary

	Area of Focus
	Summary of Objective/Activity
	Result of Objective/Activity
	Next Step

	
	
	
	

	
	
	
	

	
	
	
	

	Signature/Credentials
	Date


	Psychosocial Rehabilitation/Day Support

Progress Note
	Name
	
	

	
	ID Number
	
	

	
	Month/Year
	
	

	
	
	
	

	Day of the

month
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31

	Time In
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Time Out
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Total
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Monthly Summary

	Area of Focus
	Summary of Objective/Activity
	Result of Objective/Activity
	Next Step

	
	
	
	

	
	
	
	

	
	
	
	

	Signature/Credentials
	Date


	Day Treatment Progress Note
	
	Name
	

	
	
	ID Number
	

	
	
	Program Name
	

	Attendance during month of
	
	
	year of
	

	
	
	
	
	

	Days
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31

	Time In
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Time Out
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Total Time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Weekly Dates
	
	Objective 1:
	Objective 2:

	1st Week


	
	
	

	Date
	
	Signature/Credential

	2nd Week


	
	
	

	Date
	
	Signature/Credential

	3rd Week
	
	
	

	Date
	
	Signature/Credential

	4th Week
	
	
	

	Date
	
	Signature/Credential

	5th Week
	
	
	

	Date
	
	Signature/Credential

	Monthly Summary
	

	
	Signature/Credential
	Supervisor Signature/Credential


	Supported Living 

Progress Note
	Name
	
	

	
	
	
	

	
	ID Number
	
	

	
	
	
	

	Date
	Activity
	Signature/

Credentials

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	ID/DD Waiver 

Home and Community Supports

Activity Plan
	Name
	
	

	
	ID Number
	
	

	
	
	
	
	Page
	
	of
	

	Outcomes
	Specific Activities

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	
	
	
	

	
	Individual/Legal Representative Signature
	
	Agency Representative Signature/Credentials
	

	
	
	
	
	

	
	Date
	
	Date
	


	ID/DD Waiver

Home and Community Supports

Activity Note
	Name:
	
	

	
	ID Number:
	
	

	
	
	
	

	Activity
	Day/Date
	Day/Date
	Day/Date
	Day/Date
	Day/Date
	Day/Date
	Day/Date

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	(
See Contact Summary for Additional Information 
	
	
	
	
	
	
	

	Time Service Began (use a.m. and p.m.)
	
	
	
	
	
	
	

	Time Service Ended (use a.m. and p.m.)
	
	
	
	
	
	
	

	Units Provided
	
	
	
	
	
	
	

	Individual/Legal Rep. Signature
	
	
	
	
	
	
	

	Staff Signature
	
	
	
	
	
	
	


	ID/DD Waiver Home and Community Supports Service Agreement

	Name
	     
	Medicaid Number
	     

	1.
	I understand Home and Community Supports (HCS) will, to the greatest extent possible, be scheduled on a regular basis to meet my unique needs, as identified on the Activity Plan.  Only the amount of Home and Community Supports authorized on the Plan of Care will be provided.  If a change in the amount is needed, I will contact my Support Coordinator.



	2.
	I understand Home and Community Supports can be provided in my home and/or in the community and either with or without my parent/legal representative present, depending upon my identified support needs.



	3.
	I understand HCS staff cannot be responsible for caring for others who may be in the house.  HCS staff is only responsible for the person who is enrolled in the ID/DD Waiver.  Also, the HCS staff person is not responsible for caring for pets.  I cannot receive HCS at a staff person’s home.

	4.
	If a scheduled Home and Community Supports visit must be canceled (e.g. because of a doctor’s appointment, I am ill, my family will be out of town, etc.), it is my responsibility to notify the provider as soon in advance of the cancellation as possible.  I understand that three (3) cancellations for which no notice is given will result in a review of the Plan of Care to determine if Home and Community Supports are still necessary and appropriate.



	5.
	I understand the HCS staff person will complete all forms necessary to document the provision of Home and Community Supports.  I or my parent/legal representative will be asked to initial an Activity Note each time Home and Community Supports are provided to verify that the HCS staff indeed provided the amount of service documented.  I further understand initialing false or fraudulent documentation is against the law.



	6.
	I understand that the receipt of Home and Community Supports is voluntary.  I may decline services by notifying my Support Coordinator.  



	7.
	I understand services may be terminated according to the provisions in the ID/DD Waiver Enrollment Agreement. 



	8.
	I understand if services are to be terminated, I will be notified as soon as possible.  The Support Coordinator will assist me in locating other service options, if available.  If I disagree with services being terminated, I may file an appeal according to established procedures.  The services will not change until the outcome of the appeal is determined.  If termination of services is due to the environment or persons in the environment posing a risk to the HCS staff, I cannot continue to receive services pending the outcome of the appeal.



	9.
	Should any problems arise regarding the provision of Home and Community Supports, I will notify my ID/DD Waiver Support Coordinator immediately.

	10.
	I understand Home and Community Supports cannot be provided on an overnight basis outside of my legal residence.

	11.
	I understand HCS staff cannot provide medical treatment of any sort, as defined in the Mississippi Nurse Practice Act Rules and Regulations.

	12.
	Home and Community Supports staff cannot accompany a minor child on a medical visit without the parent/legal representative.


	ID/DD Waiver Home and Community Supports Service Agreement

	13.
	The ID/DD Waiver does not allow HCS staff to be a parent or legal guardian, a step parent of a minor, or a spouse or relative or anyone else who resides in the same home or who is normally expected to provide care.

	14.
	Relatives who are not the parent or legal guardian, a step parent of a minor, or a spouse, relative or anyone else who resides in the same home or who is normally expected to provide care may be approved to provide Home and Community Supports.  They must be employed be a DMH certified provider and meet the same qualifications for employment as staff who are unrelated. The employing provider must receive prior approval from the Director of the Bureau of Intellectual and Developmental Disabilities at the DMH before a relative can provide Home and Community Supports.

	I understand the above information and the circumstances under which Home and Community Supports can be provided.

	
	
	

	Individual/Legal Representative
	
	Authorized Provider Representative/Credential

	
	
	

	Date
	Date


	Supervised Living Activity Summary
	
	Name
	

	
	
	ID Number
	

	
	
	
	

	Participation during month of
	
	
	year of
	

	
	
	
	
	

	Days
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31

	Present
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Weekly Dates
	
	Activities to Support:
	Activities to Support:

	1st Week


	
	
	

	Date
	
	Signature/Credential

	2nd Week


	
	
	

	Date
	
	Signature/Credential

	3rd Week
	
	
	

	Date
	
	Signature/Credential

	4th Week
	
	
	

	Date
	
	Signature/Credential

	5th Week
	
	
	

	Date
	
	Signature/Credential

	Monthly Summary
	

	
	Signature/Credential


	Telephone/Visitation Agreement
	
	Name
	

	
	
	ID Number  
	

	
	
	
	

	While a resident at
	

	                                                            (Name of Program)
I give consent to receive phone calls and visits from those specific persons named in the sections below and who are outside the program/facility for support and coordination of my treatment services.



	[image: image1.wmf]C

I agree to have my participation in this program acknowledged and accept telephone calls from any individuals. 

[image: image2.wmf]C

I agree to have my participation in this program acknowledged and accept telephone calls only from the following named individuals:

	Name
	Telephone Number(s)
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	[image: image3.wmf]C

I agree to accept any individual as a visitor.

[image: image4.wmf]C

I agree to accept as visitors the following named individuals only:

	Name
	Telephone Number(s)
	Relationship

	
	
	

	
	
	

	
	
	

	
	
	

	I understand this consent will expire upon my discharge from the program. I may revoke this consent at any time except to the extent that action has already taken place.

I understand that interns and delivery/maintenance people enter the premises on occasion and I will not hold the service provider staff responsible for any visitors that may disclose my presence in this program.  

	 
	                
	 
	  
	 

	
	Individual Receiving Services              Date
	
	Authorized Representative          Date
	

	
	
	
	
	

	
	Signature/Credential                            Date
	
	Relationship to Individual             
	


	Community Living Substance Abuse Aftercare Plan
	Name
	
	

	
	ID Number
	
	

	
	
	

	
	
	
	

	
	
	New Admission
	
	Readmission
	
	Rewrite
	

	
	Date
	
	

	Strengths/Challenges

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Statement of Need

	A. Vocational
	
	

	
	
	

	B. Psychological
	
	

	
	
	

	C. Medical
	
	

	
	
	

	D. Social
	
	

	
	
	

	E. Educational
	
	

	
	
	

	F. Legal
	
	

	
	
	

	G. Transportation
	
	

	
	
	

	H. Housing
	
	

	
	
	

	I.  Family/other support
	
	

	
	
	


	Measurable Objectives

	Individualized Objective(s)
	

	
	

	
	

	Objective 1  To maintain sobriety-oriented support:

	
	
	a)  Individual will attend 90 AA/NA meetings in 90 days

	
	
	b)  In lieu of objective a), individual will attend 
	
	AA/NA meetings weekly AND/OR

	
	
	     After objective a) is completed, individual will attend 
	
	AA/NA meetings weekly

	
	
	c)  Individual will obtain a sponsor

	
	
	d)  Individual will talk to sponsor at least 
	
	times weekly

	Objective 2  To participate actively in Aftercare for at least two (2) years

	
	
	a)  Individual will attend all Aftercare meetings

	
	
	b)  Individual will continue to work on Twelve Steps of Recovery by completing steps

	Referrals to Other Community Resources

	
	Mental Health
	
	Parenting Classes
	
	Voc-Rehab
	
	Food Stamps

	
	Medicaid
	
	Medical Care
	
	Aftercare

	
	Evidence-based Recovery Program (Reality Therapy)

	
	Other:

	Appointments Scheduled

	

	1.  Date
	
	Time
	
	Agency
	

	 Location
	
	Contact Person
	

	2.  Date
	
	Time
	
	Agency
	

	 Location
	
	Contact Person
	

	3.  Date
	
	Time
	
	Agency
	

	 Location
	
	Contact Person
	

	

	
	I understand and agree to participate in the recommended Aftercare Service.
	

	
	Individual Receiving Services
	
	Aftercare Counselor/Credential
	

	
	Parent/Legal Guardian
	
	Primary Counselor/Credential
	


	Community Living TB/HIV/STD Risk Assessment Interview
	Name
	
	

	
	ID Number
	
	

	
	Time In
	
	Time Out
	
	Total Time
	
	

	
	
	
	

	1. 
	Have you ever lived on the street or in a shelter?
	(Yes
	(No

	2.
	Have you ever been incarcerated?
	(Yes
	(No

	3.
	Have you ever been told that you have a positive HIV test? (test for the AIDS virus)
	(Yes
	(No

	4.
	Have you ever been diagnosed with or treated for tuberculosis (TB)?
	(Yes
	(No

	5.
	Has anybody you know or have lived with been diagnosed with TB in the past year?
	(Yes
	(No

	6.
	a. 
	Within the last month, have you had any of the following symptoms lasting for more than 2 weeks? If yes, please check items below.
	(Yes
	(No

	
	(Fever
	(Drenching night sweats
	(Coughing up blood

	
	(Losing weight
	(Shortness of breath
	(Lumps or swollen glands

	
	(Diarrhea lasting more than one week
	

	
	b.
	Are you now living with someone with any of the following?
	(Yes
	(No

	
	(Coughing up blood
	(Drenching night sweats
	(Active TB

	7.
	Have you ever used needles to shoot drugs?
	(Yes
	(No

	8.
	Have you used cocaine, coke or crack?
	(Yes
	(No

	9.
	Have you ever engaged in any of the following high-risk behaviors:  unprotected vaginal, anal or oral sex with multiple partners, anonymous partners, or men who have sex with men?
	(Yes
	(No

	10.
	Have you been diagnosed with or treated for hepatitis and/or a sexually transmitted disease?
	(Yes
	(No

	Comments:

	

	

	

	

	

	

	
	
	
	

	
	Staff Signature/Credentials
	
	Date


	Residential Educational Activities/

Risk Assessments for TB/HIV/STD
	Name
	
	

	
	ID Number
	
	

	
	Time In
	
	Time Out
	
	Total Time
	
	

	
	
	
	

	Educational Activities
	Dates

	1.
	HIV/AIDS Information

(modes of transmission and universal precautions)
	

	2.
	Sexually Transmitted Diseases (STDS)
	

	3.
	Tuberculosis

	

	4.
	MS Implied Consent Law
	

	HIV Risk Assessment

	1.
	Completion of Risk Assessment
	

	2.
	Provided HIV Prevention Counseling
	

	3.
	Provided HIV Testing (voluntary)
	(Yes
	(No
	

	4.
	Provided Post-Test Counseling (if testing is conducted)
	

	Tuberculosis Risk Assessment

	1.
	Completion of Tuberculosis Risk Assessment

(results indicate further action if action is taken) 
	

	
	(Yes
	(No
	
	

	2.
	Completion of Skin Test(results indicate further action) 
	

	
	(Yes
	(No
	
	

	3.
	Completion of X-ray
(results indicate further action)
	

	
	(Yes
	(No
	
	

	4.
	Referred for Tuberculosis Treatment
	

	I have received the educational information and all risk assessments listed above.

	
	
	
	
	
	
	

	Individual Receiving Services
	
	Date
	
	Staff Signature/Credentials
	
	Date


	Seclusion

Behavior Management Log
	

	
	Name of Individual Being Placed in Seclusion

	Time Intervention Began:                      Ended:
	Date:

	Precipitating Events Necessitating Seclusion:



	Behavior Warranting Intervention:



	List all Staff (regardless of position) that were involved in seclusion:

	Ineffective Less Restrictive Alternatives Attempted Prior to Intervention:



	Description of Individual’s Behavior During Seclusion:



	
	
	

	Signature of Staff Implementing Seclusion
	
	Signature of Other Staff Witness(es)

	Physician or Other Licensed Practitioner’s Evaluation of the Need for Seclusion (within one hour of onset):



	

	Signature of Physician or other Licensed Practitioner
	

	15 Minute Observations Indicated by Staff Signature

	1.
	7.

	2.
	8.

	3.
	9.

	4.
	10.

	5.
	11.

	6.
	12.


	Pre-Evaluation Screening
	Name
	
	

	
	ID Number
	
	

	
	Social Security Number
	
	Date of Birth
	
	

	
	Time In
	
	Time Out
	
	Total Time
	
	

	
	

	 IN THE
	
	
	COURT OF
	
	COUNTY

	                  
	Type of Court
	(Name of County)
	

	CASE NO. 

	Respondent having been evaluated and pre-screened for commitment pursuant to M.C.A. Section 41-21-67, 

	Region 
	
	Mental Health Center offers the following: 
	Legal Charges Pending:    Yes (     No (

	
	
	
	


	PERSONAL INFORMATION

	Race _____   Marital Status   (Single   (Married   (Divorced  ( Widowed      Sex    (Male    (Female   

Interpretive Aids Needed   ( NO   ( YES  __________________________________________ 

                                                                       (sign language, Spanish, Braille, other) 

Address    ________________________________________________________

                   ________________________________________________________

County of Residence __________________________________

Name of Spouse/Next of Kin ____________________________ 

MEDICAID# ____________________________  MEDICARE # ___________________________   

Family Physician _______________________________________________________________    

	EDUCATION (Circle Highest Grade Completed)1  2  3  4  5  6  7  8  9  10  11  12  13  14  15  16  17  18 GED Currently Enrolled: (

	OCCUPATION: ___________________________________________    PRESENTLY EMPLOYED:             ( Yes              ( No

EMPLOYER: _____________________________________________   LENGTH OF EMPLOYMENT: _____years ____ months

	HOUSEHOLD COMPOSITION (Mark All That Apply)
( Lives Alone                ( With Siblings                   ( With Parent(s)                   ( Homeless                          ( With Children     

( With Spouse              ( With Relatives                 ( With Legal Guardian         ( With Others                       ( In Group Home

	NUMBER OF DEPENDENT(S): _________    ( Unknown (Explain)  ________________________________________________

	NAME OF AFFIANT (Person Filing Papers)

Name: _________________________________ Relationship: __________________Phone: (H) ___________ (W) ___________

Address: _______________________________________ City _________________________ State ______Zip Code _________


	NAME
	ID Number

	FAMILY CONTACT  ( Unknown (Explain) _________________________________________________________________

Name: _________________________________ Relationship: ___________________Phone: (H) ___________(W) __________

Address: _______________________________________City __________________________State ______ Zip Code ________

	PERSON WITH LEGAL CUSTODY, GUARDIANSHIP, AND/OR CONSERVATORSHIP   ( Not applicable (N/A)

Name: _________________________________Relationship: ____________________Phone: (H) ___________ (W) _________

Address: _________________________________________City _________________________ State ______ Zip Code _______

	MEDICAL HISTORY INFORMATION

	PREVIOUS MENTAL HEALTH HOSPITALIZATION, SERVICE, A&D TREATMENT (List Where and When)_______________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________

_____________________________________________________________________________________________________



	CURRENT MEDICATIONS (List Names and Dosage)

                             Name                                                                                                          Dosage
__________________________________________                    __________________________________________     

 __________________________________________                    __________________________________________                           

 __________________________________________                    __________________________________________       

__________________________________________                     __________________________________________

__________________________________________                     __________________________________________

__________________________________________                     __________________________________________

__________________________________________                     __________________________________________



	COMPLIANT WITH MEDICATIONS:                 ( Yes          (No         (Unknown

	DESCRIBE PHYSICAL APPEARANCE:  _____________________________________________________________________

______________________________________________________________________________________________________



	ALLERGIES:     

( Yes      (No      ( Unknown    If Yes, Explain ___________________________________________

PREVIOUS SURGERY:    ( Yes       ( No     (  Unknown  If Yes, Explain ___________________________________________



	CONCURRENT PHYSICAL CONDITIONS (Mark all that apply)  ( Physical Disability  _______________  (list required aids i.e. wheel chair, white cane, support cane, oxygen, etc.) 

( Diabetes                               ( Emphysema/Cold                              ( Heart Condition                           ( Seizures

( Hypertension                        ( S.T.D.                                                ( TB                                                ( Cancer

( Contagious Disease             ( Other Chronic Illness                        ( (Please State) _________________________________

( Hepatitis                               ( None known

Elaborate on acute medical conditions of conditions marked (if needed) ____________________________________________


	NAME
	ID Number

	BEHAVIORS EXHIBITED BY RESPONDENT  
Also consider information from affiant and/or affidavit.  
(Mark appropriate answer and/or write in additional pertinent descriptions.)

	History or Present Danger to Self                    ( Yes            ( No     (If Yes, mark appropriate statement(s) below)
( Thoughts of suicide

( Threats of suicide
( Plan for suicide

( Pre-occupation with death

( Suicide gesture

( Suicide attempts
( Family history of suicide
               ( Self-mutilation

( Inability to care for self

( High risk behavior
( Provoking harm to self from others

( Other _______________________________________________________________________________________________

Describe: _____________________________________________________________________________________________

	 History or Present Danger to Others               ( Yes           ( No    (If Yes, mark appropriate statement(s) below)   

( Thoughts to harm others          

( Threats to harm others         
 
( Plans to harm others



( Attempts to harm others           

( Stalking



( Has harmed others           

( Felt like killing someone

              ( Inability or unwillingness to care for dependents 

( Other _______________________________________________________________________________________________

Describe: _____________________________________________________________________________________________

	Failure to Care for Self                 ( Yes     ( No     (If Yes, mark appropriate statement(s) below)

Failure or inability to provide necessary:     ( Food     ( Clothing      ( Shelter     ( Safety      ( Medical care for self

( Other ________________________________________________________________________________________________

	Antisocial/Criminal Behavior          ( Yes      (No      (If Yes, mark appropriate statement(s) below)

( Frequent lying                   ( Stealing                               ( Running away from home              ( Excessive fighting

( Destroys property             ( Fire setting                           ( Cruelty to others                              ( Cruelty to animals

( Arrests                              ( Gang membership               ( Brandishing weapons                    ( Convictions

( Imprisoned                        ( Uses multiple aliases          ( Exhibitionism                                 ( Family desertion

( Identify any legal charges which may be pending ______________________________________________________________

( Other ________________________________________________________________________________________________

Describe: _______________________________________________________________________________________________

	Drug Use/Abuse            ( Yes      (No      ( Unknown  (If Yes, mark appropriate statement(s) below)

( Has abused
( Is abusing
( Narcotics
( Amphetamines 
( Barbiturates 
( Hallucinogens

( Cocaine
( Marijuana
( Absenteeism
( Job loss 

( Arrests

( Has required hospitalization
( Family problems due to drug use

( Currently under the influence of drugs

( Other ________________________________________________________________________________________________

Describe: _______________________________________________________________________________________________

	Alcohol Use/Abuse               ( Yes      (No      ( Unknown  (If Yes, mark appropriate statement(s) below)

( Drinking problem suspected

( Intoxicated Now


( Has required hospitalization

( D.T.’s




( Black-outs



( Absenteeism

( Job loss



( Arrests/DUI



( Family problems due to drinking

( Currently under the influence of alcohol (BAL, if available)








( High-risk behavior occurs primarily when under the influence of alcoholic beverages, including beer.

( Other ________________________________________________________________________________________________

Describe: _______________________________________________________________________________________________


	NAME
	ID Number

	Depressive-Like Behaviors             ( Yes      (No      (If Yes, mark appropriate statement(s) below)

( Sadness
( Fatigue

( Low Energy

( Loss of interest
( Extreme Withdrawal

( Crying
( Poor Concentration
( Weight loss or gain



( Guilt feelings

( Feelings of worthlessness

( Hopelessness about the future


( Hypoactive

( Thoughts/threats of suicide

( Sudden drop in grades or change in friends (especially in adolescents)

(Other ________________________________________________________________________________________________

Describe: _______________________________________________________________________________________________

	Manic-Like Behavior                                 ( Yes      (No      (If Yes, mark appropriate statement(s) below)

( Euphoria                 ( Hyperactivity                    ( Grandiosity

( Over talkativeness and/or pressured speech

( Irritability                 ( High Risk Behaviors        ( Sleep disturbance                ( Extravagance with money   

( Other ________________________________________________________________________________________________

Describe: _______________________________________________________________________________________________

	Dementia-Like Characteristics                           ( Yes      (No      (If Yes, mark appropriate statement(s) below)

( Confusion 

( Wanders Off 

( Disorientation

( Impaired Abstract Thinking



( Poor Concentration 
(Gets Lost 

( Impaired Judgment
( Significant short-and/or long term memory

( Decline in activities of daily living (Consider age of respondent)



( Other ________________________________________________________________________________________________

Describe: _______________________________________________________________________________________________

	Psychotic-Like Behavior                           ( Yes      (No      (If Yes, mark appropriate statement(s) below)

( Poor personal hygiene
( Loose Association 
( Suspiciousness 
( Bizarre or obscene acts

( Withdrawn 

( Incoherence

( Unmanageable 
( Flat or inappropriate affect

( Talks often 

( Wanders off

( Illusions

( Disorientation (time, place, people)

( Delusions 

( Confusion

( Forgetfulness

( Poor judgment

( Doesn’t make sense
( Irritability

( Hallucinations



( Emotional turmoil
( Disorganized speech or behavior


( Other ________________________________________________________________________________________________

Describe: _______________________________________________________________________________________________

	ADDITIONAL INFORMATION

	Child/Adolescent Conduct Disturbance        ( Yes        ( No       ( Unknown  (If Yes, mark appropriate statement(s) below)
(Current Behavior or During Childhood)
( Theft 

( Fire-setting

( Cruelty to people
( Cruelty to animals
( Destruction of property

( Aggression
( Arrest/detainment
( Combativeness/aggression                                      ( Sexual high risk behavior

( Refusal to attend school

( Running away

( Defiance of authority and rules

( Possession/Use of weapons
              ( Frequent lying                ( Reported sexual or physical abuse/neglect

( Other _________________________________________________________


	NAME
	ID NUMBER

	Developmental Disability                       ( Yes      ( No       (  Unknown  (If Yes, mark appropriate statement(s) below)

( History of special education placement


( Documented IQ score below a 70

( Inability to care for self or activities of daily living

( Significantly sub-average intellectual functioning before age 18

( Substantial limitations in adaptive skills (communication, self-care, home living, social skills, community use, self-direction               health and safety, leisure and work)
( Other ________________________________________________________________________________________________

	Other                        ( Yes      ( No       ( Unknown (If Yes, mark appropriate statement(s) below)

( Anxiety
( Panic

( Eating disturbance 
( Sexual problems
( Impulsive behaviors

( Obsessive behaviors   ( Other ______________________________________________________________________


	RECOMMENDATIONS

	Recommend Examination for Commitment:         ( Yes               ( No
If yes, is outpatient commitment currently an option for the respondent?    ( Yes       (No   Explain:  _____________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

If no, explain why outpatient commitment is not an option for the Respondent:________________________________________

______________________________________________________________________________________________________



	SPECIFIC RECOMMENDATIONS 

(Include Treatment Options)

	______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________

______________________________________________________________________________________________________



	_____________________________________________                       _____________________________________________

Screener/Credentials                                              Date                             Print Name


	Violence Risk Assessment for Certified Holding Facility
	Detainee’s Name
	
	

	
	Date of Birth
	
	

	
	Date
	
	

	
	Name of Facility
	
	

	
	Screening Officer
	
	

	
	
	
	

	FEMALE     (       MALE        (                                          
	Most serious charge:

	Scoring Instructions:  Collect information about each of the 10 risk factor items on the checklist using examples given.  Place a check in the box to indicate the degree of likelihood that the risk factor applies to this individual.  Use the following indicator scale:

	No:  Does not apply to this person            Yes:  Definitely applies to a severe degree

Maybe:  Applies/present to a moderately severe degree 
Do not know:  Too little information to answer

	Results:  If 5 or more questions are checked YES or MAYBE, notify supervisor and other Holding Facility staff.  Initiate proper safety protocols.

	1.  Previous and/or current violence

Physical attack, including with various weapons, towards another individual with intent to inflict severe physical harm.  “Yes” means individual has committed at least 3 moderately violent aggressive acts or 1 severe violent act.  “Maybe/moderate” means less severe aggressive acts such as kicks, blows and shoving not resulting in severe harm to the victim.
	(  No
(  Maybe

(  Yes
(  Do not know

	2.  Previous and/or current threats (verbal/physical)

Verbal:  Statements, yelling, other that involve threat of inflicting physical harm

Physical:  Movements and gestures that warn of physical attack
	(  No
(  Maybe

(  Yes
(  Do not know

	3.  Previous and/or current substance abuse

History of abusing alcohol, medication and/or other substances including abuse of solvents, glue, similar.  “Yes” means extensive abuse/dependence with reduced occupational/educational functioning, reduced health and/or reduced participation in leisure activities.
	(  No
(  Maybe

(  Yes
(  Do not know

	4.  Previous and/or current major mental illness

Individual has or has had a psychotic disorder (schizophrenia, delusional disorder, psychotic affective disorder, other)
	(  No
(  Maybe

(  Yes
(  Do not know

	5.  Personality Disorder

Eccentric (schizoid, paranoid), impulsive, uninhibited (emotionally unstable, antisocial) types
	(  No
(  Maybe

(  Yes
(  Do not know

	6.  Shows lack of insight into illness and/or behavior

Degree to which individual lacks insight into his/her mental illness regarding medication, social consequences of behavior related to illness or personality disorder
	(  No
(  Maybe

(  Yes
(  Do not know

	7.  Expresses suspicion

Expresses verbal or nonverbal suspicion towards others; appears to be “on guard” toward environment/surroundings
	(  No
(  Maybe

(  Yes
(  Do not know

	8.  Shows lack of empathy

Appears emotionally cold, without sensitivity towards others’ thoughts or emotional situations
	(  No
(  Maybe

(  Yes
(  Do not know

	9.  Unrealistic planning

Unrealistic plans for future.  Unrealistic expectation of support from family and professional/social network. Assess ability to cooperate with/follow plans. 
	(  No
(  Maybe

(  Yes
(  Do not know

	10.  Future stress situations

Ability to cope with future stress; ability to tolerate boundaries, physical proximity to possible victims of violence, substance use, homelessness, violent environment, easy access to weapons, other. 
	(  No
(  Maybe

(  Yes
(  Do not know


	Suicide Risk Assessment for Certified Holding Facility
	Detainee’s Name
	
	

	
	Date of Birth
	
	

	
	Date and Time
	
	

	
	Name of Facility
	
	

	
	Screening Officer
	
	

	

	FEMALE     (       MALE        (                                          
	Most serious charge:

	Check YES or NO for each numbered item below.  Each YES response requires support documentation

	Personal Data Questions
	YES
	NO
	Support Documentation

	1.
Individual lacks support of family of friends
	
	
	

	2.
Individual has a history of drug or alcohol abuse
	
	
	

	3.
Individual is very worried about problems other than legal issues (financial, family, medical condition, other)
	
	
	

	4.
Individual has experienced a significant loss within the last 6 months (loss of job or relationship, death of a close family member)
	
	
	

	5.
Individual is expressing feelings of hopelessness
	
	
	

	6.
Individual is thinking about killing himself/herself
	
	
	

	7.
Individual has previous suicide attempt(s)
	
	
	

	8.
Attempt occurred within last month
	
	
	

	Total number of YES checks
	
	

	Officer’s/Staff’s Comments/Impressions:

	Action:  If total number of YES checks is 4 or more or if item # 6 is checked or if screener believes it is necessary, notify the supervisor and initiate Constant Watch for the individual.

Supervisor Notified

(  Yes
(  No
Constant Watch Initiated
(  Yes
(  No

	
	
	
	
	

	
	Signature of Screening Officer
	
	Badge Number
	

	Medical/Mental Health Personnel Actions

(to be completed by medical/MH staff):
	


	Life Story Narrative
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	Page
	1
	of
	6
	

	Childhood (Birth - 12 years)

	Birth date and birth place:
	

	Parents and grandparents:
	

	Brothers and Sisters:
	
	

	Birth Order:
	

	Friends:
	
	

	Significant relatives:
	

	House (s) lived in:
	

	Towns lived in:
	

	Church (s) attended and activities:
	

	Schools attended:
	

	Early education events:
	

	Interest/activities/sports/games/ etc:
	

	

	

	

	Pets:
	

	Other:
	

	
	

	
	


	Life Story Narrative
	Name
	
	

	
	ID Number
	
	

	
	Date
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	Adolescence (13-21 years)

	Name and location of school (s):
	

	Favorite/least favorite classes:
	

	Friends/relationships:
	

	
	

	Interests/hobbies/activities/sports/etc:
	

	
	

	Behavior problems:
	

	First Job:
	

	Church (s) attended and activities:
	

	
	

	School(s) attended:
	

	House(s) lived in:
	

	Town (s) lived in: 
	

	Pets:
	

	Specific happy/sad events:
	

	
	

	Other:
	

	
	


	Life Story Narrative
	Name
	
	

	
	ID Number
	
	

	
	Date
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	6
	

	Young Adulthood (21-39 years)

	College and work:
	

	Military Service:
	

	Marriage(s)/Relationship(s):
	

	Family:
	

	Clubs/community involvement:
	

	
	

	Church (s) attended and activities:
	

	First home:
	

	Other Homes:
	

	Interests/hobbies/sports:
	

	
	

	Town(s) lived in:
	

	Pets:

	Specific happy/sad events:
	

	
	

	Other:
	

	
	


	Life Story Narrative
	Name
	
	

	
	ID Number
	
	

	
	Date
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	Middle Age (40-65 years)

	Work Role:
	

	Family Role:
	

	Marriage(s)/Relationship(s):
	

	Family:
	

	Grandchildren:
	

	Clubs/community involvement:
	

	
	

	Church (s) attended and activities:
	

	Homes lived in:
	

	Interests/hobbies/sports:
	

	
	

	Town(s) lived in:
	

	Pets:
	

	Specific happy/sad events:
	

	
	

	Other:
	

	
	


	Life Story Narrative
	Name
	
	

	
	ID Number
	
	

	
	Date
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	Later Years (66+ years)

	Work Role:
	

	Family Role:
	

	Marriage(s)/Relationship(s):
	

	Family:
	

	Grandchildren:
	

	Clubs/community involvement:
	

	
	

	Life achievements and accomplishments:
	

	
	

	Church (s) attended and activities:
	

	Homes lived in:
	

	Interests/hobbies/sports:
	

	
	

	Town(s) lived in:
	

	Pets:
	

	Specific happy/sad events:
	

	
	

	Other:
	

	
	


	Life Story Narrative
	Name
	
	

	
	ID Number
	
	

	
	Date
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	Questions to Enrich the Story

	1. How would the individual have enjoyed spending holidays?  (New Year’s Eve, Christmas, Fourth of July, Memorial Day, etc.)?

	

	

	2. What are their favorite books/music/artists/athletes/movies stars, etc?  

	

	

	

	3. If the individual was stuck on a desert island, what three (3) things would they wish to have with them?  (Assume there is food, drink, and shelter.)  

	

	

	

	4.  How would the person’s desk, kitchen shelves/drawers, tool box, etc., be organized?

	

	

	

	5.  Would he/she have looked at life thinking the glass is half-full (optimist) or half-empty (pessimist)?

	

	

	

	6. Where did he/she travel?

	

	

	

	7.  What special skills did he/she have?

	

	

	8.  What special awards did he/she acquire?

	

	

	Other

	

	


	FASD Screening Form
	Name
	
	

	
	Date of Birth
	
	

	
	Case Number
	
	

	
	Screening Date
	
	

	
	
	
	

	Children who meet at least one of the following 3 criteria will be referred for diagnostic evaluation.  (Check all that apply)  

	□  1.  Confirmed Prenatal Alcohol or Drug Exposure (check all that apply)

	
	Mother’s self-report of alcohol of drug use during pregnancy

	
	Reliable informant reported alcohol or drug use by mother

	
	Child placed in child protective custody at birth due to mother’s alcohol or drug condition

	
	Medical, birth or hospital records indicate this child was delivered intoxicated or with a high blood alcohol level

	
	Documentation in the child’s chart or a legal record

	
	Other:

	□  2.  Sibling who already has a diagnosis of an FASD (if more than one sibling, provide information on each)

	Source of information (parent, child, record, other)

	Date of diagnosis
	
	Diagnostic Clinic
	

	□  3.  Previous diagnosis of an FASD

	Source of information (parent, child, record, other)

	Date of diagnosis
	
	Diagnostic Clinic
	

	Screening Results

	□  Negative for Risk  Child is not referred for diagnosis.  No further action is needed.

	□ Positive for Risk   Child is referred to diagnostic clinic for diagnostic evaluation.

	Parent(s)/legal guardian agree to diagnostic evaluation:  Yes _________      No _________

	If No, reason(s) for declining diagnostic evaluation:

	
	Date forms faxed to diagnostic clinic
	Name & Location of diagnostic clinic:

	
	Date of diagnostic appointment
	

	Periodic Review of Negative for Risk Result:  

	
	
	

	
	Signature/Credentials                                                    Date
	


	MAP Team Case Summary
	
	MAP Team Name
	
	

	
	
	ID Number
	
	

	
	
	SED Dx 
	
	

	
	
	ID/DD (Axis II) Dx
	
	

	
	
	Age 
	
	Race
	
	Sex
	

	
	
	Transitional Needs?    □ Yes       □   No 
	

	Why was this child/youth’s case referred to the MAP Team?
	

	Why is this child/youth considered to be at-risk for an institutional mental health placement?
	

	Recommendations of the MAP Team
	

	If MAP Team flexible funds will be used for this child/youth, indicate the estimated amount agreed upon by the Team.
	

	If MAP Team flexible funds will be used for this child/youth, how will the use of these funds keep the child/youth in the community in a manner that makes it possible for the child/youth to be diverted from an inappropriate 24-hour institutional mental health placement?
	

	
	
	

	
	Signature of MAP Team Coordinator/Credentials                                 Date
	


	Early Intervention 

Activity Plan
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	
	Page
	
	of
	

	Outcomes
	Specific Activities

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	
	
	
	
	
	

	
	Legal Representative Signature
	
	Staff Signature/Credentials
	
	Date
	


	Early Intervention

Activity Note
	Name
	
	

	
	ID Number
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	Week 1
	Activities

	Dates:
	#1
	#2
	#3
	#4
	#5

	Monday
	
	
	
	
	

	Tuesday
	
	
	
	
	

	Wednesday
	
	
	
	
	

	Thursday
	
	
	
	
	

	Friday
	
	
	
	
	

	Staff Signature/Credential
	Weekly Summary:

	Date:
	
	

	Week 2
	Activities

	Dates:
	#1
	#2
	#3
	#4
	#5

	Monday
	
	
	
	
	

	Tuesday
	
	
	
	
	

	Wednesday
	
	
	
	
	

	Thursday
	
	
	
	
	

	Friday
	
	
	
	
	

	Staff Signature/Credential
	Weekly Summary:

	Date:
	
	

	Week 3
	Activities

	Dates:
	#1
	#2
	#3
	#4
	#5

	Monday
	
	
	
	
	

	Tuesday
	
	
	
	
	

	Wednesday
	
	
	
	
	

	Thursday
	
	
	
	
	

	Friday
	
	
	
	
	

	Staff Signature/Credential
	Weekly Summary:

	Date:
	
	


	Early Intervention

Activity Note
	Name
	
	

	
	ID Number
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	Week 4
	Activities

	Dates:
	#1
	#2
	#3
	#4
	#5

	Monday
	
	
	
	
	

	Tuesday
	
	
	
	
	

	Wednesday
	
	
	
	
	

	Thursday
	
	
	
	
	

	Friday
	
	
	
	
	

	Staff Signature/Credential
	Weekly Summary:

	Date:
	
	

	Week 5
	Activities

	Dates:
	#1
	#2
	#3
	#4
	#5

	Monday
	
	
	
	
	

	Tuesday
	
	
	
	
	

	Wednesday
	
	
	
	
	

	Thursday
	
	
	
	
	

	Friday
	
	
	
	
	

	Staff Signature/Credential
	Weekly Summary:

	Date:
	
	


	Key:


	ID/DD Work Activity Note
	
	Name
	

	
	
	ID Number
	

	
	
	Program Name
	

	Dates & times of attendance during the month of:
	
	 in the year of:
	

	
	
	
	

	Days
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31

	Present
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Weekly Dates
	
	Objective 1:
	Objective 2:

	1st Week


	
	
	

	Date
	
	Signature/Credential

	2nd Week


	
	
	

	Date
	
	Signature/Credential

	3rd Week
	
	
	

	Date
	
	Signature/Credential

	4th Week
	
	
	

	Date
	
	Signature/Credential

	5th Week
	
	
	

	Date
	
	Signature/Credential

	Monthly Summary
	

	
	Signature/Credential


	ID/DD Waiver 

Activity Plan
	Name
	
	

	
	ID Number
	
	

	Service________________________
	Date
	
	

	
	
	
	
	Page
	
	of
	

	Outcomes
	Specific Activities

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	
	
	
	
	
	

	
	Individual/Legal Representative Signature
	
	Staff Signature/Credentials
	
	Date
	


	ID/DD Waiver 

Activity Note
	Name
	
	

	Service_________________________
	ID Number
	
	

	
	
	
	

	Day of Month
	1
	2
	3
	4
	5
	6
	7
	8
	9
	10
	11
	12
	13
	14
	15
	16
	17
	18
	19
	20
	21
	22
	23
	24
	25
	26
	27
	28
	29
	30
	31
	

	Time In
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Time Out
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Total Time
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	

	Week 1 Date: 
	Activities

	
	Time in
	Time out
	#1
	#2
	#3
	#4
	#5

	Mon
	
	
	
	
	
	
	

	Tues
	
	
	
	
	
	
	

	Wed
	
	
	
	
	
	
	

	Thurs
	
	
	
	
	
	
	

	Fri
	
	
	
	
	
	
	

	Staff Signature/Credential
	Weekly Summary:

	Date:
	
	

	Week 2 Date: 
	Activities

	
	Time in
	Time out
	#1
	#2
	#3
	#4
	#5

	Mon
	
	
	
	
	
	
	

	Tues
	
	
	
	
	
	
	

	Wed
	
	
	
	
	
	
	

	Thurs
	
	
	
	
	
	
	

	Fri
	
	
	
	
	
	
	

	Staff Signature/Credential
	Weekly Summary:

	Date:
	
	

	Week 3 Date: 
	Activities

	
	Time in
	Time out
	#1
	#2
	#3
	#4
	#5

	Mon
	
	
	
	
	
	
	

	Tues
	
	
	
	
	
	
	

	Wed
	
	
	
	
	
	
	

	Thurs
	
	
	
	
	
	
	

	Fri
	
	
	
	
	
	
	

	Staff Signature/Credential
	Weekly Summary:

	Date:
	
	


	ID/DD Waiver 

Activity Note
	Name
	
	

	
	ID Number
	
	

	
	
	
	

	Week 4 Date: 
	Activities

	
	Time in
	Time out
	#1
	#2
	#3
	#4
	#5

	Mon
	
	
	
	
	
	
	

	Tues
	
	
	
	
	
	
	

	Wed
	
	
	
	
	
	
	

	Thurs
	
	
	
	
	
	
	

	Fri
	
	
	
	
	
	
	

	Staff Signature/Credential
	Weekly Summary:

	Date:
	
	

	Week 5 Date: 
	Activities

	
	Time in
	Time out
	#1
	#2
	#3
	#4
	#5

	Mon
	
	
	
	
	
	
	

	Tues
	
	
	
	
	
	
	

	Wed
	
	
	
	
	
	
	

	Thurs
	
	
	
	
	
	
	

	Fri
	
	
	
	
	
	
	

	Staff Signature/Credential
	Weekly Summary:

	Date:
	
	

	Community Integration/Job Exploration Activities

	Date
	Day of Week
	Activity
	Location
	Staff Signature/Credentials

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	Monthly Summary:

	Key:


	Supported Employment Inventory
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	

	Areas in Which Support/Assistance May Be Required (describe each)

	Employment Interest 

	Communication

	Grooming/Hygiene

	Interpersonal/Social 

	Interview Skills 

	Application Process

	Transportation 

	Time Management

	Follows Rules

	Changes in Routine 

	Accepts Criticism 

	Behavior

	Express Opinions 

	Other

	
	
	
	

	Name/Credentials of Staff Completing Inventory
	
	Date
	


	Supported Employment

Activity Note
	Name:
	
	

	
	ID Number:
	
	

	
	
	
	

	Activity
	Day/Date
	Day/Date
	Day/Date
	Day/Date
	Day/Date
	Day/Date
	Day/Date

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	(
See Contact Summary for Additional Information 
	
	
	
	
	
	
	

	Time Service Began (use a.m. and p.m)
	
	
	
	
	
	
	

	Time Service Ended (use a.m. and p.m)
	
	
	
	
	
	
	

	Total Time
	
	
	
	
	
	
	

	Individual/Legal Rep. Signature
	
	
	
	
	
	
	

	Staff Signature
	
	
	
	
	
	
	


	ID/DD Waiver In-Home Nursing Respite Service Agreement

	1.
	I understand In-Home Nursing Respite services will, to the greatest extent possible, be scheduled on a regular basis to meet my unique needs, as identified on the Activity Plan.  Only the amount of In-Home Nursing Respite authorized on the Plan of Care will be provided.  If a change in the amount is needed, I will contact my Support Coordinator.



	2.
	I understand In-Home Nursing Respite can be provided in my home and/or in the community (on a limited basis) and either with or without my parent/legal guardian present, depending upon my identified support needs.

	3.
	I understand the nurse cannot be responsible for caring for others who may be in the house.  The nurse is only responsible for the person who is enrolled in the ID/DD Waiver.  Also, the nurse is not responsible for caring for pets.  I cannot receive In-Home Nursing Respite in the nurse’s home.

	4.
	If a scheduled time for In-Home Nursing Respite must be canceled (e.g. because of a doctor’s appointment, I am ill, my family will be out of town, etc.), it is my responsibility to notify the nurse as soon in advance of the cancellation as possible.  I understand that three (3) cancellations for which no notice is given will result in a review of the Plan of Care to determine if In-Home Nursing Respite services are still necessary and appropriate.

	5.
	I understand the In-Home Nursing Respite staff person will complete all forms necessary to document the provision of In-Home Nursing Respite.  I or my parent/legal representative will be asked to initial the Activity Note each time In-Home Nursing Respite services are provided to verify that the provider indeed provided the amount of service indicated.  I further understand initialing false or fraudulent documentation is against the law.

	6.
	I understand that the receipt of In-Home Nursing Respite services is voluntary.  I may decline services by notifying my Support Coordinator.  

	7.
	I understand services may be terminated according to the provisions in the ID/DD Waiver Enrollment Agreement.

	8.
	I understand if services are to be terminated, I will be notified as soon as possible.  The Support Coordinator will assist me in locating other service options, if available.  If I disagree with services being terminated, I may file an appeal according to established procedures.  The services will not change until the outcome of the appeal is determined. If termination of services is due to the environment or persons in the environment posing a risk to the In-Home Nursing Respite staff person, I cannot continue to receive services pending the outcome of the appeal.

	9.
	Should any problems arise regarding the provision of In-Home Nursing Respite, I will notify my ID/DD Waiver Support Coordinator immediately.

	10.
	I understand medical treatment provided by nurses must be according to the Mississippi Nurse Practice Act Rules and Regulations.  Non-nursing staff cannot provide medical treatment of any sort.

	11.
	The ID/DD Waiver does not allow In-Home Nursing Respite staff to be a parent or legal guardian, a step parent of a minor, or a spouse or relative or anyone else who resides in the same home or who is normally expected to provide care.

	12.
	Relatives who are not the parent or legal guardian, a step parent of a minor, or a spouse, relative or anyone else who resides in the same home or who is normally expected to provide care may be approved to provide In-Home Nursing Respite.  They must be employed by a DMH certified agency and meet the same qualifications for employment as staff who are unrelated. The employing agency must receive prior approval from the Director of the Bureau of Intellectual and Developmental Disabilities at the DMH before a relative can provide In-Home Nursing Respite.

	I understand the above information and the circumstances under which In-Home Nursing Respite can be provided.

	

	Individual/Legal Representative
	
	Date
	
	Authorized Agency Representative
	
	Date

	


	ID/DD Waiver 

In-Home Nursing Respite

Activity Plan
	Name
	
	

	
	ID Number
	
	

	
	
	
	
	Page
	
	of
	

	Outcomes
	Specific Activities

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	
	
	
	

	
	Individual/Legal Representative Signature
	
	Agency Representative Signature/Credentials
	

	
	
	
	
	

	
	Date
	
	Date
	


	ID/DD Waiver In-Home Nursing Respite Activity Note
	Name
	
	

	
	
	
	

	
	ID Number
	
	

	
	
	Page
	
	of
	

	
	
	
	
	
	

	Provider’s Signature
	Date
	Time In
	Time Out
	Total Time
	Individual/Legal Representative’s Signature

	Notes

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	ID/DD Waiver 

Community Respite
Activity Plan
	Name
	
	

	
	ID Number
	
	

	
	
	
	
	Page
	
	of
	

	Outcomes
	Specific Activities

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	
	
	
	

	
	Individual/Legal Representative Signature
	
	Agency Representative Signature/Credentials
	

	
	
	
	
	

	
	Date
	
	Date
	


	ID/DD Waiver 

Community Respite
Activity Note
	Name:
	
	

	
	ID Number:
	
	

	
	
	
	

	Activity
	Day/Date
	Day/Date
	Day/Date
	Day/Date
	Day/Date
	Day/Date
	Day/Date

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	(
See Contact Summary for Additional Information 
	
	
	
	
	
	
	

	Time Service Began (use a.m. and p.m)
	
	
	
	
	
	
	

	Time Service Ended (use a.m. and p.m)
	
	
	
	
	
	
	

	Total Time
	
	
	
	
	
	
	

	Individual/Legal Rep. Signature
	
	
	
	
	
	
	

	Staff Signature
	
	
	
	
	
	
	


	ID/DD Waiver 

Plan of Care Outcomes for Activity Plan

	     
	
	     

	Individual’s Name
	
	Medicaid Number

	Service
	Outcome of Service/Support

	     
	     

	     
	     

	     
	     

	     
	     

	     
	     

	
	
	

	Support Coordinator Signature
	
	Date

	By signing this form I assure the Plan of Care Outcomes for Activity Plans have been reviewed and incorporated into the agency’s Activity Plan(s) for the above named individual.

	
	
	

	Authorized Agency Representative
	
	Date


	ID/DD Waiver 

Service Authorization

	To:
	     
	From:
	     

	
	Name of Agency
	
	Support Coordination Department

	Re:
	     
	
	     

	
	Individual’s Name
	
	ID/DD  Waiver Support Coordinator

	
	     
	
	     

	
	Medicaid Number
	
	ID/DD Waiver Support Coordinator Phone/e-mail

	
	

	
	Individual’s Address and Phone Number

	 FORMCHECKBOX 

	Change in type(s)/amount(s) of service 

	Procedure Code
	Service


	Amount
	Frequency
	Authorized Start Date
	End Date

	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	     
	     
	     
	 FORMDROPDOWN 

	 FORMDROPDOWN 

	     
	     

	

	ID/DD Waiver Support Coordinator Comments/Information
     

	Can the agency provide the service(s) requested?
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No

	Agency Comments

	
	
	

	Signature of Authorized Agency Representative
	
	Date

	To Be Completed by Support Coordinator

	
	
	

	Date Received from Agency
	
	Support Coordinator Signature


	ID/DD Services Contact Notes
	Name
	
	

	
	ID Number
	
	

	
	Service
	
	

	
	
	
	

	Date
	Notes
	Signature/

Credentials

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	ID/DD Waiver Medical Verification for

Behavior Support/Intervention Services

	Individual’s Name:
	

	Healthcare Provider’s Name:
	
	Office Phone:
	

	Healthcare Provider’s Address:
	

	

	Proposed Intervention:

	

	

	

	

	Healthcare Provider: Please initial to indicate your agreement or disagreement with each of the items listed below.  If you are in disagreement with any of the statements, please summarize on the reverse side of this form your reasons for disagreeing, as well as your recommendations and/or treatment plans.

	Agree
	Disagree
	

	
	
	There is no medical reason that this individual cannot participate in the proposed intervention.

	
	
	This individual presents no symptoms of physical illness that should receive medical treatment prior to starting the proposed intervention.

	
	
	This individual presents no symptoms of mental illness that should receive medical treatment prior to starting the proposed intervention.

	
	
	There are no special medical precautions to follow during the implementation of the proposed intervention.

	Based upon my knowledge of this individual:

	
	He/she can participate in the proposed intervention.

	
	He/she requires medical treatment that must be successfully completed prior to starting the proposed intervention.

	
	He/she cannot participate in the proposed intervention for medical reasons.

	
	
	

	Signature of Healthcare Provider/Credentials
	
	Date


	ID/DD Waiver Functional Behavior Assessment
	Name
	
	

	
	Assessment Date(s)
	
	

	
	ID Number
	
	

	
	DOB
	
	Sex
	(M (F
	

	
	

	
	
	

	Respondents(s):
	
	Interviewer/Credentials:

	I.
Description of Behavior(s)

	1. What are the behavior(s) of concern?  For each, define the topography (how it is performed), frequency (how often it occurs per day, week, or month), duration (how long it lasts when it occurs), and intensity (the magnitude of the behavior - low, medium, high - and if it causes harm).

	Behavior:

	Topography
	Frequency
	Duration
	Intensity

	
	
	
	

	Behavior:

	Topography
	Frequency
	Duration
	Intensity

	
	
	
	

	Behavior:

	Topography
	Frequency
	Duration
	Intensity

	
	
	
	

	Behavior:

	Topography
	Frequency
	Duration
	Intensity

	
	
	
	

	1. Which of the behaviors described above occur together (e.g., occur at the same time; occur in a predictable chain; occur in response to the same situation)?

	
	

	
	

	
	

	
	


	Name:
	
	

	II.
Ecological Events That May Affect the Behavior(s)

	A. What medications is the person taking (if any), and how do you believe these may affect his/her behaviors?

	
	

	
	

	B.
What medical complications (if any) does the person experience that may affect his/her behavior 
(e.g., asthma, allergies, rashes, sinus infections, seizures, etc.)?

	
	

	
	

	C.
Describe the sleep cycles of the individual and the extent to which these cycles affect his/her 
behavior.

	
	

	
	

	D.
Describe the eating routines and diet of the person and the extent to which these routines may 
affect his/her behavior.

	
	

	
	

	
E.
Briefly list below the person’s typical daily schedule of activities.

	
	6:00 am
	
	3:00 pm
	

	
	7:00 am
	
	4:00 pm
	

	
	8:00 am
	
	5:00 pm
	

	
	9:00 am
	
	6:00 pm
	

	
	10:00 am
	
	7:00 pm
	

	
	11:00 am
	
	8:00 pm
	

	
	12:00 pm
	
	9:00 pm
	

	
	1:00 pm
	
	10:00 pm
	

	
	2:00 pm
	
	11:00 pm
	

	F.
Describe the extent to which you believe the activities that occur during the day are predictable for the person. (e.g., when to get up, eat dinner, shower, go to school/work, etc.)?

	
	

	
	

	G.
About how often does the person get to make choices about activities, reinforcers, etc.?  In what areas does the person get to make choices (e.g., food, clothing, social companions, leisure activities, etc.)?

	
	

	
	

	H.
Describe the variety of activities performed on a typical day (exercise, community activities, etc.)

	
	

	
	

	
	


	Name:
	
	

	I.
How many other people are in the setting (work/school/home)?  Do you believe that the density of people or interactions with other individuals affect the targeted behaviors?

	
	

	
	

	J.
If the person is attending a day program, what is the staffing pattern?  To what extent do you believe the number of staff, training of staff, quality of social contacts with staff, etc., affect the targeted behaviors?

	
	

	
	

	K.
If not attending a day program, describe some typical interactions of the person with others in the home or other environments.

	
	

	
	

	L.
Are the tasks/activities presented during the day boring or unpleasant for the person, or do they lead to results that are preferred or valued?

	
	

	
	

	M.
If the person attends a day program, what outcomes are monitored regularly by staff (frequency of behaviors, skills learned, activity patterns)?

	
	

	
	

	N.
If the person does not attend a day program, how do people in the home or other environments monitor outcomes?

	
	

	
	

	III.
Events and Situations that Predict Occurrences of the Behavior(s)

	A.
Time of Day: When is the behavior(s) most likely and least likely to occur?

	Most Likely
	

	Least Likely
	

	B.
Setting: Where is the behavior most likely and least likely to occur?

	Most Likely
	

	Least Likely
	

	C.
Control: With whom is the behavior most likely and least likely to occur?

	Most Likely
	

	Least Likely
	

	D.
What activity is most likely and least likely to produce the behavior(s)?

	Most Likely
	

	Least Likely
	

	E.
Are there particular situations, events, etc., that are not listed previously that “set off” the behavior(s) that cause concern (particular demands, interruptions, transitions, delays, being ignored, etc.)?

	
	

	
	

	F.
What would be the one thing you could do that would be most likely to make the undesirable behavior(s) occur?

	
	

	
	

	
	


	Name:
	
	

	IV.
Function of the Undesirable Behavior(s) 

	A.
Review each of the behaviors listed in Part I and define the function(s) you believe the behavior serves for the person (i.e., what does he/she get and/or avoid by doing the behavior?).

	
	Behavior

	
	What does he/she get?
	What does he/she avoid?

	
	Behavior

	
	What does he/she get?
	What does he/she avoid?

	
	Behavior

	
	What does he/she get?
	What does he/she avoid?

	
	Behavior

	
	What does he/she get?
	What does he/she avoid?

	B.
Describe the person’s most typical response to the following situations:

	
	1.
Is the above behavior(s)
	more likely
	less likely
	unaffected
	if you present him/her

	
	
with a difficult task?
	
	
	
	

	
	2.
Is the above behavior(s)
	more likely
	less likely
	unaffected
	if you interrupt a

	
	
desired event (eating ice cream, watching TV, etc.)?
	
	

	
	3
Is the above behavior(s)
	more likely
	less likely
	unaffected
	if you deliver a “stern”

	
	
request/command/reprimand?
	
	
	

	
	4.
Is the above behavior(s)
	more likely
	less likely
	unaffected
	if you are present but 

	
	
do not interact with him/her?
	
	
	

	
	5.
Is the above behavior(s)
	more likely
	less likely
	unaffected
	if the routine is 

	
	
changed?
	
	
	
	

	
	6.
Is the above behavior(s)
	more likely
	less likely
	unaffected
	if something the 

	
	
person wants is present but he/she cannot get to it (i.e., a desired object that is out of 
reach)?

	
	7.
Is the above behavior(s)
	more likely
	less likely
	unaffected
	if he/she is alone?


	Name:
	
	


	V.
Efficiency of the Undesirable Behavior(s)

	A.
What amount of physical effort is involved in the behavior(s) (e.g., prolonged intense tantrums -vs- simple verbal outbursts, etc.)?

	
	

	
	

	B.
Does engaging in the behavior(s) result in a “payoff” (getting attention, avoiding work) every time?  Almost every time?  Once in a while?

	
	

	
	

	C.
How much of a delay is there between the time the person engages in the behavior(s) and gets the “payoff”?  Is it immediate, a few seconds, or longer?

	
	

	
	

	VI.
Primary Method(s) Used by the Person to Communicate

	A.
What are the general expressive communication strategies used by or available to the person in the following situations?

	
	Request attention
	Request Help
	Request preferred food/objects/ activities
	Show you something/ someplace
	Indicate physical pain
	Indicate confusion
	Protest/ reject situation

	Complex speech
	
	
	
	
	
	
	

	Multiple words
	
	
	
	
	
	
	

	One word utterances
	
	
	
	
	
	
	

	Complex signing
	
	
	
	
	
	
	

	Simple signs
	
	
	
	
	
	
	

	Echolalia
	
	
	
	
	
	
	

	Pointing
	
	
	
	
	
	
	

	Leading
	
	
	
	
	
	
	

	Grab/Reach
	
	
	
	
	
	
	

	Increased movement
	
	
	
	
	
	
	

	Moves away
	
	
	
	
	
	
	

	Moves closer
	
	
	
	
	
	
	

	Fixed gaze
	
	
	
	
	
	
	

	Facial expressions
	
	
	
	
	
	
	

	Aggression
	
	
	
	
	
	
	

	Self injury
	
	
	
	
	
	
	

	Eye movements
	
	
	
	
	
	
	

	Augmentative communication
	
	
	
	
	
	
	


	Name:
	
	

	B.
With regard to receptive communication:

	
	1.
Does the person follow requests or instructions?  If so approximately how many?

	
	2.
Is the person able to imitate physical models for various tasks or activities?

	
	3.
Does the person respond to signed or gestural requests or instructions? 

	
	4.
How does the person indicate yes or no?

	VII.
Events, Actions, and Objects Perceived as Positive by the Person?

	A.
In general, what are the things (events/activities/objects/people) that appear to be reinforcing or enjoyable for the person?

	VIII.
 Functional Alternative Behaviors Known by the Person?

	A.
What socially appropriate behaviors/skills does the person perform that may be ways of achieving the same function(s) as the behavior(s) of concern?

	B.
What things can you do to improve the likelihood that a teaching session will occur smoothly?

	C.
What things can you do that would interfere with or disrupt a teaching session?

	IX.
History of the Undesirable Behavior(s) and Programs that Have Been Attempted.

	
	Behavior
	How long has this been a problem?
	Programs
	Effect

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	


	ID/DD Waiver Behavior Support/Intervention

Assessment Summary/

Recommendations
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	Agency
	
	

	The individual listed above received the following assessments:
	

	Date
	Assessment Procedure
	Location
	Conducted By

	
	
	
	

	
	
	
	

	
	
	
	

	Based upon the conducted assessments, the following behaviors were most prominent:

	Behavior
	Function
	Location

	
	
	

	
	
	

	
	
	

	
	
	

	The results of the assessment(s) reflect that the behavior(s) demonstrated by this individual present a risk

	to the health and welfare of the individual and/or others.
	( DO
	( DO NOT

	These risks, if any, are presented below:

	Behavior
	Risk to Self
	Risk to Others

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	Based upon the above information, it is suggested that behavior support/intervention services 
ARE NOT warranted.

	
	Based upon the above information, it is suggested that behavior support/intervention services 
ARE warranted. 

	

	It is anticipated that approximately 
	
	hours for
	
	months will be required to 

	implement this intervention.

	

	
	
	
	

	Provider Signature/Credentials
	
	Date
	


	ID/DD Waiver Behavior Support/Intervention Plan
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	Page
	
	of
	

	Initiation Date:
	
	Estimated Completion Date:
	

	Scheduled dates for review:
	
	
	
	

	Behavior(s) to be addressed:

	Are medications prescribed for this behavior(s)?
	Yes
	(
	No
	(
	

	If yes, list name(s) and dosage(s) :

	Reduction Criteria:

	Implementation Schedule:

	Materials:

	Outcome(s):

	I agree with the contents of this Plan and give consent for its implementation.  I have received a copy of the plan.  I understand the behavior management techniques that will be used with this program.  I may terminate the program at any time.

	
	
	
	
	
	
	

	Parent/Guardian
	
	Date
	
	Individual
	
	Date

	I agree to implement the Plan contained on the following page(s).  If any modifications are necessary, I will contact the family before making any changes.  I will ensure staff are trained before terminating my services.

	
	
	

	Behavior Support/Interventionist/Credentials
	
	Date

	I agree to the contents of this Plan and will support the Interventionist as needed to ensure implementation of the Plan.  Appropriate staff will receive training to ensure the Plan continues, as needed, after the Interventionist terminates services.

	
	
	

	Executive Director
	
	Date


	ID/DD Waiver Behavior Support/Intervention Plan
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	Page
	
	of
	

	Steps and Methods

	When this behavior occurs:
	The Interventionist will:

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	

	
	


	ID/DD Waiver Behavior Support/ Intervention Plan
	Name
	
	

	
	ID Number
	
	

	
	Date
	
	

	
	
	
	Page
	
	of
	

	Risk Containment Strategies
(least to most pattern of intrusiveness)

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	


	ID/DD Waiver Behavior Support/Intervention 
Note

	
	
	
	
	
	

	Provider’s Signature
	Date
	Time In
	Time Out
	Total Time
	Individual/Guardian Initials

	Notes

	

	
	
	
	
	
	

	Provider’s Signature
	Date
	Time In
	Time Out
	Total Time
	Individual/Guardian Initials

	Notes

	

	
	
	
	
	
	

	Provider’s Signature
	Date
	Time In
	Time Out
	Total Time
	Individual/Guardian Initials

	Notes

	


	Outpatient Educational Activities/

Risk Assessments for TB/HIV/STD
	Name
	
	

	
	ID Number
	
	

	
	Time In
	
	Time Out
	
	Total Time
	
	

	
	
	
	

	Educational Activities
	Date Completed

	1.
	HIV/AIDS Information

(modes of transmission and universal precautions)
	

	2.
	Sexually Transmitted Diseases (STDS)
	

	3.
	Tuberculosis

	

	4.
	MS Implied Consent Law
	

	HIV Risk Assessment

	1.
	Completion of Risk Assessment
	

	2.
	Provided HIV Prevention Counseling
	

	3.
	Provided HIV Testing (voluntary)
	(Yes
	(No
	

	4.
	Provided Post-Test Counseling (if testing is conducted)
	

	Tuberculosis Risk Assessment

	1.
	Completion of Tuberculosis Risk Assessment – Do results indicate further action? 
	

	
	(Yes
	(No
	
	

	2.
	Completion of Skin Test – Do results indicate further action? 
	

	
	(Yes
	(No
	
	

	3.
	Completion of X-ray – Do results indicate further action?
	

	
	(Yes
	(No
	
	

	4.
	Referred for Tuberculosis Treatment
	

	I have received the educational information and all risk assessments listed above.

	
	
	
	
	
	
	

	Individual Receiving Services
	
	Date
	
	Staff Signature/Credentials
	
	Date


	Outpatient TB/HIV/STD Risk Assessment Interview
	Name
	
	

	
	ID Number
	
	

	
	Time In
	
	Time Out
	
	Total Time
	
	

	
	
	
	

	1. 
	Have you ever lived on the street or in a shelter?
	(Yes
	(No

	2.
	Have you ever been incarcerated?
	(Yes
	(No

	3.
	Have you ever been told that you have a positive HIV test? (test for the AIDS virus)
	(Yes
	(No

	4.
	Have you ever been diagnosed with or treated for tuberculosis (TB)?
	(Yes
	(No

	5.
	Has anybody you know or have lived with been diagnosed with TB in the past year?
	(Yes
	(No

	6.
	a. 
	Within the last month, have you had any of the following symptoms lasting for more than 2 weeks? If yes, please check items below.
	(Yes
	(No

	
	( Fever
	( Drenching night sweats
	( Coughing up blood

	
	( Losing weight
	( Shortness of breath
	( Lumps or swollen glands

	
	( Diarrhea lasting more than one week
	

	
	b.
	Are you now living with someone with any of the following?
	(Yes
	(No

	
	( Coughing up blood
	( Drenching night sweats
	( Active TB

	7.
	Have you ever used needles to shoot drugs?
	(Yes
	(No

	8.
	Have you used cocaine, coke or crack?
	(Yes
	(No

	9.
	Have you ever engaged in any of the following high-risk behaviors:  unprotected vaginal, anal or oral sex with multiple partners, anonymous partners, or men who have sex with men?
	(Yes
	(No

	10.
	Have you been diagnosed with or treated for hepatitis and/or a sexually transmitted disease?
	(Yes
	(No

	Comments:

	

	

	

	

	

	

	
	
	
	

	
	Staff Signature/Credentials
	
	Date


	Outpatient Substance Abuse Aftercare Plan
	Name
	
	

	
	ID Number
	
	

	
	Time In
	
	Time Out
	
	Total Time
	
	

	
	
	
	

	
	
	New Admission
	
	Readmission
	
	Rewrite
	

	
	Date
	
	

	Strengths/Challenges

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Statement of Need

	A. Vocational
	
	

	
	
	

	B. Psychological
	
	

	
	
	

	C. Medical
	
	

	
	
	

	D. Social
	
	

	
	
	

	E. Educational
	
	

	
	
	

	F. Legal
	
	

	
	
	

	G. Transportation
	
	

	
	
	

	H. Housing
	
	

	
	
	

	I.  Family/other support
	
	

	
	
	


	Measurable Objectives

	Individualized Objective(s)
	

	
	

	
	

	Objective 1  To maintain sobriety-oriented support:

	
	
	a)  Individual will attend 90 AA/NA meetings in 90 days

	
	
	b)  In lieu of objective a), individual will attend 
	
	AA/NA meetings weekly AND/OR

	
	
	     After objective a) is completed, individual will attend 
	
	AA/NA meetings weekly

	
	
	c)  Individual will obtain a sponsor

	
	
	d)  Individual will talk to sponsor at least 
	
	times weekly

	Objective 2  To participate actively in Aftercare for at least two (2) years

	
	
	a)  Individual will attend all Aftercare meetings

	
	
	b)  Individual will continue to work on Twelve Steps of Recovery by completing steps

	Referrals to Other Community Resources

	
	Mental Health
	
	Parenting Classes
	
	Voc-Rehab
	
	Food Stamps

	
	Medicaid
	
	Medical Care
	
	Aftercare

	
	Evidence-based Recovery Program (Reality Therapy)

	
	Other:

	Appointments Scheduled

	

	1.  Date
	
	Time
	
	Agency
	

	 Location
	
	Contact Person
	

	2.  Date
	
	Time
	
	Agency
	

	 Location
	
	Contact Person
	

	3.  Date
	
	Time
	
	Agency
	

	 Location
	
	Contact Person
	

	

	
	I understand and agree to participate in the recommended Aftercare Service.
	

	
	Individual Receiving Services
	
	Aftercare Counselor/Credential
	

	
	Parent/Legal Guardian
	
	Primary Counselor/Credential
	


	FASD Data Tool:

Sections A and B
	
	CMHC/Agency
	
	

	
	
	County
	
	

	
	
	Case Number
	
	

	
	
	Person completing form
	
	

	
	
	Phone number
	
	

	
	
	
	
	

	Section A:  Demographic Data

	1.  Date FASD Screening Completed 
	
	(mm/dd/yyyy)

	2.  Gender 
(  Male
( Female    
	 3.  Date of birth 
	(mm/dd/yyyy)

	4.  Is the child Hispanic or Latino?     
(  YES 
  (   NO

	5.  What is the child’s racial background? (Select one or more)

     ( Alaska Native
    ( American Indian
                        ( Asian           ( Black or African American

     ( Native Hawaiian or Other Pacific Islander

( White

	6.  Does the child currently live in a single parent household?  (  YES     (   NO

	7. The child currently lives with:   (  Both biological parents
(  One biological parent

                                                     (  Both foster parents
            (  One foster parent

                                                     (  Both adoptive parents
            (  One adoptive parent                                                

                                                     (  Relative, non-foster parent (specify)

                                                     (  Non-Relative (specify)

	8.  Number of times has the child moved or been placed in the last year? 

	Section B:  Screening Results

Which of the criteria in item 9 or 10 apply to this child?  (Check all that apply)

	9.          (  Negative for risk - no screening criteria met



	10.
Positive for risk – one or more of the following applies:

            (   Confirmed prenatal alcohol or drug exposure 

· Sibling previously diagnosed with an FASD


(   Previous diagnosis of an FASD



	If screening result is Positive for risk, FASD Data Tool Section C must be completed


	FASD Data Tool:

Section C
	CMHC/Agency
	

	
	County
	

	
	ID Number
	

	
	Person Completing Form
	

	
	Phone number
	

	
	

	Section C:  Positive Screen Data

	11.
Diagnostic Evaluation Plan (Positive Screen)


(   Parent/guardian agrees to diagnostic evaluation

· Parent/guardian declines diagnostic evaluation.  Reason:



	12. 
	Date referral forms were faxed to the Diagnostic Clinic for an appointment:  
	                                                                                                                                   (mm/dd/yyyy)
	

	13.  Diagnostic evaluation appointment date 
	(mm/dd/yyyy)
	

	14.  Date diagnostic evaluation was completed  
	(mm/dd/yyyy)
	

	15.  Date written diagnostic report was completed
	(mm/dd/yyyy)
	

	16.  Did the child receive an FASD diagnosis?  (   NO       (  YES

	17.  Diagnoses the child received as a result of the diagnostic evaluation (check ALL that apply):

Fetal Alcohol Syndrome (FAS)

Partial Fetal Alcohol Syndrome (P-FAS)

Fetal Alcohol-related Neurodevelopmental Effect (FANDE)

Alcohol-Related Neurodevelopmental Disorder (ARND)

Alcohol-Related Birth Defects (ARBD)

Fetal Alcohol Spectrum Disorders (FASD):  NOS

Post Traumatic Stress Disorder

Closed Head Injury

Congenital Birth Defect

Autism Spectrum Disorder

ADHD

Learning Disability/Dyslexia

Mood Disorder

Other:

Other:

Other:



	Therapeutic Foster Care Contact Log
	
	Foster Parent’s Name
	
	

	
	
	
	
	

	
	
	Foster Parent’s Case Number
	
	

	
	
	
	
	

	Date
	Type of Contact

(in-home, monthly group, meeting, other)
	Total # of children/youth in the home
	Total # of children/youth with SED in the home
	Staff Signature/ Credential

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


	Fire and Disaster Drill Report Form

	

	Date of Drill :
	 
	
	Time of Drill :
	 

	

	Type of Drill :
	Fire (quarterly for day programs, monthly for residential programs)
	
	
	 

	
	Disaster (quarterly for all programs)
	
	
	 
Type of Disaster:
	 

	
	COOP (annually for all programs)
	
	
	

	
	(Continuity of Operations Plan)
	disaster type must rotate each quarter through all applicable disasters

	 

	Exact Start Time of Drill:
	
	Exact End Time of Drill:
	

	

	Amount of Time to Complete Drill :
	 
	 
	

	

	Number of Participants (not staff) :
	 
	

	

	Staff Participating in Drill :
	
	 
	
	 

	
	
	

	
	
	 
	
	 

	
	
	

	
	
	 
	
	 

	

	
	
	 
	
	 

	

	
	
	 
	
	 

	

	Written assessment of general performance on the drill :

	(please be specific about actions that took place during the drill)

	 

	

	 

	

	 

	

	 

	

	 

	

	 

	

	Signature of Staff Member Preparing Report :
	
	

	 


	Emergency Placement for Pregnant Women
Timeline: within 48 hours of initial contact
	Date
	
	

	
	Time of Contact
	
	

	
	Type of Contact
	
	

	
	Facility Name
	
	

	
	
	
	


	Client Information

	

	Name

	

	Address

	

	Telephone Number

	

	Other Contact Information

	

	
	Fax or Email to Office of Consumer Supports: 
Office of Consumer Support

Fax Number: (601)359-9570

Mshelpline@dmh.state.ms.us

	
	

	
	
	
	Date Submitted to DMH


	Emergency Placement for IV Drug Users

Timeline: within 48 hours of initial contact
	Date
	
	

	
	Time of Contact
	
	

	
	Type of Contact
	
	

	
	Facility Name
	
	

	
	
	
	


	Client Information

	

	Name

	

	Address

	

	Telephone Number

	

	Other Contact Information

	

	
	Fax or Email to Office of Consumer Supports: 

Office of Consumer Support

Fax Number: (601)359-9570

Mshelpline@dmh.state.ms.us


	
	

	
	
	
	Date Submitted to DMH


	Substance Abuse Capacity Management 

Timeline within 7 days
	Facility Name
	
	

	
	Date
	
	

	
	
	
	


	            (     At 90% capacity

                   (    No longer at 90% capacity



	
	Fax or Email to Office of Consumer Supports:

Office of Consumer Support


Fax Number: (601)359-9570


Mshelpline@dmh.state.ms.us



	
	


	MAP Team Report 
	MAP Team
	
	

	
	Months/Quarter
	
	

	Referral Information

	1.  Number of new cases reviewed
	

	2.  Number of children/youth in DHS custody (of the new cases only)
	

	3.  Number of follow-ups from previous quarter
	

	4.  Number of children/youth not Medicaid eligible
	

	5.  Number of referrals from new cases only:



	
	Mental Health Center in your county      
	
	Mental Health Center Region-Wide

	
	DHS - Family & Children’s Services
	
	Youth Court

	
	Therapeutic Group Home
	
	Therapeutic Foster Care

	
	Acute Psychiatric Hospital
	
	Psychiatric Residential Tx Facility

	
	Local School District
	
	Parent(s)

	
	Faith-Based Agency/Church
	
	A.O.P

	
	MYPAC
	
	College/University

	
	Substance Abuse Residential Facility
	
	Other  (specify)

	MAP Team Member Participation

	Check the following agencies that were represented at your MAP Team Meeting(s) for the quarter

	
	Families/Parents (Local Family Partners – must be parent(s) or primary caregiver(s) of a child/youth with SED.  Use MS Families As Allies Partners when available.)

	
	Community Mental Health Center
	
	DHS – Family & Children Services

	
	Youth Court
	
	Local School District

	
	Vocational Rehabilitation
	
	Health Department

	
	Boys & Girls Club
	
	Law Enforcement

	
	Substance Abuse Residential Facility
	
	A. O. P.

	
	Youth Villages
	
	MYPAC

	
	Faith-based Agency/Church
	
	Other (specify)


Required Plan of Compliance

	Plan of Compliance



	Please complete all requested information and mail completed form to:  

Division of Certification

MS Department of Mental Health

239 North Lamar Street, Suite 1101

Jackson, MS 39201
	In lieu of mailing the form, you may e-mail the completed electronic form to:

 


	Provider Name:
	     
	Phone:
	     

	Provider Contact

Person for follow-up:


	     
	Fax:
	     

	
	
	Email:
	     


	Finding 

(DMH Standard Number)
	Program/Service/ Record
	Corrective Action(s)
	Time Line
	Plan for Continued Compliance

	     

	     
	     
	Implementation Date:

     

	

	
	
	
	Projected Completion Date:

     
	

	     
	     
	     
	Implementation Date:

     

	

	
	
	
	Projected Completion Date:

     
	

	      


	     
	     
	Implementation Date:

     

	

	
	
	
	Projected Completion Date:

     
	

	     

	     
	     
	Implementation Date:
     

	

	
	
	
	Projected Completion Date:

     
	



_1393234291.unknown

_1393234292.unknown

_1393234294.unknown

_1393234289.unknown

