SAMPLE B

Application for Approval of Severely Intrusive Intervention

DHHS Office of Aging and Disability Services

I. Identifying Data:







Name:





Date of Plan:
Address/Residence:



Date of Birth:

Guardian:





Address:

Relationship:




Telephone:

Agency:





Address:

Agency Contact Person:


Telephone:
Home Manager:


Title:

Telephone:
Review Dates: Monthly



Re approval Dates: Quarterly Revision Dates:

Psychologist/Psychiatrist responsible for program: 

Plan Trainer(s): 
Implementers of plan: 

Required Training: 

Treatment Local(s):
1. 





2. 

II. Brief Social History:

A. Diagnoses:

B. Disabilities:

C. Developmental Level:

D. Personal History:

E. Significant Life Events:

F. Guardianship Status:

G. Family Involvement/situation:

H. Work/School History:

I. Physical Description:

J. Weight:

K. Height:

L. Medical Concerns/Issues:

M. Medications:

	Medication
	Dosage
	Reason

	
	
	

	
	
	

	
	
	

	
	
	


N. Communication

O. Justification for the use of the severely intrusive procedure(s):
	Behavior

Behavioral Goal:
	Definition
	Baseline
	Severely Intrusive Component
	Severely Intrusive Component
	Environmental Alterations

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	


III. Description of Behavioral Interventions for Severely Intrusive Procedures: (See sample table above)
IV. Definitions: (Sample)
A. 30 Minute Stabilization: Must be absent of the above interfering behaviors for 30 consecutive minutes before community access and/or riding in a vehicle will be allowed.

B. Physical Restraint Procedure:
V. Description of treatment procedures already implemented (with outcomes).
A. Mild Procedures used without success:

B. Moderate Procedures used without success:

VI. Possible Side Effects:

VII. Special precautions to be used in implementing procedures (Include planning team assessment regarding the length of time physical holding may be employed and any related trauma issues):

VIII. Training And Monitoring: This program will be implemented under the supervision of the psychologist or psychiatrist named below. Program implementation will be the responsibility of the psychologist or psychiatrist identified in this severely intrusive outline. The necessary training to carry out the specifics of the program intervention and data-keeping must occur under the supervision of this professional. I agree to monitor the implementation and the effectiveness of the plan no less frequently than twice a month for the first month and once monthly thereafter.

______________________________

Name Printed

______________________________ 

_____________

, Ph.D.






          Date

IX. Consent/Authorization

A. Informed Consent

1. For Competent Person Supported:

I _____________________________________ hereby consent to the use of 



(Name of competent person supported)

the treatment procedures described on the previous pages for me.


OR

2. For Person Supported under guardianship:

As legal guardian for this person, I __________________________________, 


     (Name of legal guardian)

hereby consent to the use of the treatment procedures described on the previous pages in the treatment of ___________________________________________________


(Name of person supported)

B. I acknowledge that no guarantees have been made to me regarding the results of this treatment.

C. I understand that within the scope of this treatment there is no intent to cause detrimental side effects to the client.

D. I also understand that the treatment procedure described above will be closely monitored and supervised and in the event of the observation of any detrimental side effects, which might be injurious to the client, the treatment procedures will be immediately terminated.  I further understand that the decision to terminate may be made either by myself or by the clinician.  However, normally the decision will be made jointly.

E. This plan has been fully explained to me and I certify that I understand its contents.

Signature of person supported or person legally authorized to consent for person.

_______________________________
_________________
________________

Person without guardian or

guardian signature

       Relationship

Date

_______________________________
_________________
________________

Co-Guardian Signature

         Relationship

Date

Physician’s Authorization for Severely Intrusive Behavioral Treatment

I have read the Severely Intrusive Behavioral Treatment Plan for 

_________________________________________ and feel, in my professional
(Person supported)

opinion, that the proposed treatment type _____________________________________ 

(Proposed Treatment Type/severely Intrusive Procedure)

is not medically contraindicated.  I have evaluated the individual to rule out the 

possibility that the behavior can be better treated medically at this time.  The proposed 

plan will not be harmful to the individual’s medical status.

_________________________________________

Physician’s Printed Name

_________________________________________

________________

Physician’s Signature






Date

X. Approvals: The following signatures indicate approval of the severely intrusive Plan of the above named person. The Review Committee’s approval form with signatures may be attached to this application.

Review: (Three Person Committee)

___________________________

____________

, DRC Advocate



 Date

___________________________

____________

, DHHS Rep.




Date

________________________

____________

, O.A.B. Rep.




Date
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