4 | Page
PLEASE PRINT CLEARLY
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Central East Region Mobile Resource Team / Regional Case Resolution and the Community Networks of Specialized Care
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To Case Managers / Service Providers:

The attached Admissions Package serves several purposes.  This package is to be used when individual situations are to move forward, after review and recommendations from local case resolution committees, to either the Central East Network of Specialized Care or to the Regional Case Resolution Committee.

(1) The first several pages will be used when individual situations are to go from the local case resolution committees to the Regional Case Resolution Committee.  They will be forwarded by the chair of the local case resolution committee to the chair of the Regional Case Resolution Committee.

(2) If the individual is an adult with a developmental disability and mental health issues and/or challenging behaviours, and the request is for the Network of Specialized Care, the complete admissions package should be completed and sent to Marnie McDermott by fax at (705) 526-4403, or e-mail it to mmcdermott@clhmidland.on.ca 
(3) The complete package should be forwarded to the Network of Specialized Care whether the referral is for Mobile Resource Team or for a specialized treatment bed (Pineview, Forest View, Vita or Access), or any other request for support from the Network.

Attached is the full admission package.  

Again, please note that only the first 12 pages will go to the Regional Case Resolution Committee.

This form may be used at the local case resolution table, but must be completed for any referrals to the Network of Specialized Care.

Thank you.

Manuela Dalla Nora




Marnie McDermott
Chair 






Coordinator 

Regional Case Resolution Committee

Central East Network of Specialized Care 
	Date Package Completed
	
	Eligibility has been confirmed:
	Yes
	
	No
	

	Individual’s Name:
	
	Gender:
	M
	
	F
	
	Health Card #
	

	

	Address:
	

	Postal Code
	
	Telephone number
	

	

	Date of Birth:
	
	Quadrant:
	Durham
	
	HKPR
	
	Simcoe
	
	York
	
	Out of Region
	

	

	Preferred Language:
	
	Can the person receive services in English?
	Yes
	
	No
	

	

	If consent is not provided by the person being referred, under what authority is consent provided?
	

	

	Is consent provided for the following:
	Information Stored in a Database
	Yes
	
	No
	

	Information Used for Research Purposes
	Yes
	
	No
	

	To Provide Treatment 
	Yes
	
	No
	

	Shared with Network Partners; Local Case Resolution; Regional Case Resolution
	Yes
	
	No
	

	

	CURRENT Legal Status (check () all that apply)
	CURRENT Funding Source (check () all that apply)

	
	There are no legal issues at the time of this referral
	
	
	Individualized Funding

	
	Contact Order
	
	
	Ministry of Community and Social Services

	
	Criminal Court Involvement
	
	
	Ministry of Children and Youth Services

	
	Crown Ward / Extended Care & Maintenance
	
	
	Ministry of Health & Long Term Care

	
	Custody Agreement
	
	
	Old Age Security Pension

	
	Incarcerated
	
	
	Ontario Disability Support Plan

	
	Family Courts
	
	
	Ontario Works

	
	Ontario Review Board / Not Criminally Responsible
	
	
	Passport

	
	Restraining Order
	
	
	Special Services at Home

	
	Court Diversion Program
	
	
	Other (specify):
	

	
	Probation / Parole
	
	
	Other (specify):
	

	

	Please provide the date the individual was reviewed by the Quadrant’s Local Case Resolution (mm/dd/yy):
	

	Quadrant’s Local Case Resolution Recommendations are attached?
	Yes
	
	No
	

	Reason for Referral?
	


CONTACT INFORMATION
	Referring Agency Name
	
	Package Completed By
	

	Address
	
	Title
	

	
	
	Phone Number
	

	Phone Number
	
	Email Address
	

	Primary Caregiver Name
	
	Relationship to Individual
	

	Phone Number
	
	Email Address
	

	Consent Provider Name
	
	Relationship to Individual
	

	Phone Number
	
	Email Address
	

	Family Physician Name:
	
	Phone Number
	

	Psychiatrist Name:
	
	Phone Number
	


Please list below the name, telephone number and email address of those who will be presenting information to either (or both) the Mobile Resource Team and the Regional Case Resolution Committee.

	NAME
	EMAIL ADDRESS
	TELEPHONE NUMBER

	
	
	

	
	
	

	
	
	


FOR OFFICE USE:

Date Referral received:



Date Reviewed by MRT:



Date Reviewed by RCR:



DIAGNOSIS (please check () all that apply)
	Developmental Diagnosis
	Date of Diagnosis

(dd/mm/yyyy)
	Diagnostician Name
	Current
	Previous

	
	22q11.2 Deletion
	
	
	(
	(

	
	Acquired Brain Injury
	
	
	(
	(

	
	Alzheimer’s / Dementia
	
	
	(
	(

	
	Asperger Syndrome
	
	
	(
	(

	
	Autism 
	
	
	(
	(

	
	Down Syndrome
	
	
	(
	(

	
	Fetal Alcohol Spectrum Disorder
	
	
	(
	(

	
	Fragile X
	
	
	(
	(

	
	PKU
	
	
	(
	(

	
	Prader-Willi
	
	
	(
	(

	
	Other Pervasive Developmental Disorder
	
	
	(
	(

	
	Other (specify):
	
	
	
	(
	(

	
	No Formal Diagnosis
	

	
	Global Developmental Delay
	
	Average Intelligence
	
	Borderline IQ
	
	Unspecified

	
	
	
	Mild
	
	Moderate
	
	Unknown

	
	
	
	Severe
	
	Profound
	
	

	

	Mental Health Diagnosis / Category
	Date of Diagnosis

(dd/mm/yyyy)
	Diagnostician Name
	Current
	Previous

	
	Adjustment Disorder
	
	
	(
	(

	
	Anxiety Disorder
	
	
	(
	(

	
	Attention Deficit Disorder 
	
	
	(
	(

	
	Bi-Polar Disorder
	
	
	(
	(

	
	Communications Disorder
	
	
	(
	(

	
	Disruptive Behaviour Disorder
	
	
	(
	(

	
	Depression
	
	
	(
	(

	
	Eating Disorder
	
	
	(
	(

	
	Elimination Disorder
	
	
	(
	(

	
	Impulse Control Disorder
	
	
	(
	(

	
	Intermittent Explosive Disorder
	
	
	(
	(

	
	Learning Disorder
	
	
	(
	(

	
	Mood Disorder
	
	
	(
	(

	
	Obsessive Compulsive Disorder
	
	
	(
	(

	
	Oppositional Defiant Disorder
	
	
	(
	(

	
	Personality Disorder
	
	
	(
	(

	
	Schizophrenia
	
	
	(
	(

	
	Seasonal Affective Disorder
	
	
	(
	(

	
	Tic Disorder
	
	
	(
	(

	
	Tourettes Syndrome
	
	
	(
	(

	
	Other Psychotic Disorder
	
	
	(
	(

	
	(specify):
	
	
	
	

	
	Other (specify):
	
	
	(
	(


	Physical Health Diagnoses
	Date of Diagnosis

(dd/mm/yyyy)
	Are Physical Supports / Special Aids / Equipment Required
	If Yes, please briefly specify or attach report

	
	
	Yes
	No
	

	
	Acquired Brain Injury
	
	
	
	

	
	Cardiovascular
	
	
	
	

	
	Conditions originating in prenatal period
	
	
	
	

	
	Congenital Malformations / Deformities
	
	
	
	

	
	Dental
	
	
	
	

	
	Dermatological
	
	
	
	

	
	Diabetes Mellitus
	
	
	
	

	
	Disease of blood / Blood forming organs

(i.e. Hepatitis, HIV)
	
	
	
	

	
	Endocrine / Metabolic / Nutritional
	
	
	
	

	
	Gastrointestinal
	
	
	
	

	
	Genitourinary 
	
	
	
	

	
	Gynaecological / menstrual or prostate problems
	
	
	
	

	
	Hearing (Ears, Nose, Throat)
	
	
	
	

	
	Infectious Disease
	
	
	
	

	
	Intestinal Problems
	
	
	
	

	
	Motor Impairment
	
	
	
	

	
	Musculoskeletal
	
	
	
	

	
	Neoplasm / Cancer
	
	
	
	

	
	Orthopaedic (bones/joints) problems
	
	
	
	

	
	Respiratory Problems
	
	
	
	

	
	Skin Problems
	
	
	
	

	
	Stomach Problems
	
	
	
	

	
	Thyroid abnormalities
	
	
	
	

	
	Other (specify):
	
	
	
	


	

	Risk Factors
	Yes
	No
	To Self
	To Others

	
	Abuse
	
	
	(
	(

	
	Addictions
	
	
	(
	(

	
	Domestic Violence
	
	
	(
	(

	
	Injurious Behaviours
	
	
	(
	(

	
	Living Environment
	
	
	(
	(

	
	Sexual
	
	
	(
	(

	

	Alcohol / Drug Use / Smoking
	Yes
	No
	If yes, please specify

	
	Alcohol
	
	
	

	
	Caffeine (please specify caffeine intake per day including chocolate and cola drinks).
	
	
	

	
	Illegal Drugs
	
	
	

	
	Misuse of Prescription Medications
	
	
	

	
	Misuse of Non-prescription or over the counter drug
	
	
	

	
	Smoking (specify approximately how many cigarettes per day)
	
	
	

	

	Living Situation
	Current
	Previous

	
	Associate Family Home
	(
	(

	
	Children Facility (Ministry of Children and Youth Services Funded)
	(
	(

	
	Correctional Facility
	(
	(

	
	Crisis Bed
	(
	(

	
	Family Home
	(
	(

	
	Group Home (Ministry of Community and Social Services Funded)
	(
	(

	
	Group Home (Private)
	(
	(

	
	Homeless / Hostile / Shelter
	(
	(

	
	Hospital
	(
	(

	
	Independently
	(
	(

	
	Mental Health Facility / Tertiary Care
	(
	(

	
	Nursing Home (Ministry of Health and Long Term Care)
	(
	(

	
	Respite
	(
	(

	
	Supported Independent Living
	(
	(

	
	Young Offender’s Facility
	(
	(


ALLERGIES

	Are there any known allergies?
	Yes
	
	No
	

	If yes please list:
	

	Has the individual had an adverse/allergic reaction to any medications?
	Yes
	
	No
	

	If yes, please describe:
	

	Are there any environmental adjustments or special supports required?
	Yes
	
	No
	

	If yes, please specify:
	

	

	COMMUNICATION

	Languages Spoken:
	

	Do unfamiliar people easily understand the individual
	Yes
	
	No
	

	
	
	
	
	

	Comprehension of Spoken Language

(Check () what best describes the typical comprehension ability)
	Productive Language

(Check () what best describes the typical means of communication)

	
	Does not understand what is said
	
	Good Conversation Skills
	
	2-3 Word Combination

	
	Understands a little if speaker uses gestures
	
	Pointing/ Reaching
	
	Picture Vocabulary

	
	Understands simple statements / questions
	
	Bliss Symbolic
	
	Voice Synthesizer

	
	Understands most of what is said
	
	Single Words
	
	Full Sentences

	
	Requires Interpreter / Intervener
	
	Sign Language (please specify)
	
	Gestures

	
	
	
	
	
	


	Provide Hospital Name for each Hospitalizations / Emergency Department Visits
	Date of ER Visit

(dd/mm/yyyy)
	Reason/Outcome

(also note if 911 was called)
	Date of Admission

(dd/mm/yyyy)
	Date of Discharge

(dd/mm/yyyy)

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	


MEDICATIONS AT TIME OF REFERRAL

	Medication Name
	Dose and frequency
	Purpose
	PRN

	
	
	
	(

	
	
	
	(

	
	
	
	(

	
	
	
	(

	
	
	
	(

	
	
	
	(

	
	
	
	(

	
	
	
	(

	
	
	
	(

	
	
	
	(


List medication changes which occurred within the past  thirty (30) days

	Medication Name
	Date of Change
	What was the change (i.e. increase, decrease, discontinued)

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	Is there a pharmaceutical history attached to this package?
	Yes
	
	No
	


Please note that at some point a full medication history may be requested.
ASSESSMENTS/CONSULTATIONS (please check () all that apply)
	
Check if

Assessments
report is


attached
	Date Assessment Completed/ Last Visit
	Clinician Name and Title
	Results

	Audiology
(
	
	
	

	Behavioural
(
	
	
	

	CAT Scan
(
	
	
	

	Dental
(
	
	
	

	EEG / QEEG
(
	
	
	


Did the person have head trauma?
Yes  (
No  (
If yes, please describe:




	Medical / Physical
(
	
	
	

	MRI Scan
(
	
	
	

	Neurologist
(
	
	
	


Does the person have a seizure disorder?
Yes  (
No  (
If yes, please provide age of onset:



Date of last seizure:



Describe the seizure or enclose report




Any other neurological diagnoses? (i.e. Cerebral Palsy)
Yes  (
No  (
If yes, describe results or enclosed report.




	Neuropsychology
(
	
	
	

	Occupational Therapy
(
	
	
	

	PET Scan
(
	
	
	

	Physiotherapy
(
	
	
	

	Psychiatric
(
	
	
	

	Psychological
(
	
	
	

	Sexuality
(
	
	
	

	Speech and Language
(
	
	
	

	Support Intensity Scale (SIS) 
(
	
	
	

	Vision
(
	
	
	

	Other (specify):
	
	
	
	


Chronological Events:
	Please Provide A Summary Of The Current Status.

	BIO 

(Medical, Syndromes, Psychiatric, Neurological State, and Medication Reactions)
	

	PSYCHO
(Current Psychological Features; Skill Strengths, and deficits)
	

	SOCIAL
(Environmental, Programmatic, and interpersonal)
	


	Current Supports (please list all other supports currently being provided – Clinical such as speech, counselling, behaviour therapy, occupational therapy, physiotherapy, mental health outreach, Adult Protective Services– Social /Vocational such as work/job, educational, leisure, residential, day program)

	Support Provided
	Agency Name / 
	Contact Person Name
	Phone Number

	
	
	
	

	Date Support Started:

	
	
	

	
	
	
	

	Date Support Started:

	
	
	

	
	
	
	

	Date Support Started:

	
	
	

	
	
	
	

	Date Support Started:

	
	
	

	
	
	
	

	Date Support Started:

	
	
	

	
	
	
	

	Date Support Started:

	
	
	

	
	
	
	

	Date Support Started:

	
	
	


	PAST Supports (please list past supports – Clinical such as speech, counselling, behaviour therapy, occupational therapy, physiotherapy, mental health outreach, Adult Protective Services – Social /Vocational such as work/job, educational, leisure, residential, day)

	Support Provided
	Agency Name / 
	Contact Person Name
	Phone Number

	
	
	
	

	Date Support Started:
	Date Support Ended:
	Reason Support Ended:

	
	
	
	

	Date Support Started:
	Date Support Ended:
	Reason Support Ended:

	
	
	
	

	Date Support Started:
	Date Support Ended:
	Reason Support Ended:

	
	
	
	

	Date Support Started:
	Date Support Ended:
	Reason Support Ended:

	
	
	
	

	Date Support Started:
	Date Support Ended:
	Reason Support Ended:


DURATION OF PRESENTING ISSUES:

	
	Less than 1 month
	
	1 – 3 months
	
	4 – 6 months
	
	7 – 9 months
	
	More than 12 months


PATTERN: (Check appropriate description of behaviour.)
	
	Present on a daily basis but changes in intensity.

	
	Acute: Dramatic change from usual pattern / no history of similar behaviour change.

	
	Episodic Problem: Periods of disturbance mixed with periods of normal functioning.


SELF DIRECTED PLANNING

Self directed planning is an ongoing process that helps to determine life paths. It begins with listening in order to understand what it is that a person wants in life. It builds on dreams, strengths and capabilities. It also focuses on the development of relationships as well as on ways a person can access community resources to support a good life.  It is much more than a meeting.  It is a process of continually listening and learning which focuses on what is important to the person now and for the future and takes action in alliance with their family and friends.  It is vital that we think about how to keep the person at the center throughout the process, from gathering information about their life, preparing for meetings, monitoring actions and ongoing learning, to reflection and further action.  At the heart of all planning approaches is the belief that every single individual has their own life to lead – a life that is right for them

	GREAT THINGS ABOUT ME
What I like and admire about myself and what others like and admire about me; how do I like to be supported?; what do I like to do on my own?
	PEOPLE WHO ARE IMPORTANT TO ME
Family, friends, support workers, their names, how often I see them, how we stay in touch, and the types of activities we do together.

	(



(



(



(



(



(



(



(



(



(



(



(


	(



(



(



(



(



(



(



(



(



(



(



(



	THINGS THAT I LIKE
Activities, hobbies, routines, food, work, volunteer, education, recreation, getting help with . . . . , doing it on my own . . . , food, people
	THINGS THAT I DISLIKE
Activities, hobbies, routines, food, work, volunteer, education, recreation, getting help with . . . . , doing it on my own . . . , food, people

	(



(



(



(



(



(



(



(



(



(



(



(


	(



(



(



(



(



(



(



(



(



(



(



(



	IN THE FUTURE I WOULD LIKE TO 
Goals, wishes and dreams for the future

	(



(



(



(



(



(




Please grade EACH symptom accordingly:

	Symptom


	Never/Rarely

(Score 0 – 1)
	Sometimes

(Score 2 – 3)
	Often

(Score 4 +)
	Not Applicable

	Body rigidity
	
	
	
	

	Dizziness / fainting
	
	
	
	

	Ear infections
	
	
	
	

	Eyes rolling up
	
	
	
	

	Gait – imbalance / unsteady
	
	
	
	

	Headaches
	
	
	
	

	Incontinence
	
	
	
	

	Increase / decrease appetite (please specify)
	
	
	
	

	Increase sweating
	
	
	
	

	Known allergies (food, drug, environmental)
	
	
	
	

	Nasal congestions
	
	
	
	

	Neck / back arching
	
	
	
	

	Nightmares
	
	
	
	

	Number of hours of sleep per day
	
	
	
	

	Poor motor co-ordination / clumsiness
	
	
	
	

	Problems with bowel movement
	
	
	
	

	Problems with urination
	
	
	
	

	Respiratory problem
	
	
	
	

	Restlessness / pacing / etc.
	
	
	
	

	Ringing in the ears
	
	
	
	

	Seizures
	
	
	
	

	Sleep disturbance
	
	
	
	

	Slurred speech
	
	
	
	

	Tremors
	
	
	
	

	Weight gain
	
	
	
	

	Weight loss
	
	
	
	

	Other (specify):
	
	
	
	

	Other (specify):
	
	
	
	

	Other (specify):
	
	
	
	


SCHEDULE OF LIFE STRESSORS

For each event listed below, which has occurred in the person’s life please give a thorough description.  Include names or relationship to the individual, dates, locations, perceived impact on the individual, and professionals involved.

1.
Has the individual gained or lost a family member (through birth, death, etc)?

2.
Has the individual had a major change in the number of family get-togethers (i.e. has someone moved away)?

3.
Has the individual’s relationships with family members changed?

4.
Has the individual been married?  If yes, was it happy, argumentative, etc?  Were there in-law troubles?  Was there an ultimate divorce?  Was there a separation?  If yes, was there a reconciliation or not?  Did the spouse die?

5.
Has the individual gained or lost a roommate?

6.
Has there been a major change in the activities of roommates and/or in the number of arguments with roommates?

7.
Has the individual gained or lost key support staff; major change in the number of arguments with support staff?

8.
Has there been a major change in living conditions: a change in residence, remodelling the home, changes in routine, staff turnover, staff vacation schedules?

9.
Has there been other stress events? (Only truly different events from those listed above should be listed as “other”.  Be as specific as possible in describing the event; give an explanation of why the event was stressful to the person; indicate whether the event seemed to be positive or negative in nature for the individual.)

FAMILY HISTORY OF MENTAL ILLNESS: (Please describe the illness / or suspected illness i.e. Depression, Schizophrenia, etc., and indicate the relationship to the individual i.e. biological/adoptive parent, grandparent, sibling, etc.)

	ILLNESS
	CONFIRMED 

DIAGNOSIS
	SUSPECTED 

ILLNESS

	
	(
	(

	
	(
	(

	
	(
	(

	
	(
	(

	
	(
	(

	
	(
	(

	
	(
	(

	
	(
	(

	
	(
	(


CHANGES FROM NORMAL PATTERNS OF BEHAVIOUR 

	Energy Level
	Increased
	
	
	Decreased
	
	
	Unchanged
	

	Appetite
	Increased
	
	
	Decreased
	
	
	Unchanged
	

	Weight
	Increased
	
	
	Decreased
	
	
	Unchanged
	

	SLEEP PATTERN:

	Difficulty falling asleep.
	
	
	Repeatedly awakens during the night.
	

	Awakens too early in the morning.
	
	
	Requires too little sleep.
	

	Requires excessive amounts of sleep.
	
	
	Naps during the day.
	


	Urinary Incontinence
	Yes
	
	No
	
	Daytime
	
	Night time
	
	New
	

	Bowel Incontinence
	Yes
	
	No
	
	Daytime
	
	Night time
	
	New
	


Comments:


AREAS OF DIFFICULTY: 

	MOOD
	Person exhibits this Behaviour
	This Behaviour is 
	DURATION

	
	Yes
	No
	Old
	New
	( 1 mths
	1-3 mths
	4-6 mths
	6-9 mths
	( 9 mths.

	Appears Sad
	
	
	
	
	
	
	
	
	

	Cries Easily
	
	
	
	
	
	
	
	
	

	Easily Startled
	
	
	
	
	
	
	
	
	

	Excessively Angry
	
	
	
	
	
	
	
	
	

	Excessively Excited
	
	
	
	
	
	
	
	
	

	Excessively Irritable
	
	
	
	
	
	
	
	
	

	Overly Anxious / Fearful
	
	
	
	
	
	
	
	
	

	Periods of Acute Fearfulness
	
	
	
	
	
	
	
	
	

	Periods of Acute Anger
	
	
	
	
	
	
	
	
	

	Unable to Enjoy Activities
	
	
	
	
	
	
	
	
	

	Withdrawn
	
	
	
	
	
	
	
	
	

	Other (specify):
	
	
	
	
	
	
	
	
	


Comments:


	OVERT BEHAVIOUR
	Person exhibits this Behaviour
	This Behaviour is 
	DURATION

	
	Yes
	No
	Old
	New
	( 1 mths
	1-3 mths
	4-6 mths
	6-9 mths
	( 9 mths.

	Eats non-food items
	
	
	
	
	
	
	
	
	

	Excessive Water Intake
	
	
	
	
	
	
	
	
	

	Impulsive Behaviour
	
	
	
	
	
	
	
	
	

	Long Periods of Inactivity
	
	
	
	
	
	
	
	
	

	Physical Aggression
	
	
	
	
	
	
	
	
	

	Presence of Tics
	
	
	
	
	
	
	
	
	

	Property Destruction
	
	
	
	
	
	
	
	
	

	Restless
	
	
	
	
	
	
	
	
	

	Ritualistic Behaviour
	
	
	
	
	
	
	
	
	

	Self Injurious Behaviour (SIB)
	
	
	
	
	
	
	
	
	

	Self Stimulatory Behaviour
	
	
	
	
	
	
	
	
	

	Steals
	
	
	
	
	
	
	
	
	

	Other (specify):
	
	
	
	
	
	
	
	
	


Comments:


	SEXUAL BEHAVIOUR
	Person exhibits this Behaviour
	This Behaviour is 
	DURATION

	
	Yes
	No
	Old
	New
	( 1 mths
	1-3 mths
	4-6 mths
	6-9 mths
	( 9 mths.

	Engages in Public Masturbation
	
	
	
	
	
	
	
	
	

	Inappropriately Touches Others
	
	
	
	
	
	
	
	
	

	Interest in Inappropriate Sexual Partners
	
	
	
	
	
	
	
	
	

	Presence of Fetish
	
	
	
	
	
	
	
	
	

	Other (specify):
	
	
	
	
	
	
	
	
	


Comments:


	MEMORY
	Person exhibits this Behaviour
	This Behaviour is 
	DURATION

	
	Yes
	No
	Old
	New
	( 1 mths
	1-3 mths
	4-6 mths
	6-9 mths
	( 9 mths.

	Forgets Familiar People
	
	
	
	
	
	
	
	
	

	Forgets Familiar Routines
	
	
	
	
	
	
	
	
	

	Forgets Things Just Completed
	
	
	
	
	
	
	
	
	

	Forgets Verbal Instructions
	
	
	
	
	
	
	
	
	

	Other (specify):
	
	
	
	
	
	
	
	
	


Comments:


	SPEECH
	Person exhibits this Behaviour
	This Behaviour is 
	DURATION

	
	Yes
	No
	Old
	New
	( 1 mths
	1-3 mths
	4-6 mths
	6-9 mths
	( 9 mths.

	Constant Verbalization / Can’t Seem to Stop
	
	
	
	
	
	
	
	
	

	Echolalic Speech
	
	
	
	
	
	
	
	
	

	Electively Mute
	
	
	
	
	
	
	
	
	

	Increased Rate of Vocalization
	
	
	
	
	
	
	
	
	

	Other (specify):
	
	
	
	
	
	
	
	
	


Comments:


	CONTENT
	Person exhibits this Behaviour
	This Behaviour is 
	DURATION

	
	Yes
	No
	Old
	New
	( 1 mths
	1-3 mths
	4-6 mths
	6-9 mths
	( 9 mths.

	Expresses Fear of Being Harmed
	
	
	
	
	
	
	
	
	

	Expresses Strange Beliefs
	
	
	
	
	
	
	
	
	

	Plans & Goals Exceed Ability
	
	
	
	
	
	
	
	
	

	Preoccupied with Death
	
	
	
	
	
	
	
	
	

	Preoccupied with Past Life
	
	
	
	
	
	
	
	
	

	Preoccupied with Sexual Themes
	
	
	
	
	
	
	
	
	

	Reports Seeing Things Not There
	
	
	
	
	
	
	
	
	

	Reports Sensations not Evident
	
	
	
	
	
	
	
	
	

	Talk to Imaginary Friend
	
	
	
	
	
	
	
	
	

	Talks of Suicide
	
	
	
	
	
	
	
	
	

	Talks of Victimization
	
	
	
	
	
	
	
	
	

	Talks to Self Out Loud
	
	
	
	
	
	
	
	
	

	Other (specify):
	
	
	
	
	
	
	
	
	


Comments:


	CONCENTRATION / ORIENTATION
	Person exhibits this Behaviour
	This Behaviour is 
	DURATION

	
	Yes
	No
	Old
	New
	( 1 mths
	1-3 mths
	4-6 mths
	6-9 mths
	( 9 mths.

	Appears confused in familiar environment
	
	
	
	
	
	
	
	
	

	Appears preoccupied / distracted
	
	
	
	
	
	
	
	
	

	Cannot attend to daily tasks in the usual fashion
	
	
	
	
	
	
	
	
	

	Other (specify):
	
	
	
	
	
	
	
	
	


Comments:


Period rated:

Rater Name:

Please check (() the estimated weekly frequency of each behaviour and intervention.  Rating should be done twice a week by the same staff.

	BEHAVIOURAL CHECKLIST

AGGRESSION  ~ Baseline
	Never/Rarely
(occurs 0-1 x’s / week)
	Sometimes

(occurs 2-3x’s / week)
	Often

(occurs 4+ x’s / week)
	COMMENTS

	Hits / kicks / pushes
	
	
	
	

	Bites / scratches / pinches
	
	
	
	

	Bullies
	
	
	
	

	Threatens physically
	
	
	
	

	Calls others names
	
	
	
	

	Teases / verbally provokes
	
	
	
	

	Is boisterous / bossy
	
	
	
	

	Threatens others verbally
	
	
	
	

	Hits self
	
	
	
	

	Bangs his head
	
	
	
	

	Bangs walls / doors
	
	
	
	

	Threatens property damage
	
	
	
	

	INTERVENTIONS:

	Verbal re-direction
	
	
	
	

	Time out / seclusion
	
	
	
	

	PRN medication
	
	
	
	

	Physical Restraints
	
	
	
	

	Other (specify):
	
	
	
	


COMMENTS:


Period rated:

Rater Name:

Please check (() the estimated weekly frequency of each behaviour and intervention.  Rating should be done twice a week by the same staff.

	BEHAVIOURAL CHECKLIST

DEPRESSION ~ Baseline
	Never/Rarely

(occurs 0-1 x’s / week)
	Sometimes

(occurs 2-3x’s / week)
	Often

(occurs 4+ x’s / week)
	COMMENTS

	Cries / whines
	
	
	
	

	Frowns
	
	
	
	

	Screams / yells
	
	
	
	

	Swears / spits
	
	
	
	

	Avoids others
	
	
	
	

	Refuses activities
	
	
	
	

	Refuses meals
	
	
	
	

	Eats smaller portions
	
	
	
	

	Has trouble sleeping
	
	
	
	

	Sleeps 12 hours or  more in a day
	
	
	
	

	Paces / runs around
	
	
	
	

	Moves very slow 
	
	
	
	

	Seldom talks
	
	
	
	

	Makes negative self-statements
	
	
	
	

	Gives up things easily
	
	
	
	

	Has trouble concentrating
	
	
	
	

	Daily routines are slow & poor
	
	
	
	

	Talks about death
	
	
	
	

	Tries to kill him/herself
	
	
	
	

	Clings / holds onto others
	
	
	
	

	Complains about aches/pains
	
	
	
	

	Shows aggression or self abuse
	
	
	
	

	INTERVENTIONS:

	Verbal re-direction
	
	
	
	

	Time out / seclusion
	
	
	
	

	PRN medication
	
	
	
	

	Physical Restraints
	
	
	
	

	Other (specify):
	
	
	
	


COMMENTS:


Period rated:

Rater Name:

Please check (() the estimated weekly frequency of each behaviour and intervention.  Rating should be done twice a week by the same staff.

	BEHAVIOURAL CHECKLIST

BIPOLAR DISORDER  ~ Baseline
	Never/Rarely

(occurs 0-1 x’s / week)
	Sometimes

(occurs 2-3x’s / week)
	Often

(occurs 4+ x’s / week)
	COMMENTS

	Smiles / greets others excessively
	
	
	
	

	Avoids people or activities
	
	
	
	

	Paces / dances / rarely sits down
	
	
	
	

	Refuses food
	
	
	
	

	Requests second meals
	
	
	
	

	Sleeps 12 hours or  more in a day
	
	
	
	

	Sleeps 4 hours or less in a day
	
	
	
	

	Talks non-stop or rapidly / sings
	
	
	
	

	Shows rapid shifts in mood
	
	
	
	

	Shows rapid shifts in speech topic
	
	
	
	

	Lies / sits around all the time
	
	
	
	

	Responds to irrelevant stimuli
	
	
	
	

	Makes negative self-statements
	
	
	
	

	Makes exaggerated self-statements
	
	
	
	

	Daily routines are slow and poor
	
	
	
	

	Demands positive reinforcers
	
	
	
	

	Shows excessive sexual behaviour
	
	
	
	

	INTERVENTIONS:

	Verbal re-direction
	
	
	
	

	Time out / seclusion
	
	
	
	

	PRN medication
	
	
	
	

	Physical Restraints
	
	
	
	

	Other (specify):
	
	
	
	


COMMENTS:


Period rated:

Rater Name:

Please check (() the estimated weekly frequency of each behaviour and intervention.  Rating should be done twice a week by the same staff.

	BEHAVIOURAL CHECKLIST

ATTENTION DEFICIT DISORDER ~ Baseline
	Never/Rarely

(occurs 0-1 x’s / week)
	Sometimes

(occurs 2-3x’s / week)
	Often

(occurs 4+ x’s / week)
	COMMENTS

	Has trouble concentrating
	
	
	
	

	Distracted / daydreaming
	
	
	
	

	Disorganized / sloppy
	
	
	
	

	Easily thrown off by change
	
	
	
	

	Accident prone
	
	
	
	

	Restless / agitated
	
	
	
	

	Pacing / Always on the go
	
	
	
	

	Fidgets / squirmy
	
	
	
	

	Talks out all the time
	
	
	
	

	Has trouble waiting
	
	
	
	

	Disturbs others
	
	
	
	

	Mood changes a lot
	
	
	
	

	Over-sensitive to noises
	
	
	
	

	Acting impulsively
	
	
	
	

	Temper outbursts
	
	
	
	

	INTERVENTIONS:

	Verbal re-direction
	
	
	
	

	Time out / seclusion
	
	
	
	

	PRN medication
	
	
	
	

	Physical Restraints
	
	
	
	

	Other (specify):
	
	
	
	


COMMENTS:


Period rated:

Rater Name:

Please check (() the estimated weekly frequency of each behaviour and intervention.  Rating should be done twice a week by the same staff.

	BEHAVIOURAL CHECKLIST

ANXIETY ~ Baseline
	Never/Rarely

(occurs 0-1 x’s / week)
	Sometimes

(occurs 2-3x’s / week)
	Often

(occurs 4+ x’s / week)
	COMMENTS

	Shaky / trembling / twitching
	
	
	
	

	Sore / tense muscles
	
	
	
	

	Restless
	
	
	
	

	Easily tired
	
	
	
	

	Short of breath
	
	
	
	

	Sweating / clammy hands
	
	
	
	

	Dry mouth
	
	
	
	

	Dizziness / light-headedness
	
	
	
	

	Hot flashes / chills
	
	
	
	

	Frequent urination
	
	
	
	

	Lump in throat
	
	
	
	

	Keyed up / on the edge
	
	
	
	

	Exaggerated startle response
	
	
	
	

	Difficulty concentrating
	
	
	
	

	Trouble falling / staying asleep
	
	
	
	

	Irritable
	
	
	
	

	INTERVENTIONS:

	Verbal re-direction
	
	
	
	

	Time out / seclusion
	
	
	
	

	PRN medication
	
	
	
	

	Physical Restraints
	
	
	
	

	Other (specify):
	
	
	
	


COMMENTS:


Period rated:

Rater Name:

Please check (() the estimated weekly frequency of each behaviour and intervention.  Rating should be done twice a week by the same staff.

	BEHAVIOURAL CHECKLIST

OBSESSIVE COMPULSIVE DISORDER ~ Baseline
	Never/Rarely

(occurs 0-1 x’s / week)
	Sometimes

(occurs 2-3x’s / week)
	Often

(occurs 4+ x’s / week)
	COMMENTS

	OBSESSIONS:  
	The person shows repetitive thoughts or impulses that are inappropriate and distressing (no worries about real life problems).  Please specify what these are and weekly frequency for each.

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	COMPULSIONS:  
	The person shows repetitive behaviours that seem driven by obsessions or inflexible rules.  Please specify what these are and weekly frequency for each.

	1.
	
	
	
	

	2.
	
	
	
	

	3.
	
	
	
	

	4.
	
	
	
	

	5.
	
	
	
	

	INTERVENTIONS:

	Verbal re-direction
	
	
	
	

	Time out / seclusion
	
	
	
	

	PRN medication
	
	
	
	

	Physical Restraints
	
	
	
	

	Other (specify):
	
	
	
	


COMMENTS:


Period rated:

Rater Name:

Please check (() the estimated weekly frequency of each behaviour and intervention.  Rating should be done twice a week by the same staff.

	BEHAVIOURAL CHECKLIST

SCHIZOPHRENIA ~ Baseline
	Never/Rarely

(occurs 0-1 x’s / week)
	Sometimes

(occurs 2-3x’s / week)
	Often

(occurs 4+ x’s / week)
	COMMENTS

	Delusions
	Mentions/seems to fear being controlled by others
	
	
	
	

	
	Mentions/seems to fear that others read his/her mind
	
	
	
	

	Hallucinations
	Mentions/seems to see things not seen by others
	
	
	
	

	
	Mentions/seems to hear things not heard by others
	
	
	
	

	Disorganized Speech
	Conversations do not make sense
	
	
	
	

	
	Conversations make sense to begin with and then not
	
	
	
	

	Disorganized Catatonic Behaviour
	Shows strange/bizarre behaviour (social, sexual, agitation)
	
	
	
	

	
	Is extremely immobile / negativistic / repetitive
	
	
	
	

	Affective Flattening
	Talks in monotone
	
	
	
	

	
	Facial expression changes minimally
	
	
	
	

	Alogia
	Talks very little or not at all
	
	
	
	

	
	Speech content is extremely poor
	
	
	
	

	Avolition
	Shows poor grooming and hygiene
	
	
	
	

	
	Seems apathetic / exhausted
	
	
	
	

	Social Occupational Dysfunction
	Does much worse now than in the past at work
	
	
	
	

	
	Does much worse now in relationships or self-care
	
	
	
	

	INTERVENTIONS:

	Verbal re-direction
	
	
	
	

	Time out / seclusion
	
	
	
	

	PRN medication
	
	
	
	

	Physical Restraints
	
	
	
	

	Other (specify):
	
	
	
	


Period rated:

Rater Name:

Please check (() the estimated weekly frequency of each behaviour and intervention.  Rating should be done twice a week by the same staff.

	BEHAVIOURAL CHECKLIST

OPPOSITIONAL DEFIANT DISORDER ~ Baseline
	Never/Rarely

(occurs 0-1 x’s / week)
	Sometimes

(occurs 2-3x’s / week)
	Often

(occurs 4+ x’s / week)
	COMMENTS

	Avoids / quits activities that need time or postpone reward
	
	
	
	

	Easily becomes angry or aggressive
	
	
	
	

	Shows temper outbursts (with little or no provocation)
	
	
	
	

	Shows violent behaviour
	
	
	
	

	Emotions seem shallow / hollow (e.g. appears euphoric without really feeling happy)
	
	
	
	

	Shows indifference or apathy
	
	
	
	

	Expresses needs or impulses without consideration for:
	
	
	
	

	(
consequences
	
	
	
	

	(
social rules
	
	
	
	

	(
rights or needs of others
	
	
	
	

	Disregards for personal hygiene
	
	
	
	

	Sexual behaviour has clearly changed (in amount or orientation)
	
	
	
	

	There is sexual misbehaviour
	
	
	
	

	Steals
	
	
	
	

	Seems suspicious or paranoid
	
	
	
	

	Overall behaviour has clearly changed (in quality or intensity)
	
	
	
	

	INTERVENTIONS:

	Verbal re-direction
	
	
	
	

	Time out / seclusion
	
	
	
	

	PRN medication
	
	
	
	

	Physical Restraints
	
	
	
	

	Other (specify):
	
	
	
	


COMMENTS:


SKILLS AND PREFERENCES: (Note:  The following information should be a representation of the individual when not experiencing difficulties).

SELF HELP:

	SKILL
	REQUIRES ASSISTANCE
	INDEPENDENT

	Toileting
	
	
	
	
	
	

	Bathing / Showering
	
	
	
	
	
	

	Dressing
	
	
	
	
	
	

	Tooth Brushing
	
	
	
	
	
	

	Selection of appropriate clothing
	
	
	
	
	
	

	Eating
	
	
	
	
	
	

	Drinking
	
	
	
	
	
	

	Meal preparation
	
	
	
	
	
	

	Laundry
	
	
	
	
	
	


Comments:


PERSONAL PREFERENCES:

Describe the normal living environment (type of accommodation, number of residents, number of staff).

Does the current living environment suite the person’s needs?  Do they appear to be satisfied?

Describe the individual’s current work / vocational environment.  (What does the person do, level of support required, does the person appear satisfied with the work / vocational environment?)

WEEKLY SCHEDULE (Please write in what the individual does during their day)

	TIME
	EXPECTATION / ACTIVITY
	MON
	TUE
	WED
	THU
	FRI
	SAT
	SUN

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	


MONTHLY SCHEDULE (Please give an overview of what activities are planned during the entire month i.e. is there a specific outing that occurs monthly – a visit with family, hair appointments, doctor’s appointments, etc)

	Sunday
	Monday
	Tuesday
	Wednesday
	Thursday
	Friday
	Saturday

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	

	
	
	
	
	
	
	


GENERAL INFORMATION / COMMENTS (Optional)

Please write any information, not included in this package, that you feel would be important for the Mobile Resource Team to know.

Central East – Regional Case Resolution








