Community Mental Health for Central Michigan 

POSITIVE BEHAVIOR SUPPORT INTERVENTION DATA FORM
Staff who use a support intervention, an intrusive intervention, including PRN medication,

or emergency physical management, must complete this form. 

	Staff Name:
	     
	Intervention Date:
	     


	Consumer Name:
	     
	Consumer ID #:
	     


	Date of Birth:
	     


	Provider Name:
	     


Intervention Type:   FORMCHECKBOX 
 Restrictive      FORMCHECKBOX 
 Intrusive      FORMCHECKBOX 
 Emergency physical management (attach Incident Report)
Intervention Setting:   FORMCHECKBOX 
 Community     FORMCHECKBOX 
 Work Site     FORMCHECKBOX 
 School     FORMCHECKBOX 
 Home     FORMCHECKBOX 
 Other (describe):       
	Complete the following sections unless already noted on the Incident Report.
	Behavior Treatment Committee Comments Only

	Describe what might have led to this incident.
	     

	     

	Describe in detail the behaviors that led to the intervention.
	     

	     

	Describe the positive behavior supports used.
	     

	 FORMCHECKBOX 
 Adequate
 FORMCHECKBOX 
 Inadequate

Comment:      

	Describe the intervention used. 


	     

	     

	Describe the changes in behavior that led to discontinuing the intervention. 
	     

	     


	Start time of intervention:
	     
	Stop time of intervention:
	     


Staff member who performed the intervention must complete the form within 24 hours and submit to the case manager within 
72 hours. CMHCM case manager submits the form to the Behavior Treatment Committee Secretary. 
 FORMCHECKBOX 
 BTC agrees with action taken
 FORMCHECKBOX 
 BTC recommends staff training

 FORMCHECKBOX 
 BTC suggests alternative action 


___/___/___ (Date) BTC reviewed 
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