
	Community Mental Health for Central Michigan
Behavior Treatment Committee Review Form

	Consumer Name:
	[bookmark: Text24]     
	Case Number:
	[bookmark: Text25]     

	Date of Birth:
	[bookmark: Text26]     
	Review Date:
	[bookmark: Text27]     

	Age:
	[bookmark: Text28]     
	County:
	[bookmark: Text29]     

	Caseholder(s):
	[bookmark: Text30]     
	Primary Dx:
	[bookmark: Text31]     

	Supervisor:
	[bookmark: Text32]     
	Secondary Dx:
	[bookmark: Text33]     

	Psychotropic Medications: (**medications used for diagnosed medical conditions do not need to be included here):

	     

	Residential Living Arrangement: 
	|_| Specialized Residential Home (AFC, children’s therapeutic group home)
|_| General Residential Home (licensed foster care facility not certified to provide specialized program)
|_| Private residence with CLS and/or AHH staff support
|_| Private residence without CLS and/or AHH staff support
|_|Foster home/Foster care (minor child)
[bookmark: Text35]|_| Other (Please specify:      
|_| Check if currently in a crisis residential or psychiatric unit placement, jail or other    
        correctional placement, or state hospital 


	
Reason for BTC Review:
		
	
	|_| Urgent/Emergent review of restrictive/intrusive interventions contained in the IPOS 
[bookmark: Check32]|_| New Behavior Plan:
[bookmark: Check4][bookmark: Check5]           |_| restrictive/intrusive  |_| positive support plan only (no restrictive/intrusive interventions)
|_| Quarterly Review of intrusive/restrictive intervention (s)

	
	
	Date intervention (s) were originally approved:
	[bookmark: Text44]     
	

	
	|_| ABA plan that contains restrictive/intrusive interventions

	
	|_| New HCBS health and safety modification request (Ensure the Assessment/IPOS/physician script or OT/PT eval support the request)

	
	[bookmark: Check52]|_| Review due to medications prescribed (no other intrusive/restrictive interventions)

	
	
	Date of last prescriber report form (must be done at least annually):
	[bookmark: Text42]     
	

	
	



	Is the individual currently receiving evidence-based treatment:  |_| Yes  |_|  No
If yes, specify which evidence-based treatment below:

	|_| PMTO   |_| DBT   |_| TF-CBT   |_| Family Therapy   |_| ABA Therapy   |_| MST   |_| BSFT 

	|_| Other (describe):
	     
	

	

	Briefly summarize current treatment the individual is receiving (services received, level of engagement, attendance, etc): 
[bookmark: Text47]        







Check ALL interventions proposed to be implemented:

	
[bookmark: _GoBack][bookmark: Check7][bookmark: Check8]Intrusive:  |_| Yes  |_| No

Any item checked below needs to be addressed in a behavior treatment plan. If the reason for review is due to a medication being prescribed that is targeting a challenging behavior, you MUST select “yes” and check the medications box below.

	[bookmark: Check9]|_| Periodic monitoring
	[bookmark: Check10]|_| Line of Sight 
	[bookmark: Check11]|_| Arm’s reach
	[bookmark: Check12]|_| 1:1 supervision

	[bookmark: Check13]|_| Planned ignoring
	[bookmark: Check14]|_| Restore environment
	[bookmark: Check15]|_| Planned inquiry
	[bookmark: Check16]|_| Overcorrection

	[bookmark: Check17]|_| Protective device
	[bookmark: Check18]|_| Anatomical/physical support Rx MD/PT/OT
	[bookmark: Check19]|_| Special clothing
	|_| Medications

	[bookmark: Check20]|_| Physical Prompt

	[bookmark: Check51]|_| Other:
	[bookmark: Text38]     

	
Please provide a brief description if multiple boxes are selected related to enhanced supervision (Ex: 1:1 supervision in the community but arms reach when in the home):
[bookmark: Text46]     

Does this BTC request start, increase, or decrease dedicated staffing hours specifically assigned to this individual? 

[bookmark: Check54]|_| Yes* 
[bookmark: Check53]|_| No

If yes, please explain (e.g. 6 hours of 2:1 hours per week is being started, reduction of 1:1 hours from 12 hours per day to 6 hours per day, increase in 1:1 hours from 2 hours per day to 4 hours per day). 
[bookmark: Text48]      

*If approved by BTC, you must ensure the Provider Network department is aware of the approval and/or change so they can adjust the rate as needed


	
Restrictive:  |_| Yes  |_| No

*Any item checked needs to be addressed in a behavior treatment plan.

	Freedom of Movement

	[bookmark: Check21]   |_| limit access to activity, environment        |_| dietary restriction (food, fluid)    

	[bookmark: Check23]   |_| Other (describe):
	[bookmark: Text15]     

	
	

	Property Rights

	[bookmark: Check24][bookmark: Check25][bookmark: Check26]   |_| restrict access to property  |_| restrict access to money   |_| scheduled search & seizure   |_| restitution/response cost

	
	

	Communication Rights or Entertainment

	[bookmark: Check27]   |_| limit access to phone |_| limit access to visits/other persons  |_| limit access to mail 
   |_| restrict access to viewing/listening (Ex: Restriction on internet access)           

	   |_| Other (Describe):
	     

	
	

	
	

	Update on Target Behaviors:
*If there is more than one target behavior being addressed, please provide a brief update on each of those target behaviors being addressed through the behavior treatment plan.


	Summarize available data related to the target behaviors (Incident Reports, data tracking since the last BTC review): 
[bookmark: Text39]     

	

	

	

	

	

	

	

	

	Target Behavior has escalated:   |_| Yes    |_|  No       
Describe:      



	Target Behavior has improved:  |_|  Yes   |_| No
Describe:       



	[bookmark: Text40]If there is a current approved behavior plan, discuss how implementation is going and any barriers to implementation of the plan or data collection. Include any external factors that might be contributing (medical illness, staff change, med change, etc.). If a behavior plan is in progress, please describe when the full behavior plan will be ready for review:       






	Section below to be filled out by BTC Chairperson/Designee:

	[bookmark: Text23]Committee Feedback/Follow-up items (NOTE: If there are follow-up items listed, the expectation is that a response is provided to those items at the time of the next BTC review):       



[bookmark: Check41][bookmark: Check42]BTC Approval:  |_| Approved   |_| Denied  

	
	Plan Approval Effective Until:
	[bookmark: Text45]     


                      
             
[bookmark: Check43]|_| Discharged from BTC review based on the current information reviewed 

(NOTE: Requests for BTC review in the future- based on the addition of intrusive/restrictive measures, health and safety modifications, or due to medications prescribed are expected to be requested by the treatment team)


	
	[bookmark: Text49]     
	
	[bookmark: Text50]     

	
	BTC Chairperson/Designee Signature
	
	Date



CMHCM-920 (Revised 6/22/2023)

