​ Natural Home    Placement

Behavior Resource Team Referral Form

Individual Name: [image: image1.wmf]



Date of Referral: [image: image2.wmf]


Date of Birth: [image: image3.wmf]
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Provider Agency(s) (if applicable): [image: image9.wmf]



Contact Phone:  [image: image10.wmf]


Support Coordinator: [image: image11.wmf]


Contact Phone: [image: image12.wmf]


1. Please describe your reasons for referral of this person to the Behavior Resource Team.  What undesirable or serious behaviors are occurring? (Check All That Apply)

a. Serious Behavior

 Physical Aggression (be specific):      
 Property Damage (be specific):      
 Self Injurious (be specific):      
 Use objects as weapons (be specific):      
 Illegal Behavior (be specific):      
· Police Involvement Yes    No
· Charges Pending       No (Please Describe) Yes   
 Sexually Aggressive Behavior:      
· Registered Sex Offender Yes    No
· Charges Pending       No (Please Describe) Yes   
b. Other Undesirable Behavior 
Spitting  

Elopement (be specific):      
Verbal Force (be specific):      
Other: 
2. Where do these behaviors typically occur? (Check All That Apply)

 Home (natural, placement)

 School

 Community (day program, place of employment, etc.)      
3. Have possible medical or other organic reasons for the behaviors been explored?  

 Yes (if yes, please describe)         
 No

 Don’t Know 

4. Has the individual had any psychiatric hospitalizations within the past 6 months?    Yes     No   

If yes, indicate the number of hospitalizations and where they occurred.      
5. Has any formal tracking or assessment of the behaviors been completed in the past?    Yes      No 

If yes, please describe:      
6. Is the person currently taking medication?     Yes      No      Don’t Know

If yes, please list medication, if known:      
7. Current Health Inventory:   Yes     No     N/A

8. What has the planning team tried, so far, to assist this person with these behaviors? Have you made referrals to specific agencies/persons, administrative agents, counselors, psychiatrists, psychologist, physicians, MPACT, DHSS, Children’s Division, Drug and alcohol, etc.? Please indicate what has been tried in the past and what agencies are currently involved with the individual.      
9. Has the individual experienced any changes (life, environmental, social, etc.) that may be contributing to undesirable behavior?     Yes       No      

Describe:      
10. When and where would be the best time for BRT member to meet with the person?       
a. Who is the primary contact and his/her contact information?      
Please include any additional information related to the individual’s behavior and/or needs that you feel would be beneficial in addressing these specific concerns.      
Please attach the following information, if available: 

 Individual Support Plan (can be emailed encrypted or faxed)


 Psychiatric/Medical Assessments


 Lab work

 Any data collected in regards to the undesirable behavior (i.e. documentation of occurrences, when, where, frequency, intensity, etc.).

 Current Physician Orders 

Signature of Person Completing This Referral:      


Relationship:      
For BRT Use Only

Sent to Lead Staff:  Yes      No   Date Received: [image: image13.wmf]
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