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Please complete the form and fax to the Behavior Consultation Team member in your area.  You may also access services via telephone or Therap, in which case the BCT member will complete the form with you. 
													
Part A: Individual Information
Today’s Date:
Person being referred: 
Date of birth/age: 
AWACS #: 
Address: 
Phone: 

Where does this person live? Please check one of the following:
( ) At home with (circle one): immediate family  	foster family     other relatives
( ) By him/herself ( ) In a group home with 8 or fewer residents ( ) Other:

Guardianship:  Self?  ( ) Yes ( ) No If no, please provide the following information:
Guardian name:
Address/phone: 
													
Part B: Referral Information
1) Brief reason for the referral and pertinent information: 

2) What are the most urgent concerns at this time? (Check all that apply).
( ) Physical aggression toward others	( ) Physical harm toward self
( ) Emotional harm toward others		( ) Harm by others
( ) Property destruction			( ) Elopement/leaving without notification
( ) Worsening psychiatric symptoms	( ) Worsening behavior(s) – Describe:
( ) Significant impact on caregiver/support staff/family – Describe:
( ) Law enforcement involvement – Describe:
3) When did the problem behavior start?
4) When was the person last “at his/her best”? (i.e., before these current behavior problems)?
5) Has this sort of behavior happened before? When?
6) What, in the past, has helped or did not help to manage the behavior?
7) What is being done now to try to help the person and manage his/her behavior? How is it working?
8) Severity of damage/injury: ( ) Minor  ( ) Moderate   ( ) Severe
9) Frequency of behavior problems: 
( ) More than once daily	( ) Daily	( ) Weekly	( ) Monthly
How long does a behavioral episode typically last? 
( ) Minutes	( ) Hours	( ) Days	( ) Weeks
10) What triggers the behavior? 
( ) Change	( ) Transition	( ) Noise	( ) Stress	( ) Family contact
( ) Work	( ) Peers	( ) Waiting	( ) Being told “no”	( ) Lack of attention
11) What makes it better? 
( ) Frontloading	( ) Reassurance	( ) Soothing tone of voice	
( ) Attention from staff or peers	( ) Low stimuli environment		
( ) Being occupied	( ) Having a schedule	( ) Consistency in expectations
( ) Presence/absence of certain people	( ) Other
12) What makes it worse?
( ) Harsh tone of voice	( ) High stimuli environment	( ) Boredom
( ) Lack of a schedule	( ) Abrupt changes or transitions
( ) Attention from staff and/or peers	( ) Presence/absence of certain people
( ) Other
13) Has a Functional Behavior Assessment been completed and, if so, by whom and when?
14) Describe interventions that have been attempted:
Comments:
													
Part C: Biopsychosocial and Environmental Problems
Support Issues
1) Are there any problems in the person’s support system that may contribute to his/her basic needs not being met? 	( ) No		( ) Yes – explain:
2) Does this person have ( ) hearing or ( ) vision problems? If so, what is in place to help him/her?
3) Does this person have a communication problem? ( ) No   ( ) Yes: What is in place to help him/her?
4) Does this person have a problem with sensory triggers? ( ) No   ( ) Yes: What is in place to help him/her?
5) Does the person have opportunities for appropriate physical activity? ( ) No ( ) Yes
6) Does this person have mobility problems or physical restrictions? 
( ) No   ( ) Yes: What is in place to help him/her? 
7) Are there any supports or programs that might help this person but are not currently in place? ( ) No   ( ) Yes: Please describe.
8) Identify possible problems:
( ) Stress or change in the person’s environment (e.g., living situation, day program)
( ) Insufficient behavior supports and/or staff resources to implement programs
( ) Inconsistencies in supports and staff approaches
( ) Insufficient training of direct care staff
( ) Signs of possible caregiver/staff burnout (e.g., negative attitudes toward person, difficult to engage with staff, no or poor follow through in treatment recommendations)
( ) No family or no family involvement
( ) Other
9) Have there been any recent changes or stressful circumstances in:
( ) Caregivers (family members, paid staff)
( ) Care provision (e.g., new program or delivered differently, fewer staff)
( ) Living environment (e.g., new resident/staff)
( ) School or day program
( ) Removal from home
10) Have there been any recent changes or stressful circumstances in occupational activities/services:
( ) Unemployment			
( ) Threat of loss of job
( ) Stressful work schedule		
( ) Job dissatisfaction
( ) Job change			
( ) Discord with supervisor, coworkers, etc.
( ) Change of working hours, conditions, location, etc.
( ) Employer/supervisor change	
( ) Restricted from work
( ) Denied sought after employment (e.g., community employer)
( ) Dislikes job			
( ) Supervisor or work group changes frequently
( ) Low supervision ratio in work area
( ) 0ther
11) Have there been any recent changes or stressful circumstances related to housing
( ) Homelessness/inadequate housing
( ) Increase in neighborhood problems, discord with neighbors
( ) Major change in living conditions (e.g., new home, deinstitutionalization)
( ) Frequent moves			
( ) Lives in high crime area
( ) Not permitted to move when requested
( ) Psychiatric hospitalization or Intensive Behavior Center placement
( ) Other
12) Have there been any recent changes or stressful circumstances related to finances
( ) Inadequate finances			
( ) Interrupted income
( ) Major purchases with loan/pawn	
( ) Major change in financial status
( ) No control over finances, major purchases, etc.
( ) Ongoing financial problems
( ) Other 
13) Does the person have problems related to interaction with the legal system:
( ) Being arrested				
( ) Being accused of a crime
( ) Incarcerated (current, recent)		
( ) Victim of crime				
( ) Trial, with or without conviction	
( ) Loss of self-guardianship
( ) Detention in jail/prison			
( ) On probation/parole
( ) Criminal record (if problematic)
( ) Other
Comments:
													
Emotional Issues
1) Any recent changes in relationships with significant others?
( ) Additions (e.g., new housemate, birth of sibling)
( ) Losses (e.g., staff changes, housemate changes)
( ) Separations (e.g., decreased visits by family, sibling moved out)
( ) Deaths (e.g., parent, housemate, staff)
2) Issues of assault or abuse:   		Past 			Ongoing	Date(s)
				Physical	
				Sexual	
				Emotional
Exploitation
Neglect	
3) Has the person experienced or are they currently experiencing any of the following:
( ) Teasing or bullying
( ) Triggers such as anniversaries, holidays, associated with past trauma
( ) Issues regarding sexuality and relationships
( ) Disappointments (e.g., not being able to meet goals such as driving or having a romantic relationship, being surpassed by siblings)
( ) Life transitions (e.g., moving out of family home, leaving school, puberty)
( ) Being left out of an activity or group
( ) Stress or upsetting event at school or work
( ) Inability to verbalize feelings
4) Has the person experienced or are they currently experiencing any of the following:
( ) Exposure to disaster
( ) Discord with counselor, physician(s), case manager, etc.
( ) Unable to get services identified as needed
( ) Other
Comments:
													
Problems related to social environment
1) Check all that apply and provide description
( ) Major change in social activities by amount or type
( ) Living alone				
( ) Death of housemate
( ) New significant relationship (e.g., girlfriend/boyfriend, housemates)
( ) Loss of significant relationship	
( ) Pregnancy, birth of a child
( ) Unable to be with friends except at work or organized events
( ) Multiple temporary placements		
( ) Intimate relationships prohibited
( ) Retirement			
( ) Frequent staff/housemate turnover
( ) Continual seeking of intimate relationships with no success
( ) Limited control over life decisions
( ) Problems with parents/guardians/staff related to romantic relationships
													
Problems related to health and/or access to health care systems
1) Check all that apply and provide description/diagnoses
( ) Medical condition giving rise to discomfort (e.g., itching, rash)
( ) Medication side effect(s)			
( ) Change in medication(s)
( ) Allergies 					
( ) Dental problems
( ) Cardiovascular problems			
( ) Respiratory problems
( ) GERD, Hl pylori infection, other upper GI issues
( ) Constipation or other lower GI problems
( ) Urinary tract infections			
( ) Dysmenorrhea/premenstrual syndrome
( ) Peri-menopausal/menopausal
( ) Musculoskeletal issues (e.g., arthritis, joint pain, spasticity)	
( ) Neurological (e.g., seizure disorder, dementia)
( ) Hypo/hyperthyroidism			
( ) Diabetes
( ) Sleep apnea or sleep disturbance	
( ) Other:
2) Primary Care Physician:
3) Other medical providers:
4) Have there been any recent changes or stressful events related to:
( ) Inadequate health care services
( ) Transportation to appointments unavailable
( ) Major change in symptoms
( ) Acute health problems
( ) Afraid of health care providers, procedures, etc.
( ) Interference in quality of life due to symptoms
( ) Chronic health problems
( ) Requires treatment for more than one major diagnosis
( ) Other
Comments:
													
Possible Psychiatric Conditions:
1) Does the person have a history of diagnosed psychiatric disorder? If so, what are the diagnoses and when were they first made?
2) Has the person ever been admitted to a psychiatric facility and/or hospitalized for a psychiatric reason? If yes, provide the name of each facility and date(s) of admission(s).
3) Symptoms and Behaviors: Mark the symptoms that are observed and indicate whether the symptom is usually present or recent onset:	
( ) Anger, irritability, explosiveness, argumentativeness, defiance
( ) Sadness, crying, lack of motivation, low energy, hopelessness
( ) Sleep problems, insomnia, sleeping too much, not needing to sleep
( ) Mood swings, emotional dysregulation, agitation, unhappy/miserable
( ) Elevated mood, intrusiveness, hypersexuality, impulsivity
( ) Self-harm and/or suicidal threats, actions
( ) Confusion, inability to do usual activities, staring off and nonresponsive
( ) Seeing or hearing things that aren’t there, smelling or feeling things that aren’t there
( ) Suspiciousness, paranoia, not being in reality, believing things that aren’t really there
( ) Substance use (please specify substance(s))
( ) Anxiety, fearfulness, perseveration, obsession, compulsion, rituals
( ) Psychosomatic complaints
( ) Tics, stereotypies (repetitive movements or utterances)
( ) Other

Current Medications:
Medication name	Dosage/strength	Times it is given	Reason person takes it



4) Psychiatric Provider:

Comments:
													

Part D: Other Information
Referred by: 
Relationship:
Address:
Phone: 

Provider Information: 
Agency: 
Contact Person: 
Phone: 

Case Manager Information:
	Name: 
	Agency:
	Number: 
What is the desired outcome of the consultation?
													
Required Documentation
To complete an assessment and determine whether BCT involvement is warranted, the following documentation MUST be sent to the BCT within five (5) working days of submitting the referral form.  The case will NOT be opened until documentation is received. 
· A complete referral packet includes the following elements: 
· History of the behavior as well as current behavior
· Social history including early childhood, out of home placements, abuse/neglect
· Recent evaluations (e.g., school records, psychological assessments, etc.)
· Medical history: diagnoses, medications, and other pertinent health information
· Psychiatric history: diagnoses, medications, therapies.  Include medication changes/trials. 
· Psychological: intellectual/adaptive assessments
· Occupational therapy/physical therapy assessments
· Other information requested from the BCT
													
BCT Contact Information
Helena Office
Connie M. Orr, M.A., NADD-DDS - Supervisor
Phone: (406) 444-3072 
Fax: (406) 444-0230
Billings Office
Cheryl Nystrom-Ryckman – Behavior Consultation Specialist
Phone: (406) 655-7696
Fax: (406) 652-1895
Great Falls Office
McKenzie Lyons – Behavior Intervention Specialist
Phone: (406) 454-6083
Fax: (406) 454-6082

Adjunct Team Members
Jean Justad, M.D – Medical Director
Phone: (406) 444-4556
Michelle McCall, M.D. – Psychiatrist
Phone: (406) 444-5482

Jake Leeper, LCSW – Behavioral Health Clinician
Phone: (406) 444-3072
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