St. Clair County Community Mental Health
Behavior Treatment Plan Review Committee (BTPRC) Referral

	Recipient Name:
	Case #:

	Click here to enter text.	Click here to enter text.
	Primary Program:
	Residential Facility Name:

	Click here to enter text.	Click here to enter text.
	Secondary Program:
	Primary Caseholder:

	Click here to enter text.	Click here to enter text.


	Section A: Authorizations

	Caseholder Signature:
	Date:

	
	

	Supervisor Signature:
	Date:

	
	

	Chief Clinical Officer Signature:
	Date:

	
	



	Section B: Type of Referral 

	☐
	Aversive Technique
	☐
	Intrusive Technique
	☐
	Restrictive Technique
	☐
	Health & Safety

	Description:

	Click here to enter text.
	☐
	Lethal Case Review
	Date of Death:
	Click here to enter text.
	Description:

	Click here to enter text.
	☐
	Clinical Consultation

	Background Information:

	Click here to enter text.
	☐
	Token Economy/Response Cost 

	Description of Plan:

	Click here to enter text.


	Section C: Required Materials for BTPRC Review

	Aversive/Intrusive/Restrictive Techniques, Clinical Consultations, & Token Economy/Response Cost Reviews

	☐
	Behavioral Assessment (Functional Behavioral Assessment) (attach copy)

	☐
	Clinical Assessment (attach copy)

	☐
	Behavioral Assessment 

	☐
	IPOS (attach copy) and Proposed Intervention

	☐
	Most Recent Medication Review (attach copy)

	☐
	Most Recent Psychiatric Evaluation (attach copy)

	☐
	Evidence of Positive Behavior Supports: Provide documentation that shows the positive behavioral support used over the past 2 months, as well as proof of continued efforts to explore other options. 

	☐
	Evidence of Physical, Medical, and Environmental Assessments: Provide evidence that assessments have been conducted to rule out relevant physical, medical, and environmental causes of challenging behavior.

	☐
	Staff Credentials: Provide the credentials of staff completing behavior treatment plan. 
	Credentials: Click here to enter text.

	☐
	Plan for Monitoring and Staff Training: Submit evidence of the plan for monitoring and staff training to ensure consistent implementation and documentation of interventions. The plan must include: 
Who will provide the training
How the training will be monitored for fidelity
A plan for modifying the intervention(s) if necessary. 



	Lethal Case Review 

	☐
	Incident Report (attach copy)

	☐
	Death Report (attach copy)



	Health & Safety (Protective Devices for Anatomical Support or Medical Conditions)

	☐
	Prescription Requirement: Device must be prescribed by a Physician, Occupational Therapist (OT), or Physical Therapist (PT) at least annually.

	☐
	Documentation: Prescription must bet documented in the IPOS.

	☐
	Usage Instructions: The IPOS must include clear instructions on when the device will be worn or used.

	☐
	Ongoing Evaluation: A healthcare professional must conduct ongoing evaluations to determine the continued need for this device.
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