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195 McGregor Street, Unit 400

Manchester, NH 03102

Authorization Form for Behavioral / Medical Interventions

	Client Name:
	     
	Client Code:
	     


	Author of Plan:
	     


	Level of Plan:
	I  FORMCHECKBOX 
    II  FORMCHECKBOX 
    III  FORMCHECKBOX 

	Date Written:
	     


	


Profile Information (include diagnosis, demographics, and services provided):
     
Rational for Plan (behavioral and or medical):
     
Target behaviors to be addressed:      
Specific device/medication needed and why: 

     
List less restrictive alternatives attempted (three-five years):
     
Goal and objective (specifically related to device/medication):
     
PLAN
Description:      
Behaviors to be monitored:      
Desired outcome:
     
Baseline data:      
Criterion for change of plan:
     
Description on risks and side effects to monitor:
     
	Client Name:
	     
	Client Code:
	     


Conditions:

Where will plan be used:      
When will plan be used:      
Person(s) responsible for implementation:      
Training and documentation that training occurred requirements:
     
Methods (task analysis):

What to do prior to, during, and after:
     
Documentation required:      
Person responsible for collecting data:      
Person responsible for analyzing data:      
Frequency of data collection:      
Attachments Required: Physicians note including dates; Nurses protocol (when applicable); Picture of specific device to be used.
	Client Name:
	     
	Client Code:
	     


Required Signatures 
Client /Guardian:

	     
	
	
	
	     

	Print Name
	
	Signature
	
	Date


Case Manager:

	     
	
	
	
	     

	Print Name
	
	Signature
	
	Date


Interim Representative:

	     
	
	
	
	     

	Print Name
	
	Signature
	
	Date


	Length of Interim Approval:
	     


	


Human Rights Committee Representative:

	     
	
	
	
	     

	Print Name
	
	Signature
	
	Date


	Authorization Period From:
	     
	To:
	     


	Attachment for Recommendations:  
	 FORMCHECKBOX 

	Yes
	 FORMCHECKBOX 

	No


	


Physician (where applicable):

	     
	
	
	
	     

	Print Name
	
	Signature
	
	Date


MCS Nurse (where applicable):

	     
	
	
	
	     

	Print Name
	
	Signature
	
	Date
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